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ABSTRACT
The aim of the present study was to describe the realisation of the new-style needs
assessment in the Netherlands and how it is evaluated. Furthermore, judgements about the
new way of assessing (chronic) patients’ needs with respect to home care are presented.
Data were gathered by means of a postal survey of all assessment agencies, home-care
organisations and health insurers. The new-style assessment, as regulated by the Needs
Assessment Decree, implies that home-care needs should be objectively assessed
independently of the availability of care supply and integrally with other types of (longterm) care. This study shows that all the organisational structures required to realise these
goals are present. However, according to factual and evaluative data, many practical
aspects of these structures appear to be deficient. The national assessment forms, an
instrument for gaining objectivity, are judged impracticable by half of the assessment
agencies. Mandating arrangements threaten independent as well as integral needs
assessment. Whether the new-style assessment is evaluated positively or negatively
depends upon the type of organisation under study. On the one hand, assessment agencies
are positive about their achievements. On the other, home-care organisations are generally
negative about the functioning and advantages of the new style of needs assessment.
Health insurers’ opinions are in between those of assessment agencies and home-care
organisations.
INTRODUCTION
In the Netherlands, home-care needs were assessed and such care was subsequently delivered by the
same home-care staff until 1998 (and still are in the UK and many other European countries) (Hutten
& Kerkstra 1996, Parry-Jones & Soulsby 2001, Algera et al. 2002). For the purposes of the present
paper ‘needs assessment’ is defined as the result of a formalised process of objectively determining the
need for care, and subsequently prescribing adequate care according to type, content and extent
(Nationale Raad voor de Volksgezondheid 1994). In this context, the needs for care concern patients’
health-related care deficits.
In the Netherlands, professional home care consists of care concerning instrumental activities of daily
life (i.e. domestic care or home help), care concerning activities of daily living (i.e. physical or
personal care), technical nursing care and psychosocial care, all delivered by professionals at the
patient’s home (Hutten & Kerkstra 1996). Since 1998, the assessment of home-care needs (and also
the assessment of needs for care in nursing and elderly homes) has been separated from the delivery of
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such care. These needs assessments are now undertaken by independent assessment agencies (called
Regionale Indicatie Organen in Dutch). This profound change was introduced by the Needs
Assessment Decree (NAD; Ministry of Health 1997). In this paper, the present authors describe how
the NAD has been operationalised and how it is evaluated by the organisations involved. The NAD
describes some organisational aspects as well as the major objectives of the new style of assessment,
where needs assessment has to be independent, objective and integral.
The NAD (Ministry of Health 1997) prescribes that municipalities are responsible for establishing
and maintaining the independent assessment agencies. In the year 2000, there were 85 assessment
agencies, which encompass all the regions within the Netherlands. According to the NAD, these
assessment agencies are required to examine patients’ need for home care and long-term care, i.e. care
provided by nursing homes or homes for elderly people. Furthermore, assessments for individual care
budgets, a budget with which patients may purchase the allocated care themselves, belong to the
obligatory domain of assessment agencies. Since 2000, the domain of the assessment agencies
expanded to include other types of care, such as residential care for people with intellectual, physical
or sensory disabilities, as well as housing and mobility arrangements for outpatients with physical
disabilities (Algera et al . 2002). Mental healthcare has been added to the domain in 2003. In addition,
optional assessment fields (e.g. various kinds of welfare) are allowed.
The assessment agencies have to be independent, in that the assessment of care eligibility should not
be dependent on the supply available; for instance, the availability of home care should not interfere
with the outcome of the actual needs assessment. With regard to home care, an exception is made for
assessments of singular (non-complex) home-care needs (e.g. a need for limited domestic care or for
eye drops to be administered). In those cases, assessment agencies are allowed to either perform these
assessments themselves or to mandate the actual needs assessment to home-care organisations
(Ministry of Health 1997).
In addition, the NAD states that assessment agencies should assess patients’ needs for home care and
the above-mentioned types of care integrally. For example, this implies that home-care needs should
no longer be assessed separately from the need for semi-residential care. Thus, innovative
combinations of several types of care are made possible, while enhancing need-directed care
provision. Previously, intake committees of home-care organisations, nursing homes and homes for
