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MANAGEMENT SUMMARY

This thesis proposes a redesign of the organization of case managentsrhentia care in

the region MidderBrabant 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 wallorder to ensure high
guality 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 Midaleant

are planning to implement case management in dementiaecar the region. The
Zorgnetwerk MidderBrabant, 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 careMidden-Brabant be designedin 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: fronand back office, and modularity. In the front office
professionals have direct contactttvia 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. Frontand back office concepts enabled to make deliberate decisions on the
allocationof tasks of the professionals to the frordr 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 cohssente
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,- faoit 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 inteiplisary teams. Members of
these teams are a case manager, GP, and a doctor. -Faodt back office theory and
characteristics of the cooperation in practice were the basis for the allocation of
professionals to the frontor back office. Modularity presitres a standard interface which
connects separate services. The interdisciplinary team, and especially the case manager, can



be the standard interface that ties separate services together in one coherent service
package for a client. Also, information texiogy 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 awapfi

case management in dementia care.
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CHAPTER 1: INTRODUCTION

1.1Introduction

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 2008

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 (&rgjtt2006). 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 demaptia @n 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 dblglerquality care to
dementia clientsMost 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 apga 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, 20ahall et al
OMPphpy > Llbo 0 & (pledi Brm itdse manageingnt id a means dfYtoordinating
ASNDAOSad 9 OK LISNA2Y A& FaaAiraySR I OFasS Yl
needs, develop a care plan, arrange for suitable care to be provided, monitor the quality of
the care provided, ¥R Yl Ay Gl Ay O2y il Ol 6AGK GKS LISNE2Y
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 thie 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. Midelerabant is one of the leading regions. The

1



Geriatric Network of Zorgnetwerk MidddBrabant (ZMBR), which is a cooperation of a
group of service providers, initiated the participation in the Program Chain Care Dementia.
On this moment different collaboratio initiatives between service providers exist in
dementia care in MiddefBrabant. Case management practices are already used in these
collaboration initiatives. However, it is important that a standardized case management
approach will be developed in ordéo 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 clieriteeiregion
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 frantl back dice and
modularity theory. Frontand 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 requiservices 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 initiaéis in MidderBrabant 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 andnactice.

1.3Chain care or network?

LYy GKS bt5 AdG KIFa 0SSy LINRLRZ2aASR (2 RSt AOGSNI
total of interconnected care efforts by various service providers to one patient suffering

from a certain illness, which is cla&terized by formalized agreements between service
LINE A RSNEE OLD¥%S HnannoT aSAa2o22Y SO X Hnandt
diverse set of independent service providers are involved in the care for clients that doubt

exist whether chaircare is really applicable. More importantly, there is no-getermined

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 ofinformation and knowledge, and where agreements are made about the
delivery of care to clients (Schumacher, 2006). Schumacher (2006) states that the difference



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.

W{GAOKGAY T C¢NIVAYIIAI Gt yRSIHENRA AMRRESYOKI Ay
(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 foras®l f f SR W{SGSy5./Qd ! W{SGSy5./Q
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 (Kl&tional
Ketencongre2009). Donkers et al (2008) argue it to be difficult to mpkee 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 magament in this thesis is not influenced by the decision for a chain or
network.

1.4Problem Statement

How can case management in dementia care in MidelBrabant be designedin order to
best satisfy the needs of dementia clients?

Ly GKAA (GKEAADIASPIRSYXEYNBSFSNNBR (2 |a GKS
GKS AYF2NXIE OFNBIAGSNDBAODP | WASNIIAOS LINR DAF
that is involved in the care for clients.

1.5 Research Questions

1) What is case management?

2) What are theconcepts frontand back officeand modularity?

3) How can case management in dementia care be designed, taking into adoontat
and back officeand modularity theory, based on the literature review?



4) What is the current way of working ihé collaboration initiatives in dementia care in
Midden-Brabant?

5) How can dementia care be designed in Mid@gabant, using insights from theory and
practice, to implement case management successfully?

1.6 Research Methodology

1.6.1 Research type

The ¢ JS 2F NBASIFNOK o06SAy3a dzaSR A& LWL ASR NB
intention of applying the results of the findings to solve specific problems currently being
SELISNASYOSRE Ay RS-Bréhait XJekaran| 2083). XMBR & AdRifRgSa/
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 chapte of this thesis a conceptual model is developed. The model is

based on existing academic literature. Hence, this part contains the literature review, which
KFa GaGKS LldzN1J32asS (2 SyadaNB (GKIFIG y2 AYLR2NILFy
repeatedly2 Kl @S KIFR |y AYLI OG 2y (GKS LINRofSY A&
The second part of the thesis consists of case study research. Sekaran (2003) states that
GOF &S &l dzR A-depth, doptedidl @ralyses yof similar situations in other
organizations, ware the nature and definition of the problem happen to be the same as
SELISNASYOSR Ay (GKS OdNNBy G &aAildz hagkieétnd Ly aAa
used for the development of a design of case management in dementia care.

1.6.3 Data collectia

Primary and secondary data have been collected for this research. Primary data consisted of
qualitative data gathered from interviews. These seatnuctured interviews were
performed with employees and managers of service providers involved in dememéarc

Midden. N} 6 yi®d | SyO0Sz OftASyidiaQ LISNOSLIIAz2ya KI
researcher prepared a list of questions for the interviewees, which was based on the
literature used in this thesis. However, improvised questions were also askedgduri

4



interviews. The research was cresectional, 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 contcegph 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. Thefolloyid RIF Gl o6l aS&a FyR WwW{Seée g2NRaQ KI @S

U Databases

Web of Science PubMed Google Scholar
Science Direct Ovid Jstor
Proquest Medline Sage

U wYYSe 62NRaAQ

Dementia Dementia and case management
Case management Review case management
Frontoffice/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 th®dot f SRt WA FFF SO U ¢
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-date information about (theeffectiveness of) case
YFEYlF3SYSyd GKS NBaSIFNODKSNI KFa aLISOATFAOFT &
case management.

