
Integrated dementia care in The Netherlands: a multiple case study of case

management programmes

Mirella M.N. Minkman RN MSc
1, Suzanne A. Ligthart MSc

2 and Robbert Huijsman PhD MBA
3

1Vilans, Center of Excellence for Long-term care, Utrecht, 2Radboud University Nijmegen Medical Centre, Nijmegen

and 3Erasmus University Rotterdam, Institute of Health Policy & Management, Rotterdam, The Netherlands

Correspondence
Mirella M.N. Minkman
Vilans, Center of Excellence for Long-
term Care
Catharijnesingel 44
PO Box 8228
3503 RE Utrecht, The Netherlands
E-mail: m.minkman@vilans.nl

Abstract
The number of dementia patients is growing, and they require a variety of

services, making integrated care essential for the ability to continue

living in the community. Many healthcare systems in developed

countries are exploring new approaches for delivering health and social

care. The purpose of this study was to describe and analyse a new

approach in extensive case management programmes concerned with
long-term dementia care in The Netherlands. The focus is on the

characteristics, and success and failure factors of these programmes.

A multiple case study was conducted in eight regional dementia care

provider networks in The Netherlands. Based on a literature study, a

questionnaire was developed for the responsible managers and case

managers of the eight case management programmes. During 16

semistructured face-to-face interviews with both respondent groups, a

deeper insight into the dementia care programmes was provided. Project
documentation for all the cases was studied. The eight programmes

were developed independently to improve the quality and continuity of

long-term dementia care. The programmes show overlap in terms of

their vision, tasks of case managers, case management process and the

participating partners in the local dementia care networks. Differences

concern the targeted dementia patient groups as well as the background

of the case managers and their position in the local dementia care

provider network. Factors for success concern the expert knowledge of
case managers, investment in a strong provider network and coherent

conditions for effective inter-organizational cooperation to deliver

integrated care. When explored, caregiver and patient satisfaction was

high. Further research into the effects on client outcomes, service use

and costs is recommended in order to further analyse the impact of this

approach in long-term care. To facilitate implementation, with a focus

on joint responsibilities of the involved care providers, policy

recommendations are to develop incentives for collaborative financial
contracts between insurers and providers.
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Background and purpose

In order to remain safely in the community, people suffer-

ing from long-term conditions such as dementia require a

wide variety of services like home care, welfare and social

services, as well as adequate housing and good medical

and nursing care (Bodenheimer et al. 2002a,b, Nies &
Bergman 2004). Developing approaches to coordinating

these services in a quality-driven and cost-efficient man-

ner is a global concern. In order to respond to the needs of

people with long-term conditions, many developed coun-

tries are also exploring new approaches such as integrated
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care arrangements for delivering health and social care
(Weiner et al. 2002, Ofman et al. 2004, Ouwens et al.
2005, Tsai et al. 2005).

Dutch policy context

In The Netherlands, professionals in dementia care work
in three sectors: (1) general care (care and somatic cure for

acute and chronic diseases); (2) mental health care

(psychiatric care, social and addiction care); and (3) long-

term care of elderly people. The Dutch financial system is

a complex social insurance-based system with multiple

components and a clear split between acute health care

and long-term and social care (Van Raak et al. 2003).

Recent national policies emphasise a concern for the
quality of life of elderly people, moving away from

institution-based care and using home-care technology

(Ministry of Health, Welfare and Sports 2007). The

combination of growing needs for health and social care

with budgetary pressure means that cost containment is

essential; this occurs by reducing and delaying institution-

alization. New legislation hands over the responsibility

for purchasing home care and welfare to the local govern-
ments (Ministry of Health, Welfare and Sports 2006). For

dementia care, this means that the total range of care and

services has to be provided from different financial

systems and policy sectors, each working within its own

rules. There is much fragmentation in dementia care, yet

policy-makers and professionals advocate integration and

seamless care. During the onset and early stages of

dementia, support is mostly provided by primary care
practitioners, spouses, relatives and patient foundations.

