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Abstract Practical implementation of notions such as patient-orientation, client-

centredness, and demand-driven care is far from straightforward in care and service

supply to elderly clients living independently. This paper aims to provide pre-

liminary insights into how it is possible to bridge the gap between policy intent,

which reflects an increasing client orientation, and actual practice of care and ser-

vice provision. Differences in personal objectives and characteristics generate

different sets of needs among elderly clients that must have an appropriate response

in the daily routines of care and service providers. From a study of the available

literature and by conceptual reasoning, we identify several important operational

implications of client-oriented care and service provision. To deal with these

implications the authors turn to the field of operations management. This field has

deepened the understanding of translating an organisation’s policy into daily

activities and working methods. More specifically, we elaborate on the concept of

modularity, which stems from the field of operations management. With respect to

elderly people who live independently, this concept, among others, seems to be

particularly useful in providing options and variation in individual care and service

packages. Based on our line of reasoning, we propose that modularity provides

possibilities to enhance the provision of demand-based care and services.
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Furthermore, our findings offer direction on how organisations in housing, welfare

and care can be guided in translating demand-based care to their operational

processes.

Keywords Demand-based care � Elderly clients � Operational level �
Operations management � The Netherlands

Introduction

In most Western countries the ageing society is a fact. In the Netherlands, for

example, 20 years ago 12% of the population was 65 years or older. Nowadays,

14% is this age, and it is expected that in 2025, 20% of the population will be

65 years or older [11]. The same trend can be seen in other counties of the European

Union, Sweden and Italy having the largest aged populations [57]. During the past

decades governments all over the developed world have been engaged in reforming

their health care systems to cope with the challenges that are thrown up by their

ageing populations [13]. Along with changes due to the size of elderly populations,

we are also witnessing changes in the political orientation towards health care

provision. Analogous to most European countries, the Dutch government is creating

a health care system in which the client is given a more central position [e.g. 16, 45].

There are various terms used to describe this increasing consideration for health care

clients, here we will define this trend as one towards demand-based care.

The modifications in the Dutch system, as in those of other countries, encourage

suppliers of health care services to become more responsive towards the needs and

desires of their elderly clients [6, 67] and to treat their demands as an entity that

should be approached in a well-tuned manner [2]. In general, elderly people want to

live independently as long as possible, even when they need care and support. As a

result, the issues surrounding care provision are extensive, involving many aspects

of life such as health, social services, housing, transportation, and support services

[27, 64]. Ideally speaking, demand-based care provision would imply that

organisations providing services in housing, welfare and care (HWC) should take

conjointly the needs and demands of an individual elderly client as a guideline.

However, little insight has been gained in how the needs of individual elderly clients

can be translated into a demand-based, client-centred supply of HWC services [64].

The concept of demand-based care seems to falter at a policy level, being used by

many to express long-term goals, mission statements and organisational visions only

[46]. This is detrimental for all parties involved since a policy or strategy needs

accompanying resources and methods for it to work in daily practice [60]. Fulfilling

the multiple and complex needs of elderly clients requires organisations to develop

sound operational processes in order to provide the optimal care and service

packages to their clients. The aim of this paper, therefore, is to provide preliminary

insights into how it could be possible to bridge the gap between policy intent, which

reflects an increasing client orientation, and the actual practice of HWC service

provision. To fulfil this aim, the following research question will be addressed by

means of literature research and conceptual reasoning:
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How can demand-based care be brought into practice on the operational level of
HWC provision to elderly clients living independently?

In order to answer the research question, the authors will turn to the field of

operations management (OM). In general, OM has deepened the understanding of

translating an organisation’s policy or strategy into daily activities, processes and

working methods. Furthermore, OM exhibits a natural client focus since operational

systems are considered as means to serve the varying needs of an organisation’s

client [60].

