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Glossary 

Residential care Care with board and lodging provided by care homes. 

Extramural care Care without board and lodging provided by home 
care organizations. 

Care home Home which provides residential care. There are two 
types of care homes: nursing homes and residential 
homes. Care homes may have various locations 
(homes). 

Nursing home Care home which provides care to residents who can 
no longer live independently and need continuing 
nursing and other forms of care. 

Residential home Residents in a residential home are still able to do 
various activities of daily life (e.g. cooking, toilet and 
dressing). Most care homes are a combination of a 
nursing home and a care home. 

Home care Provides community nursing and/or domiciliary care 
(household services).  

Day care Day care is provided by nursing homes and includes 
various forms of outpatient (non-residential) care 
such as physiotherapy, speech therapy, psychological 
help and medical advice. 

Sheltered accommodation  Home in the proximity of a care home where inhabit-
ants live independently but can make use of various 
services (e.g. meals, care) of the care home. The ac-
commodation has a direct alarm line with the care 
home.   
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Chapter 1 

Introduction 

1) This report1 gives an overview of the findings of an EU-sponsored comparative 

research project on how elderly people make choices for residential care in the 

Netherlands. The countries included in the research project are the United Kingdom, 

Spain and the Netherlands. Some of the questions addressed are: What are the for-

mal procedures and which agencies are involved in these procedures? Which criteria 

do elderly people or their relatives use in making choices for residential care? What 

kind of information is used and what kind of information needed? What is the social 

meaning of free choice in searching a home for residential care? Which factors influ-

ence the choice process? How may the future of client choice in residential care for 

the elderly develop?  

2) Our research questions must be considered in connection with ongoing changes 

in Dutch health care. Over the last decade the government and other agencies have 

initiated quality of care measurement and public reporting on quality of care 

(Maarse et al,  2013). The new code word is transparency. A central element of the 

‘assumptive world’ underpinning transparency is that quality measurement and pub-

lic reporting will enable clients to make informed choices, for instance if they need a 

place in a care home. A related assumption is that informed choice will encourage 

providers to render high-quality and patient-centered care (Glendinning, 2008; 

Clarke, 2006).  

3) The rise of quality measurement and public reporting is also visible in long-term 

care. In 2007 a number of organizations agreed upon the Quality Framework for Ap-

propriate Care (Kwaliteitskader Verantwoorde Zorg) for the sector Nursing and Care. 

These organizations were: the Ministry of Health, the Healthcare Inspectorate, the 

national association of health insurers, the national association of clients, the na-

tional associations of care professionals and the national umbrella organization for 

caring and nursing. The list of participants who signed the agreement expressed a 

shared responsibility for quality measurement.  

                                                
1 The author thanks Ine Hesdahl and Sharon Buquet for their great support in collecting data. 
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4) A related change is the increased emphasis upon freedom of choice. This devel-

opment suggests a new stage in the process of client emancipation in health care. 

The emancipation process which started about three decades ago marked a transi-

tion from a traditionally  paternalistic  type of  health  care system to a  more ‘demo-

cratic’ type of system in which clients are given the possibility to influence the care 

delivery process, among others, by the installment of client councils, the introduc-

tion (or formalization) of informed consent or formal complaint procedures. At pre-

sent emancipation also means that clients should be free to make their own choices. 

Policy documents frame them as ‘consumers’ who are best able to determine their 

own preferences and make their own choices, provided they are well informed 

about alternatives and their consequences. Under the influence of the liberal market 

rhetoric emancipation has been connected with the concept of consumer sovereign-

ty (Maarse, 2011).   

5) The fundamental question in this report is to what extent clients are free to 

make their own choices in the ‘real world’ of residential care and how they actually 

use their ‘assumed’ freedom. Do they believe to have a free choice? What does free 

choice’ mean to them? Which factors influence the choice process?   

6) The structure of this report is as follows. Chapter two gives a concise overview of 

the financing and organization of long-term care in the Netherlands. Chapter three 

discusses the procedure for need assessment which plays an important role in the 

choice process, because applicants can only be admitted to residential care if they 

have acquired an indication (indicatie) which specifies for which type and amount of 

care they are eligible. Chapter four examines the role of the so-called care offices 

(zorgkantoren) in the choice process. These offices fulfill several formal roles in the 

implementation of long-term care for the elderly, but are presently seeking a client-

centered attitude in the choice process. The focus in chapter five is upon the role of 

care homes in the choice process.  These homes increasingly seek to play an active 

role in the choice process of applicants by marketing activities and providing tailor-

made information. Chapter six and seven may be regarded as the main chapter of 

this report. It investigates how applicants make choices and what information 

sources they use when seeking admission to a care home. Chapter seven gives a 

schematic overview of the various forces that influence the choice process and dis-

cusses some future developments in residential care for the elderly and the potential 

consequences of these changes for clients’ searching behaviour. 
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Chapter two 

The structure of long-term care in the Netherlands 

 

Public responsibility 

7) A key element  of  the general  structure of  long-term care in  the Netherlands is  

the strong involvement of the state. Over the last 40 years the state assumed public 

responsibility for a wide range of long-term care services. Long-term care has be-

come part of what may be called the public domain. Public responsibility means that 

the state guarantees all persons who are considered eligible access to long-term 

care. Long-term care can be described as a mainly publicly funded service which is 

delivered by private not-for-profit provider organizations. In other words: public 

funding is combined with private not-for-profit provision. The state’s public responsi-

bility for long-term care is highlighted by the fact that public financing of health care 

amounted to 13,2% of the GDP in 2010 of which 4,1%2 was spent on long-term care 

(CPB, 2011).3   

 

The financing of long-term care 

8) Long-term care is mainly funded with public resources. In 2009, only 8% of total 

expenditure for long-term care was covered by private payments (user charges) 

(Task force, 2012). There are three main schemes. The Exceptional Medical Expenses 

Act (Algemene Wet Bijzondere Ziektekosten), in place since 1968, pays for the bulk of 

its costs. The AWBZ is a national mandatory, contribution-based insurance scheme 

(in  2013  the  contribution-rate  is  set  at  12.65  %;  the  maximum  contribution  to  be  

paid is about 4270 euro a year) which covers personal care, nursing care, counseling, 

medical treatment (e.g. medicines) and accommodation. The AWBZ is based upon a 

rights-based approach: it confers upon every individual the right to receive long-

                                                
2 Note that this percentage not only includes the expenses for care for the elderly, but also 
the expenses of many other services including the costs of care for persons with learning dis-
abilities and patients with long-term psychiatric disorders.  
 
3 This percentage is even higher than the percentage of 3,5% mentioned in the OECD-report 
Help Wanted (2011). According to this report the Netherlands is the second-highest spender 
on long-term care in OECD-countries.  
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term care if assessed eligible for it (see chapter 3). Clients are required to co-pay de-

pending upon their income, age, family situation (single or married) and stage of 

care.  During  the  first  six  months  a  low  payment  regime  applies:  in  2013  the  co-

payment  ranges  from  152  to  798  euro  a  month.  After  six  months  a  high  regime  is  

used with a maximum monthly co-payment of 2189 euro.  In 2012 a client co-paid on 

average 6400 euro a year for residential care. The amount of the co-payment is de-

termined by a national agency, called the Central Administration Office (Centraal 

Administratiekantoor – CAK). This agencies also collects the co-payment (provider 

organizations are not involved).  

9) Since 2013 8% of a person’s private savings and assets above a state-set thresh-

old (21,000 euro) are accounted for in the calculation of the co-payment. Although 

no hard data are available yet, it seems reasonable to assume that this measure has 

significantly increased the amount clients must co-pay for long-term care. The 

measure meets much resistance; many people consider it unfair. In two years from 

now the estimated value of a client’s privately owned house will also be included in 

the calculation of the co-payment.   

10) The  Social  Support  Act  (Wet Maatschappelijke Ondersteuning), in place since 

2007, is a tax-funded scheme which is run by municipalities. It pays, among others, 

for domiciliary (household) services. Municipalities receive a state grant to imple-

ment the Wmo. Before its introduction, domiciliary services were covered by the 

AWBZ.  The  transition  of  these  services  from  the  AWBZ  to  the  Wmo  meant  that  a  

rights-based insurance scheme was converted into a provision-based scheme which 

gives clients fewer rights. Municipalities possess much discretionary power in the 

implementation of the Wmo and some municipalities appear more (or less) gener-

ous than other municipalities. It is the current government’s strategy to transfer var-

ious other services from the AWBZ to the Wmo (see section on reforms).     

11) Personal budgets (Persoonsgebonden Budget) constitute the third pillar. This 

arrangement was introduced in the mid-1990s to give clients a choice on how to or-

ganize their own tailor-made care packages. Expenditures for PGB have exploded 

after 2000, namely from about 413 million euro in 2004 to more than 2.3 billion eu-
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ro4 in 2010 (SCP, 2011). This expenditure growth did not go along with a decrease of 

the expenditures for residential care.  

12) Figure 1 highlights the growth of expenditures for long-term care over the period 

2000-2010.  It  was  80%  compared  to  92%  for  healthcare  expenditures5  over  the  

same period.  

 

 

13) The focus in this report is on long-term care for the elderly funded by the AWBZ. 

The reason for  this  restriction is  that  only  the AWBZ pays  for  residential  long-term 

care. The personal budget is excluded from analysis because, as yet, elderly persons 

mainly use this scheme for home care services and hardly yet for residential care 

(notice that this may change in future – see chapter 7).   

 

 

                                                
4 Note, however, that these figures include the expenditure on personal budgets for all bud-
get holders. The number of elderly persons applying for a personal budget has remained lim-
ited. The increase in the number of budget holders aged 65 and older has lagged far behind 
the increase in the total number of budget holders. For instance, whereas the total number 
of budget holders grew by 21% in 2008, the number of budget holders aged 65 and older was 
only 5% (SCP, 2011). The role of personal budgets in the financing of long-term care for elder-
ly persons should therefore not be overstated.

 
5 Include expenditures delivered by hospitals, medical specialists, general practitioners, pro-
viders of paramedical care, pharmaceuticals and auxiliaries. Note that health care expendi-
tures also include expenditures for the elderly.  
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The provision of long-term care 

14) Long-term care is provided by private not-for-profit organizations. Clients can 

also apply for a personal budget to purchase residential care. In 2010, about 3.6% of 

the population made use of home care or care in a residential home (institutional 

care). In Europe only Austria, Sweden, Norway and Switzerland score a higher per-

centage. The average in OECD-countries is 2,6% (OECD, 2011). 