For medical diagnostics, general practitioners (GPs) can

refer people to specialist memory clinics in a hospital or to

mental health services. After diagnosis, local services

determine the specific care packages such as case manage-

ment, support groups, respite care, training or counsel-

ling. When living at home is no longer possible, elderly

peoples’ wards in nursing homes or sheltered housing are
options (Dutch College of General Practitioners 2003,

CBO; Dutch Institute for Healthcare Improvement 2005).

Room for improvement

Although GP services, diagnostic clinics and home care
are available for almost all patients in The Netherlands,

the quality of dementia care is subject to multiple deficien-

cies and inter-regional differences. Areas for improve-

ment include early detection of the disease, support after

medical diagnosis and under-diagnosis of patient and

caregiver depression. Lack of care coordination, timely

referrals and information flows between health profes-

sionals and services are other areas for improvement
(Health Council of The Netherlands 2002). As a part of the

National Dementia Programme (NDP 2008), family pan-
els with over 600 participants formulated improvement

areas in more than 50 healthcare regions. Families cited

the need for systematic help in finding and arranging care,

and reported a lack of continuity in long-term support.

Systematic practical help and support after diagnosis are

also missing, together with advocacy and education in

coping with problematic behaviour. Caregivers living at

home with a person with dementia experience an increas-
ing burden over time (Dutch Alzheimer Association

2006). Adequate support for caregivers is crucial for sus-

taining people with dementia in the community. Where

there is no caregiver or where the caregiver is depressed

or stressed, the likelihood of nursing home admission

rises sharply (Brodaty et al. 2003).

Case management programmes

The increasing number of people with dementia, together

with the problems and fragmentation of dementia care

services, led to the development of case management pro-

grammes in various regions in The Netherlands. The ini-

tiatives are characterised by long-term support and
guidance both for caregivers and people with dementia

living in the community during all phases of the disease.

Care and support are delivered by an appointed case

manager, mostly employed by a nursing home or mental

healthcare service (Ligthart 2006). Case management as

an intervention has also been implemented in integrated

care programmes for other patient groups. The Case Man-

agement Society of America describes case management
as a collaborative process of assessment, planning, facilita-

tion and advocacy for options and services to meet an

individual’s health needs through communication and

the available resources to promote quality, cost-effective

outcomes (CMSA 2008). The case manager or team takes

responsibility for guiding the person through the complex

process of care in the most efficient, effective and accept-

able way. The case manager can also provide support with
practical advice and social or emotional support. Some-

times, case finding, training of professionals and crisis

intervention are also included. Case management models

are often centred on the person with dementia (and care-

giver) are integrated and provide outreach help (Rheaume

et al. 1994, Sledge et al. 1995).

It appears that case management is an intervention

that works on two complementary levels. First, at an
individual level, where the case manager provides

advice or referral, and works in partnership with care-

givers to refine the care plan and care process. Second, at

the level of the care network, the case manager has a cen-

tral position and collaborates with multiple healthcare

providers, and provides continuity between profession-

als and organizations.

M. M. N. Minkman et al.
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With the need to improve the quality of dementia
care and the growing interest in case management initia-

tives in The Netherlands, a deeper insight into such

intervention was considered necessary. Until now, no

studies have been published that analyse the characteris-

tics and forms of implementation of existing pro-

grammes. We, therefore, investigated the following

research questions: (1) What are the characteristics of

Dutch case management programmes in dementia care?
and (2) What are the success and failure factors for the

implementation of the programmes?

Study design and methods

To answer the study questions, we conducted a multiple

case study. A case study is defined as an empirical
inquiry that investigates a contemporary phenomenon in

its real-life context (Yin 2003). Case study methods were

chosen because covering contextual conditions is essen-

tial when researching case management programmes.

This study has a signalling function and does not claim

to cover all (aspects of) programmes nor to identify cau-

sal relationships. To avoid confusion, we will use the

word ‘programme’ when we discuss the research cases
of regional care networks with case management.