1.7 Structure of the thesis

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



Chapter 6 consists of a comparison between the current working methods of collaboration
initiatives in dementia care in MiddeBrabant. Data for this Chapter is retrieved from the
interviews and the comparison is based on the conceptual model. In ChaptdeSign of
case management in dementia care is proposed for MidBesbant. The last Chapter
contains conclusions, recommendations, limitations and directions for future research.



CHAPTER 2: CASE MANAGEMENT

2.1 Introduction

This Chapter contains thexplanation 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 diffent case management models that have been developed. 2.5

Ad I aASO0A2Yy o62dzi GKS SFFSOG 2F OFasS Yl yl =
consulted. The final two sections discuss factors related to the design of case management

and the influence bcase management on costs.

2.2 History

C2NXYIfte OFrasS YIyl3aSYSyid Kra Ada Ner2Ga Ay 0l
MPpy 0P Ly GKS MpcnQad RSAYAGAGdzA2Y T AT FOARZY
started and caused a fragmemtecare 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 amng 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

hoa LIAGIF X y2¢ dzaSR GKS &ASNWAOSa a ¢Stfo |2
growing complexity of the mental health system made it difficult for persons with severe
YSyart AffySaa G2 adzOO0Saa¥fdzZ e ySaE®MAB IS | yF
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 datationalization, which caused the

YSSR F2NJ NBaGNUz2OGdzZNAYy3Id ¢KS aSO2yR NBIlazy |
LINEIANF Ya GKFEG G221 LIFOS GKNRdAzZAK2dzi GKS wmdc
1982, p.655). As a consequence the availgbif different services increased considerably,

7



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
beginningofi KS wmdpTtnQa OFasS YlIyl3aSYSyad éla Fy AyadasS
the mentally ill (Marshall et al., 1998). Not only in the US, but also in England programs to
AYLX SYSyid OFasS YlylF3asSySyid 6SNB aidl NoISRe ¢KS
refer to, coordinate, and integrate various services into a cohesive program best suited to
YSSG GKS ySSRa 2F (KS AYRAQGARdZ t LI GASY(é oa

2.3 Defining case management

Many different definitions of case management can be extradtedh 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 Plasschex.,e2004;). 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

GKFG al0KS 0O2YY2 that dakeSnvaBagetnelz8id & frdcass or method for

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

STFSOUADBSE YR STFAOASY(O YIYyYySNES® al NEKIF €

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

YFEYlF3SN g6K2 A& SELSOGSR G2 laasSaa (KIFG LISNE

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

with the personb €

l GGSyGAz2y aK2dZ R 06S 3IA@Sy G2 GKS FIFOd GKIG
u

a02L)S GKlIy GKS SNY WOl &S YIylF3aSNRe W IasS
a23a0SY I NRdzyR I OSNIIFAY RAASI &S [lIg6RheidakeS WO 3
YIEyYyF3ISNI Aa y24 | WdzyAljdzSQ LISNER2YyS>X odzi | Ol

executed by different professionals.



2.4 Models of case management

2.4.1 Six models

Several authors identified six case management models (Mueser, t98I8; Bjorkman &
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. Arigion 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), rehabilitabdented community care
(strengths and rehabilitation odel), 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).

Figure 2.1: three case management models ( RdD79)

Minimal model Coordination model Comprehensie model
Outreach Outreach Outreach
Client assessment Client assessment Client assssment
Case planning Case planning Case planning
Referral to service providers Referral to service providers Referral to service providers
Advocacy for client Advocacy for client
Direct casework Direct casework
Developing natural support Developing natural support
systems systems
Reassessment Reassessment

Advocacy for resource
development
Monitoring quality
Public education
Crisis intervention

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 createttintinh
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.



Figure 2.2

Common characteristics case management models (Intagliata, 1982)

Objectives

Ideology

Functions

Structural elements

Continuity of care

Accessibility and accountability.

Efficiency.

tfFyYyyAy3a YR AYLX SYSyGlraGAazy LX Iy
and needs.

LyGdSyaaride 2F aSNBAOS LINRBGAaAZY
needs.

Service de A @SNE Ydzad Sl dz € I LI GASy
encouraged to act independently.

Commitment of case management services to patients must be -epeled.
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 followup

Additional:

-Outreach &n effort by individuals or a group to connect its ideas
practices to the efforts of patients)

-Direct service mvision

-Advocacy

Case manager e Functions:

-To remain aware of the comprehensive needs of th

patients

-To link clients to services

-To monitor services being provided to clients

e 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 i
quality of the personal commitment that case managers deve
towardstheir patients.

Core agencies e Important task to guarantee that services are available.

e Service integration
e Negotiation of interagency linkages

10



Thornicroft (1991) came up with twelve variables that overlap most case management
models. The variablesra useful to make a comparison between the different case

management models.
Figure 2.3

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

1. Individual/team case management 7. Specialization of case manager
2. Direct care/bokerage 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 mentallyllipersons 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,
AAYyOS aGdzyySOSaalNE K2aLWAGEFEE OFNB A& g1 aidSTd
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 patierénted appro&h, 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 oftase 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
individualstudies 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.,
Mphp T 5Q9O0NRES SO fdXT MdbpTT [FG2dzNI SG | f o
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In the following setions 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 etal. (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, #ecease 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 patighd &t GAAFF OGA 2y 3
social networks and relationships were identified. Another important point that they make

Ad OKIG adKS LI2aAGAGS STFSOda YLe 0SS RdzS aa
LINEFSaaAz2ylfadaégd oOoLIOMHCU D

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 radasur
CKSAN) O2yOf dzaArzy o1& OfSFNY aOFasS YlFyl3aSysS,
because a small advantage in numbers remaining in care -sebfby a large increase in
admission rates, no obvious clinical gains, and considerable uncertainty @vérici €
(Marshall et al., 1998, p. 8).

