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6  Challenges of access 

Blog 1: Welcome 
 
 
It is my final interview, and what a perfect way to end a series of interesting and moving conversations. 
Because in this nursing home I come across a very exceptional situation. In the spacious nursing home 
room I meet a man with congenital brain damage. He is physically severely disabled and he hardly can 
talk to me. So I mainly speak with his sister, although he follows our conversation closely and adds 
regularly something to our talk. For me unintelligible, but his sister translates what he means to say. 
Sometimes an answer to my question, often a little joke. He laughs a lot and he expresses an enormous 
zest for life.  
Most people I speak, move into a nursing home after living independently their whole lives, sometimes 
after a short stay elsewhere. But this man has lived his whole life in an institution; until recently in a 
sheltered accommodation for people with physical disabilities. Unfortunately quite far away from his 
sister, who wanted him to move closer to her. Family becomes more and more involved in the care and 
the traveling time became too much of a strain to her. A friend suggested that a nursing home might be 
a good option. So she included that option too in her search for accommodation nearby and was 
pleasantly surprised by the way she was welcomed. And happy with the way the nursing home thought 
along about possibilities. For example, her brother was assigned a room on the ground floor, because he 
cannot operate the buttons in an elevator. With an adjusted system to open and close the door to his 
room, so he can easily operate it himself. And a room that connects to the hallway, so he does not have 
to make complicated maneuvers to enter or exit his room. ‘That is why the wall still stands,’ he jokes, 
since he did not hit it yet. A handover from the other institution was not needed, the nursing home staff 
wanted to get to know their new client personally and invested in that. Both speak highly of the care, 
attention and time available for him. He felt truly welcome. ‘Yes, really!’ he says, also very clear to me 
this time.  
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8  Challenges of access 

 
1.1 Background 
 
The long-term care system for older people in the Netherlands is rapidly changing. The number of older 
people has been increasing and will further increase until 2040 [1]. As a consequence the number of 
older people that uses of long-term care services in the Netherlands has increased with 5% between 
2010 and 2014 [2]. The Dutch long-term care system is expensive when compared to other European 
care systems [3]. In order to keep the system affordable for the long-term, the Dutch government 
recently took several steps aimed to drastically change the system. These changes have been announced 
in 2008 [4] and between 2009 and 2015 major transitions have taken place [5, 6]. The Exceptional 
Medical Expenses Act, in use since 1968, has been replaced by the Long-term Care act in 2015. The 
Long-term Care Act now covers only very complex nursing home care. Between 2009 and 2014 welfare 
services, parts of home care and geriatric rehabilitation already shifted from the Exceptional Medical 
Expenses Act to the Social Support Act and the regular Health Insurance Act. In textbox 1 more 
information is provided about the way long-term care in the Netherlands is now organized. The shift of 
several types of care to different finance schemes has been accompanied by reductions in available 
budgets.  
 
Apart from changes in the way long-term care is financed, there are also changes directed towards 
society. Formal long-term care is no longer considered a fundamental right, but an available facility, only 
to be used when no other (informal) options are available. Older people in need of care are encouraged 
to live at home for as long as possible, and generally seem to prefer to do so [7]. If support is necessary, 
people are expected to first turn to their social environment, then make use of generally available 
community facilities and only to turn to professional care and support if other options are not sufficient 
anymore. When care at home becomes inadequate, clients can be admitted to a nursing home, which 
provides accommodation, food and personal care as well as in-patient medical and paramedical care.  
Furthermore it is assumed that clients become more critical and demanding about the care and services 
provided to them. The possibility for clients to make a choice between several providers and to take 
responsibility themselves for the care provided to them is considered an important element in the Dutch 
long-term care system [5]. Clients, and their demands and wishes, are given a more central position in 
current healthcare services. Care providers, therefore are challenged to provide services that match the 
individual needs of their clients [5, 8-10]. 
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Textbox 1: 
Long-term care for older people in the Netherlands 
Long-term care for older people in the Netherlands includes home care as well as long-term 
institutional care. Until 2009 long-term care for older people was covered by the Exceptional Medical 
Expenses Act. This act represented a national insurance scheme that covered exceptional medical 
expenses which cannot be covered individually, including long-term care for older people, people 
with physical or mental disabilities and psychiatric care. The contributions are collected from people’s 
income tax payments. Between 2008 and 2015 a major transition took place. Several types of care for 
older people are now covered by several insurance schemes as shown in figure 1.1 [5, 11, 12]. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   Figure 1.1. Types of long-term care and funding 

 Graphic based on information provided by Ministry of Health, Welfare and Sports [13] 
 
Nursing home care now is covered by the new Long-term Act, the successor of the Exceptional 
Medical Expenses Act. The amount and type of care needed (and paid for) under the Long-term Care 
Act, is determined by an independent body, the independent Care Assessment Agency. Every Dutch 
citizen is entitled to the care covered by this act, if a matching needs assessment is provided. To 
receive care an income-based mandatory excess applies.  
Home care (nursing) services are covered by the Health Insurance Act and are part of the health 
insurance people are obliged to take out. The monthly fee for the health insurance is (partly) income 
related, the care covered under the insurance policy is then provided free of charge. A district nurse 
assesses the need for care.  
Home help and welfare services are nowadays organized by municipalities, based on the Social 
Support Act. Most municipalities set up a department in their offices that receives and handles 
requests for services under this Social Support Act.  
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10  Challenges of access 

All these changes have an effect on the way organizations provide long-term care for older people. They 
are expected to raise productivity on the one hand and better meet the expectations of their clients on 
the other hand [14]. Care providers perceive a more competitive environment and are more focused on 
addressing the perspective of their empowered clients. These organizations are now confronted with 
the relatively new assignment to attract and retain clients, while at the same time the need has arisen to 
offer customized care and service packages to clients that match their individual demands. These 
developments are summarized in figure 1.2.  
 

 
Figure 1.2. Developments in long-term care and the relevance of access 
 
Given these developments, many organizations that provide long-term care for older people, are 
reconsidering the access process to their services. A well-organized and designed operational access 
process can be an asset for organizations to arrange their services in a flexible way and through that 
distinguish themselves from competitors. 
The access process is the first step clients take in their search for long-term care. This first step is the 
phase in which the client expresses his or her need for care or services. Often this involves for clients an 
important decision, during an emotional time in their lives. During this process the tone of the 
interaction between client and professionals is set. The client receives information about the services 
that can be offered, based on which the client decides whether or not to make use of the provided care.  
The request is received and clarified by the health care provider. In this phase general information about 
the client is collected and registered. Also during this phase the client is asked about his or her somatic, 
psychological and social status and the ability to perform activities of daily living (ADL). The main aim of 
this phase from an organizational perspective is to collect sufficient information to be able to start 
adequate provision of care that fits the client’s needs and optimizes utilization of available resources. 
This step is fluently followed by the actual delivery of care, during which the care package is still 
regularly evaluated and adjusted to fit the client’s needs [15]. Thus, operational access is the way the 
process is organized in order to receive the client’s request for care as well as to specify and clarify the 
client’s needs. This process is necessary for clients to make a decision about care and for organizations 
to be able to start the provision of care that meets the demands of the client.  
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1.2 Access to long-term care; a theoretical perspective  
 
The care process starts when the client expresses his or her need for care or welfare. This can also be 
done by someone on behalf of the client, for example a relative, an informal caretaker, or a professional 
carer like the family practitioner, a (district) nurse, or a member of hospital staff. This first phase deals 
with the actual entrance of clients to health care services, which we refer to as the operational access to 
services. Access refers to the ability of health services to provide timely care to clients [16, 17]. Looking 
from a client perspective, access has been defined as “the ability to obtain a specified range of services, 
at a specified level of quality, subject to a specified maximum level of personal inconvenience and cost, 
while in possession of a specified level of information” [18, p.1151].  
 
A multi-dimensional approach to access 
Andersen and others [19-21] propose that health services use is determined by environmental factors, 
health care system factors and population characteristics like need, enabling resources and individual 
(predisposing) factors which determine the potential level of access. This view is known as the 
behavioural model of access to health care. Any health care system must recognize these determinants 
of use and arrange a system in such a way to accommodate for those factors [22].  
 
The behavioral model of health care access as developed by Andersen and others [19-21] has been used 
in several studies, to explain differences in health service utilization, for example by elderly [23-26], and 
to determine the factors associated with the use of long-term care [27]. The results support the notion 
of access as a multidimensional construct. The Andersen model and related studies contribute to 
understand the determinants of utilization of health care services and the factors that affect whether or 
not people are in need of contact with a care provider, such as demographic factors, social structure and 
health beliefs.  
 
An alternative way to look at access is to focus on the interaction between key elements that determine 
use of services. Penchansky and Thomas [28] suggested that access can be seen as a concept of ‘fit’ 
between the needs of health care clients and the ability of the system to meet those needs, which can 
be measured across five dimensions that are closely related. The existence and validity of the access 
dimensions were supported by using data of an existing survey on patient satisfaction. The questions 
were hypothesized to relate to specific dimensions of access [28]. The first dimension is availability, 
which refers to the relationship of the volume and type of existing services to the volume and types of 
needs of the client. The second dimension, accessibility, includes the relationship between location of 
supply and location of clients. Accommodation is the third dimension and covers the relationship 
between the way resources are organized in order to accept clients (such as appointment systems, 
opening hours) and clients’ ability to accommodate to these factors. The fourth dimension is 
affordability, which is about the relationship of prices of services to clients’ income, ability to pay and 
existing insurance. Acceptability is the final and fifth dimension which involves the relationship of 
clients’ attitudes about providers to actual characteristics of providers as well as provider attitudes 
towards the characteristics of clients [28]. 
 
Based on the definition as proposed by Penchansky and Thomas [28] two multi-dimensional frameworks 
on access to health care were developed [29, 30]. In the first framework, McIntyre et al. [29] refer to the 
interactions needed between client and the health care system, which imply an individual context for 
access processes. Sinha and Kohnke [30] developed another framework to bridge the gap between 
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towards the characteristics of clients [28]. 
 
Based on the definition as proposed by Penchansky and Thomas [28] two multi-dimensional frameworks 
on access to health care were developed [29, 30]. In the first framework, McIntyre et al. [29] refer to the 
interactions needed between client and the health care system, which imply an individual context for 
access processes. Sinha and Kohnke [30] developed another framework to bridge the gap between 
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demand and delivery of care in order to design health care supply chains in which the authors link the 
development of services to the delivery to clients. Both descriptive frameworks build on the concepts 
availability or access (physical access; which combines the dimensions availability, accessibility and 
accommodation of the Penchansky and Thomas approach), affordability (financial access) and 
acceptability or awareness (cultural access).  
 
Front/back office considerations 
When looking at the access process in long-term care and welfare services for elderly, many activities 
during the intake and registration phase take place in direct contact with the client [31]. In this phase 
the request of the client is specified, through multiple contact points like face-to-face contact as well as 
contact by phone or via e-mail. Those activities involve direct contact between a client and a service 
employee, such as interviews before as well as at admission or a request for information by phone. At 
the same time, the access process also involves many activities that are performed in a low contact 
environment, such as administrative processes, consulting a colleague or preparing a meeting. Therefore 
the notion of customer contact is also a crucial aspect in the design of operational access to services, but 
this is not accounted for in the literature on access.  
 
Many authors regard the direct and intensive relationship between the customer and the service worker 
to be a key element in service delivery [32-36]. Therefore, customer contact is an important theme in 
service operations and design literature. Interaction with clients can take place through multiple points 
of contact such as personal contact, telephone or internet [37]. High contact systems require specific 
employee skills like interpersonal communication skills and empathy, influence facility location and lay-
out and ask for flexible capacity planning [38]. The customer contact model holds that efficiency is 
influenced by the contact with the customer during the creation of services as well as the time needed 
to create the service, but it also demonstrates the trade-offs that might exist when selecting service 
design options [39].  
In service operations management literature, front/back office configuration is seen as the design of 
activities involving customer contact. Front office activities are executed in direct contact with clients. 
Activities that are done in a low contact environment are referred to as back office activities [31-33, 38, 
40, 41]. Distinguishing among front and back office issues is paramount to effective service system 
design and delivery [14]. Different front office/back office configurations are found to be applied in 
complex health care services for people affected by acquired brain injury [42]. In spite of this, the effect 
of differentiation between front office and back office work has been neglected in discussions on 
redesign of health care operations [31]. 
The distinction between front and back office activities is considered important, as they have different 
design requirements. Trade-offs between different front office/back office configurations contribute to 
different performance indicators (for example speed or quality) of the organization [31, 33, 38, 41, 42]. 
Therefore, the distinction between front and back office activities can be considered a central issue in 
the design of multi-dimensional approach to access. 
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1.3 Research questions and study design 
 
The main purpose of this thesis is to advance knowledge about the way the operational access process 
to long-term care for older people is and can be organized. Even though access to care is a widely 
studied subject, there is not much knowledge available that could help researchers to study, and care 
organizations to design the operational access to care and welfare facilities for elderly. Both 
organizational and client perspective are neglected areas of research.  
This led to the following main research question for this thesis:   

 
How can organizations that provide long-term care to older people be supported to design the 
operational access process to their services in such a way that it matches with what is important for 
their clients?  

 
From the theory presented in the previous sections, we have identified two basic concepts that seemed 
relevant in the study and design of access processes to long-term care: 1) the three dimensions to 
access: availability, affordability and acceptability – the 3A’s [28-30], and 2) the phenomenon of front 
office / back office configurations [31, 33, 38, 41, 42]. These concepts made up the theoretical backbone 
of the empirical studies that followed in order to answer our main research question.  
 
We started part one of our research project with the analysis of existing operational access processes of 
long-term care organizations through a multiple case study. The following research questions were used 
for this multiple case study:  

1. How are front/back office aspects recognisable in the operational access to long-term care for 
independently living elderly? This question is addressed in chapter 2. 

2. How do care providers take the three dimensions of access (availability, affordability and 
acceptability) into account for the access process to their care and related service provision to 
independently living elderly? This question is addressed in chapter 3.  

 
Input from the client’s perspective was not specifically addressed in the multiple case study.            We 
found several studies providing information on quality of long-term care for frail older adults in 
residential facilities and/or nursing homes, as well as for older people receiving care at home [43-47], 
but it appeared that remarkably less is known about the expectations and experiences of older people 
during the access process to care. In part two we therefore address the client’s perspective. Again we 
defined several research questions: 

3a. What do people of 55 years of age and older expect to be important when they would make a 
request for long-term care (‘future clients’).  

3b. What did people of 55 years of age and older find important once they made a request for 
long-term care (‘users’).  

3c. Is there a difference between the two groups? 
Research questions 3a to 3c are addressed in chapter 4. 
4. How do older clients or their representatives experience the operational access process to long-

term institutional care? This research question is addressed in chapter 5. 
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With the studies described in part I and II (chapters 2, 3, 4 and 5) we gained insight in several aspects of 
the current access process to long-term care services for older adults in the Netherlands from both the 
organizational perspective and the client perspective. In the final part of this thesis, we have tried to 
gain insight into the desired access process, combining both perspectives, using the following research 
question:   

5. What are the most important issues when designing the operational access process to long-
term care and services for older people in order to match clients’ needs?  This research 
question is addressed in chapter 6.  

 
In the final chapter of this thesis, chapter 7, we look back on the main results of the studies and reflect 
on the conclusions particularly in the light of the current transitions in the long-term care system as 
described in the background section of this introductory chapter. We also reflect on the limitations of 
our studies and on both their practical implications as well as the directions for future research.  
 
Chapters 2 to 6 were written as separate articles for international scientific journals and can be read 
independently of each other.  
 
The overall outline of the study is presented in figure 1.3.  
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20  Challenges of access 

 

Blog 2: Coffee and canaries 
 
 
He welcomes me in a pleasant sounding local dialect. First coffee, he says. He takes his time for the 
interview. He suggests he starts talking, and along his story I can ask any question I have. So he really 
starts at the beginning and along his story adds many anecdotes. The short version: his parents moved 
from their farm to a house in the town. And later to a residential home. The last few years his mother 
lived there by herself, but as her dementia progressed that became untenable. He and his family would 
have preferred his mother to move to the nursing home at the same location, but unfortunately the 
waiting list was too long. So the staff from the residential home suggested another location that had a 
spot available. The family was overwhelmed by the sudden speed of the process and accepted. But only 
after all of them, five children, went to check out the location to see where their mother would go. He 
smiles at that memory, the location had not often experienced so many relatives checking them out 
before. One week later his mother moved. He shows the pile of papers he received with information. He 
admits a lot was taken care of between the two locations. He does not know what needs assessment his 
mother got, and what they are supposed to pay. And frankly, he does not care. As long as his mother is 
well taken care of at her old age, and has plenty of company. As long as she does not have to move 
again. And he does not need to do the laundry, he adds. Several times he stresses everything is really 
well taken care of. Of course I cannot leave without admiring his aviary with price-winning canaries. 
Another cup of coffee?  
 
  



20  Challenges of access 

 

Blog 2: Coffee and canaries 
 
 
He welcomes me in a pleasant sounding local dialect. First coffee, he says. He takes his time for the 
interview. He suggests he starts talking, and along his story I can ask any question I have. So he really 
starts at the beginning and along his story adds many anecdotes. The short version: his parents moved 
from their farm to a house in the town. And later to a residential home. The last few years his mother 
lived there by herself, but as her dementia progressed that became untenable. He and his family would 
have preferred his mother to move to the nursing home at the same location, but unfortunately the 
waiting list was too long. So the staff from the residential home suggested another location that had a 
spot available. The family was overwhelmed by the sudden speed of the process and accepted. But only 
after all of them, five children, went to check out the location to see where their mother would go. He 
smiles at that memory, the location had not often experienced so many relatives checking them out 
before. One week later his mother moved. He shows the pile of papers he received with information. He 
admits a lot was taken care of between the two locations. He does not know what needs assessment his 
mother got, and what they are supposed to pay. And frankly, he does not care. As long as his mother is 
well taken care of at her old age, and has plenty of company. As long as she does not have to move 
again. And he does not need to do the laundry, he adds. Several times he stresses everything is really 
well taken care of. Of course I cannot leave without admiring his aviary with price-winning canaries. 
Another cup of coffee?  
 
  

Part I Exploring access processes in organizations

Chapter 2
Front/back offi ce considerations in the operational access to 
long-termcare for older people. Findings of a multiple case study.

This chapter is based on:
Schipper, L., Meijboom, B., Luijkx, K. en Schols, J. (2013). Front/back offi ce considerations in the
operational access to long-term care for older people: fi ndings of a multiple case study. International
Journal of Healthcare Management, 6(4), 252-262.



22  Challenges of access 

 
Abstract   
 
Background: Organizations that provide long-term care in the Netherlands are reconsidering the 
operational access to their services. Principles of operations management, such as front/back office 
configurations, might improve the redesign of operational access. Once a client gains entrance to the 
organization, direct interaction between client and care provider starts. This is a front office activity. In 
this paper, we address the question: How are front/back office aspects recognisable in the operational 
access to long-term care for independently living elderly? 
Methods: We conducted a multiple case study (n=4). Data gathering involved observations, interviews, 
and examination of documents. Transcripts of observations and interviews were coded and analyzed. 
Results: None of the studied entrance units were physically accessible. In all four cases a lot of 
administrative tasks were present, even with employees dedicated to front office tasks. By organizing 
separate entrance units, the cases decouple the access process from delivery of care. However, they 
subsequently couple all entrance related activities in one job, i.e. a care advisor dedicated to a client.  
Conclusion: The case organizations organized their operational access process in separate units. 
Front/back office aspects were recognizable, however, seem not to have been considered consciously 
during the design of the access process.  
 
 
2.1 Background  
 
In Western societies the number of older clients is increasing, as well as the complexity of the care they 
need. In order to stimulate both efficiency and quality of care as well as demand-based care the Dutch 
government introduced competition in the late 90´s.[1, 2]  
One way organizations respond to these developments is through mergers and joint ventures. As a 
result, long-term care and welfare for older people in the Netherlands is increasingly provided by large 
concerns that offer a diversified range of products.[3]  
Products of long-term care organizations range from nursing homes for complex care and residential 
care for older people who are no longer able to live independently, to home care and domestic services 
at home, all based on an independently assessed indication. However, service accessibility and efficiency 
in this type of large organizations can be compromised by the existence of multiple entry points to care 
and services.[4] Furthermore, older people often find it difficult to make decisions regarding the long-
term care services they might need.[5] To distinguish themselves from their competitors and to make it 
feasible to arrange individualized, tailor-made care and service packages for their clients, a well-
organized and designed care and service access process can be a prerequisite. Therefore, many long-
term care providers are now reconsidering the operational access to their services in order to meet the 
demands of their clients more quickly and accurately. In addition, health care providers increasingly see 
operations management (OM) as a promising approach to align both client orientation and efficiency in 
their day-to-day practices.[6-8] 
In this study, we will focus on the operations design aspect of access and apply insights from operations 
management in the study of operational access to care.  
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Front office and back office considerations 
Once a client gains entrance to a health care service organization, direct interaction between client and 
care provider starts. In OM literature, front office activities are by definition those activities that involve 
direct contact with clients. For example, intake before as well as at admission or answering a request for 
information by phone, are executed in direct contact with clients and are therefore front office 
activities. Back office activities are defined as activities that do not require contact with the customer, 
such as administrative tasks.[9-14] 
Front/back office configurations can contribute to various performance indicators like speed, quality and 
efficiency differently.[6-8, 15] They have different design requirements, for example with regard to 
employee skills and capacity planning.[10, 14] Determining which activities in the process are organized 
with customer contact (front office) and which ones can be organized in a back office environment is 
based on a trade-off between efficiency and risk control on the one hand and opportunities for cross-
selling, instant delivery and for customizing services directly to client demand on the other hand. 
Customizing and adjusting the offer to the individual customer level often requires interpersonal 
intervention and interaction.[11, 16] It is the front office environment, where customer and service 
provider meet and interact, that strongly influences the satisfaction and loyalty of the customers.[17, 
18] Customers have some control over the service delivery process and are actively involved.[19] 
 
In OM literature, the distinction between front and back office activities has been related to the concept 
of decoupling. Decoupling means breaking a process into separate activities and segregating those 
activities into distinct back and front office jobs in order to increase productivity.[12] For example, 
during the access process, an intake can be performed by one employee, while another employee enters 
all information gathered during the intake in a CRM (Customer or Client Relationship Management)-
system for future reference and prepares the forms that a client needs to sign before admission. In this 
example, front and back office activities are executed by different employees; however this does not 
necessarily have to be the case. Again, the decision is based on a trade-off of several considerations. 
Decoupling activities creates opportunities for centralisation of tasks and to build in counterchecks in 
the process. An example of decoupling is the separation of more administrative tasks from service 
provision itself. Coupling activities in one job means there are no handovers, idle time can be avoided 
and there is maximum customer knowledge. For clients it means they meet as little professionals as 
necessary.[14] So, for several strategic reasons a coupled approach could be chosen in some service 
environments, for example, to raise efficiency, to raise the quality of service by avoiding handovers, to 
centralize knowledge about the client and hence continuity of care,[11-13] and to create broad and thus 
more interesting tasks for employees.[13] 
So far, these insights have hardly been used or further investigated in healthcare. One notable exception 
is Broekhuis et al..[14] They argued that assigning activities to the front office will allow for in-depth 
needs clarification and improving a client’s care experience. The latter is further enhanced by coupling 
activities in one job since then clients have contact with fewer employees. 
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Research question 
Given the importance of operational access to health care provision in the context of long-term care for 
independently living older people, we aim to advance knowledge of the operational access processes in 
elderly care. As direct interaction between client and organization is inevitable and essential in any 
access process and based on the literature findings mentioned above, we expect that the explicit 
application of front/back office configurations in operational access will lead to a more efficient and 
effective access process for elderly clients in need of long term care. The first step is to find out if and 
how care providers currently use front-back office principles in their operational access processes.  
In this paper, we address the following question:  
 

How are front/back office aspects recognisable in the operational access to long-term care for 
independently living elderly? 

 
In this study, we approach front/back office configuration in terms of the following two related design 
aspects: 

• Determining which activities are organized with customer contact (front office) and which ones 
in a back office environment; 

• Assigning activities to one or more employee(s); coupling or decoupling of tasks.  
 
 
2.2 Methods 
 
For our empirical study, a case study design was chosen, primarily because of the nature of the research 
question. This qualitative method is recommended as the most appropriate when, among others, 
contextual conditions are believed to be highly pertinent to the phenomenon of study and the main aim 
is to describe this phenomenon.[20-22]  
A case study is often chosen to develop theory and for addressing research questions regarding ‘how’ 
and ‘why’ aspects. As the aim of this study is to understand how organizations that provide services for 
older people organize their access processes, we assessed the case study method as especially 
appropriate. Furthermore, the case study approach can be used when multiple sources of evidence are 
available.[23] 
The use of multiple cases enhances validity and is more likely to create robust and testable insights than 
a single case study.[24, 25] A range of four to ten cases is suggested. Purposive sampling was used for 
case selection to ensure comparability on relevant case characteristics, while warranting variation on 
others. Seven cases were invited to participate in the study. As we are interested in the access process 
of large, diversified organizations that provide long-term care for elderly, we made a list of the large, 
regional players in long-term care for elderly (annual turnover >€40.000.000 and <€100.000.000 – about 
27% of all Dutch organizations that provide long-term care for elderly fall in this range), providing both 
residential as well as home care (‘mixed organizations’ – about 21% of the Dutch long-term care 
organizations are considered mixed organizations). For practical reasons we choose organizations in the 
south of the Netherlands and organizations with an interest in improving their operational access. 
Nevertheless, the cases vary in terms of urban environment (city, rural or mixed) and in their focus on 
services. The final sample consisted of four cases. Three declined participation in the study: two because 
they were restructuring their organization, one for strategic reasons.  
In order to be able to grasp all operational aspects of the access process, we felt it was important to 
study this process directly in the environments it actually takes place. Data gathering involved 
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observations and interviews and was guided by a data collection protocol. Based on the two design 
decisions mentioned in the previous section, a topic list was constructed (see appendix A). The topics 
covered both front office and back office issues as well as questions regarding the coupling/decoupling 
of tasks. These topics guided semi-structured interviews with managers and employees involved in the 
access process (4 interviews per case of 45-60 minutes). The topic list was also used during observations 
of 2 days of the actual access processes of the cases. Besides, available documents like yearly reports, 
project plans, flowcharts and process descriptions were analyzed to facilitate a process of data 
triangulation. The interviews were recorded with permission of the interviewees and transcribed. 
Transcripts of the interviews and observation reports were distributed amongst the involved 
researchers and coded independently by two researchers. The codes were made definitive only after the 
two researchers agreed on the codes.  
 
 
2.4 Results 
 
In this section the results of the multiple case study are described. First we describe the four cases and 
the main processes we identified in the access units studied. Then we present results per case. This is 
followed by a cross case analysis focusing on the two front/back office design aspects distinguished 
earlier.   
 
Case descriptions 
The four cases included in the study primarily focus on long-term care for older people. They provide 
both residential and home care. All case organizations are situated in the south of the Netherlands (see 
table 2.1 for an overview of the characteristics).  
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 Case 1 Case 2 Case 3 Case 4 
Location City City and surrounding small 

towns 
City Rural area 

Services  Nursing home care 
Residential care 
Day care 
Paramedical care 
Home care 

Nursing home care 
Residential care 
Day care 
Paramedical care 
Home care 
Domestic services 
Welfare services 
 

Nursing home care 
Residential care 
Day care 
Home care 
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unit, advisors/counselors 
work from 4 locations and 
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Can be reached directly 
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Can only be reached via 
central service department 

Counseling after 
need for care is 
expressed 
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Client 
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System not used to keep 
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Central system used to 
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Table 2.1. Case descriptions 
 
They all have organized access to the services of their organization through a central access unit, 
positioned as a separate department. The tasks of these units include providing general information 
about the services the organization provides, informing clients about the necessary procedures and 

Front/back office considerations in the operational access to long-term care for older people 27 

steps in the access process, clarifying the needs and wishes of the client and supporting the client until 
the actual provision of care and services starts.  
 
Processes  
None of the studied entrance units are physically accessible. Instead they focus on first contact by 
phone or digitally (mainly through e-mail). Even though there were small differences across cases, based 
on the available documents, we could identify two main processes in the access units studied. The first 
identified process involved the request for general information; the second process is the request for 
care. The first process describes how requests for general information are received and handled by the 
access unit. Questions can be answered immediately by the customer service employee or another 
employee to whom the request then is being put through (figure 2.1a). In other situations, the 
information is not directly available and has to be retrieved by the service employee or another 
employee (figure 2.1b). Generally the service employee that answered the first call collects the 
necessary information and answers back to the client by phone or e-mail. 
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Figure 2.1a. Process description for providing general information; immediate answer 
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Figure 2.1b. Process description for providing general information; no immediate answer 
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steps in the access process, clarifying the needs and wishes of the client and supporting the client until 
the actual provision of care and services starts.  
 
Processes  
None of the studied entrance units are physically accessible. Instead they focus on first contact by 
phone or digitally (mainly through e-mail). Even though there were small differences across cases, based 
on the available documents, we could identify two main processes in the access units studied. The first 
identified process involved the request for general information; the second process is the request for 
care. The first process describes how requests for general information are received and handled by the 
access unit. Questions can be answered immediately by the customer service employee or another 
employee to whom the request then is being put through (figure 2.1a). In other situations, the 
information is not directly available and has to be retrieved by the service employee or another 
employee (figure 2.1b). Generally the service employee that answered the first call collects the 
necessary information and answers back to the client by phone or e-mail. 
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Figure 2.1a. Process description for providing general information; immediate answer 
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Figure 2.1b. Process description for providing general information; no immediate answer 
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The second process concerns receiving a request for care and the necessary subsequent steps in order 
to fulfil the request (figure 2.2). All organizations have care advisors who guide the client from the 
moment the request for care is specified until the actual provision of care starts. Requests for care can 
find their way to care advisors in numerous ways. Most requests are received after a client has 
requested an indication for care from the Care Assessment Agency (CIZ). The CIZ determines the amount 
and type of care a client is entitled to and electronically transfers the approved request to the regional 
health insurer. In turn, the health insurer transfers the request – also electronically – to the providers 
the clients indicated as preferred care provider [26]. Most case organizations then directly assign the 
client to a care advisor, without first contacting the client. Requests can also enter the organization 
through the customer service department (generally by phone or e-mail) by clients themselves, their 
relatives or referring professionals such as general practitioners, hospitals or home care professionals. 
The necessary indication needs to be determined later in the process by the CIZ, after the request is 
addressed to the provider but before the actual care starts. Finally, requests can reach the care advisor 
through decentralized access points, which are present in two of the case organizations.  
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Figure 2.2. Process description for a request for care 

Assign client 
Automated digital 

access after indication 
(AZR) 

Report  

Request at 
decentralized access 

point Intake by care 
advisor 

Assign care  Waiting list  

Request at referring 
professional 

House call 
and/or guided 

tour 

Request at customer 
service 

Back office 

Front office 

Front office 

Front office 

Back office 

Front office 

Front office 

Back office 

Back office 

Front/back office considerations in the operational access to long-term care for older people 29 

After clients are assigned to a care advisor and registered on the waiting list, the care advisor regularly 
has contact with a client. Contact moments often include house calls or guided tours in the facilities, 
which are in most cases done shortly before the care starts.  
 
Several front / back office aspects were noticed during the operational access to care and related service 
provision to independently living elderly. These are described per case in the following section.   
 
Case 1 
During the interviews at case 1, it was explicitly stated that the organization deliberately chose to set up 
a central, separate unit for operational care. The immediate cause to start up this unit was to invest in 
customer relations and to create one clear entrance point in order to support clients in search of care 
and services. As expressed by the manager of the unit: 

 
‘On the one hand to be able to establish efficiency, but on the other hand also derived from a vision of 
how to approach a client; the client should be able to approach [name organization] and in one place’ 
Resp.2 

 
Case 1 made an estimation of the time needed per client before starting up the entrance unit, and 
geared their entrance unit around that estimate. The unit employs two types of workers: care advisors 
and service employees. The difference between the two types of employees is based on tasks and 
competences needed for the tasks assigned. Both types of employees carry out front office as well as 
back office tasks. 
Even though case 1 organizes the process in such a way that clients have one dedicated care advisor, 
these advisors are not directly accessible for clients and others, like family or referring practitioners. 
Since they are not always present due to part time working hours, scheduled appointments and house 
calls, case 1 chooses to have all calls first answered by a customer service employee to enhance 
availability. Because of this, task decoupling such as transferring calls or taking messages, was observed 
during all observation moments.  
Despite the lack of a separate Client Relation Management (CRM) system, appointments are carefully 
documented and acted upon. However, the information gathered about the client can not be easily 
passed on to the employees that will provide the care to the client.  
By visiting every client at home, the choice is made to clarify clients’ wishes in a front office environment 
and not to depend only on written indications and/or information from other involved care workers. Yet 
this leads to additional back office activities because of the time needed to travel to and from the 
client’s house and to report the findings of the visit. In spite of the additional time needed, the 
interviewees in case 1 stated that a house call is an important part of the process, that according to the 
CEO should even be done earlier in the process: 

 
 ‘I would like to do that [house calls - LS] in the beginning of the process. So we can match it [care – 
LS] better with the kind of person someone is. So, do you like football, or do you like classical music, 
that influences very much what suits you. And you actually know that the first time you visit 
someone.’ Resp.3 
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Case 2 
Case 2 operates multiple entrance points, directly connected to the actual care locations. However, the 
wish for a more central approach is expressed clearly, for example by the policy advisor of case 2:  
 

 ‘but we should really organize one central point, also for support and alternative care while someone 
is on the waiting list, where the right qualities are available to answer all questions … so you actually 
always get addressed to in a similar way, and straight away solutions can be offered.’ Resp.5 
 

Case 2 actually has a separate central customer department for inhabitants of the city, which is only 
available for requests for welfare services such as meals and personal alarms. This service department 
has a 24/7 availability and can be reached by phone or e-mail. The service employees working at this 
department provide general information, yet they refer questions regarding home care or residential 
care directly to one of the decentralized located care advisors, depending on the location where the 
potential client shows interest in. Idle time is used by the service employees to carry out administrative 
tasks.  
As mentioned, the care advisors work from the care location they have been assigned to. There is 
neither a central entrance unit for requests for care nor a centrally operated back-up for care advisors 
when they are not available.  
After contact between client and care advisor is established, all entrance related activities are handled in 
a coupled way. At this case organization, a lot of front office activities were observed, especially after 
contact between client and care advisor has been made (following primary contact with central 
customer department or reception desk of the location). The process followed included house calls and 
intakes on location combined with guided tours. Not all client information gathered during the access 
process could be registered in the client information system. Therefore, all employees created their own 
ways of keeping track of appointments. However, because care advisors are connected to the location in 
which the care to the client will be provided later on, continuity of care after the provision of care 
started was facilitated. The care advisor stayed involved in the care process for the first six weeks after 
the care started to pass on relevant information about the client.   
 