Programmes were traced by means of consultations

with and referrals by national experts in dementia care,

publications and publicly available information. The

study includes a representative number of case manage-

ment approaches. Nine programmes were selected using

the following criteria. First, case management had to have

been implemented for at least 1 year, and programme doc-
umentation such as aims, planning and patient informa-

tion had to be available. Second, programmes had to work

with multiple case managers focusing particularly on

dementia patients and their caregivers living in the com-

munity. Eight programmes agreed to participate. One

programme did not take part because the programme

manager was on a sabbatical leave.

The programme leaders were informed about the
study by telephone and e-mail, and asked to provide

programme documentation. All programmes provided

project documentation; three programmes also provided

evaluation reports and four programmes provided client

information materials.

In order to obtain a broad perspective, two

respondents from each programme, the responsible

manager and a case manager, were asked to participate.
All respondents agreed.

After a non-systematic literature study for interna-

tional studies on comparable programmes in dementia

care (search terms: dementia, Alzheimer, case manage-

ment, care management, care coordination, integrated

dementia care, caregiver support), we developed a

questionnaire with seven categories: programme history,
motives and tasks, patient group and caseload, back-

ground and capacities of case managers, case manage-

ment process, collaboration in the dementia provider

network and implementation success and fail factors

(Newcomer et al. 1999a,b, Chu et al. 2000, Eloniemi-

Sulvaka et al. 2001, Challis et al. 2002, Aupperle et al.
2003, Banks 2004, Callahan et al. 2006). The above catego-

ries are comparable to those used in England (Challis
et al. 2001, Weiner et al. 2002).

The semistructured interview guide was developed

and reviewed by experts from the National Dementia Pro-

gramme (NDP 2008). The interview questions were

e-mailed to the respondents as a preparation for the inter-

view. Over a 4-month period, 16 90-minute, semistruc-

tured, face-to-face interviews were conducted to discuss

the items in the questionnaire. In one programme, two
managers were involved in the manager interview; in

another programme, there was one interview with the

manager, who was also a former case manager. The inter-

views were tape recordered and transcribed ad verbatim.

Patient flow charts as well as tables of the core aspects

were constructed for each initiative. All materials were

checked and confirmed by the respondents. Subse-

quently, in our analyses, the structured overviews of the
different programmes were compared and contrasted

with the previously named categories. The focus was on

differences and overlap between the programmes, and

less on differences between types of respondents.

Main findings

The results of the seven categories, namely, programme

history, motives and tasks, patient group and caseload,

background and capacities, case management process,

collaboration in the dementia network and success and

failure factors are described as follows. The main charac-

teristics of the programmes named A–H are summarised

in Table 1.

Programme history

The case management programmes were set up between

2000 and 2005, and employed between three and 22 case

managers. Multiple healthcare organizations, profession-

als and sometimes client organizations were involved in
all programmes. The initiating healthcare organizations

were mostly mental health care, nursing homes and

home-care organizations formed part of a network or

care chain to execute the programme. In one region, this

collaboration had become transformed into an

independent foundation, while in another region the

programme was organised independently by the local

government, in cooperation with the local healthcare

Integrated dementia care
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providers. The reasons for starting the programmes in
most regions were the increasing numbers of elderly

mentally infirm clients in the caseload of social workers

or (specialised) nurses and the growing need for more

client-tailored services for this client group. This need

was enforced by the recognition that specific knowledge

about a broad range of aspects of dementia care was nec-

essary for the provision of quality care. Client organiza-

tions emphasised that supportive and professional care
to guide the client and her/his caregivers through the

care process was missing. All the programmes stated

that the start-up of the programmes was time-consuming

and complex because of the many decisions and parties

involved. Not only did arrangements about employing

and financing case managers have to be made, but dis-

cussions about background and tasks, the case manage-

ment process and the position of case managers in the
dementia care network also took time.