Mueser et al. (1998)

Mueseretald Mmppy 0 NBDFASHESR aiKS NBadzZ §a 2F tp NBa
STFTFSOAPSYySaa 2F 2yS 2NJ Y2NB Y2RSta 2F OFas
are numerais 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 inprove 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 srvices.
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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 ralsdappeared to be more effective on

family burden, family satisfaction with services, and cost of care, than usual care. The
FLILX AOFGA2y 2F (K2a$sS Y2RSta af SR (G2 avltf Gz
mental health services. The ACT baseddat has some demonstrable advantages over

Ot AYAOLf OFasS YIylF3aSYSyid Ay NBRdAzZOAYy3 K2ALAGL

Anthony et al. (2000)

Anthony et al.(2000) do not explicitly compare studies on their effectiveness or efficacy
outcome, fowever, they take into account former studies and literature to describe case
management and make implications about the use of case management. The most
AYLR2NIFYyG LRAYyG GKS@ YIS Aa GKFdG aOlFasS Ylry
responsetothet A Sy i1 Q&4 ALISOAFAO aSNBAOS ySSRam | yR 2¢
psychiatric disabilities case management brings to life the human dimension of the human
ASNIAOS ada2aiGSYé¢ o!yiakKz2ye S IfdX HnnnI LIdPpTO

2.5.3 Dutch studies

Jansen et a2007)

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 thefoais of

the case manager in this trial. Hence, a form of the service brokerage and clinical case
management model was applie@he trial was done in Wesiriesland, The Netherlands.
District nurses executed case management tasks for both clients aowinialf 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 incomeketeution 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 regmohke
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 theggons
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 Conclusin 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 andcarding 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 studig® 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 agrthat 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 weldence, case management can be a solution to theStapb
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 wita list of questions to be asked when designing case
management:

e What model of case management to be used?

e Who should receive case management?

e How will the system be organized?

e What casdoads will be carried by case managers?
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¢ How should the case managemt 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 kditions 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 shadd 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 imprament 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 casmanager 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 casanagement 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

KSNEOSNHSY omdpcy | NHdzSa GKIFIG daGKS RSaANBR 2
on maintaining quality while controlling the costs of health care through coordination and
YIylF3aISYSyd 2F OFNB¢eéd ¢KAA AYLIASE ke 0 GKS
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 whenstl o society
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Figure 2.4

Requirements of effective case management (Rapp, 1998)

Structure

1. Team structure for the purpose of creative case planning, prokdelming, sharing knowledge ¢
resources and support to team members.

2. Team leaders/supervisorsshld be experienced, professionally trained mental health professione

3. Case managers can be paraprofessional (e.g., B.A. level) but need access to specialists; involv
nurses seems particularly important.

4. Case load sizes can vary on client seyegéeography, etc. but should never exceed 20:1. The ave
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
manager.

6. Clients need 24 hour, 7 days a weakcess to crisis and emergency services. That service sl
require access to staff who have familiarity and a relationship with the client (can be and pe
should be the case manager).

7. Preservice, irservice, and technical assistance should be aviaila

8. Length of case management service should be indeterminate and expected to-dpgirmn (although
intensity at any point in time would vary).

Service

1. Case management contact with clients should beiuo (limit officebased contacts).

2. Frequency of irvivo client contact will vary based on the client but should average across clie
minimum of six in person contacts per month. This should be supplemented by telephon
collateral contacts.

3. /+asS YIylI3ISNR aKz2dzZ R RSt Ad@Bdlresodrce vapdsition2skill tréirint
advice) directly as possible.

4. Referrals to traditional mental health programs (e.g. partial hospitalization, day treatmenoffice
counseling, sheltered and many transitional employment programs, congrégaising, etc.) shoulc
be avoided.

5. The use of naturally occurring community resources (landlords, employers, coaches, neic
churches, friends, clubs, junior colleges, etc.) should be encouraged.

6. Case managers should have ultimate responsibility faentdi services (with the exception ¢
medication). They retain authority even in referral situations.

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

treatment and life decisions with the exception of hospiation decisions.
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were considered. Latour et al. (2007) invgated the coseffectiveness of case
management after hospital discharge in addition to usual cdhe conclusion was that it is

not cost effective. However, they suspect that the apgiion of case management on
severely vulnerable and complex patients can be-effgctive. 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 deceead 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 managememas 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 anagement 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. $&ctt3.2 defines what frontand back office is. In
section 3.3 several frameworks of the frerand back office configuration are presented.
Since the Zomerdijk (2005) framework at the end of this Chapter is an extension of the other
frameworks, this frameork 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 pduith has no direct

O2y il OO0 6A0GK GKS OdzalG2YSNY W2Kyadzy 9 [ fF NJ
that part of the process that processes customers and is the part that the customers directly
experience. Back office operations contain pmeses carried out remotely from the
Odza G2 YSNk dzaSNJ AYIGSNFI OSéd | SyOSs FTNRBYyU 2FTFA
G§23SGKSN) O20SN) GKS ¢K2tS 2NBFYATlIGA2yd bSEI
organization, Larsson & Bowen (1980) f { F 02dzi FTNByYyld 2FFAOS I yYyR
aSGGSN) g9 +#FNHAlF&a ouHnnov Fo2dzwi FNRByld 2FFAOS |y
F62dzi WLINRPOS&aaSaQ gAlK FNRYyUG 2FFAOS FYyR ol O]

3.3 Front office and back office framewks

3.3.1 Customer contact model

Chase (1978; 1981) and Chase & Tansik (1983) distinguished bdbmeeontactand high-
contact serviced_owcontact services minimize the effect of disturbance by the customer in
the process, which results in a possipiltb organize the process efficiently. Higbntact
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, migeservices and quasnanufacturing. Hairdressing is an example

of a pure service, banking can be a mixed service, and auto repair is antpragiacturing
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service. Chase (1978; 1981) concludes that in order to maximize efficiency as many tasks as
possibleshouldbe 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, wth 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 organizationg KA OK A YLINR @Sa LINRPRdzOGAGAGED® [lFalbx &
perception by the customer of quality, for example through time and cost savings, greater
O2y INRf 2@0SN) 0KS &aSNBAOS RStAOSNE LINROSaa:x
(Zomerdik, 2005).