Case 3 
Case 3 explicitly applies a front/back office design; i.e. administrative tasks are separated from customer 
contact. Unlike the other cases, there is no distinction between service employees and care advisors. 
The care advisors directly handle all contacts with or regarding clients, including both requests for care 
as well as requests for information. Administrative employees carry out back office tasks of the access 
process like registration of clients and information transactions, for example to government bodies and 
health insurance companies. The team of care advisors is organized in such a way that availability is 
guaranteed. Consequently a care advisor is always available to answer any queries, but this does not 
necessarily mean that the advisor dedicated to a client is always available.  
According to the manager of the unit: 
 

 ‘interaction with clients is the main task of a care advisor, he has contact with clients by phone and in 
person’ Resp.11 

 
When not answering phone calls or e-mails, or having face-to-face contact with clients, the care advisors 
engage in back office tasks, like checking clients records or applying for official indications for care. 
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Efficiency of processes is the main reason mentioned for the way this entrance unit is organized. House 
calls and guided tours in facilities are not a standard part of the process as they are in the other case 
organizations, except when it is expected to have an added value in the access process. The importance 
to follow up on appointments made was mentioned, but mainly as a way to be able to manage 
expectations better and hence create a more efficient process. All information regarding clients and 
appointments are registered in the client information system.  
 
Case 4 
Like case 3, this case explicitly applies a front/back office design, although service employees dedicated 
to customer contact tasks have many administrative tasks as well. As a consequence back office 
activities were observed more often at case 4 than in any of the other cases. As explained by a service 
employee: 
 

 ‘Contact is front office, no contact is back office; data entry and modification of data, that is all back 
office. But there are a few exceptions … for example a new client that calls, we put into the system, so 
we can register what we agreed on with that client.’ Resp.15  

 
Case 4 differentiates between three types of employees in the entrance unit: customer service 
employees that answer phone calls and requests by e-mail, back office employees that carry out all 
administrative tasks and care advisors who guide clients after the request for care is clarified. Clients can 
not directly approach care advisors; all calls are first answered by a customer service employee. This 
leads to decoupling of tasks, and many times during observations phone calls had to be put through 
from customer service to care advisor, or a message had to be written down when the care advisor was 
not available.  
Mapping clients’ needs regardless of the indicated care was mentioned as an important step in the 
process and is executed in a front office environment by care advisors. One of the care advisors stressed 
the importance of house calls:  
 

 ‘We check personally, is it correct what we see. That is why we visit every client, which is quite 
exceptional.’ Resp.14 

 
Cross case analysis 
A cross case analysis reveals that two out of four cases made an explicit choice of what activities should 
be organized in a front office and which activities in a back office environment. The other two 
organizations organized a client service point for contacts with customers. Remarkably a lot of 
administrative tasks were present in all cases, even in so called front office jobs.  
The main reason mentioned to centralize customer contacts was that it enables uniform clarification of 
the requests of clients and that it enhances the availability of services by guiding clients towards one 
unit for all requests. But also creating a more efficient process and compliance with administrative rules 
of government bodies and health care insurers is an important motive. The opportunity to customize 
and personalize service, as well as the ability to detect potential other (care) issues or questions clients 
might have, were mentioned as an additional motive. Employees allocated to front office tasks are in all 
cases relatively highly educated, based on the knowledge and competences needed for direct contact, 
even though the work to be performed also includes many administrative and thus back office activities.  
The units are organized in order to receive requests from clients; still all cases mention that requests for 
care are not always done by clients themselves. In many situations requests are made on behalf of 
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Case 2 
Case 2 operates multiple entrance points, directly connected to the actual care locations. However, the 
wish for a more central approach is expressed clearly, for example by the policy advisor of case 2:  
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always get addressed to in a similar way, and straight away solutions can be offered.’ Resp.5 
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intakes on location combined with guided tours. Not all client information gathered during the access 
process could be registered in the client information system. Therefore, all employees created their own 
ways of keeping track of appointments. However, because care advisors are connected to the location in 
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Case 3 
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When not answering phone calls or e-mails, or having face-to-face contact with clients, the care advisors 
engage in back office tasks, like checking clients records or applying for official indications for care. 
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Cross case analysis 
A cross case analysis reveals that two out of four cases made an explicit choice of what activities should 
be organized in a front office and which activities in a back office environment. The other two 
organizations organized a client service point for contacts with customers. Remarkably a lot of 
administrative tasks were present in all cases, even in so called front office jobs.  
The main reason mentioned to centralize customer contacts was that it enables uniform clarification of 
the requests of clients and that it enhances the availability of services by guiding clients towards one 
unit for all requests. But also creating a more efficient process and compliance with administrative rules 
of government bodies and health care insurers is an important motive. The opportunity to customize 
and personalize service, as well as the ability to detect potential other (care) issues or questions clients 
might have, were mentioned as an additional motive. Employees allocated to front office tasks are in all 
cases relatively highly educated, based on the knowledge and competences needed for direct contact, 
even though the work to be performed also includes many administrative and thus back office activities.  
The units are organized in order to receive requests from clients; still all cases mention that requests for 
care are not always done by clients themselves. In many situations requests are made on behalf of 
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clients by family, referring caregivers or general practitioners. Actually, the majority of requests reached 
the access unit electronically via the Care Assessment Agency (CIZ).  
All organizations have sufficient staffing in their entrance units to avoid waiting times for clients. Even 
though, continuity is a point of consideration for all cases. Care advisors are not always available due to 
varying working hours and appointment schedules, so service employees take messages, organize call 
appointments or put questions through to available colleagues. In most cases, all calls to care advisors 
are first directed to service employees. This enhances accessibility, but leads to more decoupling of 
activities.  
By organizing separate entrance units, the cases opted to decouple the access process from the actual 
delivery of care and services. All case organizations subsequently chose to couple all entrance related 
activities of the entrance unit in one job i.e. a dedicated care advisor. The most important reason to do 
so is that the organizations want to invest in customer relations in order to enhance the accessibility of 
the organization.  
 
 
2.5 Discussion 
 
This study shows that the four case organizations consider the operational access process as an 
important and crucial part of their care process, which can be separated from the delivery of care and 
services. Therefore they concentrated the entire process in a separate unit, in order to create a clear 
and uniform access process for all their clients. Creating better customer relations as a reaction to the 
introduction of competition in the sector is another reason for organizing the access process in separate 
units. These units were not necessarily designed according to front/back office or other design principles 
from operations management, but rather based on the organization’s experience with the access 
process or the way the units developed over time. Furthermore, in three case organizations these units 
were centralized. On the one hand respondents mention that these units were centralized in order to 
create a clear and uniform process for all their clients and to create an efficient process, rather than 
emphasizing the need to create a demand-based process. On the other hand, the case organizations all 
state that they decouple the access process from the actual care process to invest in customer relations 
in order to enhance the accessibility of the organization. At the same time, they recognize that much of 
the knowledge about the customer gathered during the interaction between care advisor and client is 
lost when handing over the client to the employees that will actually provide the requested care.   
 
The results provide insight in how long-term care providers in elderly care take front/back office aspects 
into consideration in these separate access units. While most case organizations separate front office 
activities from back office activities we found that the majority of tasks executed in the entrance units – 
even in the organizational units dedicated to client contact - are back office activities. This is caused by 
the many administrative procedures around the access process, which in turn are mainly caused by 
Dutch legislation and regulations. Still, this is remarkable, since organizations state that they organize a 
separate entrance unit to be able to quickly get in personal contact with clients, clarify their requests, 
get to know their clients and customize services they provide. The current emphasis on administrative 
tasks might distract professionals from reaching preferred outcomes[27] and as a consequence lower 
the satisfaction and loyalty of clients.[17] For that reason lowering the administrative burden on service 
employees and care advisors for example by organizing them in a back office environment, could have 
favorable effects on  both outcomes and client satisfaction and enhance efficiency.  

Front/back office considerations in the operational access to long-term care for older people 33 

The most important instrument used by the case organizations to get to know the customer and his or 
her background are house calls and guided tours in the care facilities, even though not all cases 
organizations consider this a common activity in the process. These activities are done fairly late in the 
process; just before admission. In that respect, the findings of our research in several organizations that 
provide elderly care in nursing homes as well as home care, add to the findings of Broekhuis et al.[14] 
They studied front office and back office aspects in the specification phase of home care in a single case 
study and concluded that the client is barely involved in the specification phase and moreover relatively 
late.  
Furthermore, we found that none of the studied entrance units are physically accessible, instead they 
focus on first contact by phone or digitally. Clients with a request for care are then assigned a personal 
care advisor who subsequently handles all entrance related activities. As known from front/back office 
literature and as described in the background section, a coupled approach can be chosen for several 
reasons.[11-13] For the case organizations, the main reason for this was to support clients in the 
complex process of searching for care and services and to invest in the relationship with clients. This 
reason is not explicitly mentioned in operations management literature regarding coupling and 
decoupling of activities. This might be explained from the specific, longer lasting relationship with clients 
in organizations for long-term elderly care. Yet, in practice, the care advisors whose main task is to 
support clients, are not always available due to varying working hours and appointment schedules. Calls 
are then forwarded to service employees. So in spite of pursuing a front office, coupled approach, 
practical elements such as availability of employees influence the way the access process is executed.   
 
Limitations and future research 
A limitation of this study is the fact that it is only based on four cases in elderly care and uses qualitative 
information only. Nevertheless, this study provides in-depth information about how care providers in 
elderly care in the Netherlands organize their operational access to care, based on the interaction 
between service provider and client in the process. The direct perspective from a client point of view 
was not taken into account during this study, and would be worth a future study.  
The results show that organizations that provide long-term care for frail elderly people in the 
Netherlands do perceive the access process as separable from the delivery of care and services. For the 
organization of the access process the case organizations made use of front/back office principles. These 
principles were not applied deliberate and the way the units were organized seemed to have been 
evolved over time and based on the organization’s experience with the access process. Therefore, it 
would be interesting to design an access process for an organization that provides long-term care and 
welfare for older clients, while deliberately applying a front/back office configuration, for example by 
separating contact with clients from administrative tasks and assigning these tasks to different 
employees. Future prospective and longitudinal research might then focus on improvements achieved 
by such a process.  
In addition, it would be recommendable to develop a framework that helps organizations shape their 
entrance unit. Apart from looking at front/back office aspects, such a framework should take the 
dimensions that influence the operational access to care both from an individual as well as an 
organizational point of view into account. To expand the knowledge of operational access to long term 
care, it would be advisable to look into the theoretical frameworks on access to care as well and 
combine knowledge and insights from both operations management and access to care.  
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important and crucial part of their care process, which can be separated from the delivery of care and 
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the knowledge about the customer gathered during the interaction between care advisor and client is 
lost when handing over the client to the employees that will actually provide the requested care.   
 
The results provide insight in how long-term care providers in elderly care take front/back office aspects 
into consideration in these separate access units. While most case organizations separate front office 
activities from back office activities we found that the majority of tasks executed in the entrance units – 
even in the organizational units dedicated to client contact - are back office activities. This is caused by 
the many administrative procedures around the access process, which in turn are mainly caused by 
Dutch legislation and regulations. Still, this is remarkable, since organizations state that they organize a 
separate entrance unit to be able to quickly get in personal contact with clients, clarify their requests, 
get to know their clients and customize services they provide. The current emphasis on administrative 
tasks might distract professionals from reaching preferred outcomes[27] and as a consequence lower 
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employees and care advisors for example by organizing them in a back office environment, could have 
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literature and as described in the background section, a coupled approach can be chosen for several 
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2.6 Conclusion 
 
All case organizations recognize the importance of organizing the operational access (process) to their 
services, and in fact organized a separate unit for this process. Even though they mention to do so in 
order to quickly get in contact with their clients, to clarify their requests and customize services, the 
results of this study show that the emphasis of activities in the entrance unit was on administrative 
tasks, that were done by service employees, care advisors and administrative (‘back office’) employees. 
Thus, although we found that front/back office elements were recognizable in all cases, they did not 
seem to have been considered consciously during the design of the process. We strongly believe there is 
a need for the development of a framework on operational access to care that can help organizations 
that provide long-term care to design their entrance process. That way the expected advantages of a 
front-office, decoupled entrance unit, such as enhancing the availability of services, being able to 
provide customized services, as well as creating an efficient process might be more easily reached. Using 
the findings of this study on front/back office elements could be the first step in developing such a 
framework.  
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Appendix A. Topic list 
 
 

Subject Observations Interviews 

Customer contact   
• Does the organization distinguish between front and back office activities? On which 

grounds? 
• What bottlenecks influence choices? 
• How much time (hours/percentage) is spent on direct contact with customers? 
• How many new clients (percentage) are handled without prior direct contact (e.g. 

through automatic systems or via other professionals)?  
• Can requests be fulfilled by standard answers or care packages? To what extent 

customizes the unit the offer to the client and to what extent is this done later in the 
(care) process?  

• Which signals and general queries by customers are observed? At what moment in 
the process and in which way are they handled?  

• Which competences are required for front office and back office employees and 
which ones are deployed? 

• Describe the team in amount and full-time employees and competences / 
education.  

• How do possibilities of ICT influence choices made?  
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• Why did the organization arrange a separate unit for access? What are the 

advantages? 
• Are the activities in the unit handled coupled or decoupled? And why? 
• How is the administrative completion handled?  
• How are the activities from the entrance unit handed on to the units that provide 

the actual care? 
• Are activities coupled or decouples based on competences of available employees, 

or are specific competences necessary? 
• Does the organization use a CRM system? 
• How do possibilities of ICT influence choices made?  

 
 

X 
X 
 
 
 
 

X  
X  

X 
 

X 
X 
X 
 

X 
 

X  
X  

 
 

The 3 A’s of the access process to long-term care for elderly 37 

  



36  Challenges of access 

Appendix A. Topic list 
 
 

Subject Observations Interviews 

Customer contact   
• Does the organization distinguish between front and back office activities? On which 

grounds? 
• What bottlenecks influence choices? 
• How much time (hours/percentage) is spent on direct contact with customers? 
• How many new clients (percentage) are handled without prior direct contact (e.g. 

through automatic systems or via other professionals)?  
• Can requests be fulfilled by standard answers or care packages? To what extent 

customizes the unit the offer to the client and to what extent is this done later in the 
(care) process?  

• Which signals and general queries by customers are observed? At what moment in 
the process and in which way are they handled?  

• Which competences are required for front office and back office employees and 
which ones are deployed? 

• Describe the team in amount and full-time employees and competences / 
education.  

• How do possibilities of ICT influence choices made?  

X 
 
 

X 
 

X 
 
 
 
 

X  
 

X  

X 
 

X 
X 
 

X 
 

X 
 
 

X 
 

X 
 

X 
 

X   
Coupling/decoupling   
• Why did the organization arrange a separate unit for access? What are the 

advantages? 
• Are the activities in the unit handled coupled or decoupled? And why? 
• How is the administrative completion handled?  
• How are the activities from the entrance unit handed on to the units that provide 

the actual care? 
• Are activities coupled or decouples based on competences of available employees, 

or are specific competences necessary? 
• Does the organization use a CRM system? 
• How do possibilities of ICT influence choices made?  

 
 

X 
X 
 
 
 
 

X  
X  

X 
 

X 
X 
X 
 

X 
 

X  
X  

 
 

The 3 A’s of the access process to long-term care for elderly 37 

  

2



38  Challenges of access 

Blog 3: Route map 
 
 
When her dad had to be admitted, she stepped into a completely strange, new world. Only after her 
mother died, it became clear how much care her dad needed. Looking back, she finds it a pity no one 
ever noticed what a difficult time her mother had. A little support might have helped her a lot. Also for 
herself support would have been helpful. While she was still mourning her mother, the care for her 
father came to rest on her shoulders. Especially figuring out procedures, where do you need to be for 
what service, what are possibilities, in short, finding the right route, took a lot of time. Time she did not 
really have with all the extra care she needed to give to her dad. So looking back, it was a difficult time. 
Thinking about it, she sighs again. And again she stressed it would have been great if someone would 
have taken over a few things. Nothing special, just someone who helps you find the way around the 
necessary procedures, gives information, keeps track. She heard about initiatives like ‘pampering days’ 
and possibilities of contact with people with similar experiences, but that is not what she is looking for. 
Recently her father moved again. From a residential home to a nursing home. It is the reason of my 
interview with her. But talking about that, does not take up much of our time. Because by then she 
knew the world of care and all necessary procedures. Not that she did not look into it again, of course 
she wanted to understand possibilities and make the right decision for her father. The world of care is 
no longer unfamiliar to her, however nobody seems to have the complete map.    
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Abstract  
 
The access process is an important step in the care provision to independently living elderly. Still, little 
attention has been given to the process of access to long-term care for older clients. Access can be 
described by three dimensions: availability, affordability and acceptability (three A’s).  
In this paper we address the following question: How do care providers take the three dimensions of 
access into account for the access process to their care and related service provision to independently 
living elderly? 
To answer this question we performed a qualitative study. We used data gathered in a multiple case 
study in the Netherlands.  
This study provides insight in the way long-term care organizations organize their access process. Not all 
dimensions were equally present or acknowledged by the case organizations. The dimension acceptability 
seems an important dimension in the access process, as shown by the efforts done in building a 
relationship with their clients, mainly through a strong personal relationship between client and care 
advisor. In that respect it is remarkable that the case organizations do not structurally evaluate their 
access process. Availability is compromised by practical issues and organizational choices. Affordability 
hardly seems an issue. Further research can reveal the underlying factors that influence the three A 
dimensions. 
 
 
3.1 Introduction and background 
 
Dutch organizations that provide long-term care are faced with a growing number of clients. Long-term 
care for the elderly in the Netherlands includes home care as well as residential care and is covered by a 
separate insurance scheme, the Exceptional Medical Expenses Act (AWBZ). One major advantage of a 
social insurance scheme is that all individuals have a right to long-term care when necessary. The so-
called care administration office is responsible for both the administration of the AWBZ scheme in its 
region, as well as managing capacity, rates and quality. However, there has been criticism of the 
amount, type and quality of assistance available [1]. Furthermore, recent developments in the 
Netherlands, such as the introduction of new government policies have led to an increasing need to 
organize long-term care for older people in such a way that an increasing number of clients can be cared 
for with the same or less resources [2, 3]. 
This needs to be done without sacrificing on client-orientation being the second important challenge for 
long-term care providers. The care and service access process is seen as a crucial first step in the total 
care provision by care organizations. The main aim of this phase is to collect sufficient information to be 
able to start adequate provision of care that fits the client’s needs and optimizes utilization of available 
resources.  
 
Access means the entrance of clients to health care services and has been explained as the ability of 
health care organizations to provide timely care to clients [4-6] and is mainly concerned with facilitating 
the processes of clients entering and moving through the system, by use of the right amount and 
combination of resources and in order to obtain the proper type and amount of care [7]. In order to 
avoid frustration, the process of getting through the system should be well designed and efficient [8]. 
Furthermore it has been acknowledged that it is important to consider all dimensions of access, rather 
than focusing only on the use of services [9]. 

The 3 A’s of the access process to long-term care for elderly 41 

Access can be seen as a concept of ‘fit’ between the needs of health care clients and the ability of the 
system to meet those needs, which can be measured across several dimensions that are closely related: 
availability, accessibility, accommodation, affordability and acceptability [10].  
 
 
3.2 Dimensions of access: the three A’s 
 
Drawing on the concepts developed by Penchansky and Thomas [10] and further developed by 
McIntyre, Thiede and Birch [9] and Sinha and Kohnke [11], access can be seen as a concept based on the 
three dimensions availability, affordability and acceptability (three A’s), which might help care 
organizations to design and researchers to study the access process to care and welfare facilities for 
elderly. In the following sections we focus on these three dimensions and identify the most relevant 
process design aspects per dimension in order to make the three A’s operational. Operational aspects of 
access can focus on system aspects, individual aspects (both on provider and on client side) as well as on 
process design aspects. Not all aspects can be influenced by the providers when organizing their access 
process, however we believe these aspects to be paramount to the access process to care for older 
people, which means that they at least should be considered. 
 
Availability comprises the physical and logistical infrastructure of the access process and therefore 
includes the dimensions accessibility and accommodation as mentioned by Penchansky and Thomas 
[10]. It is concerned with providing the appropriate service in the right place and at the right time to 
meet the needs of clients [9, 11]. System aspects of availability are for example location of facility and 
type, range, quantity, and quality of the services provided. Individual aspects of availability are among 
others distance to the facility, transport possibilities and the needs of the individual requiring the 
services. Process design aspects of availability include reception of clients, receiving and clarifying of 
clients’ needs, and scheduling of appointments.  
 
Affordability refers to the degree of fit between the costs for using the service and the ability to pay for 
it [10-12]. The main (system) issue is the price of the service, which is also influenced by insurance 
schemes that cover the costs of health care or opportunities for tax refunds. Important individual issues 
are direct and indirect costs such as transportation, special diets, child care, and waiting times, which 
influence the affordability of a health care service. A relevant process design aspect of affordability is 
utilization of resources. 
 
Acceptability is about the expectations of provider and client as well as their attitudes towards each 
other. These are influenced by beliefs and perceptions [9, 10]. For example, the health care provider 
expects a client to respect his or her professional values and a client expects to be treated with respect 
by the provider. Another illustration is the willingness to be cared for by someone of a different gender 
or race. A relevant process design aspect of acceptability is the service concept an organization chooses. 
This refers to what needs to be done to satisfy the needs of the client and how this is achieved. A service 
concept consists of four dimensions: service operation, service experience, service outcome and value of 
the service [13].  
 
The three A dimensions themselves are influenced by a complex set of factors and issues, such as the 
health care system (for example distribution and structure of services for long-term care) and external 
environment (for example legislation and regulations) as well as population characteristics, such as age, 
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insurance coverage and need for care [12]. The three dimensions together determine the level of access 
to care and are interrelated. For example, enhancing physical access by opening new locations, is only 
beneficial if those new facilities are affordable and acceptable to potential clients.  
 
Research question 
Given the importance of the access process to health care provision in the context of care and related 
service provision to independently living elderly, we aim to advance knowledge of the access process in 
elderly care. We address the following question:  
 

How do care providers take the three dimensions of access (availability, affordability and 
acceptability) into account for the access process to their care and related service provision to 
independently living elderly? 

 
 
3.3 Method 
 
Following a qualitative design, we used data gathered in a multiple case study to understand how 
organizations that provide long-term care and services for older people organize their access process 
and how they take the three A dimensions into account. A case study is often chosen for addressing 
research questions regarding ‘how’ aspects, and the aim of this study is to understand how 
organizations that provide services for older people organize their access processes. Furthermore, a case 
study approach can be used when multiple sources of evidence are available [14, 15]. 
The final sample of our multiple case study consisted of four case organizations, which were selected by 
purposive sampling to ensure comparability on relevant case characteristics, while warranting variation 
on others. As we are interested in the access process of large, diversified organizations that provide 
long-term care for elderly, we made a list of providers of long-term care for elderly that can be 
characterized as large (annual turnover >€40,000,000 and <€100,000,000 – about 27% of all Dutch 
organizations that provide long-term care for elderly fall in this range), providing both residential as well 
as home care (‘mixed organizations’ – about 21% of the Dutch long-term care organizations are 
considered mixed organizations). For practical reasons we choose organizations in the south of the 
Netherlands. The four organizations that agreed to participate all provide long-term care for elderly 
from several locations, have a regional focus and are interested in improving their access process. 
However, the case organizations substantially vary in origin (primarily residential vs. home care) as well 
as geographically (city vs. rural). Data gathering took place from June 2010 to December 2011 involved 
observations and interviews and was guided by a data collection protocol. Available documents like 
yearly reports, project plans, flowcharts and process descriptions were analyzed to facilitate a process of 
data triangulation.  
The three A dimensions were made operational in a topic list, which was used for semi-structured 
interviews with managers and employees involved in the access process (four interviews per case 
organization) as well as during observations of the actual access processes of the case organizations (see 
Table 3.1 for an overview). The topics covered issues of availability (e.g. physical and digital accessibility, 
availability of central and/or decentralized units), affordability (e.g. direct and indirect cost for clients, 
information about fees) and acceptability (e.g. which way clients’ expectations are taken into account). 
The interviews were recorded with permission of the interviewees and transcribed. We coded both 
transcripts of interviews and observation reports. Following the analyzing steps as suggested by Boeije 
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[16] open coding by two independent researchers was done to label fragments. The identified codes 
were then structured in categories, which in the third step were connected to one of the three A’s.  
 

Case  Respondent nr Function Observation nr Function(s) 
1 1 Care advisor 1 Client service bureau 
 2 Manager entrance unit 2 Client service bureau 
 3 CEO 3 Care advisor 
 4 Manager client service 4 Reception 

2 5 Corporate secretary 5 Central service department 
 6 Manager client service 6 Central service department 
 7 Manager homecare 7 Decentralized service point 
 8 Coordinator care advisors 8 Care advisor residential care 
   9 Care advisor home care 

3 9 PR advisor 10 Central client contact centre 
 10 CEO 11 Regional client team/care advisor  
 11 Manager entrance unit 12 Regional client team/care advisor 
 12 Coordinator care advisors   

4 13 CEO 13 Client service bureau (front office) 
 14 Care advisor 14 Client service bureau (front office) 
 15 Front office employee 15 Client service bureau (back office) 
 16 Manager entrance unit 16 Care advisor 

 
Table 3.1. Overview interviewed staff and observations 
 
 
3.4 Results 
 
3.4.1 Requests for care 
Based on the available documents, we could identify a general process concerned with receiving a 
request for care and the necessary subsequent steps in order to fulfil the request. All organizations have 
dedicated care advisors to guide the client from the moment the request for care is specified until the 
actual provision of care starts. Requests for care can find their way to care advisors in numerous ways. 
Most requests are received after a client has requested a needs assessment from the Care Assessment 
Agency (CIZ). The CIZ determines the amount and type of care a client is entitled to and electronically 
transfers the approved request to the care administration office. In turn, the care administration office 
transfers the request – also electronically – to the providers the clients indicated as preferred care 
provider [17]. Most case organizations then directly assign the client to a care. Requests can also enter 
the organization through the customer service department (generally by phone or e-mail) by clients 
themselves, their relatives or referring professionals such as general practitioners, hospitals or home 
care professionals. The necessary assessment needs to be determined later in the process by the CIZ, 
after the request is addressed to the provider but before the actual care starts. Finally, requests can 
reach the care advisor through decentralized access points, which are present in two of the case 
organizations. After clients are assigned to a care advisor and registered on the waiting list, the care 
advisor regularly has contact with the client. Contact moments often include house calls or guided tours 
in the facilities, which are in most cases done shortly before the care starts (figure 3.1).  
 



42  Challenges of access 

insurance coverage and need for care [12]. The three dimensions together determine the level of access 
to care and are interrelated. For example, enhancing physical access by opening new locations, is only 
beneficial if those new facilities are affordable and acceptable to potential clients.  
 
Research question 
Given the importance of the access process to health care provision in the context of care and related 
service provision to independently living elderly, we aim to advance knowledge of the access process in 
elderly care. We address the following question:  
 

How do care providers take the three dimensions of access (availability, affordability and 
acceptability) into account for the access process to their care and related service provision to 
independently living elderly? 

 
 
3.3 Method 
 
Following a qualitative design, we used data gathered in a multiple case study to understand how 
organizations that provide long-term care and services for older people organize their access process 
and how they take the three A dimensions into account. A case study is often chosen for addressing 
research questions regarding ‘how’ aspects, and the aim of this study is to understand how 
organizations that provide services for older people organize their access processes. Furthermore, a case 
study approach can be used when multiple sources of evidence are available [14, 15]. 
The final sample of our multiple case study consisted of four case organizations, which were selected by 
purposive sampling to ensure comparability on relevant case characteristics, while warranting variation 
on others. As we are interested in the access process of large, diversified organizations that provide 
long-term care for elderly, we made a list of providers of long-term care for elderly that can be 
characterized as large (annual turnover >€40,000,000 and <€100,000,000 – about 27% of all Dutch 
organizations that provide long-term care for elderly fall in this range), providing both residential as well 
as home care (‘mixed organizations’ – about 21% of the Dutch long-term care organizations are 
considered mixed organizations). For practical reasons we choose organizations in the south of the 
Netherlands. The four organizations that agreed to participate all provide long-term care for elderly 
from several locations, have a regional focus and are interested in improving their access process. 
However, the case organizations substantially vary in origin (primarily residential vs. home care) as well 
as geographically (city vs. rural). Data gathering took place from June 2010 to December 2011 involved 
observations and interviews and was guided by a data collection protocol. Available documents like 
yearly reports, project plans, flowcharts and process descriptions were analyzed to facilitate a process of 
data triangulation.  
The three A dimensions were made operational in a topic list, which was used for semi-structured 
interviews with managers and employees involved in the access process (four interviews per case 
organization) as well as during observations of the actual access processes of the case organizations (see 
Table 3.1 for an overview). The topics covered issues of availability (e.g. physical and digital accessibility, 
availability of central and/or decentralized units), affordability (e.g. direct and indirect cost for clients, 
information about fees) and acceptability (e.g. which way clients’ expectations are taken into account). 
The interviews were recorded with permission of the interviewees and transcribed. We coded both 
transcripts of interviews and observation reports. Following the analyzing steps as suggested by Boeije 

The 3 A’s of the access process to long-term care for elderly 43 

[16] open coding by two independent researchers was done to label fragments. The identified codes 
were then structured in categories, which in the third step were connected to one of the three A’s.  
 

Case  Respondent nr Function Observation nr Function(s) 
1 1 Care advisor 1 Client service bureau 
 2 Manager entrance unit 2 Client service bureau 
 3 CEO 3 Care advisor 
 4 Manager client service 4 Reception 

2 5 Corporate secretary 5 Central service department 
 6 Manager client service 6 Central service department 
 7 Manager homecare 7 Decentralized service point 
 8 Coordinator care advisors 8 Care advisor residential care 
   9 Care advisor home care 

3 9 PR advisor 10 Central client contact centre 
 10 CEO 11 Regional client team/care advisor  
 11 Manager entrance unit 12 Regional client team/care advisor 
 12 Coordinator care advisors   

4 13 CEO 13 Client service bureau (front office) 
 14 Care advisor 14 Client service bureau (front office) 
 15 Front office employee 15 Client service bureau (back office) 
 16 Manager entrance unit 16 Care advisor 

 
Table 3.1. Overview interviewed staff and observations 
 
 
3.4 Results 
 
3.4.1 Requests for care 
Based on the available documents, we could identify a general process concerned with receiving a 
request for care and the necessary subsequent steps in order to fulfil the request. All organizations have 
dedicated care advisors to guide the client from the moment the request for care is specified until the 
actual provision of care starts. Requests for care can find their way to care advisors in numerous ways. 
Most requests are received after a client has requested a needs assessment from the Care Assessment 
Agency (CIZ). The CIZ determines the amount and type of care a client is entitled to and electronically 
transfers the approved request to the care administration office. In turn, the care administration office 
transfers the request – also electronically – to the providers the clients indicated as preferred care 
provider [17]. Most case organizations then directly assign the client to a care. Requests can also enter 
the organization through the customer service department (generally by phone or e-mail) by clients 
themselves, their relatives or referring professionals such as general practitioners, hospitals or home 
care professionals. The necessary assessment needs to be determined later in the process by the CIZ, 
after the request is addressed to the provider but before the actual care starts. Finally, requests can 
reach the care advisor through decentralized access points, which are present in two of the case 
organizations. After clients are assigned to a care advisor and registered on the waiting list, the care 
advisor regularly has contact with the client. Contact moments often include house calls or guided tours 
in the facilities, which are in most cases done shortly before the care starts (figure 3.1).  
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Figure 3.1. Process description for a request for care 
 
 
3.4.2 Case descriptions 
The four cases included in the study primarily focus on long-term care for older people. They provide 
both residential and home care (see Table 3.2 for an overview of the characteristics). They all have 
organized access to the services of their organization through a central access unit, positioned as a 
separate department. The tasks of these units include providing general information about the services 
the organization provides, informing clients about the necessary procedures and steps in the access 
process, clarifying the needs and wishes of the client and supporting the client until the actual provision 
of care and services starts.  
 
Case 1 
Case organization 1 has organized a separate service department for clients that need either general 
information about the organization or have a request for care. It is clearly positioned as a subunit of the 
organization, but has its own external branding (logo, website etc.). Service employees answer the 
phone and e-mail messages. They provide general information about the organization and its services as 
well as about the procedures, and keep written information up to date. Once a client has expressed a 
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need for care, he or she gets appointed a care advisor, who from then onwards handles the contact with 
the client. The client is registered on a general waiting list. The advisor also starts up a document (MS 
Word) in order to keep track of the appointments made with the client. Once it is obvious that a client 
needs and wants care from a specific location, the client data are transferred to the waiting list of that 
location. The central client information system only is used after the care starts. The needs of the client 
are determined by a written, independent needs assessment, which is provided by the CIZ. Case 
organization 1 uses a house call made by the advisor to fine tune the needs of the client. The care 
advisor stays in touch with the client until the actual care process has started, but can only be reached 
through the service employees.  
 