Demand-based Care

Definition

As in most European countries, the Dutch sector for care for elderly persons exhibits

a shift from supply-driven to demand-driven approaches in care and service

provision. According to these approaches, care and related services in welfare and

housing should contribute to the fulfilment of care-related needs of individual

elderly people and, therefore, to their perceived quality of life [46]. In the

Netherlands, this trend is known as being one towards demand-driven care (DDC)

and demand-oriented care (DOC) [e.g. 44, 46]. Other concepts that can be found in

international literature are ‘consumer driven health care’ [21], ‘patient/client centred

care’ [e.g. 38, 39], ‘patient/client oriented care’ [59], etc. Although differences can

be seen among the approaches, in terms of their specific emphasis and degree of

client-centeredness [5, 46], all developments represent a client perspective on care

and service provision. We will define this general trend, which takes client demand

as the basis for care and service provision, as one towards demand-based care,

where ‘care’ encompasses services in housing and welfare as well. As such, we

acknowledge the importance of the client’s central role. However, for the purpose of

this paper, it is not relevant to go into a detailed discussion on the different

emphases of all terms used.

The concept of demand-based care aims to give individual needs and wishes a

more central role. As opposed to supply-driven approaches, where existing supply is

the point of departure for care and service provision, the individual user’s wants and

needs form the starting point in the demand-based approach [46]. To accommodate

individual demand, however, it should be clear what exactly clients’ needs are and

what these needs imply [64] for the organisation. Therefore, we now address the

characteristics of our target population’s needs and subsequently translate these into

implications for day-to-day care and service provision.

Needs: Diverse and Subject to Change

The concept of need generally refers to a condition characterised as ‘some

disturbance in health and well-being’ [64]. An individual elderly client perceives a

disturbance, or gap, when the individual’s current state does not match the desired

state in health and well-being. Intervention, then, is necessary to close or diminish
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this perceived gap. When the gap can be closed or diminished by services in

housing, welfare and care, the individual elderly client is said to be in need of these

services [30].

Although all needs for HWC services exist because of some perceived gap or

disturbance, the concept of need might vary considerably among elderly clients and

can be transient and subject to change. First of all, variation is caused by differences

in the current states of individual clients. An elderly client with diabetes has

different needs from an elderly client who currently suffers from a broken hip. Even

if two individuals have the same disability, they might perceive different needs [64].

Elderly clients vary a good deal with regard to their health definitions, preferences,

desires and priorities [75]. These aspects will all influence the determination of the

desired state or goal an individual elderly client wants to reach, and this makes the

goal in health and well-being highly personal [32]. For example, an elderly client

who is recovering from a stroke has always been accustomed to clean her house

herself. Therefore, she might feel it is very desirable to work towards a state of

health in which she will be able to clean her house again. During rehabilitation she

needs her care professionals to support this goal by means of physical therapy, for

example. If she cannot recover fully, this elderly client will need help at home,

where the domestic help will take over the heavy household work. Furthermore, the

domestic help worker might assist the client herself to do some light household

activities, such as dusting. Another elderly client who is also recovering from a

stroke is used to contract out all cleaning activities: regardless of this lady’s state of

health, the house is cleaned every week by a private cleaning lady. This client,

therefore, perceives no need in this particular aspect of her life and might feel that it

is much more important to focus on other aspects during rehabilitation. To reach the

goals of these two individuals, and close the gaps between their similar current

states but dissimilar desired states, different services in housing, welfare and care

are needed. The need for care and related services, therefore, is highly personal [31],

since it depends on the perspective of the individual [32, 47]. As such, great variety

in needs for HWC services can be expected among elderly clients living

independently.

Furthermore, the needs of an individual elderly client are changeable. Needs

might alter over time both as a result of changing health conditions, which could

either deteriorate or improve, and developments in knowledge [64]. These

developments might alter either the current state of health and well-being, or the

desired state. When the perceived gap between the current and desired state

diminishes, manifest needs might disappear; when it increases, latent needs might

become manifest. In both cases, manifest needs might change in content, breadth or

depth. For example, an elderly client who currently has problems with bending or

stretching needs some assistance in the morning when taking a shower. Over time,

his condition might deteriorate, and as a result, he will need support when getting

out of bed and total assistance when taking a shower.

Both variety among elderly people and variation over the life course of an

individual elderly person cause a high diversity on the demand side of HWC

services. This will have implications for the supply side of HWC services, when

organisations aim to provide their care and services in a demand-based manner.
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Conversion to Daily Practice: Implications for Providers

The concept of demand-based care stimulates providers of care and related services

to be sensitive to the diversity in needs. However, the provision of a care and service

package that is exactly in line with each individual client’s preferences is not

feasible for most care and service providers. Instead, organisations look for broader

classes of clients, or segments, that can be reached more efficiently with options that

match their unique needs [24], also with respect to independently living elderly

clients, segments have been identified [35–37]. Within these segments, elderly

clients have similar needs and requirements that differ substantially from the needs

of elderly clients in another segment. At the same time, the needs of individual

elderly clients within a particular segment might show a slight diversity [12, 35].