3.3.2 Larsson & Bowen framework

Larsson & Bowen (1989) developed a front office and back office model basegbuin
uncertainyd ¢ KS& RSTAYS Atfd duganizatnyh® Sidbinplete oimation a  «
about what, where, when, and how cust@r input 6 going to be processed to mace
desired outcomes O LJP HMTUO® ¢62 GFNRARFOofSa RSGSNNAYS
arethe diversity of demandndthe customer disposition to participate

The diversity of demand relates to the uniquess 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 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 articipate 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.
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Figure 3.11arsson & Bowen framework (1989)

Level of Input Uncertainty

High - I
Sequential Customized Reciprocal Service Design
Service Design
| cfr=—s] [ c=rfs]
Examples: Appliance and car Examples:Psychotherapy,
repair, dry laundry, freight medical care, legal advice,
transportation, cleaning, higher education.
gardening.
Diversity
of
Demand
Pooled Service Design Sequential Standardized
Service Design
| c=rfs | cfr—s]
Examples: Banks, insurance Examples: Laundromats, self-
companies, theaters, broadcasting service retail stores, car rentals.
companies, airlines, fast food
restaurants.
Low v 1
Low — High
Customer Disposition to Participate
Legend:

C = Customers

F = Front-Office Employeel(s)

B = Back-Office Employeel(s)
|—l= Main locus of interdependencies
|- JI= Supporting interdependencies

3.3.3 Metters &Vargas framework

In their study of the banking industry they specifically looked at decoupling strategies. They
RSTAYS RSO2dzLJt Ay3a a4 GoNBF{Ay3 | LINRPOSaa Ay
activities, segregating those activities into distif@ck office and front office jobs, and,

dza dz t € @X 3IS23IANI LIKAOFfte aSLINIXdIGAy3a GKS ol O]
p.664). They state that the choice to decouple depends on the business situation. They
developed a graph where the vertical aist & G662 2LIIA2YaY a&SNIA(
horizontal axis refers to the level of back office/front office decoupling. Four decoupling
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strategies were identified in their study: Personal Service, Kiosk, Focused Professionals, and
Cost Leader.

Dementia cknts 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 ofilitgxib

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 oticglghips.

Figure3.2: Metters & Vargas model (2000)

Personal Focused
Service Professionals
(Each branch nearly a company (The back-office does all the
Service unto itself, dedicated to high non-contact work so the front-
service levels.) office can focus on sales)
Bank of Green Hills Union Planters
Regions Bank First Union (Future Bank)
SunTrust Bank
Strategic
Operational
Focus
Kiosk Cost
Leader
(Competing on geographical (The traditional view of the
convenience. Non-contact tasks back-office. De-couple to
Cost handled in the front-office to lower costs.)
lower front-office idle time costs.)
Nashville Bank of Commerce AmSouth Bank
SouthTrust First American National Bank
NationsBank
First Union (current)

Low High

Level of Back-office/Front-office De-Coupling

Fig. 1. Back-office /Front-office De-Coupling Strategies with Specific Bank examples.

22



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
LISNF2NXYIyO® DRESSSINEQAY (G2RIFI&2Qa O2YLISGAGAODES
perform well on multiple performance criteria. Zomerdijk & De Vries (2Q0¥13 define
Odza G 2 YS NJ @ fingdi énboiintet bietwe@n a customer and a service provider that
takes place ihe sametime but not necessarily in the same place, and has the opportunity
for interactioré. The following questions are the basi$ the framework of Zomerdijk
(Schipper et al., 2008):
U Which activities are organized in the front office and which inlibek office?
U In what way are activities coupled or decoupled and appointed to different
employees?
U Are front office and back office employees classified in functional or market
groups?

Figure 3.3Three design decision&@omerdijk, 2005)

! Definition of front office and back office activities

Front office —

Decoupling dedsions ' 1 back office
] configuration

Organizational arrangements

GC2N) 0KS RSTAYAUAZ2Y 27T ickhNRagedff efiskFeiweed, ortfeR o0 | O
2yS KIFIYRX STFFAOASYOeé FyR O2yUNRft IyRZ 2y (KSE
p.234). In the back office employees have more control and activities can be done
efficiently. In the front office activitiesare done more responsive and there is an
opportunity for crossselling. More importantly, the needs of the customer can be assessed

much better in the front office.

For decoupling decisions tragdéfs are more complex. When activities are decoupled
centrdization and specialization can take place. There is also the possibility to better match
between workers and tasks. Furthermore, it prevents egealification, because highly

skills workers do not have to execute simple work. Last, counterchecks campltade as
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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 necontact activities. Last, couplirgn 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 da@ 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, bessaemployees 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 fertilizatiooan take place, because employees are able to consult
each other. However, market groups have better knowledge about the workflow. They can
O22NRAYIGS IYyR Straifte AKINB AYyT2NXYIGA2Yy D G¢l
waiting times, whichY LINR @S a ljdzZr f AGeé |yR &aLISSR 2F RSt AQS
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 pdetermine the front office and back office
configuration. Information technology and human resources, on the other hand, can create
constaints or opportunities for the configuration.
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Figure 34: Zomerdijk framework (2005)

The framework for the design of the frortand back office configuration

DECISION-ITHE DEFINITION OF FRONT OFFICE AND BACK OFFICE ACTIVITIES:
The definition of front office and back office actieg determines which activities in a service
delivery process are carried out with customer contact and which ones without.