Motives and tasks

The need for easily accessible and client-centred care for

both the dementia patient and their caregivers living in
the community during the total care process was the

most important factor in all programmes. All the pro-

grammes sought to ensure an independent role for the

case manager in order to advocate clients’ needs as effec-

tively as possible. Establishing warm and confidence-

based links with the client and their social system was

cited unanimously as crucial for providing good quality

care as a case manager. The tasks of case managers cov-
ered in all programmes consisted of care assessment,

care planning, facilitation and implementation, evalua-

tion and advocacy and family interventions (together

defined as extensive case management). In most of the

programmes, some kind of aftercare following nursing

home admission or death of the patient, such as emo-

tional support for the caregiver, was available but often

limited in duration. Case managers also sometimes pro-
vided training for caregivers, for example, in coping and

handling strategies (see Table 1).

Patient group characteristics and caseload

In half the programmes, a confirmed diagnosis of
dementia was a necessary inclusion criterion for case

management in order to receive reimbursement of the

costs of services or to regulate client numbers when start-

ing up the programme. The other programmes included

people with suspected dementia with a view to persuade

them to enter the diagnostic process, or also included

people with mild cognitive impairments. The pro-

grammes provided support to both the people affected
and their (main) caregivers, living independently in the

community. The severity of the dementia or the avail-
ability of caregivers was never an inclusion or exclusion

criterion. In the case of admission to a nursing home, the

nursing home staff continued to provide the care and

support. The case managers suggested that the most

favourable model would be case management from the

very first onset of dementia, even before the diagnosis

had been confirmed. The reasons for this are the need for

support and information in the early stages, and the rela-
tively long period required to establish the diagnosis.

The caseload of case managers ranged from 40 to 65 cli-

ent dyads (client and caregiver) per full-time equivalent

(FTE), with an average of 50. The case managers experi-

enced their caseload as a maximum.

One programme was aiming at a caseload of 100

clients per FTE, but stated that it was not yet clear if this

was sustainable. Increasing the caseload was felt to be a
risk by shifting from proactive towards more reactive

care and support.

Background and capacities of case managers

The backgrounds of the case managers varied among
and within programmes. In three programmes (B, D, G),

the case managers were nurses, often specializing in

elderly people’s care or mental health. In the other pro-

grammes, the case managers were either specialist

nurses or social workers. In four programmes (A, C, F,

G), the case managers received specific training before

starting their job.

As quoted (programme B): ‘You really need specific
knowledge about dementia and the characteristics of the

disease. You have to analyze what goes wrong, give

helpful advice and organize what needs to be done’.

Skills required by the case managers included analytical

qualities, the ability to work in a patient-centred rather

than organization-oriented way, good communication

skills, a good understanding of local services and provi-

sion, the ability to bond with patients and families, the
ability to collaborate with a wide range of professionals,

negotiating skills, perseverance and creativity. The

respondents stated that case managers should preferably

be more experienced nurses or social workers, because

of the number of skills needed and the complexity of the

work at both client and care network level.

The case management process

The start of the case management process differed from

one programme to another. In one programme (C), no

diagnosis was needed, and anyone could refer. In this

programme, the support provided also ended when

there was no longer a need, but this occurred only
occasionally. In most programmes, there were multiple

Integrated dementia care
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ways of entering the case management process. Often,
this was by referral from a GP (required in programme

F) or specialist such as a neurologist, geriatrician or men-

tal health specialist. The involvement of local GPs is cited

as difficult, but important for proper referrals. When

asked about the average number of contacts with clients,

the case managers stressed that the frequency of contact

largely depended on the client’s situation. Contact fre-

quencies vary from several times a day (in new, complex
or near-crisis situations) to once every 3 months (in more

stable or well-supported situations). All case managers

provide home visits and consultation by telephone. In

three programmes (A, D and E), case management is

embedded in a multidisciplinary team (MDT). In pro-

gramme A, this team consisted of case managers, social

geriatricians, nursing home doctors, a psychiatrist,

(neuro)psychologists, a dementia consultant for educa-
tion and administrative staff. In programme E, the MDT

consisted of case managers, social geriatricians, psychol-

ogists and transfer nurses. Both teams provide medical

diagnostics, care assessment and long-term support by

the case manager. In programme D, the case manager is

part of an MDT which consisted of a nursing home doc-

tor, a nursing home psychologist and psycho-geriatric

nurses, but for medical diagnostics the team refers its
patients to mental health services. The case manager has

an important proactive role in the team. As quoted (pro-

gramme D): ‘The case manager has to be one step ahead

all the time and inform and involve the team members.