 Case 1 Case 2 Case 3 Case 4 
Location City City and surrounding small 

towns 
City Rural area 

Services  Nursing home care 
Residential care 
Day care 
Paramedical care 
Home care 

Nursing home care 
Residential care 
Day care 
Paramedical care 
Home care 
Domestic services 
Welfare services 
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Domestic services 
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Entrance unit Separate unit, centrally 
organized 

Separate unit for general 
information and welfare 
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related activities are 
organized per (care)location 

Separate unit, centrally 
organized but located on 4 
locations 

Separate unit, centrally 
organized 

Client 
information 
system 

Central system, used after 
care starts. Entrance unit 
uses own documents to 
keep track of appointments 
and waiting lists 

Central system, also used to 
generate waiting lists. 
System not used to keep 
track of appointments 

Central system used to 
generate waiting lists and to 
keep track of appointments 

Central system used to 
generate waiting lists and to 
keep track of appointments 

 
Table 3.2. Case descriptions 
 
Case 2 
Case organization 2 has multiple entrance points (requests for care can be directly addressed to any care 
location of the organization), with care advisors working for and from a specific care location. Clients are 
directly brought into contact with a care advisor, who guides them from first contact, until six weeks 
after the care services have started. The first contact is established once the needs of the client are 
determined by the written, independent needs assessment from CIZ. Once the needs assessment is 
available, the needs of the client are fine-tuned via a house call made by the advisor and clients are 
registered in the central client information system, from which waiting lists are generated. The central 
client information system is kept up to date by the different locations (client administrations per 
location) of the organization. The advisors turn to the client information system for client information, 
but do not use the system to register client contacts. Case organization 2 has a separate central service 
department for inhabitants of the city, with a focus on request for welfare services such as meals and 
personal alarms. The service department can be reached by phone or e-mail. The service employees 
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need for care, he or she gets appointed a care advisor, who from then onwards handles the contact with 
the client. The client is registered on a general waiting list. The advisor also starts up a document (MS 
Word) in order to keep track of the appointments made with the client. Once it is obvious that a client 
needs and wants care from a specific location, the client data are transferred to the waiting list of that 
location. The central client information system only is used after the care starts. The needs of the client 
are determined by a written, independent needs assessment, which is provided by the CIZ. Case 
organization 1 uses a house call made by the advisor to fine tune the needs of the client. The care 
advisor stays in touch with the client until the actual care process has started, but can only be reached 
through the service employees.  
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and waiting lists 

Central system, also used to 
generate waiting lists. 
System not used to keep 
track of appointments 

Central system used to 
generate waiting lists and to 
keep track of appointments 

Central system used to 
generate waiting lists and to 
keep track of appointments 

 
Table 3.2. Case descriptions 
 
Case 2 
Case organization 2 has multiple entrance points (requests for care can be directly addressed to any care 
location of the organization), with care advisors working for and from a specific care location. Clients are 
directly brought into contact with a care advisor, who guides them from first contact, until six weeks 
after the care services have started. The first contact is established once the needs of the client are 
determined by the written, independent needs assessment from CIZ. Once the needs assessment is 
available, the needs of the client are fine-tuned via a house call made by the advisor and clients are 
registered in the central client information system, from which waiting lists are generated. The central 
client information system is kept up to date by the different locations (client administrations per 
location) of the organization. The advisors turn to the client information system for client information, 
but do not use the system to register client contacts. Case organization 2 has a separate central service 
department for inhabitants of the city, with a focus on request for welfare services such as meals and 
personal alarms. The service department can be reached by phone or e-mail. The service employees 
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are determined by a written, independent needs assessment, which is provided by the CIZ. Case 
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Case organization 2 has multiple entrance points (requests for care can be directly addressed to any care 
location of the organization), with care advisors working for and from a specific care location. Clients are 
directly brought into contact with a care advisor, who guides them from first contact, until six weeks 
after the care services have started. The first contact is established once the needs of the client are 
determined by the written, independent needs assessment from CIZ. Once the needs assessment is 
available, the needs of the client are fine-tuned via a house call made by the advisor and clients are 
registered in the central client information system, from which waiting lists are generated. The central 
client information system is kept up to date by the different locations (client administrations per 
location) of the organization. The advisors turn to the client information system for client information, 
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working at this department do provide general information, but they refer questions regarding home 
care or residential care directly to one of the care advisors, depending on the location of interest.  
 
Case 3 
Case organization 3 operates a central service department, consisting of one central customer contact 
center and four regional customer teams. The central customer contact center can be reached by phone 
and by e-mail and handles queries for general information. Already after the first contact, clients are 
registered in the central client information system. Every regional team has both employees who handle 
administrative tasks and advisors who answer requests for information both by phone and by e-mail on 
turn as well as guiding appointed clients through the entrance process. The entrance process starts once 
the needs of the client are determined by the written, independent needs assessment from CIZ. House 
calls are made when the indicated care is considered complex, in order to fine-tune the needs of the 
client. The advisors report the appointments made with their clients in the central client information 
system, but all other administrative tasks are done by back office employees, including the waiting list 
registration.  
 
Case 4 
Case organization 4 has a central customer service department, which can be reached by phone and by 
e-mail. The customer service department includes a front office and a back office. This organization uses 
these terms explicitly. The front office handles entrance related contacts with clients, other health care 
providers and the internal organization. Once a client has expressed a need for residential or complex 
care, he or she gets appointed a care advisor. The care advisors work closely with the employees of the 
customer service department, but belong to a different department. After the first contact has been 
established, the care advisor handles the contact with the client. If needed, the care advisors support 
the client with the request for a needs assessment from the CIZ. During the process a house call is made 
to determine the client’s needs. A request for more simple home care is directly appointed to care 
teams. The care advisors can only be reached through the front office. The back office handles all 
administrative tasks, which includes keeping the central client information system up to date. Clients are 
registered as soon as it becomes clear that they will be most likely take care from case organization 4. 
The client information system is also used by front office employees to keep track of appointments 
made.  
 
3.4.3 Cross-case analysis  
During the access process to care and services, we have noticed several aspects that could be related to 
the three dimensions of access (three A’s). These are described cross-case in the following section.  
 
Availability 
The results show that, in practice the possibility of physically visiting the entrance units is hardly used by 
clients. First contact is made by phone or digitally (mainly e-mail). However, all case organizations keep 
the option for physical availability open. 
To enhance availability of the access unit or to keep the access process closely connected to the 
processes during the actual provision of care, two organizations have chosen a decentralized approach. 
The other two organizations opt for centralization in order to realize an efficient and unambiguous 
access process. Case organization 2 operates a central unit that provides general information to clients 
about products and services and handles requests for welfare services such as personal alarms and 
meals. Requests for home care or residential care are directly referred to one of the decentralized 
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located care advisors, depending on the location where the potential client shows interest in. These care 
advisors directly work for the location they have been assigned to. Case organization 3 operates a 
central unit for general queries and operates four decentralized entrance units staffed with care 
advisors who support clients interested in the locations of their dedicated work area. However, these 
care advisors are part of one organizational unit. 
Case organizations 1 and 4 have integrated the provision of information with a central entrance unit 
where requests for care are received and handled. As explained by a service employee from case 
organization 4: 
 

 ‘if you want to keep the customer or attract new customers, you need to have a clear face to the 
outside world, where the customer can get help from. Well, that means a central front door.’ Resp.15  
 

However, the care advisors of case organization 4 are positioned in a different organizational unit and 
therefore have a different manager. 
 
In case organization 2 the availability of care advisors is not centrally organized and depends on local 
arrangements. As soon as contact between client and care advisor is established, all entrance related 
activities are handled by the advisor and hence locally organized as well. 
 
All organizations have made sure their entrance units are sufficiently staffed to avoid waiting times for 
clients. Opening hours however vary considerably over the four case organizations, from opening hours 
between 9.00 AM and 04.00 PM interrupted by a lunch break, to 24/7 availability. The 24/7 availability 
was observed in organization 2.  
Even though, continuity is a point of concern for all case organizations, mainly because care advisors are 
not always available due to varying working hours and appointment schedules. Clients often cannot 
directly approach care advisors; all calls are first answered by a customer service employee. Therefore 
many phone calls had to be put through from customer service to care advisor or messages had to be 
written down and passed on.  
 
All case organizations mention that very often requests for care are not always done by clients 
themselves, but often on behalf of clients by referring caregivers or practitioners. Actually, the majority 
of requests reach the access unit electronically via the Care Assessment Agency (CIZ).  
 
Affordability 
The dimension affordability does not seem to be a relevant item in the access units studied, even 
though managing expectations was considered an important task of the units, as for example pointed 
out by the CEO of case organization 3:  
 

 ‘people will choose more individually, which means you will have to be clear at the front door. If you 
manage expectations well at the front end and make sure that the potential client ends up on the 
right spot, you serve the organizational interest, but at the same time the interest of the client, which 
is what it is about.’ Resp.10 

 
When referring to affordability, most often it was about getting the right needs assessment for a client, 
which is needed to be entitled to use long-term care facilities. In case organization 4 considerable efforts 



46  Challenges of access 

working at this department do provide general information, but they refer questions regarding home 
care or residential care directly to one of the care advisors, depending on the location of interest.  
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located care advisors, depending on the location where the potential client shows interest in. These care 
advisors directly work for the location they have been assigned to. Case organization 3 operates a 
central unit for general queries and operates four decentralized entrance units staffed with care 
advisors who support clients interested in the locations of their dedicated work area. However, these 
care advisors are part of one organizational unit. 
Case organizations 1 and 4 have integrated the provision of information with a central entrance unit 
where requests for care are received and handled. As explained by a service employee from case 
organization 4: 
 

 ‘if you want to keep the customer or attract new customers, you need to have a clear face to the 
outside world, where the customer can get help from. Well, that means a central front door.’ Resp.15  
 

However, the care advisors of case organization 4 are positioned in a different organizational unit and 
therefore have a different manager. 
 
In case organization 2 the availability of care advisors is not centrally organized and depends on local 
arrangements. As soon as contact between client and care advisor is established, all entrance related 
activities are handled by the advisor and hence locally organized as well. 
 
All organizations have made sure their entrance units are sufficiently staffed to avoid waiting times for 
clients. Opening hours however vary considerably over the four case organizations, from opening hours 
between 9.00 AM and 04.00 PM interrupted by a lunch break, to 24/7 availability. The 24/7 availability 
was observed in organization 2.  
Even though, continuity is a point of concern for all case organizations, mainly because care advisors are 
not always available due to varying working hours and appointment schedules. Clients often cannot 
directly approach care advisors; all calls are first answered by a customer service employee. Therefore 
many phone calls had to be put through from customer service to care advisor or messages had to be 
written down and passed on.  
 
All case organizations mention that very often requests for care are not always done by clients 
themselves, but often on behalf of clients by referring caregivers or practitioners. Actually, the majority 
of requests reach the access unit electronically via the Care Assessment Agency (CIZ).  
 
Affordability 
The dimension affordability does not seem to be a relevant item in the access units studied, even 
though managing expectations was considered an important task of the units, as for example pointed 
out by the CEO of case organization 3:  
 

 ‘people will choose more individually, which means you will have to be clear at the front door. If you 
manage expectations well at the front end and make sure that the potential client ends up on the 
right spot, you serve the organizational interest, but at the same time the interest of the client, which 
is what it is about.’ Resp.10 

 
When referring to affordability, most often it was about getting the right needs assessment for a client, 
which is needed to be entitled to use long-term care facilities. In case organization 4 considerable efforts 
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were done to get (or check) the proper needs assessment necessary for the financing of care, as 
mentioned by one of the care advisors:  
 

‘and we go through great lengths, even though the client might not choose for us, by making the 
request for a needs assessment.’ Resp.14 
 

From an organizational point of view, utilization of resources was mentioned as an important reason to 
design the access process from a central point, for example to avoid that highly educated care advisors 
conduct to many administrative tasks, but also to relieve administrative burden from the care 
organization.  
 
Acceptability 
Service concepts are hardly developed yet and client satisfaction with the access process is not 
measured on a structural basis, as stated by several respondents, e.g. the manager of case organizations 
1 and 4:  
 

 ‘we talk about placing the client centrally and knowing what the clients wants, but we never really 
did any marketing research into this.’ Resp.2 
‘It is more that we don’t get any complaints than that we actually measure client satisfaction.’ 
Resp.16  

 
However, all case organizations do invest in building a relationship with clients, mainly by assigning a 
personal advisor to every client and using a client relation management (CRM) system. For example as 
put by a coordinator of care advisors: 
 

‘You start with building a relationship, and that does not start with admission, it is a clear part of the 
preceding route’. Resp.8 

 
Mapping clients’ needs regardless of the indicated care was mentioned by care advisors as an important 
step in the process. Important instruments used for this are house calls and guided tours through the 
care facilities. These activities are done by all case organizations, even though it is considered time-
consuming and influences the availability of the advisors for other clients negatively. For that reason 
case organization 3 schedules less house calls than the other case organizations and organizes face-to-
face contact as much as possible on the preferred location of care to avoid traveling time. The other 
case organizations consider house calls as an important way to connect with clients, to get to know their 
background and to assess their needs.  
This was particularly stressed by case organizations 1 and 4, for example by the manager of the entrance 
unit of case organization 1: 
 

 ‘a house call says a lot. That way you see people in their own environment, you see someone face-to-
face, you see a lot of what a person can do and what he cannot do anymore.’ Resp.2 

 
For case organization 1 the immediate cause to start up a separate unit for their access process was to 
invest in customer relations and to create the image of an organization that would go to great lengths to 
support clients in search of care and services, as stated by the CEO:  
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‘we are going to put all efforts on getting the client to choose for us, and when de clients chooses us, 
the rest follows naturally. … It is an investment for the long term, because I believe that if you help a 
client well at any moment, he will remember and if he really needs something from you, he will come 
back to you. Resp.3 

 
Also documentation of calls and arrangements made with individual clients and keeping one’s 
appointment (e.g., calling back when promised) were mentioned as an important value by all case 
organizations. 
 
Care advisors are in all case organizations relatively highly educated (registered nurses or social 
workers), based on the knowledge and competences needed for clarifying wishes and needs beyond the 
request a client might present, keeping an overview of possible services and creativity to match the 
individual request to a care arrangement.   
 
 
3.5 Discussion and conclusion 
 
Several studies have given numerous insights into the various dimensions that influence the accessibility 
of health care services. Still, little attention has been given to the process of access to long-term care 
and welfare services for older clients.  
 
We were interested to find out if and how care providers take the three A dimensions of access 
(availability, affordability and acceptability) into account for the access process to their care and related 
service provision to independently living elderly. All dimensions were indeed recognizable during our 
study of four case organizations. However, not all dimensions were equally manifest or even 
acknowledged by the case organizations.  
 
We found that the case organizations consider the access process as an important, yet separable part of 
their care process. Each case organization organized at least a part of the access process in a separate 
unit. This was done in the first place to offer a clear and uniform process for clients in order to enhance 
the availability of the organization for clients. Given this approach, it is remarkable that most requests 
for care are not done by the client himself. Most requests are received after a client has requested a 
needs assessment from the Care Assessment Agency (CIZ) and the result of this request (a needs 
assessment) enters the organization digitally. This is interesting, as many clients decide during the 
assessment process from which organization they prefer to receive care. Therefore, organizations would 
benefit if they find ways to build a relationship with a client already before the needs assessment is 
requested. Many requests were done by people on behalf of the client, e.g. by a family practitioner, 
hospital staff or other professional caregivers. Organizations seem well aware of this and take this into 
account in their processes. Given the limited number of clients that find their way to organizations 
themselves the focus on enhancing availability for clients might not have to be the main goal.  
 
Generally, the entrance units were sufficiently staffed. However, we found that the availability of the 
units was compromised by several practical issues like varying working hours, appointment schedules 
and organizational choices (e.g. care advisors cannot be reached directly by phone). A study amongst 
elderly showed that they value availability of their care providers, whether it is by phone, e-mail, or by 
being able to easily make an appointment [18]. Although the study of Bayliss et al. [18] focused on 
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elderly already in care, it can be assumed that the same applies from the first step of the care process to 
the access to care. While continuous direct availability is not necessary, it is important that access units 
are organized in such a way that availability can be easily achieved for clients.  
 
Remarkably from our results it appears that the dimension acceptability is an important dimension in 
the access process for the case organizations. All case organizations participate in a national client 
survey, however this survey measures satisfaction of and experiences with the care clients receive. The 
case organizations do not measure client satisfaction during the access process, but mention they 
should. Besides the lack of information on client satisfaction, none of the case organizations developed 
service concepts about how the services for clients during the access process need to be delivered. 
However, they invest in building a relationship with their clients and find it important to follow up on 
appointments made. The main ‘tool’ used for this, is a strong personal relationship between client and 
care advisor. The effort made to achieve this, stresses the value organizations put on the access process. 
The observed importance of acceptability is consistent with findings that clients want to be heard [18-
20]. However these results were derived from studies that mainly focus on determinants of service use 
in long-term care [19] or on elderly already receiving care [18]. Our study extends the importance of 
acceptability to the access process, which immediately precedes actual delivery of care and services. 
Also it has been assumed that the reaction from the care organization on the event that activates the 
access process can lead to either confidence or resistance with the client and influences subsequent 
steps taken by that client [20], another reason why it is important for care organizations to invest in the 
access process.  
 
From the time and effort organizations put into fine-tuning the clients’ needs and wishes into a care 
arrangement, it could be concluded that the necessary care as determined in the independent needs 
assessment cannot directly be implemented. It is not clear whether this can be explained from the way 
the needs assessment is determined or from implementation issues within the case organizations. 
Furthermore, this conclusion cannot be drawn directly from the results of our study and needs further 
investigation. 
 
The dimension affordability hardly seems an issue. This is a consequence of the Dutch health care 
insurance system. Long-term care is financed through the Exceptional Medical Expenses Act (AWBZ). 
Since the amount clients pay in fees are not influenced by the services they choose, organizations do not 
have to consider this during the access process. However, indirect costs such as travel or waiting time 
might influence the choices clients make. In that respect it is a relevant dimension in the access process 
and it has been assumed that at a certain point personal costs might become unacceptable [6]. Also, the 
emergence of for profit initiatives such as paid services in addition to services under the AWBZ or for 
care lacking a needs assessment, leads to more choices for clients. This might make affordability of more 
importance in the near future.  
 
In the access process in long-term care and welfare services for elderly, as shown in our case 
organizations, the request of the client is specified, through multiple contact points. Many activities 
during the intake and registration phase take place in direct contact with the client [21]. Examples of 
these activities we observed are interviews before as well as at admission or a request for information 
by phone. These are known as front office activities. At the same time, the access process also involves 
many activities that do not require direct contact with a customer, so are called back office activities, 
such as administrative processes, consulting a colleague or preparing a meeting. Front and back office 
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have different design requirements, for example with regard to employee skills and capacity planning. 
Therefore, the prevalence of front and back office activities in the access process is another crucial 
aspect in the design of the access process to services [21-23].  
However, this is not accounted for in the literature on access. Using the findings of this study, combined 
with literature addressing insights from customer contact could be the first step in developing a 
framework on the access process to care.  
It is remarkable that the activities during the access process are not evaluated structurally by the case 
organizations. We therefore strongly believe that there is a need for the development of a framework 
on the access process to care that can help organizations that provide long-term care to design as well 
as to evaluate their access process.  
 
Even though a range of (at least) four cases is suggested for a multiple case study [24], the results cannot 
automatically be generalized. Nevertheless, this study provides insight in the way long-term care 
organizations organize their access process and how the dimensions of access are recognizable in the way 
the process is organized. Further research might help to reveal the underlying factors that influence the 
three A dimensions.  
Since input from the client perspective is not specifically addressed in this study, nor in the available 
surveys, it is recommended to evaluate the experiences of the clients in the access process, and more 
particularly on the three A dimensions.  
 
 

3.6 Practice implications 
 
From this study we conclude that using the three A dimensions can be useful to analyze access 
processes of organizations that provide long-term care to older clients. In this paragraph we sum up the 
lessons learned from our study: 
Availability: The case organizations create separate units to enhance availability for clients. However 
many clients choose their care providers in an earlier stage of the process, even before they have 
contact with the care organization. Therefore, care organizations might benefit if they find ways to build 
a relationship with a client before he or she applies for an independent needs assessment and therefore 
before the clients normally come in contact with the care organization.  
Affordability: We found affordability hardly to be of concern yet during the access process. However, 
given the current reforms of the Dutch Health care system, the dimension affordability might become of 
more importance in the near future.  
Acceptability: Care organizations invest in building relationships with their clients by organizing a strong 
personal relationship between client and care advisor at the very beginning of the care process. 
However, the case organizations did not measure the satisfaction of the client regarding the entrance 
process. Doing this might further help our understanding of the access process to care as well as to 
further improvement of it. 
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Appendix A. Topic list 
 

Subject Observations Interviews 

Availability   

Central 
• Does the organization have a central access unit? 
• How is information about the central access unit made public?  
• How is the physical access to the unit organized? (location, working hours, capacity, 

accessibility with public transport and availability of parking) 
• How is the access by phone organized? (number of lines, voice response 

system/menu, availability during (lunch)breaks, direct lines or through a switchboard, 
accessibility of focal points, actions when lines are occupied) 

• How is the digital access to the unit organized? (e-mail addresses and follow-up, 
access through internet sites) 

• Which services are accessible via the central access unit? 
• How are clients referred when the central access unit cannot provide an answer?  
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Blog 4: In the middle of town 
 
 
Proudly she shows me the picture of her complete family. The picture was taken when she and her 
husband were married for 40 years. She points at a little, blond girl, 2 years old on the picture. Her 
youngest grandchild and by now mother of her 16th great-grandchild. She herself recently moved to this 
residential home, mainly because of her physical limitations. ‘Here’, she says pointing to her head, 
‘everything is still fine, you know!’ Which she proves during the interview by specifically mentioning 
several dates: the day she got admitted in hospital, the day she moved to the residential home. But also 
moments longer ago: when she stopped working as a volunteer, when she got a new hip and when a 
new knee. And while showing me the picture, she quickly works out it was taken 24 years, almost 25 
years ago. Those children and grandchildren all live nearby. That is why she insisted on moving to this 
residential home. With care at hand, in the middle of her own hometown. Where she knows most of the 
people visiting the restaurant in the home from the past, and where she receives many visitors. She 
even accepted a small, temporary room, and happily waits for a better one. She ends our conversation, 
because she has a busy day ahead. First memory training. And later this afternoon exercise to music. She 
enjoys her life here. But especially because she is in her home town.  
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valuing their care experiences, the other being provider performance. Access encompasses issues 
associated with patient-caregiver interaction and actual care provided and received by the patient [12]. 
The direct interactions with clients during the first contact influence the experiences and emotions that 
subsequently follow in the actual care process. When the initial interaction goes well, a positive cycle 
between the customer and the organization starts. When it turns out poorly, it might be difficult to 
recover [13].  
 
From earlier research it is known what aspects organizations take into consideration to shape the access 
process to long-term care for older people [14, 15]. However, considering what older clients themselves 
value in this process is essential to make sure that the important first step in the care process works out 
well. Despite the emphasis on demand-based care [1, 16], little is known so far about what older people 
(‘future clients’) themselves consider important during this access process or about to whom they would 
address their requests for care.  
 
Access to care: the three A dimensions 
Access can be described by three dimensions: availability (appropriate service at the right time and 
place), affordability (fit between the costs of the service and the ability to pay for it) and acceptability 
(expectations of provider and client and their attitudes to each other): the three A’s [14, 17-19]. The 
access process to care needs to match expectations of ‘future clients’ on these three A’s. In addition, 
information on what current clients of care and services (‘users’) found important when reflecting on 
the access process might be useful to further improve the process. Therefore, it would be valuable to 
know if clients who already made a request for care (‘users’) consider the same elements to be 
important when they reflect on the access process. The difference in what people expect they would 
find important in the access process and what ‘users’ actually found of importance once they made a 
request are both relevant for evaluating or designing the access process.  

 
Research questions 
In order to explore this subject further, the following main research questions are addressed in this 
article:  

1. What do people of 55 years of age and older expect to be important when they would make a 
request for long-term care (‘future clients’).  

2. What did people of 55 years of age and older find important once they made a request for long-
term care (‘users’).  

3. Is there a difference between the two groups?  
 

Research setting 
Long-term care for older people in the Netherlands includes home care as well as long-term institutional 
care and is covered by a separate insurance scheme, the Exceptional Medical Expenses Act. The amount 
and type of care needed (and paid for) under the Exceptional Medical Expenses Act, is determined by an 
independent body, the Care Assessment Centre. Traditionally welfare services also were included in 
long-term care. However, these are nowadays organized through municipalities, based on the Social 
Support Act. Most municipalities set up a department in their offices that receives and handles requests 
for services under this Social Support Act. Parts of these services, like domestic services or mobility 
services, previously covered by the Exceptional Medical Expenses Act now fall under the scope of the 
Social Support Act [3, 20].  
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Abstract  
 
Purpose 
Despite the current focus on demand-based care, little is known about what clients consider important 
when they have a request for formal long-term care services.  
Method 
Questions about the access process to care services were added to the ‘Senior Barometer’, a Dutch web-
based questionnaire that assesses the opinion of older people about different aspects in life. The 
questionnaire surveyed both people who already requested care services (‘users’), and people that did 
not (‘future clients’).  
Findings 
The results show a significant difference in what people expect to be the first step from what users 
actually did, when requesting formal care services. In addition, there was a significant difference on how 
‘users’ and ‘future clients’ rated several access service aspects. 
Research implications 
The results give valuable information on how both ‘users’ and ‘future clients’ value the access process. 
The findings also provide valuable input for organizations providing long-term care for older clients 
about the important issues that have to be considered when organizing the access process. 
Originality/Value 
This study shows what older people in the Netherlands find important during the access process to care 
and this has not been explored before. The difference between what ‘users’ and ‘future clients’ find of 
importance in the care access process suggests that it is difficult for people to foresee what will be 
important once the need for care arrives, or where they will turn to with a request for care services.  
 
 
4.1 Introduction 
 
At some point, many older people need professional long-term care due to chronic illness, or because 
they become disabled. Clients in general prefer to live in their own homes as long as possible and 
require care and services that suit their wishes and needs [1]. If care at home is no longer possible, 
clients are admitted to a long-term care facility such as a residential home or nursing home. Care 
providers nowadays are challenged to provide services that match the individual needs of their clients. 
[2, 3].  
As a consequence, the focus of long-term care for older clients is shifting to a more client centred 
approach. This calls for a well-organized access process to these services. Several studies are available 
providing information on quality of long-term care for frail older adults in residential facilities and/or 
nursing homes, as well as for older people receiving care at home [4-8]. 
 
In contrast to the availability of studies on the quality of long-term care, remarkably little is known 
about the process that leads towards the actual provision of care. This is the step in which the client 
makes a request for care, after which a care package is specified to match his or her individual needs [9, 
10]. The client specifies his or her needs, while at the same time receiving information from the care 
provider about the services and procedures [11]. In this respect, the care and service access process can 
be considered as an important step in the total process of care provision. 
Access to care has been found to be one of two dimensions that patients consider of importance when 
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Analysis 
Questionnaires of people under 55, as well as questionnaires in which the questions added for our 
research were not completed, were excluded from the analysis. In total 912 questionnaires of the 1078 
registered respondents were included in the analysis. First, age and gender of participants were 
described and compared to age and gender of the general population in the Netherlands of 55 years and 
older. The information needed for this, was retrieved from the Dutch Central Bureau of Statistics in 
February 2014 [22], which regularly publishes information about the demographics of the Dutch 
population. The respondents were grouped in four age categories (55-64, 65-74, 75-84, and 85+) to be 
able to compare the age of respondents with the age groups provided by CBS. The five point scales were 
recoded to three point scales in order to get enough observations per category in the analysis.  
To find out if there was a statistical difference between what ‘future clients’ thought is important and 
what ‘users’ actually found important, Chi-square tests were performed. Chi-square tests are mainly 
used to compare answers between two groups, when a normal distribution of the answers is not likely 
to occur. Chi-square tests were also used to find out if answers were significantly different across age 
groups, by gender, by marital status, by having none or one or more children, and by level of education. 
All statistical analyses were conducted using SPSS 19.0. 
 
 
4.3 Results 
 
Sixty-three percent of the respondents were male (n=572). The majority (69%) lived with a partner, 83% 
had one or more children and the mean age was 72.6 ± 7.4 years, ranging from 56 to 102 years. Table 1 
shows the gender and age of the respondents. The characteristics of the respondents differed from the 
general 55+ population in the Netherlands, as presented by the Central Bureau of Statistics of the 
Netherlands [22] and these are shown in Table 4.1 by the percentages between brackets. More men 
than women filled in the Senior Barometer, whereas the majority in the general 55+ population is 
female. Furthermore, almost 80 per cent of our respondents fell in the age category 65-84. In the 
general population this group is about half of the 55+ group.  
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4.2 Method 
 
To address the research questions, information was needed from a large sample of older people, 
following a quantitative research design. For this purpose, specific questions were added to the ‘Senior 
Barometer’.  
The Senior Barometer is an initiative of Tilburg University [21] and is a web-based questionnaire for 
people over 50 years of age. It assesses yearly the opinion of older people in the Netherlands about 
different aspects in life, including life events in the past year, experienced health, satisfaction, and well-
being. Adding specific questions gave the opportunity to get answers on the research questions 
mentioned from a large panel of older people. The questionnaire was set out for the first time in 2008. 
People are invited to participate in the panel through the website www.seniorenbarometer.nl or via an 
announcement made on the websites of associations and unions for older adults. Furthermore 
participants that attended computer training courses for older people given by a large educational 
institute in the Netherlands were approached to join the panel. Those who register to participate can fill 
in the questionnaire anonymously and without obligations. Anyone who registered to participate in a 
certain year, is invited to participate the following year as well. The panel changes yearly due to people 
dropping out and new participants who registered to participate. For this study, data was used from the 
Senior Barometer that was set out in May 2012. A total of 1,078 people registered to participate for the 
2012 questionnaire.  
At the time this questionnaire was set out, no specific ethical approval was needed for this type of 
surveys, as people were free to participate and could stop participating at any time. Also participation is 
anonymous. 
 
The first question added to the questionnaire was set up to be able to distinguish between ‘future 
clients’ and ‘users’. Furthermore, questions referring to the following items were added: 

1 To whom do ‘future clients’ expect they would turn first when they would have a request for 
care? 

2 To whom did ‘users’ turn with their actual request for care?  
3 Which service aspects during the access process do ‘future clients’ expect to be important, 

in case they would have a request for care?  
4 Which service aspects during the access process did ‘users’ find of importance when they 

actually had a request for care?   
5 Are ‘users’ satisfied about the way their request for care was handled?  

 
To find out to whom ‘future clients’ would, respectively ‘users’ did turn with their request for care, 
respondents could choose one of the following options: family doctor, municipality, Care Assessment 
Centre, district nurse, home care organisation, care home or nursing home, or ‘otherwise’ with the 
(open) possibility to further explain their answer.  
An expert team formulated nine access service aspects, based on a literature study and the three A’s 
mentioned in the introduction [14]. To measure the perceived importance of these nine access related 
service aspects, a five point Likert scale was used with answer options ranging from not very important 
to very important. The aspects added to the questionnaire can be found in Table 3. A five point Likert 
scale was used, because this was also used for the other questions in the Senior Barometer.  
To find out if ‘users’ were satisfied about the way their request was handled, seven items were added 
that could be rated on a five point Likert scale, ranging from very dissatisfied to very satisfied.  
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that checked the answer possibility ‘other’, often mentioned the hospital or a medical specialist.  
‘Users’ living without a partner more often turned to a (representative of a) home care organization 
(p<0.05). ‘Users’ with children were more likely to turn with their questions to the municipality, while 
‘users’ without children were more likely to turn to the family doctor. Older ‘users’ (age categories 75-84 
and 85 and older) were more likely to turn to their family doctor, a home care organization or 
professional with their request for care than the younger age groups, but these differences were not 
significant.   
 
Less ‘users’ than ‘future clients’ turned first to the family doctor when they requested care (29% vs 
66%), but more ‘users’ than ‘future clients’ went respectively would go to the municipality, the Care 
Assessment Centre or a home care organization or professional with their request for care. When the 
two groups (‘future clients’ and ‘users’) were compared, the differences in where ‘future clients’ 
thought they would turn to with their request for care and where ‘users’ actually made their request 
(see Table 4.2), was statistically significant.  
 

 Who would you turn to 
first? 

Who did you turn to first? 

 ‘future clients’ (n=671) ‘users’ (n=119) 

 n % n % 

Family physician 442 65.9 34 28.6 

Municipality 163 24.3 36 30.3 

Care Assessment Centre  10 1.5 11 9.2 

Home care organization or professional 28 4.2 20 16.8 

Residential or nursing home 0 0 1 0.8 

Otherwise 28 4.2 17 14.3 

Significance p < 0.001 

 
Table 4.2. Point of first request  
 
 
Important elements when requesting care 
‘Future clients’ were asked to rate how important they found nine aspects of the care access process, if 
they would have a request for care and services under the Exceptional Medical Expenses Act or Social 
Support Act. Almost all respondents (95%) not only found it important that their personal preferences 
are heard, they also wanted information about the possibilities of care (95%), waiting lists and waiting 
times (95%) (Table 4.3). These three aspects rank first, second and third when comparing the responses.  
There were statistically significant differences on most items between male and female respondents. 
For most items, female future clients were more likely to score the items in the questionnaire ‘very 
important or important’ (p< 0.05). For several items there was also a noticeable difference across age 
groups, marital status or level of education. Older age groups (85+, n=24) found it less important to be 
able to request care to the organization that will provide the requested care (p=0.05) and to receive 
information about the possibilities of care on first contact (p=0.05). Respondents from the 85+ age 
groups, as well as people living alone considered it more important to have a dedicated advisor (p=0.03 
resp. p=0.02). People that lived alone, and people with lower level of education found it more important 
to quickly receive information about the mandatory excess / personal contribution (p=0.03). 
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 Gender 
Age group Male Female 

 n %a 
(% CBS)b 

n %a 
(% CBS)b 

n %a 
(% CBS)b 

55-64 129 16.3 (43.4) 61 12.1 
(46.2) 

68 23.6 
(41.0) 

65-74 402 50.7 
(32.2) 

250 49.5 
(33.5) 

152 52.8 
(31.1) 

75-84 225 28.4 
(17.8) 

164 32.5 
(16.1) 

61 21.2 
(19.3) 

85+ 37 4.7 
(6.5) 

30 5.9 
(4.2) 

7 2.4 
(8.6) 

Total 793 100 505 63.7 
(44.7) 

288 36.3 
(55.3) 

Missing 119      
a 

b 
% of respondents in Senior Barometer 
% in general 55+ population 

 
Table 4.1. Gender and age of respondents 
 
 
Point of first request 
The majority of the respondents (82%) reported not having requested any care services under the 
Exceptional Medical Expenses Act or Social Support Act. This group was called ‘future clients’. If they 
would need such care, 66% said they would first go see their family doctor. About one quarter would go 
to their municipality office. The other answer possibilities like Care Assessment Centre, home care or the 
local nursing or residential home were less often mentioned as a first place to turn to. About 4% did not 
know who to turn to first, or suggested other options, like consulting the Internet or their children (see 
also Table 2). Even though older people and males were more likely to turn to their family doctor than 
other groups, these differences were not statistically significant.  
 