Sales Crossselling Control and rationalization  Hficiency
Speed Instant delivery Counterchecks  Risk control
FO activities BO activities

DECISION-DECOUPLING PROCE®®=E&Ipling decisions lay down how the service delivery process is
divided in sub processes, consisting of one or mat&ities, that are allocated to different
employees. Decoupling creates the need to handover work.

Efficiency No handovers No overqualificaion Centralization Efficiency

Quality  Concentrated customer knowledge Counterchecks Specialization Quality

Speed No idle time Match workertask Sales

Broad tasks Risk control
Coupling Decoupling

DECISION-3DRGANIZATIONAL ARRANGEMENXESizational arrangements regard thegping of
employees that are consecutively involved in a service delivery process-orélestgroups.
Employees can be grouped by function or by market.

Speed Workflow coordination Economies of scale  Efficiency
Quality Continuityof delivery Quality
Crossfertilization Reliability
Uniformity
Market grouping Functional grouping

OVERALL: The design of the framd back office configurain involves given choices,
following from the services being delivered, and trasfés. Tradeoffs can be overcome through
information systems and coordinating the design decisions
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CHAPTER 4: MODULARITY in services

4.1 Introduction

Next to thefront- 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. Sectbn 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 toogeteesous

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, manwtastare

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

production process. The basic idea of modularity is to combine basic materials (modules) in
different ways, which results in the creation of multiple product ¢guafations. Carliss et al.

OMPPT S LIPynod RSFAYS Y2RdzZ I NARdGe a al0KS LINEO
FNRY avlftftSN adzmaeadSvya GKIG OFy 0SS RSaA3dye
{OKAftfAY3 oOoHnNnnnX LIPomHO diall byStednd cofickpt: (it isdaY 2 R dzt
O2y Aydzdzy RSAONAOGAY3I GKS RSINBS (2 6KAOK |
recombined, and it refers both to the tightness of coupling between components and the
RSANBS (2 6KAOK GKS WNYehadla @r peoHibit)iheé Sixirg&akdi SY |
YFGOKAY3I 2F O02YLRYySylGago

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 profitabiligkk@inen &
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 featugexond, 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., 2008yab (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, modijadecreases 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; Pekkaen & 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 compaents/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.
Sarchez & Mahoney (1996) add that in a service setting organizational design also has
Y 2 Rdzf I NJ OK I Fdexanipf Nalitsourding, &lternaiive work arrangements and the
formation of alliances are methods of creating modularity in an organizétiorokariSeh &
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) caenup with a general modular systems theory and described the
application to inteffirm product modularity. She starts her reasoning with the fact that
almost every system can be separated into smaller components. Given this potential
decomposition, opportaities 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 whethe a system is appropriate for modularity synergy specificity
Synergy specificitd A & GKS RSINBS (2 6KAOK | aeaidsSy
components being specific to one another; the combination of components achieves
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synergy through thed LISOAFAOA (& 2F AYRAGARdzZ f O2YLRYySY
(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 inputsand the heterogeneity of demandswhen 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 mentionsggencyas a factor that positively influees 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.

Figure 4.1: Factors thanhfluence the feasibility of a modular systegschilling, 2000)

by ——
Urgency

Increasingly modular system

e

Heterogeneity of inputs x Y - & ’(* '#u—‘ ‘i Heterogeneity of demands )

s Rt |

o7 R TR [

+ Synergistic specificity 1

“ Solid lines represent direct effects; dashed lines represent indirect effects.

Blok et al. (2008)

Blok et al. (2008) apply ¢hconcept of modularity on theare and servicsupply to elderly
clients living independentl 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 anaverlaps between the services of different service providers can be removed when
adopting a modular approach. The modular service system will clearly define the
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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 thentclidence,
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 serpiekage 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 theconcepts 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 dementiatep 1)

The average time frame that a persouffers from dementia is eight years. These eight
years can be divided in three different perio8gefdraad Ketenzorg Demenf008):

Figure 5.1: Step 1 conceptual model

Pre-diagnostic phase] Diagnostic phase Critical phase 1 Admission

CLIENT

In the prediagnostic phaseQutch niet-pluis fase)relatives surrounding the (potential)
dementiaclient 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.idbeastic phaseQutch
diagnose fasepegins when a professional has been consulfed diagnosis The critical
phase Dutch manifeste fasefollowsimmediately after diagnosis in which differesgrvices

are delivered toa client. This phase is characterized by treatment apuddance. Usually, a
client will move to a nursing home for the final period of his or Herih 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 clientstep 2

A dementia client can have needs that require a wide rarfgeovices. In the prdiagnostic
phase there is need for information and advice about dementia, because most people who
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are confronted with dementia for the first time do not know how to deal with the disease.
In the diagnostic phase a need exists forestigation 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 reflece theeds 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.

Figure 5.2: Step 2 conceptualodel

Pre-diagnostic phase] Diagnostic phase Critical phase 1Admission
1

CLIENT
Needs: 14 problem fields

5.4 Case managementsiep 3

5.4.1 Model

Case management céaing continuity, accountability, and accessibility in the delivery of
care to dementia clients{eidraad Ketenzorg Demenf}2008). Several case management
models have been develode Intensive case management models where an
interdisciplinary team is used seem to be the most effectitellpway, 1991Hollowayet

al., 1995;Rapp, 1998Chuet al, 2000; Ziguras & Stuart, 2008nthony, 2002 Challist al.,
2002. Characteristics dhese models are (Mueset al., 1998 p.38:

Low patient to staff ratio.

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

Caseloads shared across clinicians, rather than individual caseloads (only ACT).
24-hour coverage.

c: cC: cC: c: cC:

Most services praded directly by an interdisciplinary team and not brokered out.
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U Timeunlimited 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 servicpsovided 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 expectedoild up a relation of trustvith a client and the informal

caregiver. The development ofcare 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; Anthongt al., 2000).