15) A notable consequence of the strong public involvement is that, unlike in many 

other countries, the private market where clients pay privately for residential care in 

privately run facilities has always remained very small in the Netherlands. The uni-

versal structure of the public funding scheme helps to explain this rather exceptional 

situation.  However,  the private  market  for  residential  care  may be expected to  ex-

pand in future, now the government has planned to implement sizeable retrench-

ment programs with the purpose to guarantee the long-term financial sustainability 

of long-term care (see chapter 7).  

16) Regarding long-term care for the elderly a distinction can be made between two 

main  types:  (a)  residential  care  in  a  care  home  and  (b)  home  care.  There  are  two  

types of care homes: nursing homes (verpleeghuis) and residential homes (verzorg-

ingshuis).6 Roughly speaking, the main distinction between both homes is that the 

residents in a nursing home can no longer live independently and need continuing 

nursing and other forms of care, whereas residents in a residential home are still 

able to do various activities of daily life (e.g. cooking, toilet and dressing). Most care 

homes are  a  combination of  a  nursing home and a  residential  home.  Home care is  

delivered by home care organizations (thuiszorgorganisatie). Organizations which 

deliver residential care may also provide home care services.  Furthermore, nursing 

homes  provide  various  forms  of  day  care  for  the  elderly  (dagverpleging or 

dagbehandeling) and residential homes various forms of social care (dagbesteding).  

17) The  rise  of  nursing  home  care  (verpleeghuiszorg) in the Netherlands is directly 

related to the introduction of the AWBZ in 1968. The principal objective of the new 

scheme was to establish a proper framework for the financing of long-term care. 

Until then, many older patients often had to stay for an unnecessary long period in 

the hospital. Hospital care was not only inappropriate for these patients, but also led 

to extra spending.  In 2011 nursing homes had a total capacity of more than 64.000 
                                                
6 I follow here and elsewhere the Dutch terminology.  
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beds of which 27.000 were in somatic wards, primarily for patients with somatic 

problems and 37.000 in psycho-geriatric wards for patients with dementia. Disabled 

persons with chronic somatic diseases or progressive dementia, mainly elderly who 

are not able to do their ADL and who need plural, more complex continuing care and 

monitoring which are beyond the range of home care services or the service in care 

homes, are usually admitted to a nursing home. Every year about 60.000 new and 

mostly very frail residents are admitted; about 40.000 of them are somatic residents 

and about 20.000 psycho-geriatric (demented) residents. Most somatic residents 

(65%) have been discharged from a hospital and suffer from a status post stroke, 

fractures and other locomotor disorders and/or diseases of the central nervous sys-

tem (e.g. Parkinson’s disease). Most psycho-geriatric residents, suffering from all 

types of dementia (53%), come from their own home. So, in fact the nursing home 

population mainly consists of frail and disabled clients with considerable multimor-

bidity and polypharmacy and substantial care dependency. The prevalence of care 

problems like pressure ulcers, malnutrition, falls, incontinence and behavioral prob-

lems is high in this population (Schols et al, 2013). 

18) Nursing homes also provide day care (dagverpleging or dagbehandeling). Recipi-

ents may visit the nursing home several times a week for specific treatments such as 

physiotherapy, speech therapy, psychological help and medical advice on how to 

cope with a chronic disorder. Many of the recipients had a CVA or underwent knee 

or hip replacement. 

19) At present the nursing home physician is an officially recognized medical disci-

pline. The nursing home team consists of a wide variety of employed professionals, 

not only including physicians and nurses, but also physiotherapists, occupational 

therapists, speech therapists, dieticians, psychologists, social workers, pastoral 

workers and recreational therapists. The wide variety of professional staff members 

creates a multidisciplinary setting to provide adequate and integrated continuous 

long-term care to patients (Schols et al, 2004). 

20) The present residential homes are the successor of the former homes for the 

elderly (bejaardenhuis). These homes were intended for elderly people who pre-

ferred to leave their own home for a safer living environment, including more social 

contacts with other people, and access to some types of care. The choice for living in 

such a home was a socially accepted phenomenon and many elderly people applied 



 11

for it, often long before they actually planned to move to it. Passing a need assess-

ment procedure was not necessary.     

21) Residential homes (verzorgingshuizen)  have  a  total  capacity  of  about  100.000  

places. Elderly people living in a residential home mostly come from their own 

home. They often have some cognitive deficits or physical disabilities, but are still 

able  to  do  some  of  their  activities  of  daily  living  (ADL)  by  themselves,  contrary  to  

nursing home residents who mostly are more disabled and need much help with re-

gard  to  their  ADL.  Persons  in  a  residential  home  have  a  small  private  living  apart-

ment  with  an alarm system and meals  served at  their  apartment  or  in  the home’s  

restaurant. They receive some basic nursing (including 24-hour availability of basic 

nursing service) and social assistance. Most residential homes also offer a daily pro-

gram with amusement. A general physician is responsible for medical care (Schols et 

al, 2013).  

22) Residential homes not only provide residential care but also organize various 

kinds of social activities for clients who still live independently (dagverzorging). Ex-

amples are singing, playing card, creative activities, some physical activities, and so 

on. The funding of these activities has been transferred from the AWBZ to the Wmo, 

which implies that municipalities now pay for it (recipients are subjected to a needs 

assessment procedure).    

23) Home care is delivered by home care organizations. A distinction must be made 

between community nursing which is still AWBZ-funded and domiciliary or house-

hold services the funding of which was transferred from the AWZ to the Wmo in 

2007.   The  big  home  care  organizations  provide  both  forms  of  care.  It  is  the  most  

volatile part of long-term care. There are not only established provider organiza-

tions, but also various new entrants which see home care as an interesting business 

case. After the introduction of the Wmo in 2007 various, even sizeable, provider or-

ganizations went bankrupt. The introduction of competitive bidding by local gov-

ernment is an important explanatory factor in this respect. A successful newcomer is 

Buurtzorg which only provides community nursing. The organization makes use of 

self-organizing teams and claims to have reduced bureaucracy and administrative 

costs significantly. 

24) Care  homes  can  be  very  sizeable  in  the  Netherlands.  An  example  is  Vivre  in  

Maastricht  which had 1667 beds in  2010.  Notice,  however,  that  Vivre  has  15 loca-
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tions (homes) scattered over Maastricht and its direct environment. The average 

number of beds of care homes can be estimated at about 275 beds (own calcula-

tions). 

25) The figure below gives insight in the development of the volume of long-term 

care in nursing homes, residential homes and an extramural setting respectively over 

the period 1998-2010. The figure demonstrates that volume growth in residential 

homes  after  a  period  of  slight  growth  has  been  decreasing  since  2005.  Due  to  the  

latest reform proposals for long-term care (see section on reforms), the market 

share of residential homes will further decline in future. Volume growth in an extra-

mural setting more than doubled whereas volume growth of nursing home care was 

more modest (about 50%).  

 

26) The picture does not reflect the great diversity in the supply of residential care 

for the elderly. A number of observations: 

 In the past many nursing homes had rooms with four or even more beds. Pres-

ently most homes have rooms with only one or two beds. The current govern-

ment policy is to have only single bed rooms. This development mirrors the 

trend towards greater privacy. 

 As said, residential homes consist of small living apartments where residents can 

live on their own. An alternative is that residents (together with their partner) 
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live in a sheltered accommodation (aanleunwoning) in the proximity of the care 

home. While living independently, they can make use of the services (e.g. meal, 

care) of the care home (assisted living). The accommodation has a direct alarm 

line with the care home.   

 Various care homes are a combination of a nursing home and care home. Many 

of them also run sheltered accommodations.    

 A new development is the creation of facilities for small-scale home-like living 

(group living). In these facilities 6-7 (max 10) persons live together (Verbeek, 

2012).  

 Another development is the creation of small-scale facilities based upon a life-

style concept. 

 There  are  now  about  200  care  farms  (zorgboerderijen) which mainly organize 

social activities (dagverzorging). A few of these farms also provide 24-hours facil-

ities.  

 People may apply for a personal budget to pay for residential care in a private 

setting. Thus, publicly funded benefits in kind co-exist with publicly funded bene-

fit-in cash.  

 

The users of residential care 

27) The previous section offered some information on the clients of residential care. 

As said, it is important to clearly differentiate between the residents in residential 

and nursing homes. Residents in a nursing home are care-dependent, either because 

of physical problems or because of dementia. Residents in a residential home are 

still able to perform most activities of daily life. Whereas residents in a nursing home 

are no longer living together, residents in a residential home may do. 

 

28) Table 1  gives an overview of the average age of residents (in years) and the av-

erage length of stay (in years). 
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Table 1: Average age and average length-of-stay in care and nursing homes (in years)   

 Average age (years) Average length-of-stay 

Residential home 85.8 3.7 

Nursing home 

       Somatic ward nursing home 

       Psycho-geriatric ward 

 

80,5 

83,4 

2,8 

Source: RIVM, Nationaal Kompas Gezondheid. 

 

29) An estimated percentage of 25% of the clients in a nursing home go back home. 

These clients are admitted to a nursing home for what is called geriatric rehabilita-

tion  care  to  recover,  for  instance  after  a  CVA  or  a  fracture.  Some  care  homes  and  

hospitals have established a specific facility for this type of recovery care (herstel-

zorg7). Usually, they return home after about a half year after admission (Heijnen et 

al, 2004).  

 

30) The figure below highlights that the majority of the clients in residential care are 

from the lowest income-categories. This finding was confirmed in other studies as 

well (CPB, 2012).  

 

   

 

                                                
7 This type of care is no longer covered by the AWBZ but transferred to the new Health Insur-
ance Act (in place since 2006).  
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The funding of long-term care 

31) Until 2010, care homes were funded by means of an annual global budget. An 

important drawback of this model was the absence of a clear link between budget 

and case-mix. The objective of the new funding model is to link funding to case-mix 

by means of a severity-adjusted case-based budget (a client budget). For this pur-

pose a system of 11 categories is in place. These categories are called care-severity 

packages (ZZP: zorgzwaartepakketten).  The table  below gives  a  brief  description of  

each ZZP plus the maximum tariff, set nationally by the Dutch Healthcare Authority 

(Nederlandse Zorgautoriteit- NZa). 

Table 2: Classification of care-severity packages 

ZZP Description 
ZZP1 Sheltered living with some guidance 
ZZP2 Sheltered living with guidance and caring 
ZZP3 Sheltered living with guidance and intensive caring 
ZZP4 Sheltered living with intensive guidance and extensive caring 
ZZP5 Sheltered living with intensive dementia care 
ZZP6 Sheltered living with intensive caring and nursing 
ZZP7 Sheltered living with very intensive caring due to specific disorders; emphasis 

upon guidance  
ZZP8 Sheltered living with very intensive caring due to specific disorders; emphasis 

upon caring/nursing 
ZZP9a Geriatric rehabilitation care (now covered by Health Insurance Act) 
ZZP9b Recovery-directed nursing and caring (idem)  
ZZP10 Sheltered living with intensive palliative-terminal care 

 

32) Residential homes mainly render care to clients with ZZP1-ZZP4. Clients with a 

ZZP5 or higher qualify for a nursing home  

33) The introduction of the new funding model has two important consequences. 