About one fifth of the respondents (157 persons) reported that they or someone else in their family had 
requested one or more services reimbursed by the Exceptional Medical Expenses Act or Social Support 
Act (‘users’). The services requested mostly involved care of low complexity: these services do not 
require highly skilled staff or complex technology and are provided by a single professional caretaker. In 
most cases services were delivered at home and in most cases several services were combined. About 
half of the ‘users’ requested domestic care (housekeeping) (52%) and/or mobility services, such as 
electrical bikes or wheelchairs, adaptions to the car or a taxi pass (45%). Other services reported were 
requests for medical devices (38%), adjustments in the home (e.g. stair lift or adjustments in bathroom 
or kitchen) (31%), personal care at home (19%), nursing care at home (9%), use of meals-on-wheels 
services (9%), visiting day care or day treatment facility (3%). Another 8% reported requesting other 
services, such as nursing home care.  
Table 2 also shows who ‘users’ actually first turned to when they had a request for care. About 30% 
went to the municipality with their request for care, while 29% first turned to their family doctor. ‘Users’ 
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Addressed issues    

 Female Age >85 Living alone Having no 
children 

Lower 
education 

 Fa 
p= 

Ub 
p= 

Fa 
p= 

Ub 
p= 

Fa 
p= 

Ub 
p= 

Fa 
p= 

Ub 
p= 

Fa 
p= 

Ub 
p= 

General information           

Receiving information about 
procedure on first contact 

0.001   0.05       

Receiving information about 
possibilities of care on first 
contact 

  0.05     0.05   

Availability           

Being able to ask question in 
municipality I live in 

0.002          

Being able to ask question to 
organization that will provide the 
requested care 

0.014  0.05        

Being able to ask all questions at 
one spot 

0.03          

Affordability           

Quickly receiving information 
about mandatory excess 

<0.001    0.03    0.03  

Acceptability           

Being listened to 0.02       0.03   

Receiving information about 
waiting lists and waiting times 

0.05   0.08 0.04      

Having a dedicated advisor from 
the start 

  0.03  0.02      

a 

b 
F = ‘future users’; n = 715 
U = ‘users’; n = 150 

 
Table 4.4. Level of significance by gender, age, marital status and level of education on rating aspects 
 
 
For ‘users’ there were no statistical differences across gender, marital status, or level of education in the 
responses on any access service aspects. For two items there was a significant difference across age 
groups. Older age groups (85+) found it less often important to receive information about the procedure 
on first contact (p=0.05) and to receive information on waiting lists (p=0.08). Furthermore, people 
without children found it less important to quickly get information about the possibilities of care 
(p=0.05) but more important that they are being listened to (p=0.03) (see Table 4.4). 
 
For ‘users’ all the access service aspects mentioned were important, but compared to ‘future clients’ 
they answered on all issues less often that these were important or very important. Again, the 
differences in answers between ‘future clients’ and ‘users’ were statistically significant. The aspect 

64  Challenges of access 

Furthermore, people living alone highly valued information about waiting lists and waiting times 
(p=0.04). Table 4.4 shows an overview of the items that significantly differed across gender, age groups, 
marital status, having children or educational level. 
 

Addressed issues (Very) important in case of a 
request for care  

(Very) important when request 
for care was done  

significance 

 ‘future clients’ n=715 ‘users’ n=150  

 in % Rank in % Rank  p 

General information      

Receiving information about 
procedure on first contact 

94.1 4 80.7 3 < 0.001 

Receiving information about 
possibilities of care on first contact 

94.8 
 

2 81.3 
 

2 < 0.001 

Availability      

Being able to ask question in 
municipality I live in 

87.3 
 

9 75.3 
 

6 < 0.001 

Being able to ask question to 
organization that will provide the 
requested care 

89.3 
 

8 78.0 
 

5 < 0.001 

Being able to ask all questions at 
one spot 

92.2 
 

6 84.0 
 

1 = 0.003 

Affordability      

Quickly receiving information 
about mandatory excess 

92.4 
 

5 74.0 
 

7 < 0.001 

Acceptability      

Being listened to 95.1 1 79.3 4 < 0.001 

Receiving information about 
waiting lists and waiting times 

94.5 
 

3 64.0 
 

9 < 0.001 

Having a dedicated advisor from 
the start 

91.9 7 72.0 8 < 0.001 

 
Table 4.3. Important aspects when requesting care 
 
 
Also ‘users’ were asked to rate how important they found the nine aspects of the care access process, 
when they requested care and services under the Exceptional Medical Expenses Act or Social Support 
Act. Most respondents (84%) found it important to be able to ask all questions in one spot. Also 
receiving information about the possibilities of care as well as about the procedure was rated as 
important or very important by 81% of ‘users’. (Table 4.3). These three aspects rank first, second and 
third when comparing the responses.  
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There is also a significant difference between ‘users’ and ‘future clients’ in what they consider to be 
important during the actual (‘users’) or future request (‘future clients’) for care. The importance of all 
issues was not only valued less high by ‘users’, but the issues were also ranked differently, with the 
exception of receiving information about the possibilities of care. This issue is ranked second by both 
groups.  
 
Importance of the three A dimensions 
The elements included in the questionnaire were based on the three A dimensions. From the results it 
seems that the A of availability is the most important access dimension for ‘users’. Especially more 
practical aspects like being able to ask all questions at one spot and quickly receiving information about 
the procedures seem most important for the ‘users’. This suggests that once people have a request for 
care, they prefer to get practical information at one entry point about the next steps in the access 
process.  
Contrary, ‘future clients’ value issues addressing the A of acceptability more important. On some specific 
items we found statistical differences across age groups, marital status, having children or not and level 
of education. The results suggest that people in the older age groups put more value on acceptability 
items and therefore have less need for concrete information, but stress the importance of a dedicated 
advisor.  
The A of affordability is considered important by almost all ‘future clients’ and about three quarters of 
the ‘users’, however it does not rank high for both groups. This is consistent with earlier findings [14] 
and is most likely related to the way the Dutch health care insurance system works. In the Netherlands, 
pay for care is not determined by the chosen services, but based on income. Furthermore, female 
‘future clients’ were more likely to value items in the questionnaire as very important compared to male 
‘future clients’. This could mean that females are more involved in care processes. 
Generally, people living alone or with lower education are financially more vulnerable and have less 
resources, including informal care options [25]. This might explain why these respondents put more 
value on issues concerning affordability and acceptability and quickly want to receive information about 
their mandatory excess, why people living alone find having a dedicated advisor more important and 
quickly want information about waiting lists and waiting times and why people without children find it 
more important that they are being listened too. However, these results are not consistent across 
‘future clients’ and ‘users’.  
 
During the access process, being listened to is considered as very important. This is also known from 
results of an earlier study of older clients that regularly see physicians. They want to be heard and 
acknowledged in their interactions with care providers. Good listening and a caring attitude are 
mentioned as reasons for either choosing or leaving a physician [26]. 
 
The respondents highly value having a dedicated advisor, even though ‘users’ find that significantly less 
important than ‘future clients’. Earlier research showed that long-term care organizations that provide 
care services for older people, often arrange the access process around a care advisor, who is dedicated 
to handle the request of a client, even though this was not based on clients experiences or wishes [15]. 
Studies evaluating client satisfaction found that patients receiving regular care, value easy access to 
their care providers. This goes for both the physical access process and access by phone [13] and counts 
for appointments as well as for seeking or receiving follow-up information [26]. From our study it can be 
concluded that the same holds for clients with a request for care. A dedicated advisor can play an 
important role during the access process.  

66  Challenges of access 

scored most often to be important or very important by respondents who requested care, was to be 
able to ask all questions regarding care at one spot. Eighty-four per cent scored this issue important or 
very important. Other issues in the top three service aspects of ‘users’ were receiving information about 
the procedure at first contact as well as about the possibilities of care (both 81%). ‘Users’ rated 
information about waiting lists and waiting times as less important than the other aspects when 
requesting care (Table 4.3).  
 
Satisfaction 
Furthermore, ‘users’ were asked how satisfied they were about several service aspects during the access 
process. Seventy percent was satisfied or very satisfied with the response time needed to answer their 
questions. The majority valued the service (68%), availability (66%), quality of the information received 
(66%), expertise of the front office staff (63%), and the offer for care they received (62%). A smaller part, 
but still the majority of respondents (59%) was satisfied or very satisfied about the way their 
background and specific wishes were taken into consideration. For these items there were no statistical 
differences across gender, age, marital status, having or not having children or level of education.  
 
 
4.4 Discussion and conclusion  
 
This study shows what people aged 55 years and older in the Netherlands report being important during 
the access process to care. To our knowledge, this has not been explored before. The possibility for this 
study to use the Senior Barometer gave an opportunity to ask a large panel of seniors about their 
perceptions. Furthermore, it made it possible to compare people who had already experienced the 
access to care services (‘users’), with people who had not done that yet (‘future clients’). From other 
areas of research it is known that when it concerns receiving professional care, expectations in advance 
may differ from the actual experiences looking back. A more specific example is provided by a study 
about volunteer support in palliative care, that showed that caregivers beforehand are reluctant to 
make use of volunteer support during care of terminal clients, however people that made use of support 
by volunteers are very positive about this experience [23].  
For both groups the family practitioner appeared to be an important first step in the access process to 
long-term care. However, our study indicated a significant difference between what people expected 
their first step would be and what their actual first step was. ‘Users’ more often made use of other ways, 
compared to what future clients indicated they would do. Most notable was their use of the fairly new 
municipality care offices. Municipalities have organized care offices once they became responsible for 
Social Support Act services in 2007. According to a recent study of clients requesting care under the 
Social Support Act, these municipal care offices are already known by more than half of people with 
disabilities [24]. These care offices are particularly developed for people who need care that is provided 
under the Social Support Act, and this is primarily intended for people that require mainly care of a low 
complexity. This applied for the majority of the ‘users’ that responded to this questionnaire and might 
explain why so many of the respondents turned to these offices with their request for care.  
Furthermore, Feijten et al [24] reported that people who found their way to the municipality’s office are 
often suggested to use this route by family or health care professionals. This is also supported by our 
finding that ‘users’ with children or a partner were more likely to turn to the municipality. However, 
people without a partner were more likely to turn to a home care organization or professional, 
suggesting that people living alone are already known and/or visited by home care organizations.  
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may differ from the actual experiences looking back. A more specific example is provided by a study 
about volunteer support in palliative care, that showed that caregivers beforehand are reluctant to 
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However, the results of this study are of interest and they can already be used to improve the care 
access process, given the original lack of information on what people consider important when making a 
request for care. Nevertheless, this also implies that there are many issues in this area that can be 
considered a subject for further research, e.g. the importance of the issues in other care sectors, or 
other countries, as well as exploring more in depth the motivations of clients’ preferences and the role 
of informal care during the access process.   
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68  Challenges of access 

Implications for practice 
The difference between what ‘users’ and ‘future clients’ find of importance in the care access process 
suggests that it is difficult for people to foresee what will be important once the need for care arrives, or 
where they will turn to with a request for care services. The differences between ‘users’ and ‘future 
clients’ can be explained by the specific context: most people do not engage in care processes until the 
situation arrives that it is needed to take the steps leading to care. Reflecting on what is important 
during the process, when asked, does not necessarily reflect what people consider to be important 
when the need for care arrives. When older people request care, they often have become frail and the 
situation in which the need for long-term care arrives, often goes hand in hand with strong emotions 
and uncertainty. Therefore, both perspectives are important to consider when organizing the access 
process to care. The care access process should be organized in such a way that future clients trust their 
preferences will be heard. Furthermore, organizations should use information from current clients 
(people that already requested care services) to improve their access process.  
The ranking of the issues from our questionnaire gives valuable input for organizations that provide 
long-term care for older clients about the important aspects to consider when organizing their access 
process. The further development of the three A dimensions could help organizations to focus on what 
their future clients find important, for example giving information about the possibilities of care on first 
contact as well as information about waiting lists and waiting times. For ‘users’ the ability to ask all 
questions at one care entry spot seems most important, which implies the need to organize a central 
service department for clients.  
Generally, respondents that already requested care are satisfied with the process and services provided 
before the actual provision of the care itself. Still, accounting for the background and specific wishes of 
clients’ needs further improvement. 
 
Limitations and future research 
The results of this study are retrieved from a web-based questionnaire, which is filled in on a voluntary 
and anonymous basis. Further research of how both ‘users’  and ‘future clients’ value the access process 
under a more representative group of respondents is necessary to obtain results that are more 
generalizable. Where people turn to (or think they would turn to) is specific for the Dutch long-term care 
setting. However, the importance of the highest ranked acceptability issue in this study, being listened 
to, might apply in other countries as well, as suggested by other studies [13, 26]. Also other issues that 
ranked highly in this study, might apply in other countries.  
 
Furthermore, the respondents of this questionnaire who requested care services, in most cases 
requested care of low complexity. It is possible that people receiving more complex care, like 24 hour 
care or nursing home care, find other issues of importance in the care access process than people 
receiving services of a lower complexity and intensity. Given the diversity of the respondents labelled as 
‘users’ in this survey, it is recommended to use qualitative research methods to get more enriched 
information from clients that are using or have used care. Also qualitative research might be helpful to 
deepen our understanding of the found differences between ‘users’ and ‘future clients’ and could help 
reflect on the actual behaviour of clients during the access process, which is not accounted for in this 
study.  
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Blog 5: Disturbed balance 
 
 
Balance can be easily disrupted, as I learned from many of the stories I heard. In this case two unmarried 
sisters, both in their eighties, lived next to each other. They undertook lot of activities together, 
supported each other, ate together, but each had their own apartment. So if they got fed up of each 
other’s company, they had their own place to go to. For more than 15 years this worked out fine. Until 
the sister that did most of the cooking fell ill. The other sister did not feel the urge to cook instead. And 
whether that was the reason or not, the sick sister did not recover. However, there were no warning 
signs for problems. After all, the sisters took care of each other. Until a niece came to visit her aunts and 
she was shocked to find one of her aunts visibly lost weight and seemed very ill. She called the family 
doctor. His nursing staff visited her aunt and were also startled. Her aunt was taken to hospital 
immediately. She was diagnosed with a neglected pneumonia and was heavily dehydrated. The whole 
situation had such a big impact on her aunt that after her stay in the hospital, she had to be admitted in 
a nursing home. Temporarily, to assess the situation. She got admitted to the first available spot. Fast 
and smooth. Her niece hopes she can return home. Or, if that is not possible, move to a nursing home in 
the town she lives. So she and her husband can visit their aunt more easily and organize things for her. 
Since they are the only available relatives, apart from the other sister, that task is now theirs. 
Unfortunately the local nursing home has a waiting list. About the access process there is not much to 
say, all went well. But wouldn’t it be great if more spots were available? If people could choose where 
they want to live, in a familiar environment? That is really the only message she would like to send.   
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The access process comprises only a small part of the total process of care and services, however, it is an 
important first step in this process, where the interaction between client and care provider starts and 
the tone is set. The direct interactions between care professionals and clients during the first contact – 
often during the access process - also influence the experiences and satisfaction of clients during the 
actual care provision. When the initial interaction goes well, a positive cycle between the customer and 
the organization starts. When it turns out poorly, it might be difficult to recover [11]. From a study on 
military care facilities we know that access to (medical) care is one of the dimensions that patients 
consider of importance when valuing their care experiences [12]. Several studies are available providing 
information on quality of long-term care for frail older adults in residential facilities and/or nursing 
homes [13-16], however they do not provide information about how clients experience the process that 
leads towards the actual provision of care. 
 
The access process becomes increasingly important due to changes in the Dutch long-term care setting. 
Like in most European countries, the health care system is being reformed in order to enhance demand-
based care as opposed to the traditionally supply-driven healthcare system [1]. Clients, and their 
demands and wishes, are given a more central position in healthcare service systems. Care providers are 
challenged to provide services that match the individual needs of their clients [17-20]. Therefore, 
organizations that provide long-term care for older people are designing their access process to enhance 
and support the entrance of clients [21, 22]. 
 
Research question 
Despite the present emphasis on demand based care, combined with the importance of doing the first 
step in the care process right, little is known so far about how older clients and/or their representatives 
experience and value the access process to long-term institutional care. Therefore, we aim to advance 
knowledge of the access process in elder care from their perspective. We address the following 
question:  
 

How do older clients or their representatives experience the operational access process to long-term 
institutional care? 

 
In the next section we describe the concept of access, and more specifically the three dimensions that 
make up the concept of access.  
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Abstract 
 
Purpose of the study: The access process is an important first step in the long-term institutional care for 
older people. Access can be seen as a concept consisting of three closely related dimensions: availability, 
affordability and acceptability (three A’s). This study takes a new perspective by investigating how older 
clients experience the access process.  
Design and methods: Data were gathered through interviews with representatives of clients that were 
recently admitted in a long-term care facility, or if possible with clients themselves. A total of 33 
respondents from 4 organizations that provide long-term institutional care were interviewed. 
Results: The first contact with the long-term care provider was made in several different ways. Finding a 
location nearby family was a common aim, which in urgent situations was not always feasible. Most 
respondents were satisfied about the process and felt taken care of personally. Yet, many respondents 
mention the lack of practical information and ‘guidance’ in the complexity of elder care. For 
acceptability, having a dedicated liaison in the organization was relevant.  
Implications: The study revealed that the 3A model can be used to understand how older clients or their 
representatives experience the operational access process to long-term care. Especially the dimensions 
availability and acceptability seemed to shape their experience.  
 
 
5.1 Introduction and background 
 
Older adults generally prefer – and are encouraged - to live in their own homes as long as possible. 
When necessary, they require care and services that suit their wishes and needs [1]. Only when care at 
home is no longer possible, clients are admitted to a long-term care facility such as a residential home or 
nursing home. In general, these care facilities are intended for frail, older people in need of intensive 
long-term care and 24 hour supervision, on somatic as well as psychogeriatric grounds. In the 
Netherlands, an average stay in a nursing home is 1,4 years [2]. For most of the residents, a long-term 
care facility becomes their permanent residence where they live until death. This makes choosing a 
long-term institutional care facility a very important decision. Furthermore, it has been acknowledged 
that the search for and selection of a care facility is complex [3, 4] and not an easy decision to make, 
which in addition often has to be made quickly during an emotional stressful process for both clients as 
well as their relatives [5].  
 
The care and service access process is an important first step in the total care provision of long-term 
care for older people. During the access process a client makes a request for care and subsequently a 
care package is specified to match individual requirements [6, 7]. In case of a request for institutional 
care, especially when the request is for dementia care, this request is often made by a representative on 
behalf of the client [5, 8]. The client, or his or her representative, specifies his or her needs, and receives 
information from the care provider [9]. For organizations, this phase is relevant to collect sufficient 
information to be able to start adequate provision of care that matches the client’s needs, wishes and 
conditions as well as optimizes utilization of available resources. For those reasons it is of importance 
that the access process is well designed and efficient, and that frustrations during this process are 
avoided. This is especially important for older clients [10].  
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Research question 
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Netherlands, an average stay in a nursing home is 1,4 years [2]. For most of the residents, a long-term 
care facility becomes their permanent residence where they live until death. This makes choosing a 
long-term institutional care facility a very important decision. Furthermore, it has been acknowledged 
that the search for and selection of a care facility is complex [3, 4] and not an easy decision to make, 
which in addition often has to be made quickly during an emotional stressful process for both clients as 
well as their relatives [5].  
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meet the needs of clients [26, 27]. Affordability is the degree of fit between the costs for using the 
service and the ability and/or willingness to pay for it [25, 27, 28]. Acceptability is about the 
expectations of both caregiver and client as well as their attitudes towards each other. These are 
influenced by beliefs and perceptions [25, 26].  
 
The three A’s themselves are influenced by the health care system (for example distribution and 
structure of services for long-term care) and external environment (for example legislation and 
regulations) as well as client characteristics, such as age, insurance coverage and need for care [28]. The 
three dimensions determine how the access process is shaped and are interrelated. For example, 
enhancing access by providing digital access, is only beneficial if internet access is affordable and 
acceptable to potential clients or their representatives.  
 
 
5.3 Method  
 
To understand how older clients and their representatives experience the operational access process, a 
qualitative design was chosen, primarily because of the exploratory nature of the research question. 
This design is recommended as the most appropriate when, among others, not much is known about the 
phenomenon of study (i.c. how older clients experience the operational access to long-term institutional 
care) and the main aim is to explore and describe this phenomenon [29-31].  
Data were gathered through semi-structured interviews. Respondents were recruited through four care 
organizations. These organizations were selected because they are all large, diversified organizations 
that provide long-term care for older people. For practical reasons we chose organizations in the south 
of the Netherlands. The four organizations that agreed to participate all provide long-term institutional 
care from several locations as well as homecare, have a regional focus and are interested in improving 
their access process. These four organizations asked clients or their representatives (primary contact 
person) recently admitted into a long-term care facility if they were willing to participate in this study. If 
they agreed, they were approached by the main researcher (LS) to schedule an interview, in person or 
by phone.  
The setup of the study was approved by the psychological ethical committee (PETC) of Tilburg University 
(ref. EC2012-30).  
 
In total 45 people were recruited by the organizations, which led to 35 interviews. Three people could 
not be reached by the researcher, seven people declined the interview due to time constraints, because 
the relative in care passed away, other family circumstances, or without giving a specific reason. In most 
cases clients themselves were unable or too fragile to participate, so therefore representatives were 
approached. If possible clients themselves were contacted, however, this was only possible in a few 
cases. Data gathering took place per organization, depending on both the most convenient time for the 
four organizations to participate, the availability of the main researcher and of course the possibilities of 
clients and/or their representatives. Interviews were held in January-March 2013 for clients from 
organization 1, in April-May 2013 for clients from organization 2, in August – October 2013 for clients 
from organization 3 and in January-March 2014 for clients from organization 4. All interviews took place 
between 3 and 12 weeks after the older adult had been admitted to the residential care facility. After 
first analysis, two interviews that were held were excluded, because it became clear that the client was 
not admitted in a long-term institutional care facility but admitted for rehabilitation or moved to a 
sheltered home without residential care. Furthermore, it turned out that, compared to the percentages 

76  Challenges of access 

5.2 Dimensions of access: the three A’s 
 
Access refers to the entrance of clients to health care services and has been explained as the ability of 
health services to provide timely care to clients [23, 24]. Looking from a client perspective, access has 
been more broadly defined as “the ability to obtain a specified range of services, at a specified level of 
quality, subject to a specified maximum level of personal inconvenience and cost, while in possession of 
a specified level of information” [9, p.1151].  
 
Access can be seen as a concept of fit between the needs of health care clients and the ability of the 
system to meet those needs. It can be measured across several dimensions that are closely related. 
Drawing on the concepts developed by Penchansky and Thomas [25], McIntyre, Thiede and Birch [26] 
and Sinha and Kohnke [27], access is understood as a concept based on three dimensions: availability, 
affordability and acceptability (three A’s; see figure 5.1) which we believe to be paramount to the 
operational access to care for older people [21]. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 5.1: the three A’s of operational access to long-term institutional care 
 
Availability comprises the physical and logistical infrastructure of the access process and therefore 
includes the dimensions accessibility and accommodation as mentioned by Penchansky and Thomas 
[25]. It is concerned with providing the appropriate service in the right place and at the right time to 
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 location and distance to facility or accessibility by phone 
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Fit between costs of service and the ability to pay for it; 
 e.g. insurance coverage or indirect costs 
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Expectations and attitudes of provider and client; e.g.  
respect of professional values or personal attention 
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meet the needs of clients [26, 27]. Affordability is the degree of fit between the costs for using the 
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cases clients themselves were unable or too fragile to participate, so therefore representatives were 
approached. If possible clients themselves were contacted, however, this was only possible in a few 
cases. Data gathering took place per organization, depending on both the most convenient time for the 
four organizations to participate, the availability of the main researcher and of course the possibilities of 
clients and/or their representatives. Interviews were held in January-March 2013 for clients from 
organization 1, in April-May 2013 for clients from organization 2, in August – October 2013 for clients 
from organization 3 and in January-March 2014 for clients from organization 4. All interviews took place 
between 3 and 12 weeks after the older adult had been admitted to the residential care facility. After 
first analysis, two interviews that were held were excluded, because it became clear that the client was 
not admitted in a long-term institutional care facility but admitted for rehabilitation or moved to a 
sheltered home without residential care. Furthermore, it turned out that, compared to the percentages 
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been more broadly defined as “the ability to obtain a specified range of services, at a specified level of 
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system to meet those needs. It can be measured across several dimensions that are closely related. 
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and Sinha and Kohnke [27], access is understood as a concept based on three dimensions: availability, 
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Availability comprises the physical and logistical infrastructure of the access process and therefore 
includes the dimensions accessibility and accommodation as mentioned by Penchansky and Thomas 
[25]. It is concerned with providing the appropriate service in the right place and at the right time to 
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of people living in institutional care facilities as described under ‘research setting’, more interviews were 
held with representatives of people that were admitted for dementia care than somatic care. Therefore, 
in January 2015 additional interviews were held to gather more data specifically for people admitted in a 
nursing home for somatic care. In total 33 interviews were included in the analysis. 
 
The interviews were semi-structured. Based on the three A’s mentioned in the previous section, a topic 
list was constructed that was used to structure the interviews (see appendix A). The respondents were 
asked to describe the access process as they experienced it. During the interview the researcher 
checked if all topics were addressed, and if not, asked about the topics not specifically mentioned. All 
interviews were held by one researcher (LS) and with informed consent of the interviewee recorded and 
transcribed. Following the analyzing steps as suggested by Boeije [30] open coding by two independent 
researchers was done to label fragments. The codes were made definitive only after the two researchers 
reached consensus on the codes. The identified codes were then structured in categories, which in the 
third step were connected to one of the three A’s. Atlas.ti 6 was used to analyze interviews and 
categorize fragments. 
 
 
5.4 Research setting 
 
In the Netherlands two types of long-term institutional care exist for (mainly older) people that no 
longer can live by themselves: residential care facilities that provide accommodation, food and basic 
personal care, and nursing homes that also provide inpatient medical and paramedical care.  
Long-term institutional care for older people in the Netherlands was until December 2014 covered by a 
separate insurance scheme, the Exceptional Medical Expenses Act. From January 2015 long-term 
institutional care is covered by its successor: the Long-term Care Act. This still covers nursing home care 
the same way it was covered before, however residential home care is no longer covered. Clients in 
need of such care can either make use of home care or move to a sheltered home, with use of home 
care if needed and indicated. The amount and type of care needed (and paid for) under the Exceptional 
Medical Expenses Act or the Long-term Care Act, is determined by an independent body, the Care 
Assessment Centre (CIZ). Without a needs assessment, clients cannot be admitted in a long-term care 
facility.  
Almost half of people living in an institutional care facility in the Netherlands in 2013 (40%) live in a 
residential home. Another 44 per cent receive dementia care in a nursing home and about 15 per cent 
live in a nursing home and receive somatic care indicated for physically frail people [32]. Due to the 
introduction of the Long-term Care Act, the amount of people living in a residential home is rapidly 
declining and new clients are rarely admitted. However, the processes to access long-term residential 
care have not changed.  
 
The access process 
The access process is concerned with a client making a request for care and the necessary subsequent 
steps made in order to fulfill the request. Clients can find their way to organizations that provide long-
term care in several ways. The four organizations participating in this study arranged a customer service 
department that clients or their representative can contact (generally by phone or e-mail). Sometimes a 
client can access the organization through decentralized access points, e.g. the care locations. The 
request can also be made on behalf of the client by referring professionals such as general practitioners, 
hospitals or home care professionals. However, most requests are received after a client or someone on 
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behalf of the client has requested an indication for care from the CIZ before contacting a care 
organization. The CIZ determines the amount and type of care a client is entitled to and electronically 
transfers the approved request to the regional health insurer. In turn, the health insurer transfers the 
request – also electronically – to the providers the client indicated as preferred care provider [33]. 
 
 
5.5 Findings 
 
5.5.1 Respondents  
The 33 interviews concerned a total of 34 clients, as one interview dealt with the access process of a 
couple moving into a nursing home. Six interviews were held with the client him- or herself, the other 
interviews were with a daughter (13) or son (4) of the client, another relative (9) and one interview was 
with a friend of the client. The mean age of the clients was 85, with the youngest being 63 and the 
oldest 100 years of age. 21 clients were female, 13 clients were male. See table 5.1 for an overview of 
the gender and age of the client involved and the actual respondents for the study. Table 5.2 shows 
where clients were admitted and what their situation before admission was.  
 

Nr. interview Gender 
client 

Age on 
admission 

Interview 
with 

 Nr. 
interview  

Gender Age on 
admission 

Interview 
with 

1-1 F 73 Sister  3-1 F 91 Daughter 
1-2 F 96 Son  3-2 F 93 Son 
1-3 M 88 Daughter-

in-law 
 3-3 F 90 Daughter 

1-4 M 88 Daughter  3-4 M 91 Client 
1-5 F 84 Friend (f)  3-5 F 76 Sister-in-law 
1-6 F 

M 
73 
77 

Daughter (-
in-law) 

 3-6 M 85 Daughter 

2-2 F 85 Daughter  3-7 F ? Son 
2-3 F 90 Nephew  3-8 F 88 Daughter 
2-4 M 85 Client  3-9 F 88 Daughter 
2-5 F 86 Niece  4-2 M 88 Daughter 
2-6 F 79 Daughter  4-3 F 87 Daughter 
2-7 M 92 Client  4-4 F 100 Son 
2-8 F 63 Sister   4-5 M 93 Daughter 
2-9 F 71 Client  4-6 F 79 Daughter-

in-law 
2-10 M 77 Client  4-7 F 87 Client 
2-11 M 64 Sister  4-8 M 66 Daughter 
     4-9 M 78 Sister  

 
Table 5.1. Overview of respondents 
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care if needed and indicated. The amount and type of care needed (and paid for) under the Exceptional 
Medical Expenses Act or the Long-term Care Act, is determined by an independent body, the Care 
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introduction of the Long-term Care Act, the amount of people living in a residential home is rapidly 
declining and new clients are rarely admitted. However, the processes to access long-term residential 
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The access process 
The access process is concerned with a client making a request for care and the necessary subsequent 
steps made in order to fulfill the request. Clients can find their way to organizations that provide long-
term care in several ways. The four organizations participating in this study arranged a customer service 
department that clients or their representative can contact (generally by phone or e-mail). Sometimes a 
client can access the organization through decentralized access points, e.g. the care locations. The 
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behalf of the client has requested an indication for care from the CIZ before contacting a care 
organization. The CIZ determines the amount and type of care a client is entitled to and electronically 
transfers the approved request to the regional health insurer. In turn, the health insurer transfers the 
request – also electronically – to the providers the client indicated as preferred care provider [33]. 
 
 
5.5 Findings 
 
5.5.1 Respondents  
The 33 interviews concerned a total of 34 clients, as one interview dealt with the access process of a 
couple moving into a nursing home. Six interviews were held with the client him- or herself, the other 
interviews were with a daughter (13) or son (4) of the client, another relative (9) and one interview was 
with a friend of the client. The mean age of the clients was 85, with the youngest being 63 and the 
oldest 100 years of age. 21 clients were female, 13 clients were male. See table 5.1 for an overview of 
the gender and age of the client involved and the actual respondents for the study. Table 5.2 shows 
where clients were admitted and what their situation before admission was.  
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2-7 M 92 Client  4-4 F 100 Son 
2-8 F 63 Sister   4-5 M 93 Daughter 
2-9 F 71 Client  4-6 F 79 Daughter-
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2-10 M 77 Client  4-7 F 87 Client 
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Table 5.1. Overview of respondents 
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5.5.2 General findings 
The respondents started the interviews by giving information about the circumstances that led to the 
admission in the care facility. The processes people deal with – for themselves or for a relative – are 
complex and are concerned with major changes in health and well-being as well as in living conditions. 
For eleven clients admission in a long-term care facility followed after a stay in hospital or rehabilitation 
clinic, after which return to the original home situation (9 clients lived independently prior to the 
hospital stay) was no longer feasible. Other reasons for admissions were numerous: a gradually or 
suddenly increased need for continuous care, too much strain upon the informal caregiver, or illness or 
death of the primary informal caregiver, often a spouse. Sometimes a combination of these reasons 
made a move to institutional care unavoidable.  
 
 

 Admission in  
 Nursing home 

(dementia care) 
Nursing home 
(somatic care) 

Residential care 
home 

 
Total (n) 

Situation before admission     
Independent / own home 5 1 1 7 
Sheltered home 3 2  5 
Residential care home 5 1 2 8 
Nursing home (rehabilitation)  

1 
 
1 

  
2 

Hospitalized / rehabilitation 
clinic 

 
5 

 
3 

 
3 

 
11a 

Home for physically disabled   
1 

  
1 

     
Total (n) 19 9 6 34 

a of which 9 clients lived independently prior to the hospital stay; one client lived in a residential home and was 
admitted in a nursing home for somatic care after his hospital stay. One client stayed in a rehabilitation clinic 
before being admitted to a nursing home and lived independently before that.   

 
Table 5.2. Where respondents were admitted and situation before admission 

 
 
Most interviews took place with a representative. Their relationship with the client influences how 
closely they were involved in the process. But also other circumstances play a role, like geographical 
distance between client and representative and personal circumstances of representative (e.g. work or 
own health situation). The interviews showed a big diversity in the way they were involved or wanted to 
be involved in the process. One daughter for example quit her job to take care of her parents, whereas 
another daughter was pleased that everything was organized by the hospital and the residential home 
her mother was admitted to. Not all representatives were necessarily closely related to the admitted 
client. For example the sister-in-law of a woman that got admitted to a nursing home, who realized her 
role changes from someone who visits her relative occasionally to the representative of a client:  
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That is what happens to more people, right? You do something for someone and so you become the 
contact point, and next, well, you really are the person who has to make all decisions for her. 3-5 

 
In many interviews the importance of informal care was mentioned, both by clients and their 
representatives. Moreover, in many situations changes in informal care could be the reason why care is 
needed. For example this sister of a client that was admitted in a nursing home: 
 

And that is when I had a coronary infarct, so I was no longer available and then they decided, well, 
this is no longer possible and unless there is support from another family member, she has to be 
admitted. 2-8 

 
Also even without changes in informal care sometimes admission is necessary, for example for the wife 
of a client that was admitted in a nursing home:  
 

Care intensity package it is called, number 6 (needs assessment for severe somatic care and basis 
for admittance in nursing home – LS). He always had that, also at home you know. I still don’t 
understand that I managed for 3.5 years! 2-10 

 
 
5.5.3 Client perceptions on the three A’s  
Availability  
Based on the interviews two types of availability emerged. Many issues regarding availability were 
dealing with the availability during the access process, for example, the accessibility of the service 
department or dedicated advisors. The second issue was the availability of the location, more 
specifically the availability of a room. This was mainly concerned with the process of choosing the 
location where the client was going to be admitted.  
 