¢tKS W[ SARNIIR YSGOSyTl 2NB 5SYS¥id tasgBOthatdaicasey >  LJId
manager in dementia care in The Netherlands has to perform:

Care diagnosis

Continuous coordination of care and treatment
Psychesocial guidance

Practical support

cC: C: cC: .

Therapeutic treatment

Additional tasks could be early detection, @isissistance, and pastare for the informal
caregiver in case addmissionor death. The case manager function is a role that can be
executed by different professionals. Hence, the case manager in the context of dementia
OFNB A& y20 +y WdzyAljdzSQ LISNE2Y ®

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 mg@ais 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 Momeover, he
formation of a team can result in kler 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 dement@nsists of three phases, which raises the
jdzSaiAz2y KSGKSNI 2N y24 WGKS OFasS YrFyF3aSNI |
SOSNE LKI pré&diagnosticyphasekneed exists for information and advice. The
assignment of a case manager and rdtsciplinary 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 shoutl have the opportunity to benefit from the services of a case manager and an
interdisciplinary team'@eidraad Ketenzorg Demenf008).

Figure 5.3: Step 3 conceptual model

Critical phase 1Admission
1

Pre-diagnostic phase| Diagnosticphase

SERVICES

——

CARE AND INTERVENTION PU

Information and
advice

INTERDISCIPLINAR
TEAM

CASE MANAGER

-Assessment

-Linking

-Monitoring

-Care and intervention plan

t -Bonding

CLIENT
Needs: 14 probta fields

5.5 Front and back office configurationstep 4

5.5.1 Why font- and back ofice 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
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can be done more efficiently without direct client contact. A im@tween 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 font- and back office activities

Service production and consumpticoften occur simultaneously in dementia care, which
NBIlj dzZA NE&d RANBOG O2ydl O gA0GK || OftASyldo ! faz.
participate (the active role a customer takes in the interface with the organization) are high
which resultsin 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 theepthand

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

U Case manager
Dementia clients have very specific needs, which require a careful assessment of those
needs in order to arrange suitable services. Therefore, Hs® ananager should constantly
be available in the front office for the assessment of the needs of a client. Moreover, the

OFrasS YIyFr3aSNI I OdA@gSte O2ydlkOta | Ot ASyld Ay
activities of the case manager in the ifitooffice create the optimal conditions for a good
FaaSaaySyid 27F | Of ASy i Qa -sefiyTahZodeur, av@idhBn2tdsS NE |

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

For documetation 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, wherer Ishe assesses

the needs of a client.
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U 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 constuction of an adequate care and intervention plan. However, if a member of a
team is for example a nursing home practitiohet is possible that he or she also operates
in the front office when his or her skills are needed for diagnosis or treatmenéethegthe
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 bdicle.oMoreover, the
broad knowledge available in the team can result in a better match of the needs of a client
and supplied services.

U 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 casagearshould
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 seriat is needed by a client.

5.5.3 Decoupling decision

%2YSNRA2]| 9 5S +#NAS& oOownnTtI LIPMMHU RSTAYS
FOGAGAGASAE o0& |fft20FGAYy3 GKSY (2 RAFFSNByI
advantages of decouplingre 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 professials 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)

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

The dementiacare system has to be flexible and responsive to the demand of dementia
clients. Therefore, the case manager should do activities both in the-famt back office.
Hence, the activities for the case manager are coupled. In the front office, the casg@nana
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 irbéoi 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 daeep(Zomerdilk,
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. Whensarvice 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 interdisciplinarydgam 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
professonals 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 aeed

variety of skills. Hence, work should be done in a market group, which is the grouping of
SYLX 28S5Sa 4 A 0KIn RarketFgioNds woikflowt htardepeadéncies are the

main reason for grouping, as coordination regarding weekflow is facilitéed which often

contributes to the speed and quality of a procéss 6 %2 YSNRA 2] 9 5SS *NASAZ
The specific professionals are responsible for the delivery of a specific service. The service
providers who deliver a specific service determine thelwss 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 functibhough 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 clig@omerdijk, 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 carestep 5

5.6.1 Why modularity?

Denentia clients have become more critical in their selection of services and want to have
services available that exactly match their nee@ok et al. (2008, p.68) state that
GY2RdzA F NAG& aSSya G2 0S5 LI NIAOdz | Ndidduadza S F dzt
OFNB YR ASNIAOS LI O1lF3Sa¢d ¢KS& | LI ASR Y2
living independently. This system has great similarities with dementia care. Both are
characterized by a target group that requires services delivereddiffigrent 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 apfi®rganize 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
dementiaOf ASyGd® ¢KS 1jdzSadA2y NBYlIAya Ay HKAOK L
dementia care? In the prdiagnostic phase there is only a need for information and advice,
which does not reflect a range of service components. In the diagnostic phase, ancare
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 dlivey 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) seree 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 componentading 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 idividually 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 intakeséediau
needs are identified at the same time (Blok et al., 2008).

5.6.4 Interfaces

LY Y2Rdz I NJ LINPRdzOGA AGAYOGSNFIFOSa LINRPOARS (KS
Fdzy QGA2ylf | yR O2KS NiB yBibket INRRYzOHe éntertadelIibVPA Y 5 M
for components to be mixed and matched in order to create different product
configurations (Fixson, 2005anchez, 200h: Blok et al, 2009).Blok et al. (2008) argue

that service employees act as human interfaces that are responsible for thesciiom 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 gemia 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 interdisciplinaeam 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 continusly reassesses 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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Figure 5.5: Step 5 (Corgpe) conceptual model
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CHAPTER 6: DEMENTIA CARE IN MIDDBERABANT

6.1 Introduction

This chapters devoted to thdindings of the interviews with professionals in dementia care
in MiddenBrabant. The methodvhich was usedo collect the data is explained in the
following section. In section 6.3 a comparison is made between the four ocdiadn
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 wavaglefor the
comparison is used in this Chapt&he scheme at the end ttis Chapter gives an overview

of the comparison betwee the collaboration initiatives.