Over time, the needs of an individual elderly client might change, which might even

cause a shift from one segment to another.

An organisation that adapts its supply to segments recognises that clients differ

in their needs and perceptions [24]. For each segment of elderly people, a generic

package of HWC services can be identified that matches the needs profile of this

segment. However, due to the differences amongst individuals within a segment,

this generic package requires further specification and its contents need fine-

tuning [35]. On the supply-side, services in housing, welfare and care can be

better tuned to the diversity in needs when the available range of options in

service supply increases [e.g. 16, 73, 75]. Only then will clients be able to fulfil

their needs with care and services of their preference, given their personal

background, taste and circumstances. Choice options within a certain type of

service are required to provide an optimal solution per individual. When

alternatives are offered, elderly clients themselves, as much as possible and as far

as they desire to avail themselves of the options, can select those that are best

suited to their needs [16].

In addition, the set-up of the care and service packages should be flexible. As

well as choice options in the individual types of care and services needed, variation
has to be enabled when combining different categories of services into a single

package. Variation will allow for diversified care and service packages among

elderly clients. Moreover, variation in HWC services is needed over the life course

of an individual elderly client. Depending on the current state of health and well-

being of the individual client, needs arise in order to enable him or her to stay in his

or her own living environment as long as possible. However, this situation changes

over time, mostly due to deteriorating health, and therefore adaptation and

expansion in the nature, amount, and intensity of care and services will be required

at different points in time.

Furthermore, to continuously provide the optimal answer to the needs of an

individual, organisations have to interact regularly with the elderly client. Clients

value being involved in the care process, being taken seriously and being consulted

in the determination of their needs for care and services [48] with respect to their

goals and preferences. As such, an organisation providing HWC services should

arrange its care and service processes in such a way that they explicitly and

adequately cater to the needs and requirements of elderly clients [68].
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Finally, when examining an elderly client’s needs for housing, welfare and (long

term) care, organisations often tend to make strict distinctions between these main

pillars of care and service provision [10]. However, for an individual elderly client,

these services are interrelated since they all enable an elderly person to continue to

live independently as long as possible. Therefore, when taking client demand as the

basis for care and service provision, HWC services need to be provided as an

integral and coherent package. For providers, this implies they jointly have to

deliver an optimal package of HWC services as an integral answer to the multiple

needs of their elderly clients.

To sum up, a variety of needs exist among elderly clients and over the life course

of an individual. To both recognise and manage this diversity, segmentation of the

elderly population can be of help. Furthermore, to fulfil an individual elderly client’s

needs in a demand-based manner requires organisations to develop choice options

and variety, and joint provision of HWC services. In addition, organisations should

interact with elderly clients in order to determine their individual needs and wants,

and be able to act upon them. Having determined several important implications of

demand-based care on the operational level, it is time to look for principles and

practices that will help HWC providers in dealing with these specifics. We turn

therefore, to the field of OM; this field specifically addresses the organisational level

where goods and services are actually delivered to the client. To get an idea of its

contents, we will give a general introduction to OM in the next section.

Operations Management

Operations management (OM) covers a body of knowledge that focuses on the

design, functioning and improvement of a firm’s operations function, where the

term ‘operations’ refers to the use of resources, e.g. capital, materials, technology,

human skills and knowledge, for the production and delivery of products, which can

be either goods or services [53]. According to Slack et al. [60] the operations

function is one of the three core functions of any organisation, along with the

marketing and sales function and the product development function. The former is

responsible for communicating the firm’s products to the market; the latter for

creating goods and services for the market. The operations function comprises all

the activities that are involved in the transformation of inputs into outputs, thereby

realising the products that are the reason for the organisation’s existence. As such,

the operations function is responsible for fulfilling customer requests throughout the

production and delivery of goods and services [60]. Some examples of topics that

have been widely researched in this respect are scheduling and sequencing of

processes, workflow management, inventory control and performance measurement.