Availability during the access process 
Not many clients or their representatives contacted the service department. When asked, several 
respondents mentioned not having had contact with the service department at all. When contact with 
the service department was mentioned, experiences were both positive and negative. However, most 
respondents refer to a dedicated member of staff where they could turn to with questions as a focal 
point. Accessibility (by phone, by mail) of this person was generally judged positively, as opposed to 
accessibility through general phone numbers. Knowing what to expect seems more important than 
being able to call any time of the day. For example the sister of a client that was admitted in a nursing 
home knew exactly when to reach her dedicated contact. Even though this was very limited, she was 
satisfied by the accessibility:  
 

Only on Wednesdays and I knew that, that was what she told me on first acquaintance: this is my 
number, call when something comes up, I will call you when something comes up, but I can only be 
reached on Wednesdays on this number. 1-1 
 

However, when someone is not available when needed, this leads to dissatisfaction, like for example 
mentioned by the daughter of the following client who got told there was a room available for her 
mother: 
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5.5.2 General findings 
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1 

  
2 
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3 

 
11a 
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1 

  
1 
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So well, you choose to do it (moving of client - LS). And you want to call the person who asked you. 
And that person has not been available for two days. Extremely annoying. 2-6 
 

The first contact with the care organization was made in numerous ways and by different people. For 
clients staying in hospital the first contact was made by hospital staff. In other cases clients or their 
representatives made the first contact themselves, often because they already knew the organization 
(from home care, word-of-mouth, earlier experiences), the procedures (from earlier experiences or 
because they were or used to be employed in health care) or because they wanted to make sure the 
access process was initiated. Also other professional caretakers can be involved in the access process; 
mentioned were the family practitioner or his staff, a home care professional, or the staff of the 
residential care facility if the client moved from a residential care facility or from a sheltered home to a 
nursing home.  
A few clients just ‘walked in’ and were helped on the spot, like this daughter-in-law that was taken to a 
specific location by another relative who worked as a volunteer in a nursing home:   
 

She said: come on, we will just drive there and I will see whether I can find A (manager of location – 
LS). As it happened, he just arrived and he said: Well, of course, come and have a look, great. 1-3 

 
Other respondents made use of information available on internet to get basic information about the 
long-term care facilities in their neighborhood. Based on this information they then made a first 
selection of locations they intended to visit.  
 
Administrative processes, like registration were clearly executed in a back office environment and 
remained out of sight for most clients. Only in situations where things went wrong or were unclear, 
administrative processes were mentioned by some respondents during the interviews. For example 
when information about the client was not properly passed on from one organization to the next.  
 
Availability of the location  
Clients prefer to move to a nursing home facility nearby. Nearby is sometimes defined as near home, 
but more often means nearby family. For both clients and representatives it is important that it is easy 
to come and visit, as for example mentioned by a close friend of a client that was admitted in a nursing 
home: 
 

If possible not too far away from us, we are not in our twenties anymore and we want to come and 
visit every day and if they put her away somewhere in the country or wherever, then you would have 
to go there. 1-5   

 
For none of the respondents the (umbrella) organization that provides the care was of importance when 
choosing a location, the choice was based on the characteristics of a specific location.  
Quality of care, atmosphere of the location, availability of a small-scale care setting were sometimes 
mentioned as important when choosing a location. However, most admissions were done where a spot 
was available. This was certainly the case for urgent admissions and admissions following a hospital stay. 
Like for example mentioned by the daughter of a client admitted in a residential home:  
 

The doctors also said that she could not go home straight away and that … well the transfer nurse of 
the hospital arranged she could go to location M., as it happened a space was available there. 4-6 
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Affordability 
Cost aspects were not mentioned spontaneously by most respondents, but were only addressed when 
asked about. Most respondents were aware that a formal needs assessment is required before 
admission and could state – sometimes after checking paper work - which needs assessment was given 
to them or their relative. However, some respondents were not aware of this at all. Most respondents 
were also aware of the mandatory excess (income based financial contribution) that needs to be paid. 
At the time of the interviews (3 – 12 weeks after admission), many clients still did not receive 
information about it. Most representatives found it more important that the client is well cared for, 
‘whatever the costs’, like for example the son of a client admitted with dementia.  
 

Even if it is all finished, as long as she is well taken care of, I think it is great. That is how I feel about 
it. We really don’t need to have any money left over or anything. That is really not necessary. 1-2 

 
Since the excess is based on income, most clients trusted the amount would not lead to financial 
problems. 
 

Yes, it is uncertain of course, well I do believe that the cost will as such that my mother can stay there, 
because I think she would not have been admitted otherwise. 4-3 

 
A small number of clients (representatives) looked for and found information about the mandatory 
excess and used available (online) tools to calculate the excess to be paid.  
 
Acceptability 
Most respondents mentioned being satisfied about the process and said they felt personally taken care 
of. Terms as ‘smoothly’, ‘easy’, and ‘all went well’, were mentioned in several interviews.  
However, this was not the case for all clients. For example in the case of a female client, suffering from 
dementia, and on a waiting list to move from the nursing home where she was temporarily staying after 
rehabilitation. Her daughter was surprised to find out by chance that her mother was already expected 
to move a few days later to the nursing home she wanted to go to. The nursing homes scheduled the 
move together, without any notification to the family: 
 

And that’s when they said: yes that is right. Your mother is expected to come here Monday, 11 
o’clock. I said, well, right now it is Friday, 5 o’clock, I have just returned from my vacation, and we 
don’t know anything about that. 3-9 
 

This experience strongly contrasts the experience of a client who moved from an institution for 
physically disabled to a nursing home to live closer to his sister. Because of the inability of the client to 
operate an elevator, he preferred to move to a room on the ground floor. When after a waiting time of a 
year a room became available, they had to decline it, because the sister was due to a holiday abroad 
unavailable to move her brother. Soon after their decline the client was able to move into that room 
after all:  
 

We were allowed to say no at that moment, because of our vacation it is not possible, but again, 
really nicely done. It turned out that the room was available in October, they used it as a provisional 
room. They knew there would be circulation, that it would be available again soon. Kept it free until 
we came back beginning of December. 2-11 



82  Challenges of access 

So well, you choose to do it (moving of client - LS). And you want to call the person who asked you. 
And that person has not been available for two days. Extremely annoying. 2-6 
 

The first contact with the care organization was made in numerous ways and by different people. For 
clients staying in hospital the first contact was made by hospital staff. In other cases clients or their 
representatives made the first contact themselves, often because they already knew the organization 
(from home care, word-of-mouth, earlier experiences), the procedures (from earlier experiences or 
because they were or used to be employed in health care) or because they wanted to make sure the 
access process was initiated. Also other professional caretakers can be involved in the access process; 
mentioned were the family practitioner or his staff, a home care professional, or the staff of the 
residential care facility if the client moved from a residential care facility or from a sheltered home to a 
nursing home.  
A few clients just ‘walked in’ and were helped on the spot, like this daughter-in-law that was taken to a 
specific location by another relative who worked as a volunteer in a nursing home:   
 

She said: come on, we will just drive there and I will see whether I can find A (manager of location – 
LS). As it happened, he just arrived and he said: Well, of course, come and have a look, great. 1-3 

 
Other respondents made use of information available on internet to get basic information about the 
long-term care facilities in their neighborhood. Based on this information they then made a first 
selection of locations they intended to visit.  
 
Administrative processes, like registration were clearly executed in a back office environment and 
remained out of sight for most clients. Only in situations where things went wrong or were unclear, 
administrative processes were mentioned by some respondents during the interviews. For example 
when information about the client was not properly passed on from one organization to the next.  
 
Availability of the location  
Clients prefer to move to a nursing home facility nearby. Nearby is sometimes defined as near home, 
but more often means nearby family. For both clients and representatives it is important that it is easy 
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to them or their relative. However, some respondents were not aware of this at all. Most respondents 
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because I think she would not have been admitted otherwise. 4-3 
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Most respondents mentioned being satisfied about the process and said they felt personally taken care 
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to move a few days later to the nursing home she wanted to go to. The nursing homes scheduled the 
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This experience strongly contrasts the experience of a client who moved from an institution for 
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operate an elevator, he preferred to move to a room on the ground floor. When after a waiting time of a 
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Most clients and/or their representatives were offered a guided tour of the facility they were admitted 
to and made use of that. If clients were admitted straight from a hospital, this step in the access process 
was sometimes omitted due to time constraints or the swiftness of the procedure.  
 
Most respondents are very satisfied by the way their liaison handles contact moments and his or her 
availability. The position and function of their liaison varied (care advisor, primary nurse, care 
coordinator, hospital staff), but it was mostly someone from the care department the client was 
admitted to. Even when respondents cannot name a specific person, they seem satisfied by the answers 
provided. In a few interviews respondents mentioned not to be satisfied with the process, mostly if the 
organization did not do as promised (e.g. return a phone call). 
Some respondents were pleasantly surprised by the personal attention they received, like for example 
the daughter of a couple that was admitted in a nursing home: 
 

That was really sweet of C., after our talk she gave me her mobile number, her work number, her 
private number. I was allowed to call her 24 hours per day. When I meet her, she is there for me. 1-6 

 
Most critical comments concerned communication between different parts of the same organization. 
Clients expect good communication lines between for example the entrance unit and the care unit a 
client is admitted to. In case of a movement from a residential home to a nursing home from the same 
organization, information was not always easily available, like experienced by the daughter of client that 
was admitted with dementia:  
 

What I noticed, is that, like from the care department to the nursing department, these departments 
themselves do not know exactly, how, between themselves know exactly what they can offer. 3-8 

 
A lot of respondents mentioned the pressure that was put on them once they were offered a place in a 
care facility: they had to decide quickly and move within a very short time (a few days). Even though 
some respondents were pleasantly surprised that admission could be realized so quickly, some other 
respondents felt pressured.  
 
Many respondents mention the lack of practical information and ‘guidance’ in a complex new world. As 
put by the daughter of a client that was admitted in a nursing home: 
 

It is a completely new world, you know, where you step into. It just happens to you. To the patient as 
well as the family. You keep learning. And yes, you make do with what you have. 2-5 
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The client perceptions on the three A dimensions are summarized in figure 5.2.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 5.2.  Client perceptions on the three A dimensions of operational access to long-term 
institutional care. 

 
 

5.6 Discussion and conclusion  
 
The access process is the first step clients take in their search for long-term institutional care. A small, 
yet important phase of the total process of care and services. This phase is important for several 
reasons: clients and their relatives make an important decision during an emotional time in their lives, it 
is the step during which all relevant information is collected and shared, and furthermore during this 
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first step the tone for the following processes, including the provision of care is set. For this reason we 
set out to find out how clients or their representatives experience the operational access process to 
long-term institutional care.  
In general we found that most of the respondents were satisfied about the access process. For this study 
most interviews were held with representatives. This is logical because many clients that are admitted in 
a long-term institutional setting, are moving due to severe dementia and cannot be interviewed 
themselves. Several other studies also found that family and/or friends are often involved in the process 
of selecting a nursing home and mention the stress this process can have on representatives [5, 8, 34-
36].  
Especially clients or representatives who had no prior experiences with long-term care, mention the 
need for more (emotional) support and practical information. This has also been found and 
acknowledged by studies focusing on the selection of a nursing home [4, 37].  
 
Respondents for this study were recruited through four organizations. The percentages of respondents 
admitted to a nursing home for somatic care and nursing home for dementia care were very similar to 
the percentages of admissions in the Netherlands. During this study, less clients admitted to a 
residential home, compared to the percentage of people currently staying in a residential home were 
interviewed. However, this is explained by the changes in the Dutch health care system that coincided 
with the timing of this study. Because of the changes as from 2014, residential homes are no longer 
covered by the national insurance scheme and no more clients were admitted. Most interviews were 
held with (representatives of) nursing home clients; for these clients the changes in the Dutch health 
care system have no effect.   
The access processes of these four organizations were studied before and found to be very similar [22]. 
However, during this study, we found that the clients’ experiences of the access process vary strongly 
between individuals, regardless of the organization they were admitted to. Many different aspects play 
a role, such as personal situation, relationship with informal caregivers and relatives, or health status. 
This makes the access process an individual experience, in spite of resemblance of the steps in the 
process and stresses the importance of focusing on the individual needs of the client during the access 
process.   
 
About a third of admissions of our respondents followed after an earlier hospital admission. In general 
this has a big influence on the access process. We found that admission after a hospital stay is directly 
organized between hospital and care organization. In these situations the main contact for the client is 
more likely to be a member of hospital staff than a member of staff of the care organization. Also other 
studies found that a hospital stay prior to admission had a big influence on both process and speed of 
admittance [3, 5, 38]. 
 
Conclusions about the applicability of the three A’s 
From earlier research we know that providers take the three A’s into consideration. However, our earlier 
study also showed that care organizations know little about the experiences of older people and their 
family during the access process and how important the three A’s are to them [21].  
During most access processes representatives were strongly involved, often even handling on behalf of 
the client. This study reveals that the 3A model can be used to understand how older clients or their 
representatives experience the operational access process to long-term care. Especially the dimensions 
availability and acceptability seem of importance during the process and shape the experience. 
Furthermore, we found that two types of availability manifest themselves during the access process to 
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long-term institutional care: the availability during the access process of the organization and/or their 
staff and the availability of the location. Availability of location was a relevant issue, raised in almost all 
interviews. Finding a location nearby family was a common aim, as found in a previous study among 
older people moving to residential care [36], which in urgent situations was not always feasible. 
Important issues of the dimension acceptability are personal attention and feeling cared for. However, 
most important was having a dedicated contact person. We found that the dedicated advisor as put 
forward by organizations as the main liaison between client and organization [21], was often not the 
regular contact for the clients or their family. However, most clients and representatives had a 
dedicated contact person in the organization and considered this to be important. In general, once 
clients or their representatives had a dedicated contact person, they experienced enhanced availability 
and commitment. Availability and acceptability were found to be closely related. For example, limited 
availability can be acceptable as long as expectations about this are clear. However, when a contact is 
not available as promised, acceptability is compromised.  
 
The dimension affordability does not seem to be an issue. This could follow from the Dutch health care 
insurance system, which finances long-term institutional care. The amounts of money people pay in 
fees, are income related and most people seem to trust that the amount they have to pay does not 
exceed their financial possibilities.  
 
Limitations and future research 
Most clients and their representatives were in general positive about the care they received at the time 
of the interview. It is not always clear if this might influence the retrospective opinion of access process. 
Therefore it might be of interest to repeat this research by actually observing and shadowing or 
interviewing clients during the actual access process. 
The results of this study are limited to clients admitted into a long-term institutional care facility. Due to 
a change of focus in the most long-term care settings, in the future clients will more and more receive 
care at their own homes. Therefore it might be also interesting to explore how clients receiving home 
care experience the access to care. 
Since most clients admitted to a long-term care facility are very fragile and therefore unable to 
participate in these type of studies themselves, most of the results of this study are derived from 
interviews with representatives. Therefore it is recommended to look for ways to better make the voice 
of the actual client heard, for example by observing clients during the access process. 
 
Practice implications 
From the results of this study it can be concluded that the 3 A dimensions of access can be used to 
understand and analyze the experiences of clients during the access process to long-term institutional 
care. The summarized findings as presented in figure 2 can be used by organizations providing this type 
of care to analyze their current access process in a structured way. Furthermore, these results combined 
with earlier insights from studies on the organizational perspective on the access process, provide a 
basis to design an operational access process in long-term care.   
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Appendix A. Topic list 
 

Subject 

• With what question did you turn to organization X? 
• How satisfied are you in general with process from the moment you turned to organization X with your question until 

the moment the care started? 

Availability 

• Why did you get in touch with organization X? 
• How and where did you find their contact information (or who gave this to you)? 
• Did you at any moment during the process get in touch with the service department? Or did they contact you?  
• How did you experience the availability of organization X by phone? And digitally? Did you have direct access?  
• How do you value the swiftness of the given answers to any question you had during the process? 
• Did you feel all questions you might have, could be answered by organization X?  
• Did you receive information about the procedures? If yes, when and how did you receive this information during the 

process? 
• Did you receive information about the services organization X could provide? If yes, when and how did you receive this 

information during the process? 
• Did you receive information about waiting times and waiting lists?  

Affordability 

• How and when in the access process did you receive information about costs and mandatory excess? 
• Did the cost of services influence your decisions? 
• Which needs assessment was given to you? Who organized the needs assessment?   

Acceptability 

• Did you have a dedicated advisor or contact person during the access process? 
• How often did you have contact with your contact person?  
• In what way did you have contact with your contact person mostly? By phone, digitally or in person? And how often?  
• What was your impression beforehand of the services of organization X?  
• Where all agreements made with you clear, and did organization X/your contact person keep his/her promises? 
• Did your contact person check with you if you were satisfied with the arrangements that were made with you? Did you 

get a good idea of what to expect of the care and services you or your relative was going to receive?  
• Did you feel you were listened to?  
• Did you go on a guided tour of the location of your choice?  
• How did you value the professionalism and knowledge of the people you had contact with during the access process?   

• Are you overall satisfied with the way the access process was executed by organization X? What could have been 
better?  
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Blog 6: Obvious 
 
 
It is the longest interview by far. And I hardly need to ask any questions. This lady had been through a lot with 
her mother and stepfather and talks about it vividly and in detail. Her relationship with her mother has not 
always been good. The last couple of years however, they got on again. This was partly due to her stepfather, 
and for that she owes him her respect. He took good care of her mother, now it is her turn to take good care 
of him. And that she takes care of her mother is obvious to her. She even quit her job to do so, and does not 
agree with people who comment that that is impossible. It is a choice she feels everybody can make, if they 
want to. For her it was necessary to do so, else she would have disliked herself, she adds. She tells me the 
story of her parents. How her mother fell ill and shortly after that her stepfather as well. How she drove back 
and forth between her own house, the hospital and her parents’ house. How both were given up, but both 
survived. She has many stories, both funny and distressing about the years the two of them lived 
independently. With lots of support and care from her. Until an emergency arose and they temporarily got 
shelter in the local nursing home. One of the nursing home staff members finally said out loud that she 
thought her parents should actually live in the nursing home. And she started to organize a permanent 
admission. To her it felt like finally someone acknowledged the seriousness of the situation. And she felt 
warm involvement. Ultimately, it is the best solution for all. But of course she will continue to look after her 
parents. Isn’t that obvious?    
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Part III Towards a design

Chapter 6
Designing access to long-term care for older people to match clients’
needs: Perspectives from clients and organizations.

This chapter is submitted for publication.
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Abstract 
 
The access process to care is an important step in the search for formal care and services. Following the 
case of Mrs. Z. and her mother, we can see how a request for care can arise and what can happen during 
the search for matching care with her demands. We set out to identify the most important issues when 
designing the operational access process to long-term care and services for older people. We used a 
mixed method design, combining theoretical concepts, results from earlier studies and results from 
focus group meetings. The results were then used to propose a two-step design for the operational 
access process. Appointing a dedicated contact to support clients and their representatives is very 
relevant. Furthermore, the involvement of the network around the client and more attention to 
informal caregivers are essential in the operational access process.  
 
 
6.1 Introduction 
 
After her father died, Mrs. Z. found out her mother was severely demented. Of course she noticed that 
her mother was not as mentally fit as she used to be, but she did not realize how dependent she was on 
care. She always had been the quiet one and apparently her father had managed to keep up 
appearances to the outside world. Once her mother was on her own, she started to buy things she did 
not need and got lost when she stepped outside of the house. So Mrs. Z. started to take care of her 
mother. She cooked for her, kept the house clean, helped her mother with her personal care and did the 
paperwork. She had no idea of the possibilities of getting formal care and support. And frankly, no time 
to find out. Without any help to fall back on, she just kept on going. 
 
Most older people prefer to stay at home and are able to stay at home, even if they need care and 
support [1]. Long-term care in the Netherlands consists of nursing home care, residential care and home 
care. In the Netherlands the number of older people living in a nursing or residential home has declined 
in the past couple of years [2]. The informal care system around these older people often manages to 
provide the needed support for a long time and affects the use of long-term care [3]. However, when 
something changes in the system, or when the need for care becomes more complex, a need for formal 
care and support can emerge [4-6]. In the case described, the care shifted from husband to daughter. 
Especially clients or representatives who had no prior experiences with long-term care, such as nursing 
homes or residential care, mention the need for more support and practical information [7-9].  
 
The mother of Mrs. Z. had a stroke and was admitted to a hospital, where she was tested on dementia. It 
was clear that her mother actually qualified for nursing home care. However, her mother refused to sign 
the necessary paperwork. She became really angry with her daughter ‘who wanted to put her away’. And 
to be honest, Mrs. Z. was not yet ready to let her mother move to a nursing home, behind locked doors. 
When medical care was no longer needed, the hospital sent her mother home. Nothing really changed. 
Apart from the increasing amount of care her mother needed.  
 
The family received information when they came in contact with formal care. Unfortunately, it seemed 
ill-timed and incomplete. Like Mrs. Z, many informal caregivers find it difficult to place their relative in a 
long-term care facility [9, 10].In spite of a need for support and sometimes even an offer, informal 
caregivers often keep on providing care on their own.  
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After a while, Mrs. Z. decided to consult the family doctor once more, who then suggested she should get 
in touch with a case manager dementia from care organization S. Finally she found someone who really 
listened to her and explained various possibilities of care available for someone with dementia, from 
daycare to meals-on-wheels, and the available support for informal caregivers like Mrs. Z herself. 
Services she was not aware of before, in spite of the information she received before. Not just factual, 
the case manager also addressed all emotions involved in this process.  
 
At the same time, the case manager feels he could have meant more to both Mrs. Z. and her mother if he 
would have been introduced to them earlier in the process. He could have pointed out the possibilities of 
formal care at home besides the care Mrs. Z. could provide, and of ways Mrs. Z. could be supported for 
example with help of volunteers or self-help groups to share experiences.  
 
The family doctor is often the first step for clients in need of long-term care. In this case the family 
doctor referred to a professional who provided the information that could have been helpful much 
earlier in the process. Unfortunately Mrs. Z. herself waited quite long to consult her family doctor. 
However, she had been in touch with formal care before and was not given this information then. Better 
and more structural contacts between the case manager, the family doctor and other involved care 
professionals might help [8].  
 
The case manager met her mother. His independent position and authority apparently helped her 
mother accept the necessity of an admission in a nursing home and she consented. He also helped Mrs. 
Z. to come to terms with the fact that she no longer could take care of her mother. Three weeks later her 
mother got admitted to a nursing home. Both she and her mother experienced a warm welcome in a 
modern facility, with motivated and interested nursing staff. Her mother does not want to go home 
anymore and Mrs. Z is convinced her mother gets the best possible care. Better than she could have 
hoped for. This comes as a relief to Mrs. Z.  
 
The case described is of course unique, but represents many similar unique stories of older people and 
their informal caregivers in search for long-term care, including both home care and residential care. 
Older people often find it difficult to make decisions regarding formal long-term care services, and many 
decisions are made in a crisis situation or with great urgency [4, 11]. Clients look for both practical 
information and ‘guidance’ in the complex world of elderly care [7, 8]. Clients or their representatives 
cannot easily find their way to the organizations that provide the care and support they need, as was 
also illustrated by this case description. However, these organizations do not always know their future 
clients yet and therefore cannot answer to their needs. Often, the initial point of contact is insufficiently 
supported, for example with ill-informed staff members [12].  
 
This led us to the following research question:   
 

What are the most important issues when designing the operational access process to long-term care 
and services for older people in order to match clients’ needs?   

 
The formal care process starts when clients express their need for care or welfare on the right spot. In 
the context of long-term care for older people, this request is often done by someone on behalf of the 
client, like a relative or a professional care provider. The access process is an important phase of the 
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total process of care and services for several reasons: clients and their relatives make an important 
decision, often during an emotional time in their lives, it is the step during which all relevant information 
is collected and shared by both organization and client, and furthermore during this first step the tone 
for the following processes, including the provision of care is set. For organizations the access process is 
relevant to clarify and meet the demands of clients, preferably as early as possible. A flexible, accurate 
care access process that meets client expectations, might give organizations an opportunity to 
differentiate themselves from their competitors. For clients the access process is important to collect 
information about the possibilities of care as well as the steps needed to acquire the needed care, but 
also to build trust and get personal attention from the health care provider (see figure 6.1).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6.1. Process from request for care to provision of care 
 
From both the organizational and the client perspective a well-designed access process is important and 
is concerned with many aspects, which has been found in earlier studies, carried out by the authors of 
this paper. These earlier studies were based on two basic concepts that proved to be relevant in the 
study and design of access processes to long-term care: the three dimensions to access: availability, 
affordability and acceptability – the 3A dimensions [13-15], and front/back office configurations [16-19] 
(see figure 6.2).  
 
The service access process should fit the important issues identified from both perspectives.  
To our knowledge, combining these perspectives has not been attempted before.  
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Figure 6.2. Theoretical concept of operational access to long-term care 
 
 
6.2 Method 
 
To answer the research question we followed an emergent, mixed methods design. This design was 
chosen to be able to combine the results of several studies focusing on the access to long-term care 
from different perspectives and different designs (qualitative and quantitative) while at the same time 
being able to use these results as input for the study described in this paper [20-22].  
 
This article will give an answer to the central research question by making use of three sources: 

1. Theoretical concepts on front/back office configurations and the three dimensions to access: 
availability, affordability and acceptability that are relevant when designing access processes to 
long-term care (see figure 2); 

2. Insight in several aspects of the current access process of long-term care for older adults in the 
Netherlands, from organizational and client perspective, based on earlier studies by the authors 
of this paper; 

3. Insight in the desired access process by focus groups.  
 

 3A dimensions of access Front/back office aspects 

Availability:  
Providing appropriate service in right 
time and place; e.g. location and 
distance to facility or accessibility by 
phone 

Affordability:  
Fit between costs of service and the 
ability to pay for it; e.g. insurance 
coverage or indirect costs 

Acceptability:  
Expectations and attitudes of provider 
and client; e.g. respect of professional 
values or personal attention 

Front office       ↔↔↔↔        back office 
Activities organized with customer 
contact vs activities organized without 
customer contact 
 
Coupling         ↔↔↔↔          decoupling 
Assigning activities to one or more 
employees 

Operational access to long-term institutional care 
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The current access process was described by the authors of this paper in four articles. Two articles 
focused on the organizational perspective by describing the operational access process of Dutch 
organizations that provide long-term care for older people. This was done in a multiple case study 
following a qualitative design [23, 24]. The results of the study were connected to front/back office 
aspects [24] or one of the 3A dimensions [23]. These articles are referred to in this paper as the FO/BO 
study, resp. the 3A study.  
 
Two other articles focused on the client perspective. One study made use of the ‘Senior Barometer’, a 
web based questionnaire for older people. In order to assess what older people find important when 
they would make or made a request for long-term care, specific questions were added to the 2012 
questionnaire. The questionnaire surveyed both people who already requested care services (‘users’), 
and people that did not (‘future clients’) [25]. We refer to this study as the Senior Barometer study.  
For the fourth article (representatives of) clients that were recently admitted to a residential or nursing 
home were interviewed about how they experienced the operational access to long-term institutional 
care. The respondents were asked to describe the access process as they experienced it [26]. We refer 
to this study as the client study.  
 
The studies were done independently of each other, however they were based on the same theoretical 
concepts. From these studies the relevant issues that need to be taken into consideration when 
arranging the access process were identified. These issues follow from the way access processes 
currently are organized in the Netherlands [23-26].  
 
To explore the desired access process for the future from an organizational and a client perspective, two 
focus group sessions were organized. A focus group method is considered effective because the group 
processes help people explore and clarify their views [27]. It is often recommended to make use of 
homogeneous groups of at least six people, so participants can relate to each other, while allowing 
enough diversity to enhance interaction in the group [28, 29]. The first session was carried out with a 
group of six representatives of clients of long-term institutional care for older people. Diversity was 
ensured by their difference in background. In the second session a group of seven professionals 
participated. They worked at six different long-term care organizations and were involved in the access 
process to long-term institutional care of their organizations, on different positions. The focus groups 
were facilitated by a chairman (BM) and a second researcher (LS) who made notes and summarized the 
main themes brought up during the sessions. Interaction between group members was stimulated by 
the chairman. The issues that needed to be addressed, were handed out at the beginning of the session 
and the chairman checked if all these issues were properly addressed. The issues were based on the 
results of the studies mentioned before [23-26]:  
 

• What should be the basic principles for the access process?  
• What should be basic assumptions regarding availability and customer-friendliness? 
• Which information should be provided first to clients during the access process? 
• How important is a dedicated contact person? 
• In which way should the informal caregiver be involved in the process? 
• Which information about costs is relevant? 
• What is the relevance and role of a separate customer service department? 
• How important is uniformity of the process for all clients?  
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Both groups were invited to discuss these issues as well as issues they brought up during the focus 
group meetings from their own perspective, being client / representative or professional. We refer to 
this study as the focus groups. 
 
Analysis  
Both focus group sessions lasted two hours and were recorded and transcribed. These documents were 
coded independently by two researchers (LS and KL). Following the analyzing steps suggested by Boeije 
[30] both open and axial coding (based on codes used for the other studies) were chosen to label 
fragments. The codes were finalized only after the two researchers reached consensus on the codes. 
The identified codes were then structured in categories referring to either front/back office aspects or 
one of the 3A dimensions.  
During the analysis the issues that stood out most were identified. This was the case if the information 
from the focus group meetings either strongly confirmed earlier results or added a new perspective. The 
results of these issues were combined with the results of the earlier studies.  
 
 
6.3 Results 
 
In the first focus group meetings six representatives of clients were present; five of them were directly 
related to a (former) client of a long-term care organization, and three were actively involved in the 
client council of that organization. In the second focus group meeting seven professionals participated. 
They all were involved in the access process of the long-term care organization they were working at the 
time of the meeting. Four worked as care advisor, one coordinated the care advisors of the organization 
she was working for and two others were managers of the client support center of the organization (see 
table 6.1).  
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related to a (former) client of a long-term care organization, and three were actively involved in the 
client council of that organization. In the second focus group meeting seven professionals participated. 
They all were involved in the access process of the long-term care organization they were working at the 
time of the meeting. Four worked as care advisor, one coordinated the care advisors of the organization 
she was working for and two others were managers of the client support center of the organization (see 
table 6.1).  
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Participant Role/ experience  Participant Role/ experience  

Meeting 1; representatives of clients Meeting 2; professionals 

c1 M Partner of (deceased) client, lives in 
sheltered home and receives home 
care 

p1 F Care advisor 

c2 F Daughter of nursing home client p2 F Care advisor 

c3 F Chairperson of client council of a 
long-term care organization 

p3 F Manager client support center  

c4 M Secretary of client council of a long-
term care organization, son of 
resident of a care facility 

p4 F Coordinator of care advisors 

c5 M Chairperson of client council of a 
long-term care organization, son of 
(deceased) nursing home client 

p5 M Care advisor 

c6 F Daughter of nursing home client p6 F Manager client support center 

 p7 F Care advisor 
 
Table 6.1. Participants of the focus groups.  
 
From the focus groups, the following issues stood out as most relevant: first contact and role of 
dedicated contact, the role and position of informal caregivers, practical information and support, 
contacts with referring professionals and the effect of crisis situations on the process. These issues are 
described in the following subsections, from both client and professional perspective, when applicable.  
 
First contact and role of dedicated contact – client perspective 
During the focus groups clients mention the need for a dedicated contact as well as a clear point to start 
the search, since for many clients it is unclear where they should start in search for care and support:   
 

I believe that when you step into a process, I think it would be nice if there is one person available 
who can support you during your search. If you start searching you might start at the family doctor. 
(…) So I believe that he could play a really important part in this.   

 
From the Senior Barometer study it was also concluded that clients are most likely to turn to their family 
doctor with their request for care [25]. However, clients acknowledge that this role can also be 
performed by someone else. They find it especially important that this contact person knows the 
background of the client. This was stressed during the focus group with clients:  
 

Well, it is an advantage if someone is available, whether this is the family doctor, the practice nurse 
or the district nurse, someone who knows the family and the circumstances of the family and the 
client.  

 
Also in the focus group the importance of matching the specific characteristics of a care location with 
the needs of the client was emphasized: 
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And I am thinking, don’t they know? That means you have to figure it out yourself and if you don’t, 
the person you are taking care of might end up at a location or spot where he or she doesn’t fit at all. 
And then you find out and conclude, gee, he or she is not in the right place. 

 
Most clients interviewed for the client study had a dedicated contact and were very satisfied about how 
this person handled the contacts [26]. The position and function of their liaison varied (care advisor, 
primary nurse, care coordinator, or even hospital staff). Knowing who to reach and how and when to 
reach this person enhanced the feeling of availability of the access process.  
 
Older clients value receiving information about care on first contact. From the Senior Barometer study 
we know they find it important to be listened to [25]. Furthermore we know from the client study that 
the first contact with the long-term care provider is made in several different ways. Often the contact 
with the care provider is made on behalf of the client by another (professional) care provider, like 
hospital staff, a district nurse or the family doctor. Very rarely the service department is directly 
contacted by clients or their relatives [26].  
 
First contact and role of dedicated contact – professional perspective 
The professionals in the other focus group, like clients, stressed the importance of a dedicated contact 
person for clients. 
 

My family, or I as a customer know where I can ask questions, they get a name and there I can ask 
anything. I think I would be very satisfied as a client. 

 
Long-term care providers organize their access process by making separate entrance units, that focus on 
first contact by phone or digitally, rather than on physical accessibility. The FO/BO study found that 
these units are not necessarily designed according to design principles, but based on the organization’s 
experience with the access process or the way these units developed over time [24]. Client satisfaction 
with the access process is hardly measured, and service concepts have not been developed. At the same 
time during the 3A study we saw that organizations strongly invest in building a personal relationship 
with their clients during the access process by use of the dedicated contact for clients as mentioned 
[23].  
 
However, in the focus groups, it was acknowledged that contact with a client is established late in the 
search process of a client. The client often has set quite a few steps on the path to long-term care, 
before he or she gets in touch with a care professional or a care organization. Very often several forms 
of informal and formal care have already been consulted or even used, like welfare services, which 
means several chances to get to know a client have already passed. 
 
The role and position of informal caregivers – client perspective 
Informal caregivers are very involved in the access process and often handle on behalf of the client. A 
relevant factor is that representatives, especially in case of closely related family, are going through an 
emotional process themselves, which is not always accounted for by professionals, as mentioned during 
the focus group meetings:  
 

I have had it really difficult in the beginning, I felt I had to put her away and did not want to do that, 
but you think she has to be behind closed doors…., that is the step to take. She can’t go away 
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anymore, the door is locked; that feeling hurts so bad, you have to distance yourself from that. And I 
feel there was really insufficient attention for that, that against your will, well maybe, but really 
things happen and there is just not enough attention for that in current health care, in my opinion. 
You just have to deal with that as a family.  

 
The position of this informal caregiver is complex. The involvement of the representative varies 
depending on how close the relationship is, but also personal circumstances of the representative, like 
their own health, as was revealed by the client study [26]. Furthermore, informal caregivers find 
themselves in a difficult position when their beloved one does not want to be admitted to a nursing 
home as they might realize the necessity while at the same time feeling guilty for ‘putting their relative 
away’, which is even more difficult if they become the bearer of the message.   
 

Well, I know how things will go…, you will ask my wife: do you want to be admitted? She will say no, 
because she does not want to be admitted and then you will ask me and what do you think I will say 
in front of my wife? Yes, she needs to be admitted? 