Firstly, provider organizations have become less interested in clients with ZZP 1-3; 

the  relatively  low  daily  rate  has  a  negative  impact  on  revenues.  Secondly,  clients  

have become more aware of their rights, because the case-based budget specifies 

the amount and type of care they are entitled to. In fact, a ZZP can be viewed as a 

kind of contractual relationship between client and provider organization. Particular-

ly assertive clients (or assertive relatives) may claim their rights, even at the expense 

of the rights of other clients. 
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Waiting lists 

34) Around the turn of the century the policy agenda in long-term was dominated by 

the ‘waiting list crisis’ which was generally considered to be a negative side-effect of 

years of fixed budgets. The growth of these budgets had lagged behind the increase 

of demand. In only five years (1998-2003) expenditures grew by 59,8% compared to 

27,5%  over  the  period  2003-2010.  In  fact,  the  government  was  forced  to  increase  

public spending after some court rulings which declared the gap between the supply 

and demand for  long-term care as  demonstrated by long waiting  lists  to  be legally  

unjustifiable. The AWBZ was an insurance scheme which gave clients a right to care 

and the state had the obligation to fulfill the conditions so that they could effectuate 

their right.  

35) Table 3 gives information on waiting lists for residential care. The Treek norms, 

mentioned in the table, are informal norms on the acceptable maximum waiting 

time agreed upon by the associations of provider organizations and insurers in 2000. 

As  can  be  seen  in  the  table,  the  Treek  for  nursing  homes  is  shorter  than  for  care  

homes.    

Table 3: waiting times for nursing home and care home in 2010. 

Waiting time Nursing home (%) Residential home (%) 

 42 days (Treek norm nursing home) 93,0%  

 91 days (Treek norm care homes)  90,1 

43-91 days 2,8  

92-183 days 2,1 5,0 

184-365 days 1,6 4,1 

366-730 days 0,3 0,9 

 more than 730 days 0,0 0,0 

Rounding errors 0,2 -0,1 

Source: Nza, 2012 

 

The reform of long-term care for the elderly 

36) Particularly  after  the  outbreak  of  the  financial  crisis  in  2008  the  policy  agenda  

changed from an ‘extension agenda’ into a ‘retrenchment agenda’. In various docu-

ments the government declared to hold hard measures for indispensible in order to 
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guarantee the future financial sustainability of long-term care. In a report the gov-

ernment’s highest economic advisory body estimated that, depending on the as-

sumptions, long-term care8 in  2040  would  take  between  7-9%  of  the  GDP  (CPB,  

2011).9  

37) Since about 2008/2009 the government has been publishing various policy doc-

uments with proposals on how to reign in expenditure growth. These documents 

also include measures for concrete expenditures cuts. The Coalition Agreement of 

the current government, consisting of the Labour Party and the Liberal Party and in 

office since November 2012, announced that expenditure growth in long-term care 

will be 3,5 billion Euro in 2017 less than initially foreseen (expenditure cuts by ‘less 

more’). The bulk of the retrenchments will be in personal counseling (-1.7 billion eu-

ros) and household services (-1.140 billion euros).  

38) Expenditure cuts are legitimatized by a strong emphasis upon individual respon-

sibility. The current policy debate on long-term care is more than only a debate on 

how to improve efficiency. It also contains a strong normative dimension, in particu-

larly on the relationship between solidarity and individual responsibility or, put dif-

ferently, the relationship between the state and the individual. Apparently, the cur-

rent arrangements are considered in many cases too generous. Another legitimiza-

tion is that people not only should, but also want to live independently as long as 

possible. Both arguments warrant a shift from residential care to home care.  

39) To save costs one of the measures announced is that residential care for clients 

with a ZZP1-ZZP3 (and in 2016 perhaps also ZZP4) will be abolished. In the govern-

ment’s plan these clients can only make use of home care services. It is evident that 

this measure will have dramatic consequences for care homes, because care to cli-

ents with ZZP1-ZZP4 is their ‘core business’. Implementation of this retrenchment 

program  implies  that  only  person  with  a  high  severity-score  (ZZP5  and  higher)  will  

remain eligible for residential care.   

                                                
8 Note that LTC not only includes care for the elderly, but also care for various other catego-
ries of clients (e.g. clients with a physical or mental handicap, clients with long-term psychiat-
ric disorders, and so on). 
  
9The report also discussed the labor market consequences of the increased demand for 
health care and LTC. These consequences are not further discussed here.   
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40) Another structural reform concerns the transfer of services from the AWBZ to 

the Wmo which is run by the municipalities. The transition of domiciliary services 

from the AWBZ to the Wmo in 2007 is a prime example of the upgrading of the role 

of local government in long-term care. The assumptions underpinning this reform 

are that local government is best informed about the local situation and also best 

capable to deliver efficient, client-centered and integrated care at the local level be-

cause of its responsibility for various adjacent policy areas including housing, welfare 

programs and local planning. Thus, the upgrading of local government basically rests 

upon an efficiency argument, which is consequently used to justify ‘efficiency cuts’ in 

the budget municipalities receive from the national government for the implementa-

tion of the Wmo. 

41) This structural reform has potentially far-reaching consequences for access to 

long-term care.  Given that  the AWBZ is  a  truly  social  health  insurance scheme,  cli-

ents have a right to it, provided they are assessed as eligible for it. In contrast to the 

AWBZ, the Wmo is not a rights-based scheme but a provision-based scheme.10  Legis-

lation only obligates municipalities to compensate or support clients up to the level 

that they can live autonomously and participate in social life. It leaves municipalities 

with great discretionary power regarding how to fill in this so-called compensation 

principle in practice. Also given the sizeable budget cuts imposed upon municipali-

ties (for domiciliary care 75%!), the general expectation is that only those persons 

who in the view of the municipal officials really need it and cannot pay for it private-

ly, will remain eligible for publicly funded services. A similar development might take 

place as regards the AWBZ which, according to the current government plans, will be 

transformed from a rights-based scheme into a provision-based scheme as well. 

42) Of course, it remains to be seen to what extent the government’s retrenchment 

programs and decentralization plans will be effectuated. Long-term care is rapidly 

developing as a politically very sensitive area and political pressure to revise these 

programs and plans is high.  

 

 

 
                                                
10 The policy agreement of the new Coalition-Government Rutte II (in office since end of Oc-
tober 2012) includes a proposal to also reform the AWBZ as a provision-based scheme. 
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Quality management by quality measurement and public reporting  

43) Quality management by means of quality measurement and public reporting has 

acquired a central place in current Dutch health care. The assumptive world under-

pinning this development is that quality measurement and public reporting will im-

prove the quality  of  health  services  along two ways.  One way is  that  quality  infor-

mation will encourage provider organizations to perform better (activation function 

of quality management) and will enable (prospective) clients to make informed 

choice in health care which in turn will instigate provider organizations to improve 

their performance (selection function).  

44)  The introduction of the Quality Framework for Appropriate Care (Kwaliteits-

kader Verantwoorde Zorg) for the sector Nursing and Care demonstrates that quality 

management by measurement and public reporting has also reached long-term care. 

The Quality Framework distinguishes between client-related indicators, care-related 

indicators and organization-related indicators. Client-related indicators concern the 

experience of clients with health care. The Consumer-Quality Index (CQ-index) is in-

tended to measure client experience. Examples of care-related indicators are the 

percentage of clients with pressure ulcer, the number of fall incidents; number of 

incidents with medicines; the use of psycho-pharmaceuticals; the vaccination rate; 

incontinence; number of clients showing problem behaviour; number of clients with 

depression. Organization-related indicators mainly focus upon structure. They in-

clude, among others, the professional quality and reliability of caregivers, the availa-

bility of qualified personnel (nurses, doctors), personal treatment, the availability of 

individual care plans, procedures for participation and communication, accessibility 

and contactability of the providers. Not only provider organizations but also client 

organizations are closely involved in setting up systems for quality measurement and 

indicator development. Presently, clients (or their relatives) have access to quality 

information of providers of long-term care. The results of the indicators mentioned 

above have been made publicly accessible on the website www.kiesbeter.nl.  

45) It is important to note that provider organizations tend to be critical about the 

quality of quality measurement. They cast doubt on the validity, comparability and 

reliability of the results presented. Due to theses a number of care-related indicators 

have been removed from the list of indicators. There is also a time lag of about two 

years between measurement and making the results publicly accessible which im-

http://www.kiesbeter.nl/
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plies, among others, that (potential) clients do not have access to up-to-date infor-

mation on quality.   

46) Quality information is not only provided by public organizations, but also by pri-

vate organizations. www.zorgkaartnederland.nl is presumably the most important 

one. Users can post their evaluation of individual providers or provider organizations 

by means of a grade between 1 (very poor) and 10 (excellent). Zorgkaart is an initia-

tive of a private publishing company (Bohn Stafleu van Loghum) and the Dutch Pa-

tient and Consumer Federation. The website informs of the average score of an indi-

vidual provider or provider organization (e.g. a care home) plus the number of as-

sessments (N).    

http://www.zorgkaartnederland.nl/
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Chapter three    

The need assessment procedure 

 

47) Persons who need admission to a care home need an indication (indicatie). For 

that purpose they must pass through a need assessment procedure to determine (a) 

whether they meet the criteria for admission and (b) the amount and type of care 

they are entitled to (which ZZP?).11 Until the mid-1990s need assessment was per-

formed by the provider organization where the client asked for admission. In the 

view of the then Minister of Health this procedure had two major drawbacks. The 

first problem concerned the great variation in need assessment which could lead to 

unequal access. The second problem was the possibility of supply-induced demand: 

provider organizations could influence the demand for residential care.  

48) To address these problems, a new procedure was introduced: need assessment 

was no longer performed by the provider organization itself, but transferred to new-

ly created independent regional need assessment offices (RIOs: Regionale Indicatie 

Organen) which had to apply universal and objective criteria. Thus, need assessment 

was institutionally split from provision. The centralization of need assessment culmi-

nated in 2005 with the establishment of a national agency for need assessment (CIZ: 

Centrum Indicatiestelling Zorg). The regional offices were subordinated to this new 

organization. The total organization (including the central agency and its regional 

offices) employs about 1500 persons.  