Besides constituting a natural client focus, OM goes beyond an organisation’s

strategic level by transferring the aim of an organisation into accompanying

resources and methods to work in daily practice. An organisation can adapt or

rearrange its operational processes or the operational organisation of products with

the aim of reaching the goals of its customers as well as the performance goals of

the organisation itself [e.g. 4, 43, 78]. In the day-to-day production and delivery of
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products, common operational objectives are quality, cost, flexibility, speed and

reliability.

Operations Management in Services

OM studies both manufacturing organisations, producing goods such as vehicles,

canned food and clothing, and service organisations, producing services such as

insurance, entertainment and health care. The main distinction between goods and

services is the indispensable involvement of the client in service supply [15, 33, 50].

The participation of the client in the service production process will influence the

whole process of service provision, from specification of the desired services to

actual service delivery. Therefore, it is not only important what is being delivered to

the client, for example a quick, cheap meal at a fast-food take-away or an exclusive

haute cuisine dinner at a five star restaurant, but also how the service is being

delivered, for instance, how the service professional treats the client and how the

client is involved in service production. The service product and service process are

two complementary and intertwined elements in final service provision [23, 69].

Other service characteristics that typically influence the design, functioning and

improvement of service systems and processes are simultaneity of production and

consumption, heterogeneity, perishability and intangibility [17].

In order to address the operational challenges of service organisations, the field of

service operations management emerged. Like OM in manufacturing operations,

service operations management constitutes designing, operating and improving the

productive systems of the organisation [77]. On the one hand, service operations

management covers principles that were traditionally developed for manufacturing,

thus stemming directly from OM [see, for example, 12, 7, 41]. On the other hand,

concepts, tools and techniques have been specifically developed for the field of

service operations [see, for example, 28, 34, 43, 78]. Service operations

management research has covered a wide variety of services in the profit sector,

such as financial, restaurant and airline services. Furthermore, there is a growing

realisation that service operations management may be relevant to changes in public

and non-profit sectors in general [70, 71] and the health care sector in particular [e.g.

3, 4, 22, 76]. Examples in health care settings can be found primarily in hospital

care [72], in particular in the development of clinical pathways [e.g. 8, 26] and

focused clinical factories [e.g. 20, 29]. However, these examples are useful mainly

for narrowly defined, homogeneous, client groups, suffering from only one or very

few ailments, thereby having a predictable course of action in their care trajectory.

Conversely, elderly clients usually have widely varying needs and wants, requiring

a package of goods and services from several fields and specialisations to support

their lives.

Although literature that specifically addresses the joint provision of demand-

based care and service packages on the operational level is scarce, the application of

service operations management has shown its ability to address client-centeredness

for the non-profit sector in general. In order to meet new requirements on their

demand sides, non-profit organisations focus on increasing flexibility and producing

high-quality goods and services through the implementation of service operations
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management techniques and practices. A notable example of this is the research of

Schellekens [53] who applied concepts originating from OM in the non-profit

context of higher professional education.

The above shows the possibilities of service operations management to make the

provision of non-profit goods or services more client-centred. This makes it useful

to explore further service operations management focusing on the field of HWC

service provision to elderly people living independently. The focus of concepts that

stem from OM on the delivery of customer value might give new insights in and

effective responses to the issues faced by HWC service organisations. Furthermore,

the fact that services are different from goods and the understanding that in service

provision both product and process need to be taken into account are important

starting points for shaping demand-based care. These insights will be further

explored in the next section, where we discuss specific OM principles in order to

address the operational implications of demand-based care.

The Client at the Centre of Interest on the Operational Level

A number of researchers suggest that modularity is the key to providing tailor-made

products while at the same time working in a cost effective manner [14]. Modular

production principles traditionally stem from a manufacturing setting and, as such,

have not been specifically developed for services. However, the attention given to

modularity in services increases [e.g. 4, 42], with the aim of providing service

packages that are tuned specifically to the requirements of the individual client. In

this section, we will elaborate on the OM concept of modular production principles.

Furthermore, we will argue that in services, modularity will have to be supported by

conditions that take into account the specifics of services.