So when a situation escalates, everybody is already pre-

pared’. The other case managers are not members of an

MDT, but connect with an existing MDT of one of the

partners or organise meetings as necessary.

Collaboration in the dementia care provider

network

The organizational structures and local collaboration

varied from one programme to another. In most pro-
grammes, the case management initiative is embedded

in the local dementia care network or care chain initiative,

which consists of all the local providers involved in
dementia care. The aim of these networks is to improve

the coherence and quality of dementia care in a certain

local region, or to start new initiatives. Alzheimer’s

patient associations are also included in these net-

works. In one programme (A), the case management

initiative developed into an independent foundation

which also included medical diagnostics, temporary

admissions and treatment facilities. The foundation
works in collaboration with the local hospitals, home-

care organization and GPs. In programme E, the case

management team forms part of a collaborative agree-

ment between the mental health services and local

nursing homes. In some programmes (D and H), coor-

dinating tasks are given to one of the parties or the par-

ticipating parties as each employed a number of case

managers who together formed a team. Local authori-
ties were involved in only one programme (C), where

it has a role in funding the case managers who are

employed by a nursing home organization. The

respondents all stressed the importance of adequate

collaboration between the case managers and the local

care providers in order to make the case management

process really work. As quoted (programme A): ‘A

vivid and strong network of care providers is essential
for delivering quality case management’.

Success and failure factors

According to the respondents, a number of factors

affected the likelihood that a programme would succeed
or fail. The most frequently mentioned success or failure

factors are summarised in Table 2. Others stated success

factors were the growth in client numbers in programmes

expressing the need for the support delivered and the

effects of the programmes on clients. Respondents unani-

mously reported positive reactions by clients and profes-

sionals, the expected delays in nursing home admission,

fewer crisis situations and reduced stress among caregiv-
ers. However, none of the programmes could report sys-

tematic effect measures on indicators like clinical outcomes

Table 2 Success and failure factors of implementation

Success factors Failure factors

1. Investment in a strong provider network or care chain, and

good personal connections with professionals

1. Distrust of the programme by local providers and competition for

delivering care

2. Expert knowledge of the case managers 2. Inadequate or no structural funding of the programme and

programme coordination

3. Embedding in a multidisciplinary team and direct connection

with medical staff

3. Little or no involvement of primary care specialists like general

practitioners

4. Support and recognition of local providers for the programme 4. Doubt about the added value of case managers relating to existing

care and support

5. The low threshold for accessing support and care for patients

and caregivers

5. Not including patients without a confirmed diagnosis of dementia
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or service use (time to nursing home admission, use of
home or community services, crisis admissions). Three

programmes (A, C and H) evaluated their client (and

caregiver) satisfaction, and two programmes (C and H)

also evaluated the satisfaction of professionals

involved (Stoop 2005, Lange & Pot 2006, Ravensbergen

et al. 2006). Whereas the first results show high scores

on all dimensions, especially client and caregiver satis-

faction, firm conclusions cannot be drawn due to meth-
odological limitations and differences between the

evaluations. Three of the programmes planned to start

scientific evaluations, mainly focusing on measuring

client and professional satisfaction.

Conclusion

Although the case management programmes in this

study have developed separately and in different regions

of the country, this study on case management for peo-

ple with dementia shows that the motives, aims and

main characteristics of case management are comparable.

All the programmes offer services that focus on increas-

ing the continuity and integration of primary, specialty,

mental and long-term health care. The programmes are
crossing these boundaries for people living in the com-

munity and are being client and caregiver focused.