49) CIZ sets the guidelines to determine who is eligible for what type and amount of 

residential care. The assessment of applicants – about 80% is done by telephone 

contact – is delegated to the regional offices. The new procedure has been criticized 

for its bureaucratic character. In recent years, one can observe a trend towards de-

centralizing the need assessment procedure. Formally spoken, CIZ is responsible for 

the delivery of all indications. In practice, however, three different models are in 

place. CIZ may either perform the procedure itself or delegate the assessment to the 

provider organization which has to follow a standardized protocol. The latter proce-

dure is followed for the assessment of specific categories of applicants (for instance 

                                                
11 In the case of extramural care the indication not specifies the type and amount of care 
(how many hours a week), but also the time period the client is entitled to receive care.  
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persons with CVA who after hospitalization need revalidation in a nursing home) and 

for applicants in an acute situation who cannot wait for an indication. CIZ checks the 

correctness of the assessment for an aselect sample of cases. It may also start a con-

trol procedure if the number of indications unexpectedly increases or is above aver-

age. The third model concerns the re-assessment of clients which is done by the pro-

vider organization itself. Such a procedure is started when the condition of the client 

has worsened and (s)he needs a more intensive form of care. Initially, CIZ controlled 

the correctness of about 25% of these assessments but this percentage has declined 

now. Recent data highlight that the percentage of decentralized assessments has 

increased (Nza, 2012).  

50) In principle, each applicant is self-responsible for passing through the need as-

sessment procedure. As part of the procedure, he or she must also inform CIZ about 

the name of the provider organization of first preference. In practice, however, ap-

plicants often appear to be unfamiliar with the AWBZ-procedures and need support 

which may be given by: 

 the relatives of the applicant. 

 the care office (see chapter 4).  

 (often) the home care organization which is already familiar with the applicant 

(notice that admission to residential care often is the final stage in a care path-

way). The home care organization may also seek contact with a residential home 

for admission. 

 the general practitioner of the applicant. General practitioners usually inform 

the home care organization to start an assessment procedure. They may also be 

involved in the choice of home.  

 the care home where the applicant seeks admission. Note that the applicant 

may already live in a sheltered accommodation (aanleunwoning) or senior home 

(seniorenwoning) nearby. Many care homes not only provide residential care but 

also home care. As a consequence, they already know their potential clients. 

Thus, home care may work as ‘the gate to residential care.’ The residential home 

is also in charge of re-assessment procedure.  

 the transfer office of the hospital. This route is often used for patients who fol-

low a planned care pathway.  The pathway prescribes that hospitalized patients 

(e.g  patients  with  CVA or  a  new hip)  after  discharge are  admitted to  a  nursing 

home for rehabilitation. 
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Conclusion 

51) Persons who need admission to a care home need an indication (indicatie). They 

must follow a need assessment procedure to determine (a) whether they meet the 

criteria for admission and (b) the amount and type of care they are entitled to. Need 

assessment was centralized in the mid-1990s to achieve a uniform and objective 

procedure. A national center (CIZ) was established in 2005 to streamline need as-

sessment. New procedures are in place to decentralize the need assessment proce-

dure for specific categories of clients. Need assessment involves a formal procedure, 

but our analysis highlights the presence of a variety of (mostly) informal procedures 

surrounding the formal procedure to support applicants.      
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Chapter four 

The role of the care office in the choice process 

 

52) The AWBZ is implemented by health insurers which coordinate their activities in 

regional care offices (zorgkantoren). For this purpose the Netherlands is divided into 

32 regions. For each region one insurer has received the concession of the Minister 

of Health to carry out the AWBZ on behalf of all insurers active in the region (repre-

sentation model). Usually, the regional market leader in health insurance is selected 

to run the care office. 

53)  Care offices receive an annual regional budget for purchasing health services 

covered by the AWBZ. The budget is binding and may not be overspent. Care offices 

do not incur a financial risk in the implementation of the AWBZ. They are also paid a 

prospective budget to cover the administrative costs of implementation.  

54)  The care office fulfills several formal tasks in the implementation trajectory.  

 It  contracts  with  care homes on the provision of  care.  These contracts  may be 

described as cost-volume contracts. Care offices have some discretionary power 

in contracting. For instance, they may set lower prices than the maximum prices 

set by the Health Care Authority. They may also use quality criteria in the con-

tracting process (for instance by using a model which guarantees each provider 

organization 95% of its historical budget; the other 5% can be earned by quality 

improvements). Provider organizations which do not meet the quality criteria 

may be denied a contract. The obligation to contract all care homes has been 

abolished since 2012.      

 It checks for each client whether he or she has an appropriate indication. For this 

purpose it receives all indications given out by the CIZ. In principle, these indica-

tions also include information on the care home where the client prefers to be 

admitted.  

 It performs a yearly material control of the spending of provider organizations. 

Are the financial resources used in accordance with the regulatory framework of 

the AWBZ? 
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55) The care office is not in charge of quality control. This is the task of the Health-

care Inspectorate. However, it uses all quality information available in inform clients 

(see below) and purchasing. 

 

Information to clients 

56) Each care office is required to publish information on all provider organizations 

on its website. This information includes, among others, the location and target 

groups  of  the  care  home;  the  availability  of  single  rooms;  the  religious  denomina-

tion; the home’s policy regarding house animals; reachability by public transport. 

Furthermore, the care office publishes the latest available information on the quality 

of care, client satisfaction and the presence of quality marks. Care offices also stimu-

late care homes to publish all quality and client information on their websites. An 

investigation of the Healthcare Authority highlighted that in 2010 only 26 care offic-

es published general information on provider organizations; only 17 offices pub-

lished specific information on provider organizations and only 11 the available in-

formation on quality of care and client satisfaction (NZa, 2012).  

 

Relation between care office and applicants 

57) This section is based upon interviews with representatives of three care offices. 

The number of persons who participated in the interviews is four.  

58) Each of  the three care offices  had set  up a  specific  unit  to  serve persons (pro-

spective clients and/ or relatives) who contact the unit for information (the persons 

interviewed worked in these units).  

 The unit is intended as an information desk for (prospective) clients on all ad-

ministrative aspects of the AWBZ. 

 On request the desk informs (prospective) clients on the regional supply of pro-

vider organizations. Employees of the information desk have regular contacts 

with these organizations to be up-dated. They may also visit new entrants. The 

desk-office also prepares specific brochures to inform clients.  

 The employees of the information desk may see it as their task to discover ‘the 

question behind the question’. What does the client really want? In these cases 
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they may give them information on different options and advise them to visit a 

selection of homes before making a final decision. 

 In case of a conflict between client and provider organization the care office can 

intervene. This may happen if a provider organization refuses to admit a client or 

intends to send away a client for alleged misconduct. Special procedures are in 

place to handle these situations. The care office sees its role as the client’s rep-

resentative or support-giver. 

59) Our interviews with care office workers indicate some frustration that only a lim-

ited number of applicants make use of the information desk. ‘Many people don’t 

know how to find us’, one of them told us. Most of those who contact the care office 

are relatives who anticipate on an admission. Apparently, many applicants or their 

relatives are still uninformed about the facility and make use of other sources than 

the information desk to collect information on their options (see further chapter six). 

60) According to our interviewees most clients prefer a home in their own environ-

ment. A home close to their family (mostly children) and sphere is also important. If 

relatives live in another part of the country, they may take the initiative to seek an 

appropriate location for the resident in their own environment. If requested, the 

care office gives them support in finding an appropriate home nearby. For that pur-

pose care offices contact each other.  

 

Waiting lists 

61) Interviewees are skeptical on the reliability of information on waiting lists. One 

interviewee explained this by making a distinction between three types of potential 

clients. Active clients react positively when they are informed that a bed/place has 

become available. Passive clients postpone admission as long as possible. A third 

category of clients only opts for admission if it is in a residential home which meets 

their preferences. If all these persons are equally registered as waiting, the waiting 

list gives a biased picture of the demand for residential care.   

62) The information desk fulfills an intermediary role in matching demand with sup-

ply.  For  this  purpose it  seeks  contacts  with  care homes on available  capacity  to  be 

up-to-date informed. Residential homes may also take the initiative and inform the 

care office on free capacity. 
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Conclusion 

63) Region-based care offices fulfill important tasks in the implementation of the 

AWBZ. They contract with provider organizations, check indications and perform ma-

terial controls to examine whether provider organizations use the financial resources 

in accordance with the regulatory framework. To work more client-centered care 

offices have also set up an information desk to support applicants for AWBZ-funded 

services and finding a home for residential care. Interviewed employees of the in-

formation desk appear skeptical on the reliability of information on waiting lists and 

take initiatives to be as updated as possible.   
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Chapter Five 

The role of care homes in the choice process 

 

64)    This chapter is based upon interviews with representatives of six care homes. 

Interviews were held with the head of the intake-office and intake-officers and in 

one home with the chief executive. The total number of interviewed persons is 9.  

65) Most  care  homes  in  the  Netherlands  have  several  homes  or  locations.  For  in-

stance, Vivre in Maastricht has 15 homes scattered over the city and the adjacent 

countryside. In the view of intake-officers clients do not choose for a provider organ-

ization such as Vivre, but for a specific home, for instance because it is situated in 

the direct environment where they live, because it is said to have a good reputation 

or  because it  is  new and has  better  facilities  (single  bedrooms!)  than other  homes.  

They may not even know the organization running the home. 

 

Competition and admission policy 

66) There is not much competition between care homes. This is hardly surprising 

given the institutional arrangements in place (absence of price competition and, un-

til 2012, ban on selective contracting) and the increasing demand for long-term care. 

Furthermore,  there  are  most  of  the  time  people  on  the  waiting  list.  Whereas  the  

market for domiciliary (household services) has become very competitive after the 

introduction of competitive bidding by municipalities, the market for residential care 

has hardly been affected by competition. Care homes even benefitted from extra 

financial resources to tackle waiting lists or improve the quality of care. It is common 

practice that care homes contact each other, when a person needs an urgent admis-

sion and a home has no free capacity available. Relations are described as collabora-

tive. 

67) Yet, the picture is not complete. Some homes adopt a more competitive and en-

trepreneurial attitude than others. For instance, one intake-officer said that the 

nursing home had set up a campaign to acquire new clients because of its (tempo-

rarily) unused capacity for clients with psycho-geriatric problems. It published infor-

mation in local newspapers, distributed folders in the Alzheimer café and organized 
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open days. Furthermore, they sought contact with general practitioners, home care 

organizations, welfare organizations and other agencies to inform them on open 

places. Waiting lists were also scrutinized. Another respondent emphasized the im-

portance of having a division for home care. By providing home care the organiza-

tion is already familiar with many prospective clients: home care works as a ‘perfect 

marketing instrument.’ 

68) Care homes strive for an occupancy rate of 100%. An instrument to achieve this 

target is to set up care networks. An example of such a network is a care pathway 

with a hospital for specific categories of patients. The hospital sends patients after 

surgery (e.g hip replacement) to the care home for recovery and rehabilitation.  