elderly people only made assessments related to their ‘own’ type of care and they did not take into
account other possible care requirements (Dijkstra 2001, Algera et al . 2002).
Furthermore, according to the NAD, assessments must be conducted objectively so that they are less
dependent on the individual characteristics of the assessor or the patient (Ministry of Health 1997).
The government did not insist on the use of nationally developed assessment forms, but did
recommend their use to enhance objectivity. This would promote equality for all patients in
determining their care needs.
It is required that the result of the needs assessment is documented in an assessment report. The
topics to be covered by the assessment report are also outlined in the NAD. Assessment reports should
specify, among other things, the type and amount of care needed, and the urgency with which the care
is to be delivered.
The government considers the new independent assessment agencies to be central to the so-called
‘care chain’ (Ministry of Health 1997, Tweede Kamer der Staten-Generaal 1999). The care chain
describes the route that patients have to follow in order to receive professional help for their needs for
care. Figure 1 depicts this route.
After patients have made a request for care at the assessment agency’s office, an assessor usually
makes a home visit to determine the care needed (e.g. ‘You need to be washed five times a week’).
The resulting assessment report is sent to the health insurance company. The insurer is responsible for
judging whether or not the claim for care is legitimate, i.e. reimbursable by law. Subsequently, the
health insurer confirms the care entitlement. Eventually, the care provider most eligible to deliver the
allocated care starts giving care to patients, initially based on the assessment report.
The assessment of home-care needs in the Netherlands is promoted as integral and independent, and
seems to be rather unique. However, striving for improved objectivity by using standardised
assessment forms is done in other European countries as well (Hutten & Kerkstra 1996). Assessment
of need for home care on the one hand and the delivery of such care on the other by separate
organisations is usually not found in other countries, although in some, the general practitioner may be
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the assessor for home care (Hutten & Kerkstra 1996). Furthermore, comprehensibility of assessments
is not seen in most other Western countries (Parry-Jones & Soulsby 2001). Therefore, it is interesting
to share how the new-style needs assessment, particularly regarding home care, is realised in Dutch
practice.
The assessment agencies have been in operation for some years now, and there is some descriptive
research on how the new-style assessment is evaluated by assessment agencies themselves and by
home-care organisations as the organisation that has to deliver the care recommended by the
assessment agencies. From this research, it appears that home-care organisations tend to judge
assessment agencies negatively because of bureaucracy, lack of uniformity and poor usability of
assessment reports (Bureau voor Toegepaste Economische en Ruimtelijke Planning BV 1999). Now
that the assessment agencies have been established for a number of years, the present authors
investigated how they, on the one hand, and home-care organisations and health insurers, on the other,
evaluate the new-style assessment, focusing on the field of home care. In particular, the authors
studied how home-care organisations, as primary users of the assessment agencies’ reports, judge the
usability of those reports.
The purpose of the present paper is to explain how the new style of assessment is realised in practice
and how it is evaluated by relevant organisations. In doing so, the following research questions are
posed:
• In the Netherlands, is the needs assessment process realised in accordance with the main elements
of the NAD regarding the goals to be attained, the contents of the assessment report and waiting
times?
• How is the new-style needs assessment for home care judged by assessment agencies, home-care
organisations and health insurers in comparison to the former method of needs assessment?
• According to home-care organisations, how usable are the assessment reports produced by
assessment agencies in practice?
• Which organisational characteristics of assessment agencies and/or home-care organisations may
be related to home-care organisations’ judgements of assessment agencies?
Patients’ judgements on the new style of assessment are included in other parts of the research
project and will be reported elsewhere.
SUBJECTS AND METHODS
In May 2000, all 85 assessment agencies, all 114 homecare organisations and all 31 health insurers in
the Netherlands were approached with a questionnaire. The response rate amongst these organisations
has been high (92%, 81% and 74%, respectively). Reasons for not responding were lack of time or
lack of interest. Most questionnaires were completed by managers or members of staff. If answers on
specific items were not given, or were unclear or inconsistent with scores on other items, the
respondent was telephoned for clarification, thus reducing missing values and increasing the quality of
the data. By doing so, virtually complete data sets of 78 assessment agencies, 92 home-care
organisations and 23 health insurers were obtained.