 
The role and position of informal caregivers – professional perspective 
The professionals in the focus group acknowledged their attention was more focused on the clients’ 
needs and less on informal caregivers and their emotions and needs. Moreover, they mention that their 
main goal is to reduce the burden on clients during this process, stand next to their client during the 
process and help them make choices during the access process:  
 

The moment a client is contacting the organization, you pick up the question so to speak and with the 
client, next to the client, you ask, and with all the knowledge you have, you stand next to the client to 
see what is needed.  

 
They also admit that this is not only in the best interest of their clients, but also in the best interest of 
their organizations: to find and bind clients to their organization, as found earlier in both the FO/BO and 
the 3A study [23, 24].  
 
Practical information and support – client perspective 
In the client focus group the lack of information about the possibilities of care, especially not knowing 
where to look for it, was mentioned, as well as the need of clearly expressed expectations:  
 

Where do you start? But also what the care will be like, what you can expect from the organization 
where you end up, whether this is home care or a nursing home, that shouldn’t matter. What can you 
expect as a client, what can the organization expect from you as a client.  

 
From the client study we know that most clients are satisfied about the access process as organized by 
the care organization and feel taken care of personally. Yet, many respondents mention the lack of 
practical information and ‘guidance’ in the complexity of elderly care [26], while information about 
procedures and possibilities of care were ranked highly in the list of elements clients in the Senior 
Barometer study considered of importance when they requested care [25]. Furthermore, in the client 
focus group meeting it was pointed out that the provided information should be realistic: 
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Maybe our expectations are not right, we still think we will bring the package there, that is taken care 
of then we assume everything will be all right.  

 
Also information about costs (e.g. mandatory excess) was important according to clients in their focus 
group meeting. This was confirmed by future clients in the Senior Barometer study [25]. However often 
the amount to be paid was not clear. This was mentioned in the client focus group and in the client 
study [26]. However, in the client study this did not seem a relevant issue for clients or representatives.  
 
Practical information and support – professional perspective 
Professionals pointed out that different regulations might quickly change the importance of the subject 
of costs. Whether care is covered or not under different insurance schemes might influence the choices 
clients will make in the future.  
The professionals in their focus group also noted that the information provided cannot be standard, but 
must fit in the individual situation. For example, some clients value a house call, while others consider 
this a burden. Again this underlines the need for building a personal relationship with a client. The 
FO/BO study revealed that organizations invest in customer relations by coupling all entrance related 
activities in one job, the dedicated care advisor [24]. 
 
At the same time, professionals acknowledge that a lot of information is given to clients, and lots of 
forms need to be signed by the client. They assume some of the information or forms can be handled 
later in the process:  
 

When a client comes to live with us, at that time he has to provide an immense amount of signatures. 
Which forms have to be filled in, and we are trying to work out what can be done beforehand, so 
when the client moves he can be welcomed and get used to the place, and what can be done later. 
Not all is relevant on the first days we believe.  

 
Contacts with referring professionals 
In the professionals focus group the importance of good contacts with referring organizations and 
professionals, like hospitals and family doctors was stressed:  
 

We organize information meetings for family doctors, practice nurses, professionals involved in 
district teams to inform them and it does happen that we visit a client together with a district 
professional, because they don’t have all the information we have.  

 
In the FO/BO and 3A studies the role of a referring professional in the process was mentioned [23, 24], 
however, the need to regard them as an important stakeholder to share information with, was added 
during the focus group.  
 
The effect of crisis situations on the process.  
The professionals mentioned that they increasingly have to deal with crisis situations. They acknowledge 
that this reduces the choices of clients:  
 

In a crisis situation there is no choice, because the pressure from the hospital is enormous, you will 
have to leave as quickly as possible and you will go where there is a spot available, so not much 
choice.  
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A nursing home admission often follows after a hospital stay. This has a big influence on the process of 
admission: the process goes quicker, so there is less time to make a balanced decision. It is often directly 
organized between hospital and care organization. In these situations the main contact for the client is 
more likely to be a member of hospital staff than a member of staff of the care organization. Many 
practical questions surface later, often after the admission: 
 

Those questions, also after an urgent admission, when people become more at ease and know 
everything is taken care, than they often have the same questions as others, like, you know, now I 
ended up here, but what happens next, what are the possibilities, which locations are available and 
what are the differences.  

 
From the client study it is also known that finding a location nearby family is a common aim for clients, 
which in urgent situations is not always feasible [26]. 
 
 
6.4 Discussion: towards a design for the access process to long term care 
 
In the previous section we described the results of the focus group meetings, and added insights from 
our other studies on the operational access to long-term care for older people. In table 6.2 we 
summarize the results of all five studies, distinguishing between the organizational and the client 
perspective.  
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Client perspective Professional perspective 

Senior Barometer study [25] 
Future clients: 
• 66% would turn to family doctor with request for care, 24% to 

municipality office 
• Being listened to, information about possibilities of care and 

information about waiting lists and waiting times most important 
issues 

Users: 
• 29% turned to family doctor with request for care, 30% to 

municipality office 
• Being able to ask all questions on one spot, information about 

possibilities of care and information about procedure most 
important issues 

• Generally satisfied about service aspects during access process 
Significant differences between answers of future clients and 
answers of users 
 
Client study [26] 
Numerous reasons for admission in long-term care facility 
Different involvement of informal caregivers 
Contact through a dedicated contact member of staff 
Back office processes ‘invisible’ for clients 
Preference for moving to location nearby (relatives) 
Cost aspects not considered relevant 
Access process considered smooth and swift 
Clients satisfied about contact person, position of contact varied 
Personal attention 
Time pressure of process 
Lack of practical information and guidance 
 
Focus groups (this paper) 
Importance of dedicated contact that knows background 
Emotional process for informal caregivers and complicated role 
between organization and client; not always taken into account 
Need for clear starting point and practical, realistic information, also 
to manage expectations 
Starting point often early in process, before contact with 
organizations is established (important role of family doctor) 

FO/BO study [24] 
Access process organized in a separate unit 
First contact by phone or digitally 
Two main processes: request for information and request for care 
Clients assigned to (dedicated) care advisors 
House calls and/or guided tours of facilities 
Highly educated front office employees 
Many administrative tasks / back office activities by so called front 
office staff 
Continuity point of consideration 
Entrance related activities coupled; decoupling from delivery of 
care 
 
3A study [23] 
No service concepts developed; client satisfaction with access 
process not measured  
Availability mainly by phone or e-mail; availability compromised 
by practical issues and organizational choices 
Request often not by client but on behalf of client 
Entrance units centrally organized or decentralized; providing 
information centralized 
Affordability not an issue; checking / getting right needs 
assessment is 
Managing expectations is relevant  
Enhancing acceptability by investing in building customer relations 
through dedicated advisors 
Mapping of client needs and keeping appointments 
 
Focus groups (this paper) 
Importance of dedicated contact to support client; contact often 
late in process 
Focus more on support of client than on support of informal 
caregivers 
Information should be individually matched, building a personal 
relationship with client important 
Strong focus on relationship with referring professionals 
More crisis situations reduce choices of clients and speeds up 
process 

Table 6.2. Results studies summarized. 
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Cost aspects not considered relevant 
Access process considered smooth and swift 
Clients satisfied about contact person, position of contact varied 
Personal attention 
Time pressure of process 
Lack of practical information and guidance 
 
Focus groups (this paper) 
Importance of dedicated contact that knows background 
Emotional process for informal caregivers and complicated role 
between organization and client; not always taken into account 
Need for clear starting point and practical, realistic information, also 
to manage expectations 
Starting point often early in process, before contact with 
organizations is established (important role of family doctor) 

FO/BO study [24] 
Access process organized in a separate unit 
First contact by phone or digitally 
Two main processes: request for information and request for care 
Clients assigned to (dedicated) care advisors 
House calls and/or guided tours of facilities 
Highly educated front office employees 
Many administrative tasks / back office activities by so called front 
office staff 
Continuity point of consideration 
Entrance related activities coupled; decoupling from delivery of 
care 
 
3A study [23] 
No service concepts developed; client satisfaction with access 
process not measured  
Availability mainly by phone or e-mail; availability compromised 
by practical issues and organizational choices 
Request often not by client but on behalf of client 
Entrance units centrally organized or decentralized; providing 
information centralized 
Affordability not an issue; checking / getting right needs 
assessment is 
Managing expectations is relevant  
Enhancing acceptability by investing in building customer relations 
through dedicated advisors 
Mapping of client needs and keeping appointments 
 
Focus groups (this paper) 
Importance of dedicated contact to support client; contact often 
late in process 
Focus more on support of client than on support of informal 
caregivers 
Information should be individually matched, building a personal 
relationship with client important 
Strong focus on relationship with referring professionals 
More crisis situations reduce choices of clients and speeds up 
process 

Table 6.2. Results studies summarized. 
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106  Challenges of access 

 Organization  Dimensions of access Client  

• Accessibility by phone and digital 4 
• Dedicated member of staff 3,4 
• Information available on internet 4 
• One spot for all questions 3 
• Facility nearby relatives 4 
• Available spot(s) 4 

• Centralized and decentralized access 1,2 
• Dedicated advisors 1,2 
• Continuity of staff  
• Openings hours / accessibility by phone 

1,2 
• Access for referring professionals 5 

• Mandatory excess 4 
• Needs assessment  4 

• Smoothness / swiftness of process 4 
• Contact with focal point / liaison 4,5 
• Personal attention and trust 3,4 
• Involvement of informal care 4,5 
• Communication between units 4 
• Time pressure / effect of crisis 4,5 
• Information about waiting lists and 

waiting times 3 
• (Practical) information about care and 

procedures 3,5 

• Check of needs assessment 2 
• Emergence of for profit initiatives 2 
• Efficiency 1,2 

• Service concepts / customer 
satisfaction 2 

• Investment in building relationship 
with clients (dedicated advisor) 2,5 

• Guided tours of facilities or house calls 
2 

• Follow up on appointments 2 
• Paperwork when appropriate 5 

Availability:  
Providing 

appropriate 
service in right 
time and place 

Affordability: 
 Fit between 

costs of service 
and ability to pay 

for it 
 

Acceptability:  
Expectations and 

attitudes of 
provider and 

client 

All studies described were set out to be able to identify the most important issues when designing the 
operational access process to long-term care and services for older people to match clients’ needs. In all 
studies, the results were connected to either one of the 3A dimensions [13-15] or the front/back office 
elements [16-19]. These items are summarized in figure 6.3 and 6.4, the numbers behind the items refer 
to the study they come from. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 6.3. Organizational and client perspectives on three A dimensions of operational access to 
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Before designing the access process to long-term care it is important to identify the aspects that should 
be taken into account when arranging the access process, from an organizational perspective and from a 
client perspective. We identified in our studies and in the focus groups several important issues on all 
three A’s that need to be taken into consideration when arranging the access process to care. These 
aspects are summarized in figure 6.3, and we propose these issues are used to set the principles. 
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After setting the stage the next phase is to design the total operational access to care, following 
front/back office configuration. Choosing a front/back office configuration is based on two design 
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Front/back office aspects of operational access to care 

Decoupling                                                                                                                              Coupling 
General information 1                                                                             Dedicated advisor 1,2,4,5 
Handover to care department 1                                                              Highly educated staff 1,2 
Continuity of staff / calls through service department 1,2                                                             . 

Back office                                                                                                                        Front office 
Administrative processes 1,4                                                   Centralized service department 1 
Websites / brochures 1                                                                           Dedicated advisor 1,2,4,5 
Automated/digital requests 1                                         Customized service & cross selling 1,5 

1:  FO/BO study;    2:  3A study;    3: Senior Barometer study;    4: Client study;    5: Focus groups 
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108  Challenges of access 

Step 1: Set principles 
 
Availability:  
The first principle is to decide how the entrance unit can be reached: is it on a central location or are 
there several decentralized access points? Is the unit (or are the units) only available by phone or online 
or is it a physical point as well? Clients value the availability of their care providers [12, 31]. From our 
studies we know that continuous and direct availability does not seem necessary [26], however the 
access process needs to be organized in such a way that clients can easily experience availability. How is 
continuity of staff ensured? For clients it is important that all their questions are answered at one place 
[25], preferably a dedicated member of staff. Availability of enough accommodations nearby relatives is 
very important in case of residential or nursing home care [9].  
Another relevant issue is the way availability for referring professionals like hospital staff of family 
physicians is organized. From the focus groups we know this is an important group to consider for two 
main reasons: they might be in touch with clients before organizations reach them and often support 
the clients with their choices, and some referrers (especially hospitals) have an interest in referring their 
clients to the next step in the chain of care as quickly as possible.   
 
Affordability:  
From our studies it follows that the cost(s) of long-term care in the Netherlands is not a big issue for 
clients and their representatives [26]. Organizations and professionals assume this might be a more 
relevant issue in the near future, because of the emergence of for profit initiatives [23]. However clients 
and professionals in the focus groups agree that the information about the costs clients have to make 
e.g. through the income-related mandatory excess, should already be available early in the process, as 
well as information about the needs assessment. Similarly, information on other costs (e.g. for laundry) 
should be available in the entrance unit. Furthermore, organizations choose to organize the operational 
access process in a separate unit in order to create an efficient process [24]. This, in turn, influences the 
trade-offs in the design of the access process.  
 
Acceptability:  
In all our earlier studies, acceptability turned out to be a crucial and important dimension [23, 25, 26]. 
One of the most important items is to ensure that clients and their representatives know they are being 
listened to, and that they receive personal attention. Attention for emotional needs, taking a personal 
interest, not just in clients but also their informal caretakers is as important as well-timed information 
about processes (and the pace of it) and possibilities of care. This has also been found and 
acknowledged by studies focusing on the selection of a nursing home [7, 8, 32]. Investing in building a 
relationship with clients and/or their representatives and establishing this relation as soon as possible 
during the access process should be a guiding principle for organizations. 
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Step 2: Design decisions  
 
Front office or back office: 
In order to find out what care a client needs and what offer best suits his needs, direct interaction (i.e. 
front office activity) between a client and health care provider is often inevitable and most likely a 
prerequisite [16]. Also in the focus groups it was mentioned that direct contact is important in order to 
customize the offer to the client, as well as to be able to build a relationship. This has implications on for 
example employee skills and capacity planning [16, 17]. At the same time, the access process also 
involves many activities that are performed in a low contact environment, such as administrative 
processes, consulting a colleague or preparing a meeting [24]. Long-term care organizations should 
make explicit choices of what activities should be assigned to a front office and which activities are 
executed without direct contact with clients in a back office environment, also accounting for the 
complexity of the process [33]. For example, provision of general information can be performed in a 
front office (service department) as well as a back office environment (websites and brochures). In case 
of complex requests back office expertise can be consulted by a front office employee. The principles set 
based on the three A dimensions help making the trade-off.  
 
Coupling or decoupling:  
Apart from choosing whether activities are executed front or back office, there is a need to determine 
who carries out the activities (decoupling decision). By introducing separate entrance units, 
organizations already make the choice to decouple the access process from the actual delivery of care 
and services [24]. The activities during the entrance process are coupled if organizations choose to 
appoint a dedicated advisor for clients. This way, knowledge about the client is in one hand and 
handovers during the access process are avoided. Furthermore it is an adequate way to support clients 
during a complex process of searching for and selecting care. Again, this choice also has implications on 
other choices, such as the educational level of the staff in the entrance unit [16].  
However, organizations can still choose to decouple several other activities, for example providing 
general information through a service department, administrative jobs by support staff or to enhance 
the availability of advisors by creating a backup.  
The choice of a separate entrance unit also results in a second decoupling point, i.e. when the care 
delivery starts and the client is handed over to a care department. Choices of how this handover is 
organized, for example which role and responsibility the dedicated advisor has in this process, should be 
part of the design.  
 
 
6.5 Conclusion 
 
We started this paper with the case of Mrs. Z. How could a well-designed access process have helped 
her? One of the main problems she encountered was that she met the right people fairly late in the 
process. So it is important that contact between organization and (representative of) client is 
established at the right time. In the focus group the role of referring professionals and the relationship 
between the professionals in the access process and these referring professionals was stressed several 
times. This way complex client situations can be detected sooner, and also adequate support can be 
provided earlier. As is clear from Mrs. Z.’s case, this includes emotional support and practical 
information. 
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Limitations and future research 
For the development of our model we have used a mixed method strategy. It enabled us to combine a 
wide range of rich data to develop a model to support the operational access to care. However, during 
the steps made during our research, it needs to be assured that all studies individually are valid and 
reliable independently of each other. Since we made use of published studies, we do believe this is the 
case.  
 
Actually designing an operational access process or entrance unit based on the principles derived from 
our studies and evaluating it from an organizational as well as a client perspective, would be a valuable 
addition to the results of this study and earlier studies on the access to long-term care for older people 
and would help to get from scientific results to practical application of our findings.  
 
General conclusion 
The access process to care is a very important part of the total care process and as such valued by 
(representatives) of clients, professionals as well as care organizations. Clients and their relatives have 
to make important decisions during an emotional time in their lives; professionals and organizations 
must collect and share all relevant information needed to provide a matching offer, and in addition, 
during this first step the tone for the following processes, including the provision of care is set.  
Apart from looking at client and organizational perspectives, both front/back office aspects and the 3A 
dimensions have been found to be relevant in an operational access process that meets the needs of all 
involved. It can be concluded that appointing a dedicated contact person to support clients and their 
informal caretakers is a very relevant element, as is also the acknowledgement and involvement of the 
network around the client.  
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Blog 7: Commotion 
 
 
I meet a woman, to interview her about her sister’s admission to a nursing home. Her sister had been 
treated by a psychiatrist for years. Alzheimer was recently added to her conditions. It was the 
neighborhood who noticed things were not going right. Her sister had neglected herself. She locked 
herself up in the house, was afraid she would be taken away. A fear that turned into reality. After those 
warning signs a compulsory admission to the psychiatric ward of the hospital followed. A return home 
turned out to be impossible. She needed too much care. So she ended up in a nursing home, to which 
her sister actually agreed. The woman I am interviewing does not know if her sister is on a specific 
nursing department, or what care package was assigned. It is a closed department, her relatively young 
sister seems out of place between the other, older residents with severe dementia. She checked for 
other options, nursing homes specializing in care for early onset dementia. But no spaces were available. 
And her sister seems to be ok with it, does not want to move. She holds on to what she knows and is 
familiar with. Only towards the end of the interview, the woman I am interviewing shows how hard it 
has been for her and her husband. We are talking after all about her sister, and she could not let go. She 
explains how they regularly had to go to see her, sometimes in the middle of the night, because her 
sister panicked. Her sister called her on the phone, at least ten times a day. No other help was available, 
for at least three years. Only after the police had to be involved, a crisis team got called and the 
admission to the hospital was arranged. And now? Still not everything is back to normal. They are 
cleaning up her sister’s extremely messy house. Of course they go and visit her regularly. And organize 
several practical things. Fortunately, life has become less hectic and they have time to themselves again. 
She points outside; to start with they will clean up their garden, since their pretty garden has turned into 
a wilderness.  
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7.1 Introduction 
 
Like in many European countries, the Dutch long-term care system is being reformed in order to 
organize long-term care for older people in such a way that an increasing number of clients can be cared 
for with the same or less resources [1, 2]. These changes, referred to as transitions and described in the 
general introduction (chapter 1) do not only aim at cutting costs, but are also set out in order to 
enhance demand-based care as opposed to the traditionally supply-driven healthcare services [3]. Care 
providers are challenged to provide services that better match the individual needs of their clients [2, 4-
6]. In this changing and complex environment, providing sufficient support to clients, getting in touch 
with them as quickly as possible as well as organizing efficient processes seem more important than 
ever. As a consequence, we see that organizations that provide long-term care for older people are 
reconsidering their access process to support and enhance the entrance of clients [7, 8]. The care and 
service access process is a crucial first step in the total care provision by care organizations. This is the 
step in which the client, or someone on behalf of the client makes a request for care, after which a care 
package is specified to match his or her individual needs [9, 10]. The access process comprises only a 
small part of the total process of care and services, however, it is an important first step in this process, 
where the interaction between client and care provider starts. During this step the tone is set and 
expectations are set. The direct interactions between care professionals and clients during the first 
contact – often during the access process - also influence the experiences and satisfaction of clients 
during the actual care provision [11]. In contrast to the availability of studies on the quality of long-term 
care delivery itself, remarkably little is known about the process that leads towards the actual provision 
of care. 
 
The main purpose of the research described in this dissertation was to find out how organizations that 
provide long-term care can be supported to design the operational access to their services, in such a 
way that it matches with what is important for their clients. Our aim was to advance knowledge on the 
operational access process to long-term care for older people from both organizational and client 
perspective, as well as to propose the steps that need to be made in order to design an adequate 
operational access process. 
 
In four separate studies, we addressed the research questions derived from the main purpose, which 
are described in the introduction (chapter 1). The empirical studies were done to gather data in order 
to: 

1. analyze existing operational access processes in organizations that provide long-term care for 
older people (part I); 

2. explore what older people or their representatives expect of the access process to care and how 
they experience the operational access process (part II); 

3. get insight in what professionals and representatives of clients find important in the design of an 
operational access process (part III). 

The theoretical backbone of the studies was found in two theoretical concepts: the three A dimensions 
of access: availability, affordability and acceptability [12-14] and front/back office configurations [15-
18]. These two concepts, which are summarized in figure 7.1, are introduced in chapter 1 and further 
elaborated on in chapters 2 to 6. 
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Figure 7.1.  Theoretical concept of operational access to long-term care 
 Source: Schipper, L, Meijboom, B., Luijkx, K. & Schols, J. (submitted). Designing access to long-

term care for older people to match clients’ needs: perspectives from clients and 
organizations.  

 
 
7.2 Main results 
 
Existing operational access processes in organizations  
In part I we analyzed the operational access process of four long-term care organizations. The four case 
organizations that were studied considered the operational access process as an important and crucial 
part of their care process, which can be separated from the actual delivery of care and services. Each 
case organization organized at least a part of the access process in a separate unit. These units focus on 
first contact by phone or digitally and are mainly supporting two main processes: request for 
information and request for care.  
Organizing these processes in separate units was done in the first place to offer a clear and uniform 
process for clients in order to enhance the accessibility of the organization for clients. Several other 
motifs were mentioned: creating better customer relations or raising the efficiency and effectivity of the 
access process. Enhancing customer relations or getting to know the customer was mainly done by 
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assigning a dedicated and highly educated care advisor and by use of house calls and guided tours of 
facilities. This way all entrance related activities within the organization were coupled in one person.  
We found that the entrance units of the case organizations were not intentionally designed according to 
front/back office principles, however the case organizations did separate front office activities from back 
office activities. Still the majority of tasks executed by the so called front office staff, turned out to be 
administrative and therefore were in fact back office tasks.  
 
Apart from front/back office aspects, we also recognized the three A dimensions of access (availability, 
affordability and acceptability) in the way the case organizations organized their operational access 
process. Availability of entrance units was compromised by practical issues, such as the varying working 
hours of care advisors, the fact that they often could not be reached while they were making house calls 
or in meetings, but also due to organizational choices.  
Interesting is the finding that entrance units were organized to get in touch with clients, while in most 
cases it is not the client him- or herself that makes the request for care. Many requests are done on 
behalf of the client by relatives, but also by professional caregivers. In addition, most requests at the 
time of the study were received digitally, after a client has requested a needs assessment from the Care 
Assessment Agency (CIZ). So direct contact with clients is established relatively late in the process and 
often after the client already chose a care provider. Furthermore, we found multiple contact points 
where the process could start. For example organizations combined a central service department with 
decentralized access to care advisors, or requests for care reached the organization through referring 
professionals.  
Affordability hardly seems an issue from an organizational point of view. Organizations do not have to 
consider the costs for clients during the access process, since long-term care is covered by several 
insurance schemes and the fees clients pay are income related, rather than based on the choices clients 
make for services. Organizations do check if clients have the proper needs assessment.  
Another remarkable finding was that organizations do not structurally measure the satisfaction of clients 
during or after the operational access process. Yet, acceptability turned out a very relevant dimension of 
access. Investing in the relationship with the client and adequate follow up on appointments was 
considered crucial by the case organizations and the main ‘tool’ used for this is the personal relationship 
between client and care advisor as mentioned before. Furthermore we found that care advisors put 
considerable time and effort into fine-tuning the client’s needs and wishes into a care arrangement.  
 
 
Clients’ expectations and experiences  
Since the organizations hardly evaluated clients’ experiences during the operational access process, we 
conducted two studies aimed to find out what clients find important during the operational access 
process and what their actual experiences were. We looked at expectations of future clients as well as 
experiences of current clients, assuming the both angles are important to consider in the access process. 
The findings of a quantitative and a qualitative study into clients’ expectations and experiences can be 
found in part II. The findings of both studies were analyzed by using the three A dimensions of access, 
since the front/back office aspects are mainly usable from an organizational perspective.  
A web-based questionnaire (Senior Barometer), distinguishing between ‘future clients’ and ‘users’, gave 
insight in what older people report being important during the access process. For both groups the 
family practitioner was often the first person they would turn to with their request for care, even 
though ‘users’ also found their way to other spots, like the municipality office, the Care Assessment 
Agency (CIZ) or a home care organization. We constructed a top 3 of issues that ‘future clients’ resp. 
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‘users’ find important when they have a request for care. For ‘future clients’ being listened to, receiving 
information about possibilities of care and receiving information about waiting lists and waiting times 
were the most important issues. ‘Users’ found being able to ask all questions on one spot, receiving 
information about possibilities of care and receiving information about procedures the three main 
issues. While ‘users’ stress items that are connected to availability, ‘future users’ emphasize the 
importance of issues related to acceptability. Affordability does not rank high for both groups.  
To get better understand the perspective of clients, we also interviewed (representatives of) clients that 
were recently admitted in a nursing or residential home. With the main reason for admission being that 
the current living arrangements were not sufficient, the immediate cause why the respondents were 
admitted at that moment were numerous; in many cases admission had followed a hospital stay after 
which the need for care suddenly had increased, but also a more gradual increase of care, too much 
strain on informal caregivers, illness or death of the primary informal caregiver or a combination of 
these reasons made a move to an institutional care setting unavoidable. The way the informal caregivers 
or representatives were involved in the access process varied. When we look at availability during the 
access process, having a dedicated contact person is important, even though this dedicated contact for 
clients was not always the care advisor the organizations put forward. For example, if admission to a 
nursing home followed a hospital admission, the dedicated contact was more likely to be a member of 
hospital staff. The second important issue concerning availability was the availability of the location (or a 
room). Clients prefer to move to a location nearby their home and/or relatives, but most often the 
admission simply took place in a care location where a spot was available.  
Just as we found in the study from organizational perspective, issues concerning affordability were not 
mentioned spontaneously, but most respondents were aware that a needs assessment is required and 
that an income based financial contribution (mandatory excess) is applicable, but trust this will match 
their financial possibilities.  
When it comes to acceptability, we found that most respondents were satisfied about the access 
process and felt personally taken care of. However, they do mention the need for more (emotional) 
support and practical information. Furthermore, respondents mention the time pressure put on them to 
move to the care location once a spot was available. Some were pleasantly surprised admission was 
possible on such short notice, others felt pressured.  
 
 
Towards a design  
In part III we combined the results of part I and II with new insights from focus groups. In two focus 
group sessions we explored the desired access process from an organizational/professional as well as a 
client perspective. We discovered five issues the focus groups found relevant in the design of the access 
process.  
Both from a client as a professional perspective, having a dedicated contact was considered important, 
the participants of the focus groups saw an important role for the family practitioner. However, most 
important is that the contact person knows the background of the client. Also the role and position of 
the informal caregivers was discussed in the focus groups. While informal caregivers often act on behalf 
of clients, they are also emotionally involved in the process. Professionals acknowledged that their 
support is mainly directed on client’s needs and less on the emotions and needs of the informal 
caregivers. 
Lack of practical, realistic and individually matched information, providing better support of clients 
during their search, and organizing a clear starting point were mentioned in both focus groups as well. 
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Both from a client as a professional perspective, having a dedicated contact was considered important, 
the participants of the focus groups saw an important role for the family practitioner. However, most 
important is that the contact person knows the background of the client. Also the role and position of 
the informal caregivers was discussed in the focus groups. While informal caregivers often act on behalf 
of clients, they are also emotionally involved in the process. Professionals acknowledged that their 
support is mainly directed on client’s needs and less on the emotions and needs of the informal 
caregivers. 
Lack of practical, realistic and individually matched information, providing better support of clients 
during their search, and organizing a clear starting point were mentioned in both focus groups as well. 
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Relevant is that from a client’s perspective, information could be helpful earlier in the process, even 
before formal contact is made with the organization.  
Professionals especially stressed the importance of good contacts with referring professionals as 
important stakeholders in the process, and the effect of crisis situations on the speed of the access 
process. It also reduces the choices clients can make.  
These issues were compared with the findings from the studies described in part I and II. The main 
results of the studies described in this dissertation, are summarized in table 7.1.  
 
 

Main findings operational access process 

Part I: organizational perspective 

• Access important, yet separable part of care process 
• Focus on first contact by phone and/or digitally 
• Assigning dedicated care advisor to handle client contacts and build customer relations 

Part II: client perspective 

• Family practitioner often first contact point 
• ‘Future clients’ and ‘users’ differently rate the importance of aspects during the access process 
• Clients value dedicated contact person, regardless of position in organization 
• Varying involvement of informal caregivers in access process 

Part III: towards a design 

• Importance of dedicated contact, from both organizational as client perspective 
• Focus more on support of client than on support of informal caregivers in process 
• Need for clear starting point, practical and individually matched information 
• Importance of relationship with referring professionals during access process 

Table 7.1. Main findings. 
 
 
7.3 Scientific contribution 
 
In our studies as described in part I, II and III we found that from both the organizational and the client 
perspective a well-designed access process is important. The access process to long-term care for older 
people is the first and essential step in the search for formal care and services. Access to care is a widely 
studied subject, however, as we stated before, we found there is not much knowledge or literature 
available that could help researchers to study, and care organizations to evaluate or design the 
operational access to care services for older people. Both the organizational and client perspective on 
the access process are neglected areas of research.  
 
The scientific contribution of the studies of the operational access to long-term care as described in this 
dissertation address the main goals as described in 7.1 and are the following: 

• Applicability of two major theoretical concepts to study the operational access to long-term care 
(chapters 2, 3, 4 and 5) 

• The added value of combining these two concepts (chapter 6) 
• Insight about the way current access processes are organized by organizations that provide long-

term care (chapters 2 and 3) 
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• Insight in the way clients experience the operational access to long-term care and what their 
expectations are (chapters 4 and 5) and the comparison of people who had already experienced 
the access to care services (‘users’), with people who had not (‘future clients’) (chapter 4) 

• Insight in the desired operational access process to long-term care (chapter 6) 
• Theory and empirical results combined in a two-step framework (chapter 6) 

 
Applicability of theoretical concepts 
We identified two basic concepts that are relevant in the study and design of access processes: the three 
A dimensions [12-14] and front/back office configurations [15-18] (see figure 7.1).  
 
During the multiple case study several front/back office aspects were noticed during the operational 
access to long-term care for older people, which logically follows from the fact that many activities 
during the access process are done in direct contact with the client. However, front/back office aspects 
did not seem to have been considered consciously during the design of the process. Recent studies 
conclude that front/back office configurations can be of help during the search for answers to client 
needs [19] or will allow for in-depth needs clarification and improving a client’s care experience [15]. We 
furthermore conclude that the latter is additionally enhanced by coupling activities in one job to ensure 
clients have contact with fewer employees. This requires specific employee skills, such as skills to 
analyze the request for care, knowledge of a wide range of services and communicative skills. 
However, we found that in the case organizations, the emphasis of activities was on administrative 
tasks, which might keep the relatively highly educated care advisors from reaching their goals. 
Intentionally organizing administrative tasks in a back office environment, according to front/back office 
design principles could have favorable effects on outcomes as well as client satisfaction [20, 21].  
 
Furthermore, we found that the three A dimensions of access (availability, affordability and 
acceptability) were also taken into account by the case organizations during the access process to their 
care. With the three A dimensions we were also able to understand how older clients or their 
representatives experienced the operational access process to long-term care. The dimension 
acceptability turned out to be of importance to long-term care organizations. Even though the case 
organizations did not evaluate client experiences and satisfaction with the access process, they do invest 
in building a relationship with the client during the access process. Given the fact that actions during the 
access process can lead to either confidence or resistance in clients and shapes the future experiences 
of clients [11, 22], investing in the dimension acceptability during the access process seems relevant. 
From a client perspective, acceptability turned to be an important dimension as well. The need for 
practical and emotional support during the access process, was considered essential for both clients and 
their representatives and has been found before [23, 24]. The role a dedicated contact person could play 
in this, seems crucial. However, this is not necessarily the care advisor organizations put forward. This 
role can also be filled by another professional, which does not even have to be an employee of the care 
organization where the request for care is made.  
Availability is the more practical dimension of the three A’s. We noticed more variation in the choices 
organizations make to enhance availability. For example, we found that some organizations choose to 
arrange the access process centrally, while others consider it a decentralized activity. Also different 
choices were made in the way care advisors can be reached (directly or always through a service 
department) and regarding opening hours. For clients apart from the need to be able to reach the 
entrance unit, and more important, their dedicated contact, availability of a location, preferably nearby 
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was a relevant issue , which was also found in a previous study among older people moving to 
residential care [25].  
Furthermore we found that the dimensions availability and acceptability are interrelated, for example 
limited possibilities to reach the contact person was acceptable, as long as clients knew when and how 
to reach their contact person and appointments were followed up on. 
In all studies the dimension affordability was mentioned, but did not seem a relevant issue neither from 
organizational nor client perspective. It can be concluded that this follows from the way the Dutch 
health care insurance system has been organized in the past. However, given the very recent transitions 
in the Dutch long-term care system, which is coupled with changes in fees (higher own contributions) 
clients have to pay, we assume affordability becomes a more relevant dimension for both organizations 
and clients in the near future. Furthermore, the decrease in formal care options is most likely to go hand 
in hand with an emergence of for profit and private initiatives in long-term care, including options to get 
extra services for additional charges.  
 
Empirical results lead to two step design framework 
Our studies focused on different perspectives of the operational access process and each study 
therefore filled the research gaps identified. In chapter 6 all data gathered during this research were 
combined and used to describe the most important issues that are relevant in the practical design of the 
operational access process.    
 