Homes which are not involved in the network may feel themselves in a disadvan-

taged position. Though the network may be of great help to clients, it  may also re-

strict their freedom of choice.  

69) Care homes indicate that they do not accept all applicants. Increasingly, they 

refuse applicants with ZZP1 or ZZP2 because they are ‘uninteresting’ from a financial 

point of view. They also (rightly!) anticipate that applicants with ZZP1 and ZZP2 will 

be excluded from admission (see chapter 2). The intake-officer of one home also said 

to prefer ‘modest people’ (mostly people with limited financial resources), because 

they better fit in its business model than people who tend to be more assertive and 

display claim behavior. 

 

Provider-client relationship  

70) Intake-officers have the first contact with potential clients (and/or their rela-

tives).  They not  only  inform them, but  may also give them the opportunity  to  visit  

the location to  see how it  works  and taste  the sphere.  Each care home has  a  bro-

chure on facilities, ‘rules of the game’, and so on. Care homes are also increasingly 

requested to be transparent as regards the co-payment regime for extras (laundry, 

barber, coffee, and so on). Intake-officers further check the formal aspects of admis-

sion: is there an indication? Which ZZP? Which monthly co-payment is to be ex-

pected? Usually, they support the client in the need assessment procedure by filling 

in  the  application  form.  As  said  earlier,  care  homes  are  also  in  charge  of  the  re-

assessment of their clients.     
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71) Intake officers do not believe that applicants use quality information available on 

websites to assess the quality of care homes. Relatives may do so (in particular in-

formation on www.zorgkaartnederland.nl which is  easier  to  interpret),  but  it  is  not  

clear how this information influences their behavior. Of much greater importance is 

the experience of an applicant or his/her relative(s) when visiting a home and tasting 

the sphere. How is the canteen and the food? How do the rooms look like? What 

about my privacy? How respectful is the personnel? What about the food? Is there a 

pleasant  common  place  to  sit  together?  Does  the  home  organize  social  activities?  

Am I permitted to paint? What about my aquarium or parakeet? Personal infor-

mation and contact is of utmost importance.  

72) According to an intake-officer applicants not always realize that they may ex-

press their preferences and make their own choices. ‘Applicants are mainly interest-

ed in photographs’, she said. This suggests they are anything but the ‘informed deci-

sion-maker’ the government seems to have in mind. There is a gap between the 

rhetoric of free choice and the real world of making choices. In this respect, one in-

take-officer even confessed that she had never inspected herself how her home 

scored on the website with comparative quality information. Furthermore, she cast-

ed serious doubt on the validity and reliability of this information source. Is sphere 

really measurable? Applicants may have quite different opinions on what they con-

sider important. 

73) The  chief  executive  interviewed  saw  daughters  in  the  age  of  40-50  as  an  im-

portant target group of her marketing strategy because of their assumed prominent 

role  in  the choice of  an appropriate  home for  their  father  or  mother.  She also em-

phasized the role of atmosphere. For instance, it is very important that specific 

weekly journals that are frequently read by elderly (female) people are available just 

as catching stories about persons with Alzheimer. The availability of a barber, grocer 

and regional radio also contributes to a good sphere. 

 

Making choices from the provider perspective 

74)  Intake-officers divide applicants in several categories. In their view, applicants 

with a low ZZP who seek a place in a care home tend to be more critical. Applicants 

with a higher ZZP are often not capable anymore to make choices of their own. Here, 

http://www.zorgkaartnederland.nl/


 31

their relatives (in particular ‘the oldest daughter’ as one said) take the lead in the 

selection process. 

75) Intake-officers mentioned the following criteria as the top-three criteria for peo-

ple with somatic problems: 

 location: in the neighborhood of the applicant (‘people who have lived in Maas-

tricht will never choose a home outside Maastricht’). 

 location: where do my family members (children)  or other ‘significant’ persons 

live? 

 atmosphere, privacy, facilities. 

 denomination (Catholic, Protestant, et cetera). 

 reputation of the home. 

 

76) Interestingly, applicants seldom ask for information about the quality of care. 

Apparently, they assume no problems with quality and focus upon other things such 

as sphere, privacy, social activities. Clients may also accept lower quality in exchange 

for more privacy, better sphere or personal treatment.  Relatives are also interested 

in the quality of care. 

77) Clients were said to be rather ‘conservative’. If they feel well in a home, they of-

ten prefer not to move to another home, even if their current residence is not their 

first choice. The main reason is that they have accustomed to their new living place, 

appreciate their nurses, co-residents, informal workers, and so on. 

78) The interviewees were rather negative about the role of the care office. They see 

this organization as a ‘bureaucratic agency that spends most of its time on ticking off 

formularies’.  

 

Conclusion 

79) Care homes do not  act  as  passive recipients  of  clients,  but  increasingly  seek to  

play an active role in the selection process. Though competition between homes is 

still largely absent – mutual relations are considered to be collaborative – some 

homes have adopted a more competitive and entrepreneurial strategy by carrying 

out a variety of marketing actions. Care homes strive for full occupancy, but increas-

ingly do not accept applicants with ZZP1 or ZZP2, because of the negative impact of 
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these clients on their financial result.   They notice a more critical attitude of clients 

or their family members, but are convinced that, at least so far, objective and com-

parable information on the quality of care on websites has not played a significant 

role  in  the  selection  process.  Other,  more  informal,  sources  of  information  appear  

much more important. Care homes seek to inform prospective clients as best as pos-

sible and give them the opportunity to visit the home to see how it works and taste 

the atmosphere. Personal contact is of utmost importance.     
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Chapter six  

How do clients make choices in residential care?  

 

80) The previous chapters discussed various factors of the context in which persons 

in search for long-term care make choices. Attention was given to the regulatory and 

financial framework. Applicants need an indication for which a formal procedure is in 

place. Our analysis highlighted various informal procedures to support applicants 

most of whom have little knowledge of the formal procedure. This support is of 

great interest for them to find their way through the bureaucracy. We also saw that 

care offices have set up information desks to operate more client-friendly. Provider 

organizations also seek an active role in the choice process. 

81)  The focus in this chapter is upon clients themselves. How do they make choices 

for residential care? What do they consider important? How do they organize the 

choice process? Who are involved? Which information do they use and what infor-

mation do they need? Do they make use of the ‘objective’ information on the quality 

of care in care homes? What is the social meaning of choice for them?    

82) Our data collection procedure consisted of the following steps. 

 We had recorded interviews with seven ‘recent’ residents and eight relatives of 

residents. The maximum period the residents had lived in a care home was three 

months. This short period was chosen to achieve that they still had a good 

memory of the course of the choice process. The results of the interviews were 

worked out according to a common protocol. Residents and relatives came from 

three different care homes. 

 We organized three recorded workshops with prospective residents. The total 

number of participants was thirteen. Two workshops had five participants, one 

workshop only three. The workshops were held in three different care homes in 

three different cities in the province of Limburg. There is a report of each work-

shop. 

 We organized three recorded workshops with relatives of residents. The total 

number of participants was nineteen. Two workshops had six participants, one 

workshop seven. The workshops were held in three different care homes in 



 34

three different cities in the province of Limburg. There is a report of each work-

shop. 

 Our  interviews  were  set  up  in  a  semi-structured  way  according  to  a  common  

protocol of the international project team. A similar procedure was followed in 

the workshops. 

 In the workshop participants were given 15 cards each of which mentioned a 

choice criterion. Participants were asked to select three cards with the most im-

portant criterion for them and three cards with the least important criterion (see 

results for more information).  

 In the workshop participants were also asked to make a choice between three 

different types of care homes (see results for more information).  

83) We supplement our research findings with the results of a research of long-term 

care presented by the Social and Cultural Planning Agency (Sociaal en Cultureel 

Planbureau – SCP) and the results of a survey among clients and relatives commis-

sioned by the Dutch Healthcare Authority. The latter research was conducted by Mo-

tivaction (a research organization) in 2012.    

84) Finding (prospective) residents and relatives to participate in an interview or 

workshop  was  not  always  easy,  even  though  we  received  full  support  of  the  man-

agement of the care/nursing home involved. In each care home the management 

approached candidates for interviews or participation in the workshops.12 The re-

searchers contacted these candidates directly only after they had received their 

names from the management.  Sickness, death, weather (snow, rain, cold) made that 

we ‘lost’ several persons who had agreed to participate. We suspect that some of 

residents or relatives participated, because they felt themselves dependent on the 

care home, even though we had guaranteed them full anonymity. However, we have 

no reason to assume that this attitude influenced their contribution in the workshop 

or individual interview. We accepted every person who met the criteria. Given the 

small number of participants we cannot claim to give a full picture of the choice pro-

cess of elderly persons in search for a place in a residential home. Nevertheless we 

believe to be able to give a nice insight in what people experience when they need 

to be admitted in a care home.  

                                                
12 The researchers provided the management with all information on the research project 
and draft letters for candidates.  
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Diversity of clients 

85) Our interviews highlight that clients in care homes are quite diverse. From the 

viewpoint of choice several distinctions are important. Firstly, clients can be catego-

rized as somatic or psycho-geriatric. Of course, these categories are not exclusive: 

clients can simultaneously have somatic and psycho-geriatric problems. Further-

more, both categories are not homogeneous but full of gradations. The relevance of 

the distinction is that the categories correspond with different ‘market segments’. 

Whereas clients with severe psycho-geriatric problems have to rely on a special geri-

atric ward of a nursing home, clients with somatic problems, depending on the se-

verity  of  their  problems,  may  also  qualify  for  a  place  in  a  residential  home.  The  

choice options for the first category are, ceteris paribus, more constrained than for 

the second category. This is also true for clients who need specialized nursing (e.g. 

clients with Korsakov).   

86) A second distinction is between clients whose physical or mental condition has 

gradually worsened and clients whose admission is triggered by a serious acute 

problem. Again, the classification is not mutually exclusive: due to an acute problem 

a client in the first category can quickly move into the second category. Clients in the 

first category (e.g patients with Parkinson, COPD, arthritis, renal failure, depression 

or a combination of these diseases) have usually received home care services for a 

while and/or lived in a sheltered accommodation, but have now reached the stage 

where they can no longer live independently and care for themselves. Their social 

network may also feel no longer capable to give them all the support needed. Mov-

ing to a residential home is considered the only reasonable option available. The rel-

evance of the distinction is that clients with an acute problem have little choice, 

whereas clients whose condition has gradually been worsening may take more time 

to find an appropriate home. Admission usually follows after a period of searching 

for an appropriate home. In most cases they were registered as waiting for a certain 

period of time, ranging from several years (the maximum number heard was three 

years) to only a few months. Frequently mentioned ‘triggers’ for admission of clients 

in the first category are CVA, fractures or death of a partner or principal informal 

caregiver (see also table 4). For these clients choice is only an ‘empty’ concept.  Their 

greatest priority is to find a quick solution in an untenable situation. 
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 Table 4 Triggers of admission (%) 

 Residential home Somatic ward 
nursing home 

Total 

Gradual worsening of condition 41 27 38 
Acute disease of client or partner 23 48 29 
Accident/fall client or partner 13 13 13 
Death partner 6 3 5 
Breakdown social network 2 3 2 
Other 14 7 13 
Total 100% 100% 100% 
Source: SCP (2010).  
 