Modular Production Principles

In one of the first contributions to the literature on modular production, Starr [62]

formulates the basic idea behind modularity as ‘‘… design, develop, and produce

[…] parts which can be combined in the maximum number of ways’’. The seamless

combination of parts that is referred to is allowed by the specific architecture of

modular products. A product architecture is the scheme by which the functionalities

of a product are assigned to product parts, or components [63]. A modular product

architecture includes a one-to-one mapping of functional elements to physical

components [18]. This means that each component, independently and separately

from the other components, brings about one function of the product. The

components of a modular product are standardised, so they are always produced in

the same manner. To connect the separate, standardised components, and create a

flexible product construction, a modular product architecture uses standardised

connections, or interfaces [52].

In essence, literature suggests that modular production can facilitate the enlarge-

ment of the number of product features available, while at the same time preventing a

rise in costs [14]. Since components can be easily mixed and matched through uniform
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interfaces, numerous combinations can be assembled that offer increased choice

options to the organisation’s clients [49]. Furthermore, the individual components

included in a product can be changed or replaced independently, because each

component has a separate function. Therefore, product distinctions can be easily

achieved through transformation or modification of components [14]. In addition,

modular production principles allow variations of goods and services to be delivered

by different organisations [1, 63], which again enlarges choice options for clients. All

these features make modularity a good way to increase product variety [e.g. 63]. At the

same time its use enables an organisation to produce at no significant increase in cost

[62]. The utilisation of standard components reduces variety when making these

components, which allows for cheaper production. In addition, when the standard

components can be reused in products that appeal to different clients or client groups,

economies of scale can be gained [63].

Modular production principles have been widely adopted in industry, for

example in car manufacturing and construction. Besides, the application of

modularity has also been suggested for optimising the marketing process [51],

financial services [42], and hospital care [4] in order to arrive at customised service

provision at reasonable cost.

The above clearly shows the potential advantages of the application of modular

production principles. However, the presented overview of modularity is based

mainly on its application in manufacturing organisations. In order for modularity to

work properly in a service setting where client demand is central, we propose that

certain prerequisites and conditions need to be present. In general, to enable

individual client demand to have a more central role, it is a prerequisite that the

client participates in the service process to a certain extent [14, 23, 55, 74]. On the

operational level this means that the system should be designed in such a way that

service provider and client can be brought together to gear supply to client demand

[58, 66, 74]. We will turn to this issue in the next sub-section.

Supporting Conditions for Modularity in a Service Setting

In the operational process, arrangements can be designed to allow for more or less

client involvement. Front office activities take place in the presence of the client and

allow for customising or personalising a service, and for involving the client as co-

producer. Back office tasks, on the other hand, occur behind the scenes and have an

efficiency potential [e.g. 25, 40]. To support considered choices and overcome

tradeoffs among the advantages desired, Zomerdijk [77] has put forth design

decisions accompanied by performance objectives regarding front office and back

office configurations. For example, by choosing a certain configuration, or division

and assignment, of front office and back office activities, an organisation will be

able to design an operational process that allows for both client involvement and

efficiency [77].

In addition, issues regarding the professional providing the service also need to

be addressed. As opposed to the production of goods, service production, delivery,

and consumption generally take place simultaneously. Especially in human service
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organisations, which are organisations that work directly with and on people, all

essential tasks are carried out by a series of transactions between clients and staff

[19]. Therefore, a client’s perception of the service largely depends on the quality of

the professional, besides the quality of the service itself [43, 56]. The composition

of service packages is therefore greatly dependent upon the employee involved in

the service process, who thereby forms the linking pin within the service package.

As such, service employees function as human interfaces: they have the ability to

influence the care and service product as well as the way in which this is provided.

Discussion

In this paper we argued that the notion of demand-based care has not yet been

elaborated to the operational level of HWC service providers. Demand-based care

implies that client demand is taken as the leading aspect in the daily activities and

routines of HWC service providers, concerning care and service provision. In this

section, we will discuss the implications of demand-based HWC service provision

to elderly clients in the light of modularity and its supporting conditions.