These combined results were connected to the two basic theoretical concepts of the studies: the three A 
dimensions and the front/back office elements.  
The issues connected to one of the three A’s are the aspects that should be taken into account when 
arranging an operational access process. The front/back office aspects are crucial in the design of the 
operational access process.  
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 Organization  Dimensions of access Client  

• Accessibility by phone and digital 4 
• Dedicated member of staff 3,4 
• Information available on internet 4 
• One spot for all questions 3 
• Facility nearby relatives 4 
• Available spot(s) 4 

• Centralized and decentralized access 1,2 
• Dedicated advisors 1,2 
• Continuity of staff  
• Openings hours / accessibility by phone 

1,2 
• Access for referring professionals 5 

• Mandatory excess 4 
• Needs assessment  4 

• Smoothness / swiftness of process 4 
• Contact with focal point / liaison 4,5 
• Personal attention and trust 3,4 
• Involvement of informal care 4,5 
• Communication between units 4 
• Time pressure / effect of crisis 4,5 
• Information about waiting lists and 

waiting times 3 
• (Practical) information about care and 

procedures 3,5 

• Check of needs assessment 2 
• Emergence of for profit initiatives 2 
• Efficiency 1,2 

• Service concepts / customer 
satisfaction 2 

• Investment in building relationship 
with clients (dedicated advisor) 2,5 

• Guided tours of facilities or house calls 
2 

• Follow up on appointments 2 
• Paperwork when appropriate 5 

Availability:  
Providing 

appropriate 
service in right 
time and place 

Affordability: 
 Fit between 

costs of service 
and ability to pay 

for it 
 

Acceptability:  
Expectations and 

attitudes of 
provider and 

client 

This has been translated into a two-step design framework, which is presented in figures 7.2 and 7.3.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 7.2.  Organizational and client perspectives on three A dimensions of operational access to 
long-term care. 
Source: Schipper, L, Meijboom, B., Luijkx, K. & Schols, J. (submitted). Designing access to 
long-term care for older people to match clients’ needs: perspectives from clients and 
organizations.  

 
  

1:  FO/BO study;    2:  3A study;    3: Senior Barometer study;    4: Client study;    5: Focus groups 
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This framework can be used as a starting point for designing an operational access process. It comprises 
the relevant principles underlying the access process and describes the design decisions.  
In figure 7.2 the aspects related to the three A’s are summarized. Our studies revealed that these 
aspects should be taken into account when an access process is designed. We propose these issues are 
used to set the principles of the access process. These principles are subsequently used as a starting 
point to direct the trade-offs for the design decisions for a front/back office configuration (figure 7.3).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 7.3.  Front and back office aspects of operational access to long-term care. 
 Source: Schipper, L, Meijboom, B., Luijkx, K. & Schols, J. (submitted). Designing access to 
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organizations.  

 
 
7.4 Recommendations for practice 
 
Apart from having scientific value, the results and conclusions of our research have a practical and 
societal value. These are described in this section. Our main research question was aimed to provide 
tools for organizations to design their access process, based on scientific findings: 
  

How can organizations that provide long-term care be supported to design the operational access 
process to their services in such a way that it matches with what is important for their clients?  
 

Front/back office aspects of operational access to care 

Decoupling                                                                                                                              Coupling 
General information 1                                                                             Dedicated advisor 1,2,4,5 
Handover to care department 1                                                              Highly educated staff 1,2 
Continuity of staff / calls through service department 1,2                                                             . 

Back office                                                                                                                        Front office 
Administrative processes 1,4                                                   Centralized service department 1 
Websites / brochures 1                                                                           Dedicated advisor 1,2,4,5 
Automated/digital requests 1                                         Customized service & cross selling 1,5 
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Relevance for practice 
The way organizations that provide long-term care arranged their access process, was often based on 
the organization’s experience or knowledge about the access process. Even more often the entrance 
units developed over time, rather than being based on design principles. However, we also found that 
organizations studied for our research, had a keen interest in improving their access process, in order to 
better meet their clients’ needs. Furthermore, they acknowledged the importance of doing the first step 
in the total process of care provision right.  
 
From that perspective it might be considered remarkable that little literature is available of what clients 
value during the access process. We found several studies about the quality of actual care provision [26-
29], however these do not evaluate the access process preceding the provision of care. Our studies 
provide valuable insights in the expectations and experiences of clients that recently accessed long-term 
care, as well as expectations of what older people who did not request care yet (‘future clients’). These 
insights are relevant for providers of long-term care, as well as for financing bodies like health care 
insurers, municipalities and care administration offices. Furthermore the transitions in the Dutch long-
term care system make a well organized and designed access process more relevant than ever. 
 
From the interviews with clients we know that many clients are looking for information, support and 
guidance when they are in need of care. During the access process they value a listening ear, practical 
and emotional support and personal attention. The most important practical implication of our research 
should therefore be that our findings and the application of the tool in practice, lead to an improved 
client friendly access process to long-term care by addressing these issues. 
 
Apart from the insights provided by our studies, we made a start towards a designing tool for 
organizations. This two-step framework is presented in the previous section. To better serve 
organizations that want to (re)design their access process, this framework should be translated into a 
practical tool. Apart from the scientific knowledge needed for this, practical knowledge from the 
workplace, combined with specific expert knowledge and skills from centers of expertise is needed to 
make this translation in co-creation. Furthermore it requires an investment of time and money to 
achieve this.  
 
In anticipation of the development of such tool, we already identified from our studies the ten main 
topics organizations should address when designing their operational access process to long-term care. 
These topics are presented in table 7.2.  
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Ten relevant practical topics for design  

• Develop service concepts for your entrance unit 
• Meet the client as quickly as possible in their search for care 
• Assign a dedicated contact person to each client, preferably a highly educated professional 
• Invest in the relationship with the client and with their representatives / informal caregivers 
• Invest in the relationship with referring professionals  
• Make choices regarding accessibility and continuity of staff; appoint a backup for the dedicated contact 

persons 
• Organize administrative tasks in a back office environment 
• Organize an easy approachable (by phone and/or digitally) spot for general information 
• Organize adequate and clear information about possibilities of care and procedures for staff so they can 

inform their (future) clients timely and correctly 
• Support the access process with a CRM (customer relations management) system, to keep track of 

appointments made with clients  
 

Table 7.2. Practical topics for designing the access process to long-term care 
 
 
7.5 Limitations and future research 
 
In the course of the research project described in this dissertation, we used several methods. We believe 
that, overall, we developed new insights in the operational access process to long-term care and filled in 
several research gaps in this area.  
Still, we acknowledge that every study has limitations. The limitations of the studies themselves are 
addressed in the chapters they are described in. However, we believe that the combination of 
qualitative and quantitative methods, different forms of data collection and the richness of the empirical 
data give valuable comprehension of both the actual and the desired access process and a strong 
fundament for the framework we propose.  
Overall the major strength of this study is at the same time a weakness: our framework is based on two 
theoretical concepts that each by itself help to understand and analyze the access process, which have 
not been combined before. However, since we based our framework on thorough and in-depth 
empirical findings, we believe there is enough ground to combine these concepts into the two-step 
framework we developed.  
Our study is done in the long-term care sector in the Netherlands and focused mainly on institutional 
care. Though we have not gathered empirical data from other health care sectors or countries, we 
believe the results could be of interest for other sectors and countries as well, especially in sectors or 
countries that are undergoing the same kind of system transitions. As a consequence, similar studies in 
other health care environments and/or other countries could be an interesting area of future research.  
 
Furthermore, actually designing a new operational access process or entrance unit based on the 
principles derived from our studies and evaluating it from both an organizational as well as a client 
perspective, e.g. by following a client journey, would be a valuable addition to the results of this and 
earlier studies. It would certainly help to get from scientific results to practical application of our 
findings.  
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Blog 8: River of tears 
 
 
A very neatly dressed gentleman is sitting in a very heavy electric wheelchair. His special shoes directly draw 
attention. I am interviewing him, but his wife is present and does most of the talking. Now and then she 
urges him to speak as well, to tell his story. He has been living in this nursing home for a while, but she still 
has not come to terms with the fact that he no longer lives at home. In spite of his severe physical disabilities, 
she was able to look after him. But when he was no longer able to stand on his own, could use his hands less 
and less, she had to admit it became too much. Several months of rehabilitation did not make the situation 
any better. They staff there already prepared them to accept the possibility a return home might not be 
possible. That was a message they did not accept at first, and they tried all available options. Of course it 
turned out the rehabilitation staff was right. It really was not possible. Too much care. The local river flooded 
many times from their tears, says the wife. Even during our conversation they still seem to convince each 
other the admission in this nursing home is the best solution. For him, but also for her. They tell about all the 
things they do. In he weekends he comes home during the day in a taxi, on Wednesdays they play Boccia, a 
type of boules. Besides that, she visits him twice a week. And on Tuesdays he plays a game of bingo. Lots of 
other things he used to enjoy, he cannot do anymore, like playing cards. He seems resigned, but she worries 
about him. He is a little quiet and sometimes seems even a little confused. In spite of good care she notices 
he is getting worse. Accepting that is difficult.  
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132  Challenges of access 

 
Against the background of a changing environment, organizations that provide long-term care to older 
people are challenged to raise productivity and at the same time better meet the expectations of their 
clients. One of the ways these organizations deal with this, is by reconsidering the access process. The 
access process is the first step clients take in their search for long-term care. This first step is the phase 
in which the client expresses his or her need for care or services. During this process the tone of the 
interaction between client and professionals is set. The operational access is the way the process is 
organized in order to receive the client’s request for care as well as to specify and clarify the client’s 
needs. This process is necessary for clients to make a decision about care and for organizations to be 
able to start the provision of care that meets the demands of the client.  
 
In Chapter 1 the background of the transitions in the long-term care system are described in more 
detail. Also the two theoretical perspectives that form the backbone of the empirical studies are 
introduced in this chapter: the multidimensional approach to access, which led to the 3A dimensions of 
access (availability, affordability and acceptability) and front/back office considerations. Front/back 
office configuration is seen as the design of activities involving customer contact, which is also the case 
during the access process. Front office activities are executed in direct contact with clients. Activities 
that are done in a low contact environment are referred to as back office activities.  
 
The main purpose of this thesis is to advance knowledge about the way the operational access process 
to long-term care for older people is and can be organized. The central research question for this thesis 
is introduced in Chapter 1:  

 
How can organizations that provide long-term for older people care be supported to design the 
operational access process to their services in such a way that it matches with what is important for 
their clients?  

 
Next the research questions used for the several studies addressed in the thesis are introduced, as well 
as an outline of the complete study.  
 
Part I presents the studies done to analyse existing operational access processes of long-term care 
organizations through a multiple case study.  
 
Chapter 2 describes the multiple case study that was done in order to find out how care providers 
currently use front/back office principles in their operational access processes. This was done under the 
assumption that front/back office configurations might improve the design of operational access. Once a 
client gains entrance to a health care service organization, direct interaction between client and care 
provider starts. This is by definition a front office activity, an activity that involves direct contact with 
clients. At the same time activities during the access process, like administrative task are executed in a 
back office environment. Apart from the distinction between front and back office activities, the related 
concept of (de)coupling has been taken into consideration. The multiple case study was done in four 
case organizations in the south of the Netherlands that primarily focus on long-term care for older 
people and provide both residential and home care. Data were gathered by observations, interviews, 
and examination of available documents.  
The four case organizations all have organized access to the services of their organization through a 
central access unit, positioned as a separate department. Even though there were small differences 
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across cases, based on the available documents, we could identify two main processes in the access 
units studied. The first identified process involved the request for general information; the second 
process is the request for care. 
 
We found that none of the studied entrance units were physically accessible, but focus on fist contact by 
phone or through e-mail. By organizing separate entrance units, the cases decouple the access process 
from delivery of care. However, they subsequently couple all entrance related activities in one job, i.e. a 
care advisor dedicated to a client. The care advisor regularly has contact with a client. Contact moments 
include house calls or guided tours of the facility. The case organizations not only organized their 
operational access process in separate units, they also consider this process a crucial part of their care 
process. Front/back office aspects were recognizable, however, seem not to have been considered 
consciously during the design of the access process. The units were based on the organization’s 
experience with the access process or the way the units developed over time. Even though the 
organizations mention that they organize the access process in order to quickly get in contact with their 
clients, to clarify their requests and customize services, the results of this study show that the emphasis 
of activities in the entrance unit was on administrative tasks, that were done by service employees, care 
advisors and administrative (‘back office’) employees. 
 
In chapter 3 we studied the operational access processes again in four case organizations, in order to 
find out how care providers take the three A dimensions of access into account. Access can be seen as a 
concept based on the three dimensions availability, affordability and acceptability (three A’s), which 
might help care organizations to design and researchers to study the access process to care facilities for 
elderly. Availability is concerned with providing the appropriate service in the right place and at the right 
time to meet the needs of clients. Affordability refers to the degree of fit between the costs for using 
the service and the ability to pay for it. Acceptability is about the expectations of provider and client as 
well as their attitudes towards each other, which are influenced by beliefs and perceptions. 
 
All dimensions were indeed recognizable during our study of the four case organizations. However, not 
all dimensions were equally manifest or even acknowledged by the case organizations.  
We conclude that using the three A dimensions can be useful to analyze access processes of 
organizations that provide long-term care to older clients.  
The case organizations create separate units to enhance availability for clients. However many clients 
choose their care providers in an earlier stage of the process, even before they have contact with the 
care organization. Therefore, care organizations might benefit if they find ways to build a relationship 
with a client before he or she applies for an independent needs assessment and therefore before the 
clients normally come in contact with the care organization.  
We found affordability hardly to be of concern yet during the access process. However, given the 
current reforms of the Dutch Health care system, the dimension affordability might become of more 
importance in the near future.  
Acceptability was found to be an important dimension. Care organizations invest in building 
relationships with their clients by organizing a strong personal relationship between client and care 
advisor at the very beginning of the access process. However, the case organizations did not measure 
the satisfaction of the client regarding the entrance process. Doing this might further help our 
understanding of the access process to care as well as to further improvement of it. 
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134  Challenges of access 

Part II addresses the client’s perspective by studying the expectations and experiences of older people 
during the access process. Despite the current focus on demand-based care, little is known about what 
clients consider important when they have a request for formal long-term care services.  
 
As presented in chapter 4, we started with adding specific questions about the access process to the 
Senior Barometer, a Dutch web-based questionnaire that assesses the opinion of older people about 
different aspects in life. The questionnaire surveyed both people who already requested care services 
(‘users’), and people that did not (‘future clients’), so we could assess what both groups find important 
when they would make a request for long-term care as well as find out if there is a difference between 
the two groups. More than 1000 people participated in the 2012 questionnaire, to which several 
questions were added. Questions were added to find out to whom ‘future clients’ would, respectively 
‘users’ did turn with their request for care, and to measure the perceived importance of nine access 
related service aspects.  
 
The majority of the respondents (82%) reported not having requested any care services: ‘future clients’. 
About one fifth of the respondents (157 persons) reported that they or someone else in their family had 
requested one or more services (‘users’). Less ‘users’ than ‘future clients’ turned resp. would turn first to 
the family doctor with a request for care (29% vs 66%), but more ‘users’ than ‘future clients’ went 
respectively would go to the municipality, the Care Assessment Centre or a home care organization or 
professional with their request for care. When the two groups (‘future clients’ and ‘users’) were 
compared, this difference statistically significant.  
 
We also found statistical differences between ‘users’ and ‘future clients’ when asked about what they 
consider to be important during the actual (‘users’) or future request (‘future clients’) for care. Almost 
all ‘future clients’ (95%) not only found it important that their personal preferences are heard, they also 
wanted information about the possibilities of care (95%), waiting lists and waiting times (95%). These 
three aspects rank first, second and third. Most ‘users’ (84%) found it important to be able to ask all 
questions in one spot. Also receiving information about the possibilities of care as well as about the 
procedure was rated as important or very important by 81% of ‘users’.  
 
The results give valuable information on how both ‘users’ and ‘future clients’ value the access process. 
The findings also provide valuable input for organizations providing long-term care for older clients 
about the important issues that have to be considered when organizing the access process, and this has 
not been explored before. The difference between what ‘users’ and ‘future clients’ find of importance in 
the care access process suggests that it is difficult for people to foresee what will be important once the 
need for care arrives, or where they will turn to with a request for care services.  
 
In chapter 5 the experiences of clients were further explored by a qualitative study. Data were gathered 
through interviews with representatives of clients that were recently admitted in a long-term care 
facility, or if possible with clients themselves. A total of 33 clients from 4 organizations that provide 
long-term institutional care were interviewed, concerning 34 clients (one couple). Based on the three A 
dimensions of access, a topic list was constructed that was used to structure the interviews. The 
majority of the interviews (27) was with a representative of the client. 
The processes people deal with – for themselves or for their relative – are complex and are concerned 
with major changes in health and well-being as well as in living conditions. About a third of the clients 
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were admitted after a stay in a hospital of rehabilitation clinic. Other clients were admitted because 
their need for (continuous) care increased and/or because of changes in informal care.  
 
In general we found that most of the respondents were satisfied about the access process. However, 
during this study, we found that the clients’ experiences of the access process vary strongly between 
individuals, regardless of the organization they were admitted to. Many different aspects play a role, 
such as personal situation, relationship with informal caregivers and relatives, or health status. This 
makes the access process an individual experience, in spite of resemblance of the steps in the process 
and stresses the importance of focusing on the individual needs of the client during the access process.   
The study revealed that the 3A dimensions can be used to understand how older clients or their 
representatives experience the operational access process to long-term care. Especially the dimensions 
availability and acceptability seem of importance during the process and shape the experience. 
From the interviews two types of availability emerged: the availability during the access process of the 
organization and/or their staff and the availability of the location. Availability of location was a relevant 
issue, raised in almost all interviews. Finding a location nearby family was a common aim, which in 
urgent situations was not always feasible. Important issues of the dimension acceptability are personal 
attention and feeling cared for. However, most important was having a dedicated contact person. 
Availability and acceptability were found to be closely related. For example, limited availability can be 
acceptable as long as expectations about this are clear. However, when a contact is not available as 
promised, acceptability is compromised.  
The dimension affordability does not seem to be an issue. The amounts of money people pay in fees, are 
income related and most people seem to trust that the amount they have to pay does not exceed their 
financial possibilities.  
 
 
Part III both perspectives were combined in order to describe the desired access process.  
In chapter 6 we followed the case of Mrs. Z. and her mother, to find out how a request for care can arise 
and what can happen during the search for matching care with demands. We set out to identify the 
most important issues when designing the operational access process to long-term care and services for 
older people in order to match clients’ needs. 
We made use of three sources to identify these issues: the theoretical concepts on front/back 
configurations and the three A dimensions to access, the results presented in chapters 2, 3, 4 and 5, 
providing insight in the current access process of long-term care from organizational and client 
perspective, and insight in the desired access process, explored during two focus group meetings with 
representatives of clients and professionals involved in the access process. The focus groups raised five 
main issues: the importance of a dedicated contact, that knows the background of the client, the role 
and position of the informal caregivers, the lack of practical, realistic and individually matched 
information, preferably earlier in the process as well as a clear starting point, good contacts with 
referring professionals and the effect of crisis situations on the process.  
 
In chapter 6 all data gathered were combined and used to describe the most important issues that are 
relevant in the practical design of the operational access process. These combined results were 
connected to the two basic theoretical concepts of the studies: the three A dimensions and the 
front/back office elements. This has been translated into a two-step design framework as a starting 
point for designing an operational access process. It comprises the relevant principles underlying the 
access process and describes the design decisions.  
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such as personal situation, relationship with informal caregivers and relatives, or health status. This 
makes the access process an individual experience, in spite of resemblance of the steps in the process 
and stresses the importance of focusing on the individual needs of the client during the access process.   
The study revealed that the 3A dimensions can be used to understand how older clients or their 
representatives experience the operational access process to long-term care. Especially the dimensions 
availability and acceptability seem of importance during the process and shape the experience. 
From the interviews two types of availability emerged: the availability during the access process of the 
organization and/or their staff and the availability of the location. Availability of location was a relevant 
issue, raised in almost all interviews. Finding a location nearby family was a common aim, which in 
urgent situations was not always feasible. Important issues of the dimension acceptability are personal 
attention and feeling cared for. However, most important was having a dedicated contact person. 
Availability and acceptability were found to be closely related. For example, limited availability can be 
acceptable as long as expectations about this are clear. However, when a contact is not available as 
promised, acceptability is compromised.  
The dimension affordability does not seem to be an issue. The amounts of money people pay in fees, are 
income related and most people seem to trust that the amount they have to pay does not exceed their 
financial possibilities.  
 
 
Part III both perspectives were combined in order to describe the desired access process.  
In chapter 6 we followed the case of Mrs. Z. and her mother, to find out how a request for care can arise 
and what can happen during the search for matching care with demands. We set out to identify the 
most important issues when designing the operational access process to long-term care and services for 
older people in order to match clients’ needs. 
We made use of three sources to identify these issues: the theoretical concepts on front/back 
configurations and the three A dimensions to access, the results presented in chapters 2, 3, 4 and 5, 
providing insight in the current access process of long-term care from organizational and client 
perspective, and insight in the desired access process, explored during two focus group meetings with 
representatives of clients and professionals involved in the access process. The focus groups raised five 
main issues: the importance of a dedicated contact, that knows the background of the client, the role 
and position of the informal caregivers, the lack of practical, realistic and individually matched 
information, preferably earlier in the process as well as a clear starting point, good contacts with 
referring professionals and the effect of crisis situations on the process.  
 
In chapter 6 all data gathered were combined and used to describe the most important issues that are 
relevant in the practical design of the operational access process. These combined results were 
connected to the two basic theoretical concepts of the studies: the three A dimensions and the 
front/back office elements. This has been translated into a two-step design framework as a starting 
point for designing an operational access process. It comprises the relevant principles underlying the 
access process and describes the design decisions.  
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The final chapter 7 provides a general discussion and reflects on the four separate studies. Apart from 
summarizing the main results, it also describes the scientific contribution of the studies, which are the 
following: 

• Applicability of two major theoretical concepts to study the operational access to long-term care 
(chapters 2, 3, 4 and 5) 

• The added value of combining these two concepts (chapter 6) 
• Insight about the way current access processes are organized by organizations that provide long-

term care (chapters 2 and 3) 
• Insight in the way clients experience the operational access to long-term care and what their 

expectations are (chapters 4 and 5) and the comparison of people who had already experienced 
the access to care services (‘users’), with people who had not (‘future clients’) (chapter 4) 

• Insight in the desired operational access process to long-term care (chapter 6) 
• Theory and empirical results combined in a two-step framework (chapter 6) 

 
Furthermore, in chapter 7 we elaborate on the relevance of the studies for practice. Apart from the 
insights provided by our studies, we made a start towards a designing tool for organizations and 
identified the ten main topics organizations should address when designing their operational access 
process to long-term care. The chapter ends with summing up the limitations and possibilities for 
further research. 
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In een veranderende en turbulente omgeving worden organisaties die langdurige zorg aan ouderen 
verlenen, uitgedaagd om hun productiviteit te verhogen en tegelijkertijd beter tegemoet te komen aan 
de wensen en verwachtingen van hun cliënten. Eén van de manieren waarop organisaties hier op in 
spelen, is het onder de loep nemen van hun toegangsproces. In het toegangsproces zet de klant de 
eerste stap op zoek naar langdurige zorg. Het is de fase waarin de klant zijn of haar behoefte aan zorg en 
diensten uitspreekt en gedurende dit proces wordt de toon voor de interactie tussen klant en 
professionals gezet. De operationele toegang behelst de wijze waarop het proces om de vraag van de 
klant te ontvangen, verhelderen en specificeren, is ingericht door de organisatie. Dit proces is belangrijk 
voor klanten om een besluit te nemen over zorg, en voor organisaties om de zorg op te kunnen starten 
in overeenstemming met de vraag van de klant.  
 
 
In hoofdstuk 1 worden de transities in de langdurige zorg in meer detail beschreven. Ook worden in dit 
hoofdstuk de twee theoretische concepten geïntroduceerd die de ruggengraat vormen van de 
empirische studies: de multidimensionale benadering van toegang, leidend tot de 3A dimensies van 
toegang (availability, affordability en acceptability) en front/back office overwegingen. De front/back 
office configuraties worden gebruikt bij het ontwerp van activiteiten die gepaard gaan met klant 
contact, en dit is duidelijk het geval tijdens het toegangsproces. Front office activiteiten worden 
uitgevoerd in direct contact met klanten. Activiteiten die uitgevoerd worden in een omgeving met 
weinig tot geen klantcontact, worden back office activiteiten genoemd.  
 
Het belangrijkste doel van dit proefschrift is om de kennis over de wijze waarop het operationele 
toegangsproces tot langdurige zorg voor ouderen is en kan worden georganiseerd, te vergroten. De 
centrale onderzoeksvraag voor het proefschrift wordt in hoofdstuk 1 geïntroduceerd: 
 

Hoe kunnen organisaties die langdurige zorg verlenen voor ouderen ondersteund worden om hun 
operationele toegangsproces op zodanige wijze te ontwerpen dat het aansluit bij wat belangrijk is 
voor hun klanten?  

 
Vervolgens worden de onderzoeksvragen geïntroduceerd, die gebruikt worden bij de diverse 
onderzoeken die in dit proefschrift worden beschreven. Tevens wordt een totaaloverzicht 
gepresenteerd van de complete studie.  
 
Deel I beschrijft de onderzoeken die uitgevoerd zijn om de bestaande toegangsprocessen bij 
organisaties die langdurige zorg aan ouderen bieden in kaart te brengen, met behulp van een multiple 
case onderzoek.  
 
Hoofdstuk 2 beschrijft het multiple case onderzoek dat is uitgevoerd om uit te zoeken hoe 
zorgaanbieders momenteel gebruik maken van front/back office principes in het operationele 
toegangsproces. Het onderzoek werd uitgevoerd vanwege de aanname dat front/back office 
configuraties het ontwerp van het operationele toegangsproces kan helpen verbeteren.  
Zodra een klant toegang verkrijgt tot een organisatie die zorg en diensten verleent, ontstaat directe 
interactie tussen klant en aanbieder. Dit is per definitie een front office activiteit, oftewel een activiteit 
die direct contact met de klant vereist. Tegelijkertijd zijn er tijdens het toegangsproces ook activiteiten 
die in een back office omgeving worden uitgevoerd, dus zonder klantcontact, zoals bijvoorbeeld 
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administratieve taken. Behalve het onderscheid tussen front en back office activiteiten, werd in het 
onderzoek ook gekeken naar het hieraan gerelateerde concept van (ont)koppelen.  
Het multiple case onderzoek werd uitgevoerd bij vier organisaties in het zuiden van Nederland die zich 
primair bezig houden met het bieden van langdurige zorg aan ouderen, zowel intramurale zorg als 
thuiszorg. De data werden verzameld met behulp van observaties, interviews en door het bestuderen 
van beschikbare documenten.  
De vier case organisaties hadden het toegangsproces tot hun diensten georganiseerd in een centrale 
toegangsunit, gepositioneerd als een aparte afdeling. Ondanks kleine verschillen tussen de organisaties, 
konden we op basis van de documenten twee hoofdprocessen onderscheiden. Het eerste proces had 
betrekking op verzoeken voor algemene informatie, het tweede proces betrof de aanvraag voor zorg.  
 
We hebben ontdekt dat geen van de toegangsunits daadwerkelijk fysiek benaderd werd, maar dat het 
eerste contact vooral telefonisch of via e-mail tot stand komt. Door te kiezen voor aparte toegangsunits, 
kiezen organisaties feitelijk al voor de ontkoppeling van het toegangsproces van het zorgproces. 
Vervolgens koppelen ze wel alle aan toegang gerelateerde activiteiten in één functie: de zorgadviseur 
die aan de klant wordt toegewezen. Deze zorgadviseur heeft regelmatig contact met een klant, legt 
meestal een huisbezoek af of biedt een rondleiding aan in het verzorgings- of verpleeghuis.  
De case organisaties organiseerden hun toegangsproces dus in aparte units, en beoordelen dit proces 
bovendien als een cruciaal onderdeel van het totale zorgproces. Font/back office aspecten waren 
duidelijk herkenbaar in het proces, echter deze waren niet bewust gekozen bij het ontwerp van het 
toegangsproces. De units waren vooral gebaseerd op de ervaring die de organisaties inmiddels had met 
het toegangsproces of in de loop der tijd zo gegroeid. De organisaties benoemen dat zij het 
toegangsproces belangrijk vinden om snel in contact te komen met hun klanten, hun vragen te 
verhelderen en diensten op maat te kunnen bieden. Echter, uit de resultaten van het onderzoek komt 
naar voren dat de meeste activiteiten in de toegangsunit administratieve taken zijn, uitgevoerd door 
zowel medewerkers van klantenservice, zorgadviseurs en administratieve medewerkers.  
 
In hoofdstuk 3 hebben we wederom het operationele toegangsproces bestudeerd in vier case 
organisaties. Dit keer om te onderzoeken hoe zorgaanbieders rekening houden met de drie A dimensies 
van toegang. Toegang kan gezien worden als een concept, gebaseerd op de drie dimensies availability, 
affordability en acceptability (de drie A’s). Deze drie A’s kunnen aanbieders behulpzaam zijn bij het 
ontwerp van het toegangsproces tot langdurige zorg, en onderzoekers bij het bestuderen van dit proces. 
Availability gaat over het bieden van de passende dienstverlening, op de juiste plaats en op het juiste 
moment om tegemoet te komen aan de behoeften van klanten. Affordability verwijst naar de mate van 
overeenstemming tussen de kosten voor het gebruik van een dienst en de mogelijkheid om deze te 
betalen. Acceptability gaat over de wederzijds verwachtingen tussen aanbieder en klant en hun houding 
ten opzicht van elkaar. Deze worden beïnvloed door overtuigingen en beleving.  
 
Inderdaad bleken alle drie dimensies herkenbaar in het multiple case onderzoek, ook al waren niet alle 
dimensies waren even sterk aanwezig of erkend door de vier organisaties. Wij concluderen dan ook dat 
het gebruik van de drie A dimensies behulpzaam kan zijn om het toegangsproces tot langdurige 
ouderenzorg te analyseren. 
De case organisaties hadden aparte toegangsunits ingericht om de availability voor hun klanten te 
vergroten. Veel klanten kiezen echter al eerder in het proces een zorgaanbieder, vaak zelfs voor ze 
contact zoeken met de zorgaanbieder. Zorgaanbieders zouden er dus voordeel bij kunnen hebben om al 
veel eerder in het proces in contact te komen met klanten en al een relatie op te bouwen voor het 
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indicatieproces wordt doorlopen. Verder bleek affordability nauwelijks relevant tijdens het 
toegangsproces. Gezien de recente transities in het Nederlandse stelsel voor ouderenzorg, ligt het voor 
de hand dat deze dimensie in de toekomst wel degelijk van belang gaat worden.  
Acceptability bleek wel een belangrijke dimensie. De zorgorganisaties investeren in het opbouwen van 
een relatie met hun klanten, voornamelijk door de inzet van de sterke persoonlijke band tussen klant en 
zorgadviseur vanaf het begin van het toegangsproces. Wel valt op dat de case organisaties de 
tevredenheid van hun klanten met het toegangsproces niet specifiek evalueren. Het meten van 
klanttevredenheid met het toegangsproces zou kunnen helpen met zowel het begrijpen van het 
toegangsproces als het verbeteren van dit proces.  
 
Deel II gaat over het klantperspectief aan de hand van de verwachtingen en ervaringen van ouderen 
tijdens het toegangsproces. Ondanks de actuele focus op vraaggerichte zorg, is er nog maar weinig 
bekend over wat klanten belangrijk vinden als ze een vraag hebben op het gebied van de langdurige 
zorg.  
 
Zoals beschreven in hoofdstuk 4 zijn we begonnen met het toevoegen van specifieke vragen over het 
toegangsproces in de Seniorenbarometer. Dit is een Nederlandse vragenlijst die via internet de mening 
vraagt aan een ouderenpanel over verschillende aspecten in hun leven. In het panel zitten zowel 
mensen die al wel eens zorg hebben aangevraagd (‘gebruikers’) als mensen die dit nog nooit hebben 
gedaan (‘toekomstige klanten’), waardoor we konden vragen wat beide groepen belangrijk vinden als ze 
een zorgvraag hebben of zouden hebben. Tevens konden we bepalen of er een verschil is tussen deze 
twee groepen. Meer dan 1000 mensen deden mee aan de vragenlijst van 2012, de vragenlijst waar we 
een aantal vragen aan hebben toegevoegd. Deze vragen hadden zowel betrekking op bij wie zowel 
‘gebruikers’ als ‘toekomstige klanten’ hun vraag voor zorg zouden stellen, als op het belang dat beide 
groepen hechten aan negen aan toegang gerelateerde aspecten. 
 
De meerderheid van de respondenten (82%) had geen zorgdiensten aangevraagd en waren dus 
‘toekomstige klanten’. Ongeveer één vijfde (157 personen) had wel ooit zorg aangevraagd (‘gebruikers’). 
Minder ‘gebruikers’ dan ‘toekomstige klanten’ benaderden resp. zouden als eerste de huisarts 
benaderen met een zorgvraag (29% vs 66%), daar tegenover staat dat ‘gebruikers’ eerder hun vraag 
stelden aan het Wmo loket, het CIZ, een thuiszorgorganisatie of een thuiszorgmedewerker. Als we de 
twee groepen (‘toekomstige klanten’ en ‘gebruikers’) vergelijken, bleek dit verschil ook statistisch 
significant.  
 
We troffen ook statistische verschillen tussen ‘gebruikers’ en ‘toekomstige klanten’ op de vraag wat ze 
belangrijk vonden bij de vraag voor zorg (‘gebruikers’) of belangrijk dachten te vinden bij een vraag voor 
zorg (‘toekomstige klanten’). Bijna alle toekomstige klanten (95%) vonden het niet alleen belangrijk dat 
naar hun persoonlijke voorkeuren werd geluisterd, maar ze gaven ook aan informatie te willen over de 
mogelijkheden voor zorg (95%), wachtlijsten en wachttijden (95%). Deze aspecten scoorden het hoogst. 
De meeste ‘gebruikers’ vonden het vooral belangrijk om alle vragen op één plaats te kunnen stellen 
(84%). Maar ook het ontvangen van informatie over de mogelijkheden voor zorg en de procedure werd 
gescoord als belangrijk of heel belangrijk door 81% van de ‘gebruikers’.  
 
De resultaten geven waardevolle informatie over hoe ‘gebruikers’ en ‘toekomstige klanten’ het 
toegangsproces waarderen. De resultaten geven daardoor belangrijke input aan organisaties die 
langdurige zorg voor ouderen bieden over wat relevant is bij het organiseren van het toegangsproces. 

Summary / samenvatting  141 

daar is nog weinig informatie over. Het verschil tussen wat ‘gebruikers’ en ‘toekomstige klanten’ 
belangrijk vinden in het toegangsproces tot zorg, suggereert dat het voor de meeste mensen lastig is om 
te voorzien wat voor hen van belang is als ze een zorgvraag hebben, of bij wie ze hun vraag voor zorg 
zullen stellen.  
 