The category ‘other’ includes, among others: anxiety that something might happen 

and nobody in direct environment available, former living place unfit, not practical or 

too expensive; feelings of unsafety in own home or environment; feelings of lone-

someness; financial reasons (SCP, 2010). 

87) The third distinction is between insiders and outsiders. Insiders are clients (or 

relatives)  who  have  some  experience  with  life  in  a  care  home.  Experience  can  be  

gained in several ways: for instance, clients may have worked in a care home, have a 

relative or acquaintance who works in a care home or have (regularly) visited a rela-

tive or acquaintance who had been admitted to a care home. Because of their pre-

knowledge they are likely to have more pronounced ideas about the quality of care 

in care homes or a specific home than outsiders who have no experience with life in 

a care home and, hence, miss relevant insider information.  

  

Case 1 (relative) 
 
Due  to  arthritis  father  had  broken  his  hip  6  times.  He  had  to  be  cared  3  or  4  
times a day. He could no longer visit the toilet himself. He also suffered from lack 
of oxygen due to COPD (trigger). His condition gradually deteriorated in the pe-
riod June 2011-January  202,  but  became acute in  only  3,5  weeks  (time frame). 
Until the moment of admission, he lived at home (route of admission). There was 
only one discussion with the intake-office of the nursing (procedure). Son and 
daughter have asked his GP to contact the nursing home (influences). Father 
himself has taken the decision to be admitted in the nursing home, because he 
realized that his home situation had become untenable (main decision-maker). 
However,  his  GP  had  told  him  earlier  to  consider  admission  (support).  For  him  
the quality of the canteen was very important (choice criteria) and he certainly 
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did not want to be admitted in home A where he had been admitted earlier 
(personal experience). He had collected information on home B where he even-
tually was admitted from informal contacts (sources of information). Physical re-
strictions made it impossible for him to visit some alternative locations. The in-
take officer also did not mention other options. There was much pressure to find 
a  place  (search process).  The  relative  said  to  be  familiar  with  internet  infor-
mation on the quality of care (quality information).  

 

The social meaning of choice 

88) In the current discourse freedom of choice is presented as an important value. 

People  should  be  free  to  make  their  own  choices  as  long  as  possible.  Freedom  of  

choice is not only considered superior because every person best knows his or her 

own preferences (the intrinsic value of freedom of choice), but also because free-

dom  of  choice  keeps  providers  on  alert  (the  extrinsic  value  of  freedom  of  choice).  

The  only  condition  to  be  fulfilled  for  freedom  of  choice  is  that  everybody  is  well-

informed and has access to valid and reliable information. 

89) But what does choice mean for clients and their relatives? What is the social 

meaning of free choice for them? A number of observations can be made. To begin 

with, it is important to emphasize that (most) people nowadays prefer to live inde-

pendent as long as possible. Several respondents experienced the choice for a nurs-

ing home and, to a lesser extent, residential home as painful because of the inevita-

ble loss of personal freedom. In particular the nursing home is seen as a kind of last 

resort. It was not for nothing that Anne Mei The (2005) titled her study on life in a 

nursing home ‘In the waiting room of death’. This perception of life in a care home 

makes the expression freedom of choice somewhat curious. A choice for a nursing 

home is not voluntary, but an involuntarily yet unavoidable step.13  

90) Most clients experience the choice for residential care as painful.  In particular 

persons with somatic problems see the nursing home as an end-stage facility, where 

they will lose their privacy, independency and perhaps even their social network. 

                                                
13 As regards residential homes this observation marks a cultural change. It is still only a few 
decades ago that many elderly people considered it normal to spend the last years of their 
life in what was called a home for the elderly.  Aware of long waiting times, they registered 
themselves as waiting long before they actually decided to move to the new home. An indi-
cation was not required (this changed in the mid-1990s when elderly homes were converted 
into residential homes). 
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They may also feel anger on the choice for residential care. ‘You pushed me in this 

home’,  one  relative  told  on  what  her  mother  had  said  to  her.  Some  relatives  said  

that their father or mother had even preferred death to admission, but their ‘choice’ 

had not been respected. On the other hand some relatives also told about their at-

tempt to dissuade their father or mother from moving to a care home: ‘Oh, shouldn’t 

you consider it again? Don’t you want to stay home with some extra care?’ 

  

Case B (recently admitted) 
 
Due to serious illness, the client has been hospitalized several times. She needed 
much care and often felt alone (trigger). The deterioration of her condition (asthma) 
was a process of many years (time frame). Until the moment of admission, she had 
lived independently (route of admission). She had to wait 7 months, but said to be 
well informed on the waiting time. Her GP had told her that location X would be a 
good location for her (influences). Client took the decision for admission herself but 
in consultation with her daughters (main decision-maker) and with her GP (support). 
The location chosen was in her neighborhood. Furthermore, her daughter had 
worked for 12 years in this home (choice criteria). 

 

91) Moving from an independent living place to a nursing home may also be a pain-

ful experience for relatives and be felt as a kind of personal defeat. They stressed, 

however, that caring for their beloved ones had become untenable for them. Some 

relatives of clients who had died only a few weeks or months after admission said 

that, in retrospect, they regretted not to have continued the caring for their beloved 

one until the very end. However, other relatives felt that they had become open for 

another type of contact with their father or mother (or other family member) than in 

the period before admission. Furthermore, it would be flawed to infer from the pain-

ful character of the choice for residential care, that clients are dissatisfied their new 

situation. On the contrary even, after they have accustomed to their new living place 

and experience respect and personal treatment, they may feel satisfied with their 

new life  and refuse to  move to  a  place,  even if  that  place better  suits  their  prefer-

ences. One client said on this: ‘If somebody in the village wonders how Trinet is do-

ing, tell them I feel richer than Queen Beatrix because she still must work’.   
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92) The involuntary and painful character of admission to residential care is but one 

of the many factors that influence the social meaning of choice in residential care. A 

second important factor is that residential care in the Netherlands is organized as a 

mainly publicly funded service: expenditures are covered by the AWBZ which in-

cludes  a  co-payment  regime.  This  contrasts  with  services  for  which  clients  have  to  

pay (mainly) privately. Here clients are likely to behave as consumers looking for al-

ternatives and choosing the alternative that best suits their preferences under their 

personal budget constraint. In the case of publicly funded services clients may still be 

less inclined to behave as a consumer, because they feel that they do not directly 

pay  for  the  service.  This  suggests  that  the  social  meaning  of  choice  in  the  case  of  

publicly funded services differs from the social meaning of choice in the case of pri-

vately purchased services, because choice is associated with feelings of dependence. 

The different social meaning of choice in the case of publicly funded services was 

nicely expressed by an intake-officer of a care home, when she noted that applicants 

may not even be aware of having a choice. However, the rise of the so-called asser-

tive client indicates that the difference between the social meaning of choice in the 

‘public’ and ‘private’ model is vanishing.14   

Case C (relative) 

Her  father  was  ailing  a  few  years  ago  due  to  ageing.  Cooking  became  a  problem  
(time frame). After a hospital admission his situation had further worsened (trigger). 
Therefore, he applied for an indication and registered for a residential home. He 
moved from his apartment in the inner-city to his new living (route of admission). A 
contextual factor was that he had problems with the manager of his apartment be-
cause of the parking of his scoot mobile (influences). His children gave him support 
with the administrative aspects of his removal and admission (support). He went to 
several homes to eat, taste the atmosphere and speak with the personnel (infor-
mation). His most important choice criteria were sphere, location (inner-city), quality 
of  food  and  size  of  the  room  (criteria). In retrospect, the relative would have pre-
ferred more information, for instance on the house rules. The day after the admis-
sion she read in the newspaper that the residential home would be closed after 
three years (information). 

                                                
14 Note that there is also another fundamental difference: the choice of a publicly funded 
service may feel like a free lunch because the ‘anonymous tax or premium payer’ pays the 
bill. This explains the problem of overconsumption (moral hazard).  In our view this situation 
is not relevant here, because of the low preference for an admission to a nursing home.  
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93) Thirdly, choice may have very little meaning for clients and their relatives in ur-

gent situations where finding a place has top-priority. Searching for an appropriate 

place that suits the client preferences is under these circumstances only secondary. 

This point was frequently made in our workshops and interviews. Clients and their 

relatives also feel to have little or no freedom of choice in the case of long waiting 

times. One relative saw the fracture of her mother due to a fall as a ‘blessing in dis-

guise’:  she had been on the waiting list for a long period of time. The fracture had 

made an immediate admission necessary.   

94) Our interviews suggest a distinction between two different conceptualizations of 

freedom  of  choice.  In  the  first  conceptualization  freedom  of  choice  refers  to  the  

number of alternatives available: the more alternatives available, the more freedom 

of choice. This conceptualization prevails in the political discourse on freedom of 

choice. An alternative conceptualization is that people associate freedom of choice 

with only one alternative. They are not interested in – say – 10 alternatives, but only 

in a specific care home, for instance because it is in their direct living environment  

or nicely situated or because it has a good reputation. ‘My mother only wanted THIS 

place’, one relative explained. If they cannot be admitted in the care home of their 

preference,  they  feel  not  to  have  any  freedom  of  choice,  even  if  there  are  (many)  

alternatives available. Our results suggest the existence of both conceptualizations. 

They throw a different light upon the meaning of choice. 

 

Case D (recently admitted) 

Client had serious medical problems after surgery; much pain, osteoporosis, prob-
lems with food digestion (trigger). The entire process of admission took seven 
months and was accelerated by her registration as urgent case (time frame). She 
moved from her own senior apartment to the residential home (route of admission). 
Her  GP advised her  to  move to  a  residential  home (influence). Client consulted her 
children, particularly her daughter, but took the final decision herself (support). Her 
information source was her neighbor. She had no other information and did not 
search for  it  (information). In retrospect, she emphasized the enormous time pres-
sure: all key decisions had to be made with a time span of only 4 days. She also felt 
that her GP had deluded her somewhat by describing the living in a residential home 
as more convenient than it really turned out to be (evaluation of the process).  
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95) Furthermore,  it  is  important  to  note  that  some  interviewees  did  not  associate  

freedom of choice with making a choice for a specific care home but with living in a 

residential setting. They felt constrained by the house rules, for instance on dinner 

time, closure time, and so on.       