A more detailed description of the current organization of each of the collaboration
initiatives is given in Appendix 5. Algmsitive characteristics, problems, and suggestions
for improvement according to the interviewees can be founthis Appendix

6.2 Data collection

6.2.1 Population

Service providers in MiddeBrabant have started calboration 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 critea were chosen for the selection of collaboration initiatives:

U More than oneorganization or professional collaborate designthe care for
dementiaclients at the operational level.

U Professionals from different service providers meet to discuss isselaged to
dementia care on an operational level.

i ! aOF&as8 YIyl3ISNE FdzyOlAazy SEA&AGEA AYy GKS

The four collaboration initiatives are the only collaboration initiatives in MidBeabant
that meet the criteria above. The names otthollaboration initiatives are chosen with the
help of the project manager of ZMBRhe four different collaboration initiatives are
presented in Figure 6.1.
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Figure 6.1

Collaboration initiative Participating organizations

Dongen GP(general practitionerpractices + Thebe Homecare + Nursing home
Volckaert

Tilburg 1 Elisabeth Ziekenhuis (Ez) Tilburg + Dementia constitaNursing Home
De Wever

Tilburg 2 TweeSteden Ziekenhuis (TSz) Tilburg + GGZ + Dementia consultan
practices)

GPpractice Verwielstraat + Thebe Homecare + GGZmeDgaconsutant
+ Nursing Home Schakelring Wolunteer and welfare organizations
(other GP practices

Waalwijk

Midden-Brabant

Kaatsheuvel
Loon op Zand

* = Collaborationnitiative

Moergestel

Hlvarenbee

% Independent professional thaan be (freely) consulted by clisnwith (suspicion of) dementia

Riel
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6.2.2 Interviews

Semistructured nterviewswere held with professionals of organizationséahtake part in

the four collaboration initiatives in MiddeBrabant.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 regarddeémentia 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 (Bapter 2). This list, adjusted for the other two concepts (froamd back
office, and modularity) formed the basis for the questionnaire. Questions related to client
contact and task allocations between professionals, which gave insights about theanoint
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 tl¢ioges 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 interviewSesenteen professionalsiere gproached for an interview,

from which fourteenwere interviewed. AGP(Waalwijk) did nohave time for an interview,

a social worker (Waalwijk) appearéd be active in another region, ana nursing home
practitioner (Tilburg 3 resigned The list of interviewed professionals can be found in
Appendix 4.

6.3 Comparison collaboration initiatives
6.3.1 Case management

U 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 Muwséy 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 sooa to@

% 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 consultanto social workey.

Figure 6.2
Collaboration initiative Orignal discipline case managés)
Dongen Geriatric nursé+ practice nurse
Tilburg 1 Dementia consultant
Tilburg 2 Geriatricy dZNBE S o0yl YSR WP+ sofal psychyfatri

nurse + dementia consultant
Waalwijk Practice nurse + social psychiatrigrge + dementia consultant
social workei(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, attiger 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 profesenal. 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 thasks 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 diffgfei WISNNX&aQ F2NJ GKSANI GFafad
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 completeamyCarassessmefitand
several measurementdMMSE + Barthell + ED|ZThis leads to an early identification of
dementiaclients. Limited case finding occurs in Waalwijk as well: two questielated to
dementia are asked by the elderly advisor (not a case manager) when visiting older people.

* Nurse which is specialized in the care for elderly people

® Assistant nurse in &Ppractice

6 EasyCare assessmeatool to identify the needs of alient

"MMSE a memory testEDIZtest for burden informal caregiveBarthelt test for execution of general daily
activities
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Figure 6.3

Collaboration

Tasks case manager for each discipline

initiative
Dongen Geriatric nurse/practice nurse:
-Referral
-Coordination
-Guidance
-Support
-Psycho education
-Developing a care and intervention pfan
-Case findingspo-calledEasy Care assessmenMMSE + 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 advida (to clients and professionals)
Tilburg 2 Case manager TSz Social psychiatric nurse: Dementia consultant:
-Referral -Referral -Referral
-Coordination -Coordination -Coordination
-Guidance -Guidance -Guidance
-Support -Support -Support
-Psycho education -Psycho education -Psycho education
-Developimg a care and -Developing a care and -Developing a care and
intervention plan intervention plan intervention plan
-Supervise the process -Supervise the process -Supervise the process
-Diagnosis -Giving information and
-Evaluation of medicatior advice (to clients and
and care procss professionals)
Waalwijk Practice nurse: Dementia Social psychiatric Social worker:
-Referral consultant: -Coordination
-Coordiration -Referral -Support
-Guidance -Coordination No information -Processing all bills
-Support -Guidance concerning the care
-Psycho education  -Support for a client

-Developing a care
and intervention
plan

-Supervise the
process

-Psycho education
-Developing a care
and intervention
plan

-Supervise the
process

-Giving information

and advice (to clients

and professionals)

® The content of the care and intervention plan differs between and within collaboration initi
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The caseloads differ widely between case mamagHowever, 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 s@tion is different which results in very diverging contact
frequencies.

U 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 managethemiirsing 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 sometimesigpdte as well. The team in
CAfOodzZNB H Aada 2yfeée OUAPS W2yO0SQ FT2NJ Iy AYRA
this team is continuously active for a client during the diagnostic and critical phase. The
team manages the care process for armjewith 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 inforal assistance by other professionals, depending on the network or
contacts the professional has.

6.3.2 Care process arftbnt- and back officeconfiguration

When analyzing the care process in the collaboration initiatives, frantd back office
activiies, 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 efficientlge The
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 o 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 thrcagghfoding.

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 preiagnostic phase for thedentification 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 tla 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 andnattliek 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 magJve 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 thdack 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 rafetw 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 ingéigation. 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) land 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 (provideat th 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 hapens 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 manag
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 casgnager 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 togethenarket 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 tees. Hence, looking at theupervision 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 procefw a client.