In hoofdstuk 5 zijn de ervaringen van klanten verder onderzocht met behulp van een kwalitatief 
onderzoek. De data zijn verzameld door het houden van interviews met vertegenwoordigers van klanten 
die kort voorafgaand aan het interview waren opgenomen in een verzorgings- of verpleeghuis, of als het 
mogelijk was met klanten zelf. In totaal zijn 33 (vertegenwoordigers van) klanten van vier organisaties 
geïnterviewd, over 34 opnames (één echtpaar). Op basis van de drie A dimensies van toegang was een 
onderwerpenlijst opgesteld die als leidraad gebruikt werd tijdens het gesprek. De meeste gesprekken 
(27) vonden plaats met een vertegenwoordiger van een klant. De processen waar de respondenten mee 
te maken hebben, voor zichzelf of voor een naaste, zijn complex en hebben betrekking op grote 
veranderingen in gezondheid en welzijn én leefomstandigheden. Ongeveer een derde van de klanten 
werd opgenomen na een verblijf in een ziekenhuis of revalidatiekliniek. De andere klanten werden 
opgenomen omdat hun behoefte aan (continue) zorg sterk toenam of omdat er veranderingen 
plaatsvonden in de informele zorg.   
 
Over het algemeen waren de respondenten tevreden over het verloop van het toegangsproces. Echter, 
het bleek wel dat de ervaringen van klanten sterk variëren tussen individuen, ongeacht de organisatie 
waar zij werden opgenomen. Daarbij spelen veel verschillende aspecten een rol, zoals de persoonlijke 
situatie, de relatie met informele zorgverleners en naasten, of de gezondheid. Dit maakt het 
toegangsproces een individuele ervaring, ondanks dat de stappen in het proces voor iedereen ongeveer 
gelijk zijn. Dit benadrukt het belang van het focussen op de individuele vraag en behoefte van de klant 
gedurende het toegangsproces.  
 
Uit het onderzoek bleek dat het 3A dimensies goed bruikbaar zijn om te begrijpen hoe ouderen en/of 
hun naasten de toegang tot langdurige zorg ervaren. Voor de dimensies availability en acceptability 
blijken relevant gedurende het proces en beïnvloeden de ervaring.  
Vanuit de interviews kwamen twee vormen van availability naar voren: de bereikbaarheid van de 
organisatie en/of de medewerkers gedurende het toegangsproces en de beschikbaarheid van de locatie. 
De beschikbaarheid van de locatie was een relevant onderwerp dat in vrijwel alle interviews naar voren 
werd gebracht. Het vinden van een locatie dichtbij familie was een veel voorkomend doel, maar dit 
bleek in urgente situaties niet altijd mogelijk. Een belangrijk aspect van de dimensie acceptability waren 
persoonlijke aandacht en het gevoel dat iemand zich om de klant bekommert. Het meest belangrijke 
hierbij was een vaste contactpersoon. Availability en acceptability bleken bovendien nauw verbonden: 
zo bleek het geen probleem als de vaste contactpersoon niet altijd bereikbaar was, zo lang als de 
verwachtingen hierover maar helder waren. Aan de andere kant, als een organisatie niet bereikbaar is 
op het moment dat dit afgesproken is, komt de acceptability onder druk te staan.  
De dimensie affordability bleek nauwelijks een issue. Waarschijnlijk omdat de eigen bijdrage 
inkomensgerelateerd is, en de meeste mensen lijken erop te vertrouwen dat hetgeen ze moeten 
bijdragen niet hun financiële mogelijkheden overstijgt.  
 
In deel III worden de twee perspectieven gecombineerd om te komen tot het gewenste toegangsproces.  
Aan de hand van de casus van mevrouw Z. en haar moeder, wordt in hoofdstuk 6 onderzocht hoe een 
zorgvraag kan ontstaan en wat er vervolgens gebeurt tijdens de zoektocht om vraag en aanbod op 
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indicatieproces wordt doorlopen. Verder bleek affordability nauwelijks relevant tijdens het 
toegangsproces. Gezien de recente transities in het Nederlandse stelsel voor ouderenzorg, ligt het voor 
de hand dat deze dimensie in de toekomst wel degelijk van belang gaat worden.  
Acceptability bleek wel een belangrijke dimensie. De zorgorganisaties investeren in het opbouwen van 
een relatie met hun klanten, voornamelijk door de inzet van de sterke persoonlijke band tussen klant en 
zorgadviseur vanaf het begin van het toegangsproces. Wel valt op dat de case organisaties de 
tevredenheid van hun klanten met het toegangsproces niet specifiek evalueren. Het meten van 
klanttevredenheid met het toegangsproces zou kunnen helpen met zowel het begrijpen van het 
toegangsproces als het verbeteren van dit proces.  
 
Deel II gaat over het klantperspectief aan de hand van de verwachtingen en ervaringen van ouderen 
tijdens het toegangsproces. Ondanks de actuele focus op vraaggerichte zorg, is er nog maar weinig 
bekend over wat klanten belangrijk vinden als ze een vraag hebben op het gebied van de langdurige 
zorg.  
 
Zoals beschreven in hoofdstuk 4 zijn we begonnen met het toevoegen van specifieke vragen over het 
toegangsproces in de Seniorenbarometer. Dit is een Nederlandse vragenlijst die via internet de mening 
vraagt aan een ouderenpanel over verschillende aspecten in hun leven. In het panel zitten zowel 
mensen die al wel eens zorg hebben aangevraagd (‘gebruikers’) als mensen die dit nog nooit hebben 
gedaan (‘toekomstige klanten’), waardoor we konden vragen wat beide groepen belangrijk vinden als ze 
een zorgvraag hebben of zouden hebben. Tevens konden we bepalen of er een verschil is tussen deze 
twee groepen. Meer dan 1000 mensen deden mee aan de vragenlijst van 2012, de vragenlijst waar we 
een aantal vragen aan hebben toegevoegd. Deze vragen hadden zowel betrekking op bij wie zowel 
‘gebruikers’ als ‘toekomstige klanten’ hun vraag voor zorg zouden stellen, als op het belang dat beide 
groepen hechten aan negen aan toegang gerelateerde aspecten. 
 
De meerderheid van de respondenten (82%) had geen zorgdiensten aangevraagd en waren dus 
‘toekomstige klanten’. Ongeveer één vijfde (157 personen) had wel ooit zorg aangevraagd (‘gebruikers’). 
Minder ‘gebruikers’ dan ‘toekomstige klanten’ benaderden resp. zouden als eerste de huisarts 
benaderen met een zorgvraag (29% vs 66%), daar tegenover staat dat ‘gebruikers’ eerder hun vraag 
stelden aan het Wmo loket, het CIZ, een thuiszorgorganisatie of een thuiszorgmedewerker. Als we de 
twee groepen (‘toekomstige klanten’ en ‘gebruikers’) vergelijken, bleek dit verschil ook statistisch 
significant.  
 
We troffen ook statistische verschillen tussen ‘gebruikers’ en ‘toekomstige klanten’ op de vraag wat ze 
belangrijk vonden bij de vraag voor zorg (‘gebruikers’) of belangrijk dachten te vinden bij een vraag voor 
zorg (‘toekomstige klanten’). Bijna alle toekomstige klanten (95%) vonden het niet alleen belangrijk dat 
naar hun persoonlijke voorkeuren werd geluisterd, maar ze gaven ook aan informatie te willen over de 
mogelijkheden voor zorg (95%), wachtlijsten en wachttijden (95%). Deze aspecten scoorden het hoogst. 
De meeste ‘gebruikers’ vonden het vooral belangrijk om alle vragen op één plaats te kunnen stellen 
(84%). Maar ook het ontvangen van informatie over de mogelijkheden voor zorg en de procedure werd 
gescoord als belangrijk of heel belangrijk door 81% van de ‘gebruikers’.  
 
De resultaten geven waardevolle informatie over hoe ‘gebruikers’ en ‘toekomstige klanten’ het 
toegangsproces waarderen. De resultaten geven daardoor belangrijke input aan organisaties die 
langdurige zorg voor ouderen bieden over wat relevant is bij het organiseren van het toegangsproces. 
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elkaar af te stemmen. Het doel was om de belangrijkste onderwerpen te benoemen die van belang zijn 
bij het vormgeven van het operationele toegangsproces tot langdurige zorg en diensten voor ouderen, 
aansluitend bij de behoeften van klanten.  
We hebben hierbij gebruik gemaakt van drie bronnen: de theoretische concepten front/back office 
configuraties en de drie A dimensies van toegang, de resultaten zoals beschreven in de hoofdstukken 2, 
3, 4 en 5, die inzicht geven in het huidige toegangsproces tot langdurige zorg vanuit het perspectief van 
zowel organisaties als klanten, en inzichten in het gewenste toegangsproces, onderzocht met behulp 
van twee focusgroep bijeenkomsten met vertegenwoordigers van klanten en professionals betrokken bij 
het toegangsproces. Bij de focusgroep bijeenkomsten werden vijf belangrijke onderwerpen benoemd: 
het belang van een vaste contactpersoon die de achtergrond van de klant kent, de rol en positie van 
informele zorgverleners, het gebrek aan praktische, realistische en individueel afgestemde informatie, 
bij voorkeur eerder in het proces en een helder startpunt, goede contacten met verwijzers en het effect 
van crisissituaties op het proces.  
 
In hoofdstuk 6 wordt alle verzamelde data gecombineerd en gebruikt om de belangrijkste onderwerpen 
te beschrijven die relevant zijn bij het ontwerpen van het operationele toegangsproces. Deze 
gecombineerde resultaten zijn gekoppeld aan de twee theoretische concepten die gedurende de studie 
gebruikt zijn: de drie A dimensies van toegang en de front/back office elementen. Dit is vertaald in een 
tweetraps ontwerpmodel als startpunt voor het vormgeven van het operationele toegangsproces. Het 
omvat de relevante principes die ten grondslag liggen aan het toegangsproces en beschrijft de 
ontwerpbesluiten.  
 
In het laatste hoofdstuk, hoofdstuk 7, wordt door middel van een algemene discussie gereflecteerd op 
de vier onderscheiden onderzoeken. Behalve dat de belangrijkste resultaten nog eens worden 
samengevat, beschrijft het ook de wetenschappelijke bijdrage van de onderzoeken. Dit betreft: 

• De toepasbaarheid van twee belangrijke theoretische concepten om de operationele toegang 
tot langdurige zorg te beschrijven (hoofdstukken 2, 3, 4 en 5) 

• De meerwaarde van het combineren van deze concepten (hoofdstuk 6) 
• Inzicht in de wijze waarop organisaties die langdurige zorg bieden op dit moment hun 

toegangsproces organiseren (hoofdstukken 2 en 3) 
• Inzicht in de wijze waarop klanten het operationele toegangsproces ervaren, wat hun ervaringen 

zijn (hoofdstukken 4 en 5) en de vergelijking tussen mensen die al ervaring hebben met de 
toegang tot zorg (‘gebruikers’) en mensen die hierin nog geen ervaring hebben (‘toekomstige 
klanten’) (hoofdstuk 4) 

• Inzicht in het gewenste operationele toegangsproces tot langdurige zorg (hoofdstuk 6) 
• De combinatie van theoretische en empirische resultaten in een tweetraps ontwerpmodel 

(hoofdstuk 6) 

Tenslotte wordt in hoofdstuk 7 ook stilgestaan bij de relevantie van de onderzoeken voor de praktijk. 
Behalve de inzichten die de onderzoeken geven, hebben we tevens een eerste stap gezet in het ontwerp 
van een instrument dat organisaties kunnen gebruiken als ze hun operationele toegangsproces vorm 
gaan geven door de tien belangrijkste onderwerpen te benoemen die organisaties mee moeten nemen 
bij het ontwerp. Het hoofdstuk eindigt met het benoemen van de beperkingen van het onderzoek en de 
mogelijkheden voor verder onderzoek.  
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Kennis wordt vaak symbolisch weergegeven als een boom, een boom die groeit onder invloed van 
onderzoek. Die vergelijking doortrekkend, is het zaadje voor de boom van ‘mijn’ kennis geplant tijdens 
het doorlopen van de studie Gezondheidswetenschappen. Daar leerde ik de grondbeginselen van het 
doen van onderzoek. Maar pas tijdens mijn stageperiode en daarop volgende tijd als 
onderzoeksassistent in Australië werd ik echt gegrepen door het onderzoek. Het doen van onderzoek 
bleek me wonderwel te passen, ik vond het boeiend, inspirerend en de belangrijkste openbaring was dat 
onderzoek ook kon gaan over praktische, relevante onderwerpen. Het zaadje was ontkiemd, maar bleef 
voorlopig nog even ondergronds. Want ook de organisatorische kant van de gezondheidszorg boeide me 
mateloos. Via mijn andere stageplek kwam ik terecht in de ouderenzorg, bij een voorloper van de 
organisatie die nu Surplus heet.  
 
Vele jaren later bij het afronden van de MBA-H opleiding, ontdekte ik wederom hoeveel plezier het doen 
van onderzoek mij gaf. Het plantje kwam voorzichtig bovengronds. Het me kunnen verdiepen in een 
specifiek onderwerp, het combineren van theoretische kennis met inzichten vanuit empirisch 
onderzoek, gaf me precies de uitdaging die ik zocht. Ik ging me oriënteren op een mogelijk vervolg en 
kwam na een aantal gesprekken uit bij Tranzo. De functie van science practitioner leek wel op mijn lijf 
geschreven! En dus begon ik aan het laten groeien en bloeien van het jonge plantje tot een volwassen 
boom in de vorm van een promotieonderzoek naar het toegangsproces in de zorg.  
 
Met dit proefschrift als tastbaar resultaat. Het resultaat van de kennis die ik de afgelopen jaren heb 
opgedaan over dit boeiende en actuele onderwerp. Een resultaat waar ik trots op ben. Maar een 
resultaat dat ik zeker niet had kunnen bereiken zonder de inhoudelijke inbreng en kennis, praktische 
tips, emotionele steun en betrokkenheid van velen. Graag wil ik dan ook op deze plaats in het 
proefschrift stilstaan bij alle ondersteuning die ik heb ervaren tijdens mijn promotietraject.  
 
Op de allereerste plaats wil ik mijn promotieteam bedanken. Tijdens de start was Jos Schols mijn 
promotor, en Katrien Luijkx en Bert Meijboom co-promotoren. Voor mij waren jullie alle drie onmisbaar 
in dit proces en buitengewoon complementair als team. Na gesprekken met de begeleidingscommissie 
kreeg mijn vertrouwen in de voortgang steeds opnieuw een boost, de gesprekken leverden me inspiratie 
en hielpen me de juiste richting te bepalen. Terwijl jullie me toch de kans gaven om mijn eigen koers te 
kiezen. Jos, jouw tomeloze energie, snelle maar toch altijd gedetailleerde en kritische reacties zijn 
legendarisch. Met één juist geplaatste opmerking wist je me altijd weer in een goede spoor te krijgen en 
me tegelijkertijd een hart onder de riem te steken. Het vertrouwen dat je keer op keer uitsprak, deed 
me goed. Tegelijkertijd bleef je altijd en terecht kritisch op mijn artikelen. Ook op (letterlijke) afstand 
bleef je buitengewoon betrokken.  
Katrien en Bert vormden mijn dagelijkse aanspreekpunten. Ondanks jullie drukke agenda’s maakten 
jullie altijd tijd om stukken door te nemen, mee te coderen en analyseren, en natuurlijk om me weer op 
weg te helpen met nieuwe inzichten of gedachten als ik even vastliep of vast dreigde te lopen. Toen 
Katrien benoemd werd als bijzonder hoogleraar ouderenzorg, heeft zij als promotor het stokje van Jos 
overgenomen en werd ze mijn eerste promotor. Katrien, jouw wetenschappelijke focus zorgde ervoor 
dat zowel het onderzoek als de weerslag hiervan in de artikelen een duidelijke, heldere lijn bleven 
volgen. Je waakte ervoor dat ik de lezer voldoende meenam in mijn denkproces en wees regelmatig op 
de noodzaak van nadere onderbouwing. Maar ook het vertrouwen dat je uitsprak heeft me geholpen 
om – ook als het even niet zo vlot verliep – toch weer met hernieuwde energie verder te gaan. Bert, als 
begeleider van de MBA-H scriptie inspireerde je me al, en dat is ook gedurende het promotietraject zo 
gebleven. Jij bracht naast de operations management focus en de specifieke kennis daarover, ook het 
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scherpslijpen van teksten. Soms belde je opeens met de juiste formulering voor die ene paragraaf die 
maar niet lekker wilde lopen. Bovendien heb ik ook goede herinneringen aan onze gezamenlijke 
congresbezoeken en af en toe even bijpraten op vrijdagmiddag in de Esplanade. Gezelligheid en inhoud 
kunnen prima samengaan. En natuurlijk ben ik je ook dankbaar voor het feit dat jij degene bent geweest 
die me geïntroduceerd hebt bij Tranzo. Toen bovendien eind vorig jaar jij ook benoemd werd tot 
bijzonder hoogleraar, bevond ik me opeens in de luxe positie begeleid te worden door maar liefst drie 
promotoren.  
Verder maak ik van de gelegenheid gebruik om Henk Garretsen, Paul Gemmel, Tiny Kardol, Henk Nies en 
Aad de Roo te bedanken voor hun kritische beoordeling van mijn proefschrift. Elly Breedveld en Carolien 
de Blok wil ik bedanken voor hun bereidheid als opponent op te treden tijdens de verdediging.  
 
Dit traject had ik niet kunnen doorlopen zonder de onvoorwaardelijke steun vanuit Surplus. Om te 
beginnen die van Becker Awad, bij de aanvang van het onderzoek bestuurder van Surplus en mijn 
directe baas. Becker, ik heb veel van je geleerd in de jaren dat ik met je heb mogen samenwerken, en 
ben je buitengewoon dankbaar voor alle kansen die ik heb gehad om me te ontwikkelen en ontplooien. 
Het mogen volgen van de MBA-H bleek daarin een keerpunt: op dat moment werd het me duidelijk dat 
ik vooral gelukkig word van verdieping en onderzoek. En toen ik de wens uitsprak om op dat pad verder 
te gaan, heb je geen moment geaarzeld en me de mogelijkheid geboden dit promotieonderzoek te gaan 
starten. Na jouw vertrek bij Surplus werd bestuurder Anton van Mansum mijn baas en ook jij, Anton 
hebt mijn onderzoeksambities altijd ondersteund en er voor gezorgd dat ik de tijd beschikbaar had die 
hiervoor nodig was. Dank je wel voor het vertrouwen en de ruimte die je me hebt gegeven om dit te 
kunnen doen. Natuurlijk wil ik hierbij ook Anthonie Maranus, eveneens bestuurder bij Surplus expliciet 
noemen. Anthonie, de MBA-H studie hebben we samen doorlopen en samen hebben we een scriptie 
geschreven over de toegang tot ouderenzorg en daarmee de basis gelegd voor dit promotieonderzoek. 
Zowel inhoudelijk als persoonlijk heb je me ook in dit vervolg altijd gesteund. Jouw oprechte interesse in 
de voortgang, de dilemma’s en vraagstukken die ik tegenkwam maar ook jouw betrokkenheid om de 
randvoorwaarden te creëren, hebben mij meermaals een stap verder geholpen. Onze gesprekken, zowel 
over de inhoud als het proces koester ik zeer.  
Daarnaast heb ik bij Surplus vele fijne collega’s zowel binnen de concernstaf als op vele andere plekken 
in de organisatie die met enige regelmaat binnenliepen en interesse toonden voor de voortgang van het 
onderzoek, enthousiast reageerden op publicaties, maar ook aandacht hadden voor mijn welbevinden. 
Dank voor jullie warme belangstelling en natuurlijk de ruimte die ook jullie me gaven om dit te kunnen 
doen.  
 
Tranzo zelf bleek een stimulerende omgeving met fijne, warme collega’s. De afgelopen jaren heb ik 
Tranzo zien groeien, waardoor inmiddels misschien niet iedereen elkaar meer kent, maar waar je toch 
onderdeel bent van het team. Ook als beperkt aanwezige science practioner hoor je er bij en doe je als 
vanzelfsprekend met alles mee: van teambuilding tot hei-dagen, van kerstontbijt tot verjaardagsborrels. 
Maar bovenal de collegiale sfeer is bijzonder, ongeacht aan wie je een vraag stelt of om informatie 
vraagt, een antwoord waar je mee verder kan, krijg je altijd en altijd op korte termijn. Een bijzondere 
club onder de bezielende leiding van Henk Garretsen, een meer inspirerende omgeving om het 
onderzoek te doen en het proefschrift te schrijven had ik met niet kunnen wensen. René Schalk wil ik in 
het bijzonder bedanken voor het mogelijk maken dat ik voor een deel van mijn onderzoek gebruik kon 
maken van ‘zijn’ Seniorenbarometer en voor zijn hulp bij de statistische analyses van de resultaten en 
het artikel dat hieraan gewijd is.  
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Katrien en Bert vormden mijn dagelijkse aanspreekpunten. Ondanks jullie drukke agenda’s maakten 
jullie altijd tijd om stukken door te nemen, mee te coderen en analyseren, en natuurlijk om me weer op 
weg te helpen met nieuwe inzichten of gedachten als ik even vastliep of vast dreigde te lopen. Toen 
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scherpslijpen van teksten. Soms belde je opeens met de juiste formulering voor die ene paragraaf die 
maar niet lekker wilde lopen. Bovendien heb ik ook goede herinneringen aan onze gezamenlijke 
congresbezoeken en af en toe even bijpraten op vrijdagmiddag in de Esplanade. Gezelligheid en inhoud 
kunnen prima samengaan. En natuurlijk ben ik je ook dankbaar voor het feit dat jij degene bent geweest 
die me geïntroduceerd hebt bij Tranzo. Toen bovendien eind vorig jaar jij ook benoemd werd tot 
bijzonder hoogleraar, bevond ik me opeens in de luxe positie begeleid te worden door maar liefst drie 
promotoren.  
Verder maak ik van de gelegenheid gebruik om Henk Garretsen, Paul Gemmel, Tiny Kardol, Henk Nies en 
Aad de Roo te bedanken voor hun kritische beoordeling van mijn proefschrift. Elly Breedveld en Carolien 
de Blok wil ik bedanken voor hun bereidheid als opponent op te treden tijdens de verdediging.  
 
Dit traject had ik niet kunnen doorlopen zonder de onvoorwaardelijke steun vanuit Surplus. Om te 
beginnen die van Becker Awad, bij de aanvang van het onderzoek bestuurder van Surplus en mijn 
directe baas. Becker, ik heb veel van je geleerd in de jaren dat ik met je heb mogen samenwerken, en 
ben je buitengewoon dankbaar voor alle kansen die ik heb gehad om me te ontwikkelen en ontplooien. 
Het mogen volgen van de MBA-H bleek daarin een keerpunt: op dat moment werd het me duidelijk dat 
ik vooral gelukkig word van verdieping en onderzoek. En toen ik de wens uitsprak om op dat pad verder 
te gaan, heb je geen moment geaarzeld en me de mogelijkheid geboden dit promotieonderzoek te gaan 
starten. Na jouw vertrek bij Surplus werd bestuurder Anton van Mansum mijn baas en ook jij, Anton 
hebt mijn onderzoeksambities altijd ondersteund en er voor gezorgd dat ik de tijd beschikbaar had die 
hiervoor nodig was. Dank je wel voor het vertrouwen en de ruimte die je me hebt gegeven om dit te 
kunnen doen. Natuurlijk wil ik hierbij ook Anthonie Maranus, eveneens bestuurder bij Surplus expliciet 
noemen. Anthonie, de MBA-H studie hebben we samen doorlopen en samen hebben we een scriptie 
geschreven over de toegang tot ouderenzorg en daarmee de basis gelegd voor dit promotieonderzoek. 
Zowel inhoudelijk als persoonlijk heb je me ook in dit vervolg altijd gesteund. Jouw oprechte interesse in 
de voortgang, de dilemma’s en vraagstukken die ik tegenkwam maar ook jouw betrokkenheid om de 
randvoorwaarden te creëren, hebben mij meermaals een stap verder geholpen. Onze gesprekken, zowel 
over de inhoud als het proces koester ik zeer.  
Daarnaast heb ik bij Surplus vele fijne collega’s zowel binnen de concernstaf als op vele andere plekken 
in de organisatie die met enige regelmaat binnenliepen en interesse toonden voor de voortgang van het 
onderzoek, enthousiast reageerden op publicaties, maar ook aandacht hadden voor mijn welbevinden. 
Dank voor jullie warme belangstelling en natuurlijk de ruimte die ook jullie me gaven om dit te kunnen 
doen.  
 
Tranzo zelf bleek een stimulerende omgeving met fijne, warme collega’s. De afgelopen jaren heb ik 
Tranzo zien groeien, waardoor inmiddels misschien niet iedereen elkaar meer kent, maar waar je toch 
onderdeel bent van het team. Ook als beperkt aanwezige science practioner hoor je er bij en doe je als 
vanzelfsprekend met alles mee: van teambuilding tot hei-dagen, van kerstontbijt tot verjaardagsborrels. 
Maar bovenal de collegiale sfeer is bijzonder, ongeacht aan wie je een vraag stelt of om informatie 
vraagt, een antwoord waar je mee verder kan, krijg je altijd en altijd op korte termijn. Een bijzondere 
club onder de bezielende leiding van Henk Garretsen, een meer inspirerende omgeving om het 
onderzoek te doen en het proefschrift te schrijven had ik met niet kunnen wensen. René Schalk wil ik in 
het bijzonder bedanken voor het mogelijk maken dat ik voor een deel van mijn onderzoek gebruik kon 
maken van ‘zijn’ Seniorenbarometer en voor zijn hulp bij de statistische analyses van de resultaten en 
het artikel dat hieraan gewijd is.  
 

D
an

kw
oo

rd



146  Challenges of access 

Dit onderzoek was niet gelukt zonder de welwillende medewerking van de vier case-organisaties. Zowel 
voor het onderzoek vanuit organisatie perspectief als voor de interviews met klanten en/of hun 
vertegenwoordigers heb ik een beroep op deze organisaties kunnen doen. Fijn en bijzonder dat jullie mij 
mee lieten kijken met de wijze waarop jullie toegang vormgeven, bereid waren daar open over te 
spreken en bovendien actief op zoek gingen naar klanten die door mij geïnterviewd wilden worden. Veel 
dank aan alle medewerkers die ik heb mogen observeren en interviewen. Met name wil ik Tineke 
Folkers, Jeanny Beerens, Luc van Hese, Wilma Hartmans, Mijke Graat en Francien van Loenhout 
bedanken voor hun rol in dit onderzoek. Ook de mensen die bereid waren een belangrijk en soms 
emotioneel proces in hun leven met mij te delen tijdens de klant interviews ben ik bijzonder dankbaar.  
 
Werk en onderzoek, en toch had ik daarnaast ook nog een sociaal leven. Ik prijs me gelukkig met veel 
lieve vrienden die – bewust of onbewust – ervoor zorgden dat ik af en toe lekker kon ontspannen en me 
met heel andere dingen bezighield. De vrienden die ik al vanaf de lagere school ken, mijn studievrienden 
uit Maastricht, de Princenhaagse moeders (en vaders), bedankt voor jullie vriendschap en de 
broodnodige afleiding. Etentjes met of bij elkaar, koffieochtendjes, af en toe een lekker biertje in een 
kroeg of op een terras, een concert bezoek, lekker swingen op 80’s muziek, eindeloos overleggen over 
de details van onze carnavalsoutfit en niet te vergeten carnaval zelf, ik had het allemaal niet willen en 
kunnen missen. Dank jullie wel.  
MarieKatrien, we kennen elkaar al sinds de middelbare school, hebben dezelfde achtergrond en 
interesses en wij zijn het opvallend vaak met elkaar eens, maar kunnen ook heerlijk discussiëren over 
van alles en nog wat. Ik ben dan ook blij dat jij voor deze gelegenheid mijn paranimf wil zijn.  
 
Jan, mijn liefste broer, we zijn altijd heel close geweest. Niet alleen doordat we in leeftijd zo weinig 
schelen, maar ook omdat we vaak dezelfde nuchtere kijk op de dingen van het leven hebben. Je bent me 
erg dierbaar, dus toen ik een paranimf moest kiezen, dacht ik als allereerste aan jou. Fijn dat je op dit 
moment in mijn leven naast me staat.  
Ik ben ontzettend veel dank verschuldigd aan mijn lieve ouders. Jullie hebben mij in alle opzichten 
gestimuleerd om mezelf te ontwikkelen en te groeien, maar leerden me ook dat je pas iets bereikt als je 
er voor werkt. Bij elke stap die ik heb gezet, hebben jullie mij onvoorwaardelijk gesteund. Nog 
belangrijker was de zekerheid dat ik altijd op jullie terug kon vallen. Ik begrijp dat dit echt niet 
vanzelfsprekend is! Ma, dank je wel voor je emotionele en praktische steun. Ik vind het ontzettend 
jammer dat pa er niet meer is om deze mijlpaal mee te maken, maar ik weet dat hij buitengewoon trots 
op mij was. Ook al begreep hij niet altijd helemaal waar ik me bezig hield.  
 
De laatste woorden in dit dankwoord wil ik graag wijden aan de drie belangrijkste personen in mijn 
leven: Abi, Myrena en Ruben. Myrena en Ruben, het is fantastisch om jullie te zien opgroeien tot de 
zelfstandige tieners die jullie inmiddels zijn. Als echte pubers kiezen jullie je eigen pad en dat is goed. Ik 
ben echt waanzinnig trots op jullie!  
Lieve Abi, dank je wel voor alles. Bij de aanvang heb je je zorgen gemaakt of ik met het promotietraject 
niet teveel op mijn nek haalde. Maar toen ik de keuze eenmaal had gemaakt, heb je me altijd 
onvoorwaardelijk gesteund. Met je kritische rode pen bij al mijn concepten, het praktisch opvangen van 
allerlei huishoudelijke zaken, maar bovenal met je onvoorwaardelijke liefde. Ook of misschien juist wel 
als het me even minder goed ging. Nergens voel ik me zo thuis als bij jou.  
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Elise Cecilia Catharina (Lisette) Schipper was born on August 1st 1970 in the small town Zevenbergschen 
Hoek, at that time part of the municipality of Zevenbergen, as the oldest child and daughter of Ad and 
Jeanne Schipper-Oonincx. Almost a year later her brother Jan was born. In 1988 she graduated from 
VWO (pre-university education) at Thomas More College in Oudenbosch. In the same year she started 
her study Health Sciences at Maastricht University in Maastricht. She double majored on Human 
Movement and Policy and Management of Health Care. As a part of her master program Human 
Movement, she followed a research internship in Perth, Australia at the department of Human 
Movement of the University of Western Australia. In 1994 she obtained master’s degree from 
Maastricht University. In 2007 she also obtained a Master of Health Business Administration at Erasmus 
Centre for Management Development in Care in Rotterdam. Her Master’s thesis handled about the 
access process to long-term care for older people.   
 
After graduating in 1994, Lisette worked as a research assistant at the same department of the 
University of Western Australia, supporting a PhD project studying the effects of the advice of general 
practitioners to become more active on inactive adults.  
 
In 1996 she returned back to the Netherlands and started working as a quality assurance officer for 
Stichting Gasthuis St. Joseph. Stichting Gasthuis St. Joseph merged into Circonflex, Cironflex merged into 
Surplus and since 1996 Lisette has been working there in several jobs. Between 1996 and 2006 she was 
also responsible for the management of the so called care counter, a place where clients could ask 
questions about care, or request care. The staff working at the counter provided information or sent the 
request for care to one of the organizations providing care, who worked together for this purpose. Since 
2003 she works at Surplus as corporate secretary, supporting the board with the development of 
policies, governance issues and the development of collaborations. 
 
After finishing her Master’s Thesis for the MBA-H, she was still curious about the way the access process 
is organized and can be improved, and started a PhD- project on the subject. In order to be able to do 
this, she got a position as science practitioner at research department Tranzo at Tilburg University with 
the support of her employer Surplus, who is also one of the participants of the academic workplace for 
the Elderly. This work is now completed.  
 
Lisette has been living together with Abi Borčić since 1994. Together they have two children, Myrena 
(born in 2001) and Ruben (born in 2003).   
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Elise Cecilia Catharina (Lisette) Schipper is geboren op 1 augustus 1970 in het dorpje Zevenbergschen 
Hoek, destijds behorende tot de gemeente Zevenbergen, als oudste kind en dochter van Ad en Jeanne 
Schipper-Oonincx. Iets minder dan een jaar later werd haar broer Jan geboren. In 1988 rondde ze het 
VWO af aan het Thomas More College te Oudenbosch. In datzelfde jaar begon ze met haar studie 
Gezondheidswetenschappen aan Maastricht University in Maastricht. Ze studeerde af in twee 
afstudeerrichtingen: bewegingswetenschappen en beleid en beheer van de gezondheidszorg. Als 
onderdeel van de studie bewegingswetenschappen deed ze een onderzoeksstage in Perth, Australië, bij 
de vakgroep Human Movement van de University of Western Australia. In 1994 verkreeg ze de Master 
of Health Business Administration van het Erasmus Centrum voor Management Development in de zorg 
in Rotterdam. Haar master scriptie ging over het toegangsproces tot langdurige zorg voor ouderen.  
 
Na haar afstuderen in 1994, werkte Lisette als onderzoeksassistent bij dezelfde vakgroep aan de 
University of Western Australia, ter ondersteuning van een promotieonderzoek naar de effecten van 
adviezen die huisartsen geven om meer te bewegen, aan mensen die niet actief zijn.  
 
In 1996 keerde ze terug naar Nederland en begon als kwaliteitsmedewerker bij Stichting Gasthuis St. 
Joseph. Stichting Gasthuis St. Joseph fuseerde in Circonflex, Circonflex fuseerde in Surplus en sinds 1996 
heeft Lisette daar verschillende functies vervuld. Tussen 1996 en 2006 was ze ook verantwoordelijk voor 
de aansturing van het zorgloket, een plek waar cliënten informatie over zorg konden verkrijgen of zorg 
aanvragen. De mensen die bij het zorgloket werkten, verstrekten informatie of stuurden een aanvraag 
door naar één van de achter het loket samenwerkende zorgaanbieders. Sinds 2003 werkt ze als 
secretaris van de raad van bestuur, en ondersteunt ze het bestuur bij de ontwikkeling van beleid, 
governance vraagstukken en samenwerkingstrajecten.  
 
Na afronding van haar masterscriptie voor de MBA-H opleiding, bleef ze nieuwsgiering naar de wijze 
waarop het toegangsproces wordt georganiseerd en verbeterd kan worden. Aanleiding om hierover een 
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