96) In summary, we conclude that the social meaning of freedom of choice regard-

ing residential care is very complicated. The choice for residential care has involun-

tary aspects; the public funding of the services may give clients a feeling of depend-

ence; long waiting times and absence of options restrict freedom of choice; clients 

may only feel to have freedom of choice if they are admitted to a care home of first 

preference; clients may associate freedom of choice more with living in a care home 

than with choosing a care home.   

 

Case D (relative) 

The condition of her mother (84) had gradually deteriorated. She suffered from vari-
ous problems including dementia. She had always lived independently, but was no 
longer  able  to  do  so.  Even  though  a  fracture  had  made  admission  to  a  care  home  
urgent, her highly educated daughter with much experience as interim-manager 
(CEO) in residential and non-residential care took time to scrutinize four care homes 
in order to find an appropriate place. She also called with various other homes and 
the care office to investigate the possibilities. Eventually she found an appropriate 
place in a care farm. She told that the experience and recommendations of the de-
mentia  nurse (working for  a  home care organization)  had been of  great  help.   Alt-
hough the daughter knew about the existence of comparable quality information, 
she had not visited the website www.kiesbeter.nl.  

 

The process of making choices 

97) Making a  choice is  in  most  cases  a  collective  process  in  which both clients  and 

relatives participate (‘the oldest daughter’). However, in situations in which clients 

are no longer capable to participate due to an urgent situation or loss of mental ca-

pability, relatives take the lead (see also table 5). 

http://www.kiesbeter.nl/
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Table 5 How and by whom was the choice for a home care made (N=539)? 

Acute case: choice of available place (pressure cooker) 21% 

Collective choice of client with relatives/caregivers 21% 

Choice of relatives/caregivers 14% 

Choice of client 14% 

Collective choice of client with GP/home care provider 10% 

Choice of GP/home care provider 9% 

Choice on advice of CIZ 5% 

Choice on advice of care office 2% 

Other/don’t know 4% 

 Source: Motivaction in Nza (2012).  

98) As said earlier, the structure of the choice process in urgent situations is differ-

ent from the structure in a situation of gradual worsening of the physical and/or 

mental capability of the client. In urgent situations finding a place has top-priority. 

Afterwards, it may be possible that clients are relocated to another home or another 

location  in  the  same  care  home.  Satisfaction  of  clients  or  their  relatives  with  the  

home where they stay may make that they refrain from this option. However, it also 

happens that a client is relocated to make an (urgent) admission of another person 

possible.  

99) Half  of  our  clients  and  their  relatives  said  to  have  collected  information  on  a  

number of homes, for instance by visiting several homes (one client told that he had 

visited several homes for a meal to get an impression of the quality of care), by going 

to  open days,  by  seeking contact  with  intake-officers,  by  reading on care homes in  

newspapers, by collecting brochures, and so on. Informal circuits and information of 

caregivers (in particular community nurses and general practitioners) are another 

important source of information.  

100) These results are confirmed in the Motivaction survey which found that 53% 

of the respondents said not to have compared care homes in comparison to 41% 

who said to have done so (don’t know 6%) (NZa, 2012). When asked for the reasons 

why they had abstained from collecting information, 39% of the respondents said 

they did not need it, 25% said there was no time (acute situation) and 12% said that 

they had simply followed the advice of their caregiver on the assumption that they 
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would have faster access. Another 12% had followed the advice of relatives or 

friends (NZa, 2012).  

101) Regarding the source of information, the survey found that 34% of the re-

spondents had information of informal sources and 29% from care workers, in par-

ticular  GPs,  home  care  provider  or  specialist.  Only  11%  reported  to  have  collected  

information of  CIZ.  The care office  was not  mentioned at  all.  Finally  11% of  the re-

spondents said to have retrieved information from the internet (NZa, 2012).  

102) Most clients and relatives said to be satisfied with the information they had 

collected in the choice process. This result is confirmed in the Motivaction survey 

which found that 70% of the respondents said to be satisfied on the quality of infor-

mation (NZa, 2012). Yet, there were complaints on lack of information, outdated or 

contradictory information and rosy information. It also may be that (some of) these 

clients  hardly  had  any  idea  about  life  in  a  care  home  and  only  after  admission  

learned about their true preferences.   

103) Only two of our interviewees said they had sought for quality information on 

the internet. One relative who worked as a physiotherapist had done so, because 

she was interested in this information for professional reasons. The information 

compiled had no significant impact on the choice of location. The other person was 

as ITC-specialist very familiar with the internet. She did not visit the site with com-

parative information (www.kiesbeter.nl),  but  a  site  where  clients  or  relatives  can  

post their assessment of a location (www.zorgkaartnederland.nl).   For the rest, no-

body had ever seen quality-information on the internet. Perhaps even more remark-

ably, none of the interviewees was aware of this information source. This leads us to 

conclude, that there is (still) a huge gap between the rhetoric of the ‘informed con-

sumer’ on the one hand and making choices in the real world of long-term care on 

the other hand.  

104) All interviewees were skeptical about advertising and other marketing 

speech because of the problem of rosy information.  Apparently, they do not really 

associate  residential  care  with  a  market  or  competition.  ‘They  may  even  have  10  

starts, but if it is not personal ….uhm, give me one with only four stars’, a client said.  

 

 

http://www.kiesbeter.nl/
http://www.zorgkaartnederland.nl/
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Choice criteria 

105) In the workshops participants were given 15 cards with possible indicators 

for selecting a care home. We asked them to list the three most important and the 

three least important indicators for choosing a residential home. The results are pre-

sented in table 6.15  

Table 6. Most important and least important indicators for choosing a care home. 

Most important indicators  Least important indicators  

Quality of life 
Personal treatment and respect 
Numbers of hours for care per client 
Tasteful meals 
Pleasant place to live 
Social activities 
Recommended by another person 

Clear answer to questions 
Quality of care 
Design building 
Star rating for quality aspects 
Percentage patients with loss of 
weight 
Percentage patients with pressure 
ulcer  

21x 
18x 
13x 
9x 
6x 
5x 
4x 

3x 
3x 
2x 
2x 
1x 

 
1x 

Financial performance  
Percentage patients with loss of 
weight 
Star rating for quality aspects 
 
Percentage patients with pressure 
ulcer  

Recommended by another person 
Number physical activities 
Percentage patients with tranquil-
lizers 
Clear answers to questions 
Social activities 
Tasteful meals 
Personal treatment and respect 

16x 
11x 

 
11x 

 
8x 

 

7x 
 

6x 
5x 

 
4x 
2x 
2x 
1x 

 

The main conclusion from this table is that clients and relatives consider the ‘soft’ 

aspects of quality of care as most important. Number of hours for care per client is 

also considered important. Least important indicators are the clinical aspects of 

quality and – interestingly – the number of stars for quality aspects. 

                                                
15 Notice that not all participants selected six indicators (three most important plus three 
least important indicators). Some of them selected more than six indicators and some of 
them less than six indicators.   
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106) In the workshops of prospective clients and relatives participants were also 

asked to  make a  choice between three different  imaginary  care homes A,  B  and C 

(see table 7). 

Table 7.  Strengths and weaknesses of three imaginary care homes  

 Care home A Care home B Care home C 
Subjective (Non-clinical) Middle (Average) Low High 
Objective (Non-clinical) Low High Middle (Aver-

age) 
Clinical High Middle (Average) Low 

The results are as follows: three participants opted for care home A, five participants 

for care home B and sixteen participants for care home C. Eight participants said to 

be unable to make a choice. The results seem to confirm earlier results. Subjective 

(non-clinical) indicators, in particular quality of life and personal respect and treat-

ment are most important. That the category objective (non-clinical) scores a second 

place is not surprising given that ‘numbers of hours per client’ and ‘tasteful meals’ 

were often mentioned as important indicators.  

 

Conclusions 

107) This chapter presented the results of an investigation among recent resi-

dents, prospective residents and relatives. We started our analysis with the observa-

tion that clients in care homes are quite diverse. They can be categorized as somatic 

and psychogeriatric, as urgent and less urgent cases or as insiders and outsiders. Of 

course there are many gradations within and between these categories and they 

also overlap each other. The searching behaviour is influenced by the type of client. 

For instance, clients who need an urgent admission will have less choice than clients 

who are eligible for residential care but do not (yet) need an urgent admission. 

108) Another topic of analysis was the social meaning of choice. In this respect, 

we emphasized the painful and involuntary character of admission to a care home (a 

kind of last resort) which makes the expression freedom of choice somewhat curi-

ous. Another factor is the structure of funding in long-term care. The supply of pub-

licly funded services may make that clients do less behave as consumers on the mar-

ket where they pay privately for their purchases. Choice in the case of publicly fund-

ed services is often associated with feelings of dependence. Freedom of choice is 
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also of  little  meaning in  acute cases  in  which greatest  priority  is  given to  finding a  

place and supply constraints restrict freedom of choice. Finally, we suggested that 

clients  or  their  relatives  may  not  associate  freedom  of  choice  with  the  number  of  

alternatives available but with the availability of a single alternative: they prefer ad-

mission in this specific care home.  

109) Our investigation indicates that searching for a place in a care home must be 

understood as a collective process. Apart from the applicant (if possible) the most 

frequently mentioned participants were relatives and caregivers, in particular gen-

eral practitioners and community nurses. Half of the clients and their relatives said 

to have collected information on a number of homes. They used various information 

sources including informal sources. Comparative quality information on the internet 

(www.kiesbeter.nl) is hardly used as a source of information. This information source 

seems even to be somewhat distrusted. There is also a critical attitude towards mar-

keting information.  

110) Clients and relatives consider the ‘soft’ aspects of quality of care as most 

important. The number of hours for care per client is also considered important. 

Least important indicators are the clinical aspects of quality and – interestingly – the 

number of stars for quality aspects. 

 

 

 

http://www.kiesbeter.nl/
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Chapter seven 

Summary and discussion: the future of client choice in 

residential care  

 

Summary of the results 

111) This  report  gave  an  overview  of  the  experience  of  clients  in  choosing  resi-

dential care. Some of the questions addressed are: What are the formal procedures 

and which agencies are involved in these procedures? Which criteria do elderly peo-

ple or their relatives use in making choices for residential care? What kind of infor-

mation is used and what kind of information needed? What is the social meaning of 

free choice in searching a residential home? Which factors influence the choice pro-

cess? How may the future of client choice in residential care for the elderly look like?  

112) Long-term care for the elderly in the Netherlands is organized as a mainly 

publicly funded service which is provided by private non-for-profit care homes. 