The ‘intensive case management model’ as described

by Challis et al. (2001) and Banks (2004) corresponds

most closely to the programmes investigated here. The

shared core tasks model covers ‘usual care’ in The

Netherlands and appears insufficient as usual care often

lacks continuity and long-term support. Three pro-
grammes also correspond with the joint agency model,

in which case management is embedded in a MDT.

However, in our study, the case managers’ tasks do not

rotate among team members, but are delegated to one

responsible case manager, usually a specialist nurse or

social worker. When comparing the case management

programmes with care arrangements in other countries,

like the UK and Canada, it shows that the diversity of
programmes in those two countries is large. However,

the case managers in this study confirm that case man-

agement suits complex groups such as people with

dementia. Challis et al. (2006) suggest that the presence

of case management programmes can be seen as an indi-

cator of the fragmentation of healthcare systems.

Practical implications

The enthusiasm and conviction of the respondents that

case management adds value to the ‘usual care’ are a

striking finding in this study. The presence of an MDT

or collaboration with existing teams strengthens the case

management initiatives. Case managers who do not

engage in regular consultation with physicians perceive
this as a lack. It seems that linking case management to

medical decision-making (by having doctors ‘near at

hand’) is a powerful combination. Case managers favour

a broad multitask model throughout the whole care con-

tinuum. This includes regular case management tasks

(care assessment, planning, linking, evaluation, advo-

cacy, support and family interventions), and also case

finding, aftercare and the training of professionals and
caregivers. While there is not yet scientific evidence to

support the hypothesis that such a broad model provides

better outcomes, some studies do point in this direction.

Acton & Kang (2001) studied interventions to reduce the

caregiver burden in dementia care and found the stron-

gest evidence for multicomponent interventions. Brodaty

et al. (2003) concluded in their meta-analysis of psychoso-

cial interventions for caregivers of people with dementia
that the only feature that emerged as significant was

involvement of both the patient and the caregiver in a

structured programme. Practical support for the care-

giver, involvement of the family, structured individual

counselling and flexible deployment of a consistently

present professional to provide long-term support were

all important. Providing not only practical care but also

psychosocial support activitities is stressed by the case
managers in this study, and is also an important finding

in the study of Sargent et al. (2007).

A crucial factor in the development and implementa-

tion of these programmes is the position of the case man-

agers in the dementia care provider network. Key factors

are well-defined tasks and arrangements among the pro-

viders involved, and a willingness to cooperate with oth-

ers, including the redistribution of functions and tasks.
Health professionals could emulate social workers, who

often fulfil the role of linking caregivers to available sup-

port, while GPs do this less often (Brodaty et al. 2005).

When caregivers of people with dementia are aware of

available support, the increase of service use is likely

(Roelands et al. 2008).

The amount of integration as described by Wulsin

et al. (2006) is reflected in the different developments of
the programmes, which often start with improved refer-

ral, to consultative care, to collaborative care or inte-

grated team care like in programmes A and E. Only in

programme A was the organizational structure reframed

around integrated care and combined with new financial

arrangements with health insurers. The uncertainty of

funding for the other programmes is a risk factor for the

future.

Recommendations for policy

The programmes are heavily dependent upon inter-

organizational commitment, which is essential for
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effective integrated care. In Dutch healthcare policies,
both integrated care and competition are stimulated. As

a reaction to increased (financial) pressures, healthcare

organizations are reorganizing themselves and merging

with others to develop new organizational structures

(Fabbricott 2007). These circumstances are critical issues

for the further development and sustainability of the case

management programmes. A study which compared the

amount of integrated structures in relation to the quality
of care revealed that integrated health and social care (in

Ireland) versus the more fragmented situation (in the

UK) did contribute to more multidisiplinary working

and care management arrangements (Challis et al. 2006).