Modularity Versus Four Implications of Demand-based Care

On the basis of our concise review, modular production principles provide a useful

starting point for providing demand-based HWC services. A modular design of

HWC services offers the opportunity to mix-and-match components into a tailor-

made care and service package for elderly clients. The design and operational

organisation of the individual care and service components are such that they can be

combined in numerous ways. As such, modular care and service components will

provide choice options and variation for the elderly client. Since every elderly client

can be offered a different combination of components, each is treated as unique [4],

which is the aim of demand-based care provision. For example, a client who has

problems with bending and stretching will likely require components that provide

assistance in such functionalities as ‘cleaning the house’ and ‘mobility’, which are

supplied by a certain HWC service provider. With respect to ‘cleaning the house’,

components such as vacuum cleaning, window washing, dusting, mopping, etc.,

should be designed in such a way that they can be selected and mixed in any

combination desired. The components of ‘cleaning the house’ can be blended into

the client’s care and service package with components in ‘mobility’, such as a

walking frame, rollator or scooter for the disabled. This implies that not only the

contents but also, for example, the duration, location and executor of the

components need to be specified exactly in advance, and adjusted in such a way

that they can be easily combined for or by an individual client.

Furthermore, service parts may well originate from multiple providers and then

be put together into one HWC service package, thereby not only increasing choice

options but also facilitating the coupled supply of a care and service package. For

elderly clients, who often require care and services from several suppliers in various

fields, this will increase the likelihood that all their needs and wants are covered.
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Elaborating on the earlier example, the client who has problems with bending and

stretching might require the functionality ‘domestic adaptations’ as well, which is

provided by a different HWC service provider. This functionality includes

components such as a heightened toilet, the removal of thresholds and supplying

support rails in the shower. Furthermore, this provider supplies other components in

the functionalities ‘cleaning the house’ (such as spring-cleaning) and ‘mobility’

(such as a shared taxi service and taxi service with care), which the client might

select as well. These additional components can be seamlessly combined in the

individual care and service package because the modular package architecture uses

standardised and well-tuned connections. Together, the combination of care and

service components, which originally stem from different providers, provides an

optimal answer to this client’s requirements.

Approaching client needs and wants as an entity, as in the example, is expected to

enhance the overall outcome of the HWC service provision for the client and

provide services that are better attuned to the needs of an individual elderly client.

Individual services can be coordinated in terms of, for example, time, place, content,

condition, quality and price. This is likely to diminish overlap among individual

HWC service parts as well as prevent gaps in HWC service provision from

occurring, thereby enhancing continuity and complementarity of care and service

provision. An additional advantage lies in the provision of the HWC service parts as

a package, instead of each individually; this could greatly reduce the time and effort

that elderly clients have to invest in searching for and keeping contact with HWC

service providers. For providers, the package-wise provision of HWC services can

also result in saving time during the intake, since all HWC services required by an

elderly client can be identified at the same time. Furthermore, standardisation of the

interfaces between components would be likely to facilitate tuning both within and

among organisations.

The needs and wants of elderly clients will probably change over time, due to

deteriorating or improving health. Modularity allows for easy adaptation of the

HWC service package, because the individual components included in a package

can be changed or replaced independently. When one component is omitted or

added, the other components are not influenced by this and the package as a whole

continues to function. This allows the HWC service providers to keep the care and

service package up-to-date with relative ease so client demands will be met

optimally over time.

So far, we have argued how modular production principles can help HWC

service providers to put individual elderly client demands at the centre of service

provision. At the same time, the ability to standardise components can also facilitate

a cost-efficient way of working. Furthermore, it is likely that the content of a

component will appeal to more than one client or client segment. Therefore, the

conceptual design [61] of a certain care or service component can be reused, thereby

yielding economies of scale. Although the efficiency potential is not specifically

attached to demand-based care and service provision, it favours a goal of the Dutch

care sector in general. Governmental policy can be characterised by efforts to

introduce more business risks [9] in the care sector, thereby initiating the need for a

cost containment in care and service provision. HWC providers are even encouraged
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to drive down their costs of operation [e.g. 65]. In working towards this goal, a

modular set-up of components is likely to be helpful.

Supporting Conditions for Modularity in HWC Provision

To make optimal use of modular production principles HWC service providers not

only need to pay attention to the composition and content of the care and service

packages. To support the application of modularity, the processes and professionals

involved in the specification of these packages need major consideration. In order to

provide demand-based care and services, the information given by the elderly client

should be the basis on which HWC service providers specify which care and service

parts have to be combined into a package. The professionals who construct the

demand-based care and service packages have to be able to retrieve client information,

to translate this information, in collaboration with the client, into concrete needs and

wants, and to link these to the care best suited and service parts available. To be able to

take client needs and wants as the starting point of care and service provision, HWC

service providers need to create a situation in which elderly clients can easily interact
with professionals and express their requirements prior to the start of care and service

delivery. Front office activities take place in direct contact with the client and offer the

opportunity for interaction between the elderly client and the professional. In a front

office setting, the elderly client therefore will have the opportunity to express his needs

and wants to the HWC professional, who in turn can compose the care and service

package in a customised or personalised manner in cooperation with the client. In front

office activities, the client can also be a co-producer, for example, by letting the client

him or herself fill out a questionnaire about required care and services. This will allow

for greater client involvement in the construction of the care and service package.