There are three main schemes. The Exceptional Medical Expenses Act (Algemene 

Wet Bijzondere Ziektekosten - AWBZ), in place since 1968, is a rights-based scheme 

which  pays  for  the  bulk  of  its  costs.  The  second  scheme  is  the  Social  Support  Act  

(Wet Maatschappelijke Ondersteuning - Wmo) which is in place as of 2007. It is a tax-

funded scheme, run by municipalities, which pays, among others, for domiciliary 

(household) services. Contrary to the AWBZ, the Wmo is a provision-based scheme. 

Personal budgets (persoonsgebonden budget) constitute the third pillar. The focus in 

this report is on long-term care for the elderly funded by the AWBZ. The reason for 

this restriction is that only the AWBZ pays for residential long-term care (chapter 2). 

113) A distinction can be made between two main types of long-term care for the 

elderly: (a) residential care in a care home and (b) home care. There are two types of 

care homes: nursing homes (verpleeghuis) and residential homes (verzorgingshuis).16 

Roughly speaking, the main distinction between both homes is that the residents in a 

nursing home can no longer live independently and need continuing nursing and 

other forms of care, whereas residents in a residential home are still able to do vari-

ous activities of daily life (e.g. cooking, toilet and dressing). Most care homes are a 

                                                
16 I follow here and elsewhere the Dutch terminology.  
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combination of a nursing home and a care home. Home care is delivered by home 

care organizations (thuiszorgorganisatie). Organizations which deliver residential 

care may also provide home care services.  Furthermore, nursing homes provide var-

ious  forms of  day care for  the elderly  (dagverpleging or dagbehandeling) and resi-

dential homes various forms of social activities (dagbesteding) (chapter 2). 

114) Since 2010 care homes are no longer funded by means of an annual global 

budget, but by means of a severity-adjusted case-based budget (client budget). The 

main purpose of this change was to establish a clear link between case-mix and 

budget (chapter 2). 

115) After the outbreak of the financial crisis in 2008 the policy agenda changed 

from an ‘extension agenda’ (which had resulted in a significant drop of waiting times 

for residential care) into a ‘retrenchment agenda’. In various documents the gov-

ernment declared to hold hard measures for indispensible in order to guarantee the 

future financial sustainability of long-term care. The current plans (not yet approved 

by the Parliament!) include sizeable budget cuts legitimized with a stronger empha-

sis upon individual responsibility. The transition from a rights-based to a provision-

based approach is also intended as an instrument to save costs. The current reforms 

also entail an upgrading of the role of local government in long-term care (chapter 

2).  

116) Quality management by means of quality measurement and public reporting 

has acquired a central place in current Dutch health care. The assumptive world un-

derpinning this development is that quality measurement and public reporting will 

improve the quality of health services along two ways. One way is that quality infor-

mation will encourage provider organizations to perform better (activation function 

of quality management) and will enable (prospective) clients to make informed 

choice in health care which in turn will instigate provider organizations to improve 

their performance (selection function). The introduction of the Quality Framework 

for Appropriate Care (Kwaliteitskader Verantwoorde Zorg) for the sector Nursing and 

Care demonstrates that quality management by measurement and public reporting 

has also reached long-term care. The Quality Framework distinguishes between cli-

ent-related indicators, care-related indicators and organization-related indicators. 

Client-related indicators concern the experience of clients with health care (chapter 

2).  
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117) Persons who need admission to a care home need an indication (indicatie). 

They must follow a need assessment procedure to determine (a) whether they meet 

the criteria for admission and (b) the amount and type of care they are entitled to. 

Need assessment was centralized in the mid-1990s to achieve a uniform and objec-

tive procedure. A national center (CIZ) was established in 2005 to streamline need 

assessment. New procedures are in place to decentralize the need assessment pro-

cedure for specific categories of clients. Need assessment involves a formal proce-

dure, but our analysis highlights the presence of a variety of (mostly) informal pro-

cedures surrounding the formal procedure to support applicants (chapter 3)      

118) Region-based care offices fulfill important tasks in the implementation of the 

AWBZ. They contract with provider organizations, check indications and perform ma-

terial controls to examine whether provider organizations use the financial resources 

in accordance with the regulatory framework. To work more client-centered care 

offices have also set up an information desk to support applicants for AWBZ-funded 

services and finding a home for residential care. Interviewed employees of the in-

formation desk appear skeptical on the reliability of information on waiting lists and 

take initiatives to be as updated as possible (chapter 4). 

119) Care  homes  seek  to  play  an  active  role  in  the  selection  process.  Though  

competition between homes is still largely absent – mutual relations are considered 

to be collaborative – some homes have adopted a more competitive and entrepre-

neurial strategy by carrying out a variety of marketing actions. Care homes strive for 

full occupancy, but increasingly do not accept applicants with ZZP1 or ZZP2, because 

of the negative impact of these clients on their financial result.  They notice a more 

critical attitude of clients or their family members, but are convinced that, at least so 

far, objective and comparable information on the quality of care on websites has not 

played  a  significant  role  in  the  selection  process.  Other,  more  informal,  sources  of  

information appear much more important. Care homes seek to inform prospective 

clients  as  best  as  possible  and  give  them  the  opportunity  to  visit  the  home  to  see  

how it works and taste the atmosphere. Personal contact is of utmost importance 

(chapter 5).    

120) Clients in care homes are quite diverse. They can be categorized as somatic 

and psycho-geriatric, as urgent and less urgent or as insiders and outsiders. Of 

course there are many gradations within and between these categories; they also 
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overlap each other. The searching behaviour is influenced by the type of client. For 

instance, clients who need an urgent admission will have less choice than clients 

who are eligible for residential care but do not need an urgent admission. Clients in 

the category insiders are likely to have more preconceived and pronounced ideas 

about the quality of care in care homes or a specific home than outsiders who have 

no experience at all with life in a care home. 

121) An important  topic  is  the social  meaning of  choice.  In  this  respect,  we em-

phasized the painful and involuntary character of admission to a care home (a kind 

of last resort) which makes the expression freedom of choice somewhat curious. An-

other factor is the structure of funding in long-term care. The supply of publicly 

funded services may make that clients do less behave as consumers on the market 

where they have to pay privately for their purchases. Choice in the case of publicly 

funded services is often associated with feelings of dependence. Freedom of choice 

is also of little meaning in acute cases in which greatest priority is given to finding a 

place.  Supply  constraints  may  severely  restrict  freedom  of  choice.  Finally,  we  sug-

gested that  clients  or  their  relatives  may not  associate  freedom of  choice with  the 

number of alternatives available but with the availability of a single alternative: they 

prefer admission in this specific care home.  

122) Searching for a place in a care home is to be understood as a collective pro-

cess. Apart from the applicant (if possible) the most frequently mentioned partici-

pants were relatives and caregivers, in particular general practitioners and communi-

ty nurses. Half of the clients and their relatives said to have collected information on 

a number of homes. They used various information sources including informal 

sources. Comparative quality information on the internet (www.kiesbeter.nl) is hard-

ly used as a source of information. This source seems even to be somewhat distrust-

ed. There is also a critical attitude towards marketing information.  

123) Clients and relatives consider the ‘soft’ aspects of quality of care as most 

important. The number of hours for care per client is also considered important. 

Least important indicators are the clinical aspects of quality and – interestingly – the 

number of stars for quality aspects. 

124) The figure below visualizes the multiplicity of factors influencing the choice 

process. 

http://www.kiesbeter.nl/
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The future of freedom of choice in residential care 

125) The public funding arrangements for long-term care in the Netherlands are 

generous from an international comparative perspective. In 2010 long-term care 

took 4,2% of the GDP. The current reform programs aim at a significant privatization 

of its funding system. Substantial retrenchment programs, the shift from a rights-

based to a provision-based approach and the inclusion of private savings and proper-

ties  in  the calculation of  the co-payment  rate  are  the most  important  measures  to  

cut public expenditures for long-term care. The question is how the privatization in 

funding will affect freedom of choice. 

126) In addressing this question, it is important to look at the purchasing power 

of elderly people. This question has given rise to much political controversy. Where-

as some politicians and commentators argue that the current expenditure cuts in all 

sectors of public policy have already significantly undermined the purchasing power 

of elderly people (pessimistic view), other politicians and commentators claim that 

the purchasing power of elderly is reasonably good, in particular when private prop-

erties are taken into account (optimistic view). The pessimistic view considers free-

dom of choice as mainly political rhetoric that has little to do with the real world el-

derly people live in. Pessimists also emphasize that the lower income classes are al-
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ready significantly overrepresented in residential care. The optimistic view on the 

other hand predicts a future in which elderly people will increasingly behave as criti-

cal consumers. If they are required to bear a larger portion of the costs themselves, 

they will make greater demands on the quality (and costs) of the services provided.  

This development will obviously have major consequences for the current supply of 

residential (and non-residential) care. What is needed is a much more differentiated 

supply of services than currently exists.   

127) Furthermore, one cannot consider the impact of the privatization of public 

funding on freedom of choice in residential care separately from the fact that devel-

opments in residential care and non-residential care mutually influence each other. 

Both types of care can best be conceived as communicating vessels. Expenditure 

cuts in residential care by abolishing access for persons with ZZP1 to ZZP3 and per-

haps even ZZP4 will increase the demand for non-residential care, whereas re-

trenchments in non-residential care may increase the demand for long-term care.  

The compound effect of the current reforms may well be an increase of the number 

of crisis admissions. This effect will restrict the role of freedom of choice in residen-

tial care because searching takes place in a pressure cooker where finding a place is 

more urgent than finding a place that best suits the applicant’s preferences. 

128) A final observation regards the role of the personal budget system (clients 

receive a publicly funded budget to purchase health services) in the future funding of 

residential care. Until now, its role has been restricted. Whereas the total number of 

budget holders increased by 21% in 2008, the percentage of budget holders aged 65 

and older grew by only 5% (SCP, 2011). The personal budget was also largely used 

for non-residential care. If this funding system remains in place, the number of elder-

ly people using it for residential care is likely to increase. A similar development can 

already be observed in residential care for clients with learning disabilities, where 

many small-scale facilities have come into existence for which clients pay by means 

of their personal budget. Clients or their relatives claim that these facilities are bet-

ter geared to the preferences of the residents than in the residential homes. Our 

expectation is that a similar development will occur in residential care and signifi-

cantly influence the searching behaviour of elderly people. For instance, they may 

opt  for  a  residential  facility  which copies  best  the social  environment they have al-

ways lived in. Presently, there are already a few ‘lifestyle houses’ available and its 

number is likely to increase in future. However, the materialization of this new pat-
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tern will be strongly influenced by the ‘generosity’ of the personal budget. The big-

ger the gap between budget and costs, the less freedom of choice.  
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