Integrated care for elderly people with dementia seems

to be desirable in several developed countries with an

ageing population. However, policy recommendations

are needed to guide these processes and to make care
accessible throughout the community. The programmes

described in this study could serve as a starting point to

form a basic model for implementation of case manage-

ment programmes on a broader scale. On a policy level,

incentives for developing a sound knowledge base and

exchanging experiences about case management pro-

grammes should be stimulated and facilitated. In The

Netherlands, the National Dementia Programme and the
local Alzheimer federations offer national infrastructures

which could be further developed into a nationwide

knowledge network which initiates, stimulates and dis-

seminates knowledge about effective integrated demen-

tia care. International learning in exchange programmes,

like the National Dementia Strategy in the UK, is recom-

mended (NDS 2008). Another policy recommendation is

to stimulate the development of collaborative financial
contracts between care providers and insurers. The very

recent (2008) Dutch dementia programme which facili-

tates 10 dementia networks is a step in the right direc-

tion, but the urgency to improve dementia care asks for

more experiments and incentives for both insurers and

providers to contract integrated care.

Evidence for effects

The limited data on the satisfaction of clients and profes-

sionals show high scores and underline the experiences of

the case managers. However, there is a need for more

evidence on the effects of the programmes. The published

evidence regarding the effectiveness of case management
interventions is equivocal. Two studies of dementia care

(Newcomer et al. 1999a,b) found no effects over time with

respect to institutionalization for two types of case

management varying in terms of caseload and available

resources. However, there were slight improvements

in reduction of the caregiver burden and depression

after 6 months. The case management was limited

to organizing good-quality, cost-effective care, without
emotional and social support for clients and their

caregivers. A study by Gravelle et al. (2007) about

case management for frail elderly people found no

effects on hospital admissions or mortality. Eloniemi-

Sulvaka et al. (2001) describe a 2-year intervention

programme in Finland by a dementia family care

coordinator (a trained nurse). In this RCT, the rate of

institutionalization was initially significantly lower in the
intervention group, but the benefit decreased over

time. Another study of case management for dementia

patients (Challis et al. 2002), also focusing on emotional

and social support, found effects on delayed nursing

home admission, but not on the objective caregiver

burden. In Canada (Chu et al. 2000), clinical intensive

case management for early-stage Alzheimer’s patients

and their caregivers was also found to delay institutionali-
zation after 18 months, without extra use of services.

Next to this, caregivers felt less burdened at 6 months,

but not in later measurements. Next to a preventive

and proactive emphasis, the focus was on education,

supportive counselling and skill training.

Future research

In our opinion, future research on the effects of case

management in dementia care should focus on two lev-

els: the individual level of clients and caregivers, and the

organizational level of the care network. At client level,

measuring the effects on health outcomes such as care-

giver burden, problematic behaviours and patients’ and
caregivers’ well-being and depression is necessary. Also,

the effects on care consumption are interesting to judge

the cost-effectiveness of case management in the short

and long term. At the level of the care network, the

effects on service use such as time to nursing home

admission, referrals or crisis interventions are suggested.

The degree of integration, embedding in an MDT and

breadth of the intervention package related to outcomes
are subjects for further research. Consequently, in order

to estimate the total effects, the financial consequences of

case management programmes and changed service use

patterns should also be researched.

Limitations of the study

Our research contains several limitations. The number of

programmes included in this explorative study was lim-

ited. The selection criterion that a programme had to

have been in existence for 1 year may have excluded less

successful, already failed programmes. Furthermore,

apart from the manager, we interviewed one case man-

ager per case as a representative of the case manager
group. However, the cooperation of all the respondents
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and the large amount of data from project documenta-
tion and the interviews provided a good insight into the

characteristics of the programmes and the perceived

success and failure factors. Despite these caveats, this

multiple case study does support the conclusion that

case management in dementia care, as being developed

in The Netherlands, is a young but promising approach

that should be further investigated. The increasing num-

bers of people with dementia living in the community
and the deficiencies in the current healthcare system

underline the need for the further improvement of

integrated and coherent dementia care.
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