6.3.3 Care and intervention plan and modularity

Just as the frontand 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 interventplan 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 orgaations 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 allcesrvi
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 coherentrsee 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 (Tilourg 1) for
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investigation, the rurologist 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 maagers 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 p#risof
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 @aade 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 tlividual clients and to adjust the care and
intervention plan. This merely happens informally. In all collaboration initiatives general or
casuistry meetings take place in the back office between the professionals of different
service providers. In Waallki many different service providers are involved in those
meetings.

? Exchange of experiences in the care for clients between professionals
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Figure 6.4: Overview available services for each collaboraiitiative

Available services TILBURG | TILBURG
. DONGEN WAALWIJK
for dementia clients 1 2

Dementia consultant 1 1 1
GP practice witheasy care 1 1 1
Elderly advisor 2 2 1
Diagnosis/treatmenthospital/clinic 2 1 1 2
Home care (district nurse, specialize 1 2 2 1
nurse, and personal/domestic care)
GGZ (prevention, therapy, and crisis 2 2 1 1
Day carec d A Y- R S E G NJ 1 1 ) 1
(nursing and care home, care farm)
Day treatment (nursing and care 1 1 5 1
home)
Respite care (nursingand care

. (nursinga 1 1 2 1
home)
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
(Dementa related) courses for 1
volunteers
{GFGA2Y 2F &adzZLlie 2 2 2
Memory shop 2 2 2
CBR contact (drivers license) 2
G5AYYSNE &aSNWBAOS 2
Alzheimer foundation 2 2 2 2

1= A servicavailableinside the collaboration initiative.
2 = A servicavailableoutside the collaboration initiative, where professionals inside the collaboration initiative
refer to.

An open compartment means thatand 2 are not applicable
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Figure 6.5: Comparison collaboration initiags

DONGEN TILBURG 1 TILBURG 2 WAALWIJK




Figure 6.5: Comparison collaboration initiatives (continued)

Front office (FO) and back office (BO)

configuration

Identification client
FO inpre-diagnostic
phase

GP
U Case findindgpy geriatric
nurses and practice nurse

U GP (refers to hospital)
U/ tASyGaqQ A
(Dementia consultant)

U GP (refers to hospital)
U/ tASyGaqQ A
(Dementia cosultant)

GP
/| tASytaQ Ay
(Dementia consultant)

U (Limited) case findiny
Elderly advisor

FOdiagnogic phase

GP *
Geriatric nurse or practice
nurse (case manager)

U Nursing home practitioner

U Doctor(s) Ez/nursing
home practitioner
U Dementia consultant

U Doctor(s) TSz

U Dementia consultant
U Case manager TSz

0 Social psychiaic nurse

Practice nurse &
Dementia consultant

*The professionals mentioned in the front office in Dongen and Waalwijk can tdsa iient to thehospital for further investigation.
Those are not mentioned here, because they are not part of the collaboration initiative. If referral to them happens beey ca
considered as a specific service delivered to a client.

BOdiagnosic phase

Same persons FOsa BO

U Doctor(s) B/nursing
home practitioner
U Other professionals Ez

U Interdisciplinary team
(which also includes
persons FO)

Same persons FO, also BO

Coupled activities
diagnogic phase

Coupled activities foall
professionals

Coupled activities for
doctor(s) 2

Couped activities for
Doctor(s) TSz

Coupled activities foall
professionals

Groupingdiagnogic
phase

Market group
(interdisciplinary team)

No grouping

Market group
(interdisciplinary team)

No grouping

FO/BO configuration
critical phase

-Case managercontinuously
FO,and BO (coupled
activities).

-GPR BO.

-Nursing home practitioner
FO periodically and BO

(coupled activities).

-Dementia consultant
continuouslyFO,and BO.
(coupled activities)

-Case manager S
continuouslyFO,and BO
(coupled activities).
-Dementia consultant
continuouslyFOand BO
(coupled activities).

-Practice nursecontinuously
FO,and BO (coupled
activities).

-Dementia consultant
continuouslyFOand BO
(coupled activities).
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Figure 6.5: Comparison collaboration initiatives (continued)

FO/BO configuration
critical phase
(continued)

-Social psychiatric nurse
continuouslyFO,and BO
(coupled activities).

-Social psychiatric nurse
continuouslyFO,and BO
(coupled activities).

U Interdisciplinary team
(market group) U No grouping U No grouping i No grouping
Available services Figure 6.4 Figure 6.4 Figure 6.4 Figure 6.4
Documentation U One care and intervention i More care and U0 More care and i More care and
plan intervention plar intervention plar intervention plaris
%‘ U Separate files U Separate files U Separate files U Separate files
L Human interfaces 0 Case managés) U0 Case managés) Ui Case managés) U Case managés)
= U Interdisciplinary team
CED Structural client level} Yes No No No
meetings
Structural general Yes Yes Yes Yes
meetings
Organizations/ U GP practice U Hospital U Hospital U GPpractice
Disciplines U Home care U Nursing Home u GGz U Dementia consultant
- U Nursing Home U Dementia consultant | 0 Dementia consultant | G Home care
o 2 U (GPpractice U GGZ
< g U Nursing Home
L 5 U0 Volunteer- and Welfare
_E organizations
Dementia consultant| No Yes Yes Yes
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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 MiBdsvant is
proposed. It is based on ¢hconceptual 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,
suggestionsfor 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 plase

The GP, dementia cealtant, elderly advisor, memory shop, meeting centers, Alzheimer
Ol TS Qa 3 - afiianelidng Gréabizddions and the social environment play an important
role in the prediagnostic phase, when a client has a need for information and advice. A
client andthe 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 regi®he application of case management

is difficult in this phase, since specific clients are not identified as suckha exact
complaints are not known yet.

The collaboration initiative Dongen has a valuable activity in thedmgnostic phase, which

is case finding. Case finding can result in timely arrangement of services and could possibly
overcome crisis situatia 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.
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