During delivery, HWC services work directly with or on elderly clients [19], and

therefore, are by definition front office activities. This will facilitate on-going

interaction between professional and client, thereby providing the opportunity to adapt

the elderly client’s care and service package when needed.

However, the elderly client does not have to be involved in all activities required

to set up the appropriate care and service package. Some activities, such as

administration of client data or checking the care and service package against

financial regulations can take place behind the scenes. These, so-called, back office

activities are suited for standardised processing of large amounts of data, thereby

offering efficiency potential to the HWC service providers.

Overall, modular production principles will allow conceptually HWC service

providers to put demand-based care into practice. Modularity seems to be

particularly useful in providing choice options, variation and joint provision of

care and service packages, whereas supporting front office-back office conditions

seem to promote client interaction in HWC service supply. Furthermore, both

concepts would avoid a rise in costs, something that is very desirable in HWC

service provision.

The proposed applicability of modular production is based on the indirect

assumption that, with all their diversity, elderly clients are still sufficiently alike for

modularity to work. Although elderly clients all are unique individuals, we have
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already pointed out that overlap can be found in the needs and demands of elderly

clients [35–37]. Besides, research has revealed packages in HWC service

combinations that elderly clients actually acquire [54]. Because of these analogies

among elderly clients, providers of HWC services can indeed make use of a

modular set-up of care and services, at least for those categories of needs and wants

that overlap within, or among, segments of the elderly population. Through

seamless combination of standard components in packages, advantages in cost, time

and quality can be gained [4]. The resources gained can, in turn, be deployed to

those dimensions of needs which are too complex or distinctive to address with

standardised modules and components. Modularity, thereby initiates blending of

standard and custom care and service provision by addressing those dimensions in

which groups of clients have the same needs with standardised components, while

leaving room for the natural heterogeneity of elderly clients [4].

Conclusion

The previous sections have shown the ability of modular production principles to

deal with the highly diverse needs of elderly clients, thereby enhancing the

provision of demand-based HWC service packages. The concept enables approach-

ing the operational implications of demand-based care and putting client demand at

the centre of HWC service provision. As such, modularity, when properly adapted

to a service setting, has high potential to close the gap between policy and practice

that current literature on demand-based care has not been able to solve so far. The

recognition of the potential of this concept is an important first step in elaborating

demand-based care and service provision to the operational level. This makes our

insights of significant relevance to both policy makers and practitioners.

Our findings, however, are largely based on theory, so highly conceptual in

nature, and at this time can be supported merely on the basis of intuitive appeal and

experience rather than by empirical research. This makes our application of

modularity and front office-back office configurations in HWC service provision to

elderly clients living independently simplified. Furthermore, we are aware that we

have left out social aspects of demand-based care, such as having the right attitude

towards and respect for the client. Although we recognise the importance of the

relational and emotional characteristics of demand-based care, we chose to focus

only on operational characteristics. However, we opened up a working language and

point of departure for studying the elaboration of demand-based concepts in an

HWC context. From this starting point, additional research needs to be executed,

both conceptually and empirically in order to further close the gap between policy

intent and the daily practice of demand-based care and service provision. In this

sense, interesting questions for investigation could be:

• What are the optimal basis, scale, amount and level of detail for the development

of components and modules in HWC services from a client point-of-view?

• How should the professional be included as an integral part of a modular care

and service architecture?
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• What requirements need to be present in the operational organisation to ensure

the HWC service package can be delivered at any time, in any place and in any

combination demanded?

• And, when taking a general systems view, how to align the construction of HWC

service packages with the Dutch HWC system’s financing structure?

Addressing these research questions will provide useful theoretical guidance to

advance practice and will ultimately lead to the provision of demand-based care and

services in the daily routines of HWC service organisations.
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