Instruments
Three questionnaires were developed, one for each type of organisation. If possible, items in the three
questionnaires were formulated identically in order to allow comparisons between the participating
organisations. Each questionnaire referred to the role the organisation plays in the procedures
concerning the new-style assessment, such as activities performed by these organisations, waiting
times encountered and the usability of assessment reports. Also, background information and
evaluations of the new-style assessment were gathered by means of the surveys. The questionnaires
were judged for content validity by experts in the respective fields.

Statistical analyses
All data were entered in the SPSS statistical computer program, and frequencies and percentages were
computed. In addition, a judgement scale was constructed. The judgement scale was based on
evaluations by home-care organisations of the extent to which the newstyle assessment was considered
to have become more independent, objective and integral, and to have led to more efficient,
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transparent, accessible assessment procedures, or to better correspondence between patients’ care
needs and subsequent assessment, all in comparison with the assessment ‘old style’. This judgement
scale had a Cronbach’s alpha of 0.85.
In almost half of the cases (43%, n = 40), a home-care organisation dealt with only one assessment
agency, in which case the opinion of the home-care organisation could be attributed to that particular
assessment agency. Judgements by home-care organisations dealing with two or more assessment
agencies were excluded from analysis. A t -test showed that the number of assessment agencies a
home-care organisation has to deal with has no influence on the direction of the judgement (positive or
negative).
Then, by computing Pearson’s correlations, the characteristics of the 40 assessment agencies which
significantly influenced home-care organisations’ judgements were detected while independent
variables showing multi-collinearity were excluded. Subsequently, these significant variables were
simultaneously entered in a regression analysis. Another regression analysis was performed to find the
significant characteristics of (all 92) home-care organisations themselves which influenced their
opinion about the new style of assessment.
RESULTS

Needs assessment in practice versus the Needs Assessment Decree
By establishing over 80 independent assessment agencies, the objective described in the NAD
(Ministry of Health 1997) to obtain independence through separation of needs assessment from
delivery of care has been realised. Most of the responding assessment agencies came into operation
during the first half of 1998. Data collected from assessment agencies show that two out of three
assessment agencies did not mandate the assessment of singular home-care needs (any more) in 2000.
Nevertheless, 9% of the assessment agencies ( n = 7) let the home-care organisations perform these
assessments, whereas another 24% ( n = 19) have arrangements with liaison nurses to assess homecare needs in patients to be discharged from hospital. Conversely, three out of four home-care
organisations have stated that they do not have anything to do with needs assessment anymore, while
24 home-care organisations (26%) are performing the singular, non-complex needs assessments.
According to the NAD, some assessment fields are obligatory in order to facilitate the integral needs
assessment, the second goal to be attained. Table 1 shows all the obligatory fields to be fully covered
by the assessment agencies under study. Mandating assessments to home-care organisations does not
exclude these assessments from the assessment agency’s domain. During the survey, the number of
compulsory fields of assessment has been enlarged, enriching the comprehensibility of the assessment
with respect to expensive housing adjustments. This may be the reason that only 27% of the
assessment agencies ( n = 21) state that they are active in this field.
[ TABLE 1 ]

In addition to the obligatory assessment fields, there is a wide variety of other optional assessment
fields for which assessment agencies may assess patients’ need (see the ‘Optional’ section of Table 1).
One-third to half of the assessment agencies reported they would expand their domain in near future in
favour of outpatient facilities and inpatient care for people with physical, sensory or intellectual
disability, respectively.
The third main goal of the new-style assessment concerns the objectivity of the assessment by
making use of protocols. In the NAD, the utilisation of national assessment forms, either on paper or
electronically, is recommended. The results show that most assessment agencies appear to use the
recommended assessment forms either entirely (45%, n = 35) or partially (41%, n = 32). Half of the
assessing home-care organisations do not use the national recommended assessment forms, but most
of them (62%, n = 8) have based their own assessment forms on the national protocol, making some
adjustments typical for the situation of that organisation.
The needs assessment process results in an assessment report; some details on the content of
assessment reports are given in Table 2. In these reports, the type of care needed is always determined
by the assessment agency, as is the frequency of care to be delivered. Most assessment agencies
specify the duration of care to be delivered in the assessment reports (92%, n = 72) as well as the

This is a NIVEL certified Post Print, more info at http://www.nivel.eu

-4-

Algera, M., Francke, A.L., Kerkstra, A., Zee, J. van der
An evaluation of the new home-care needs assessment policy in the Netherlands.
Health and Social Care in the Community: 11, 2003, nr. 3, p. 232-241

validity limit of the report (91%, n = 71). However, it appears that other specific topics referred to in
the NAD are not mentioned by every assessment agency (see Table 2). The less-frequently mentioned
items concern the urgency with which care should be delivered, the expertise of the caregiver, a
second-best option in case the care needed is not available, and margins within which the caregiver
may expand the frequency or caring time per day or per week without the need for a reassessment by
the assessment agency. By and large, mandated home-care organisations’ assessment reports contain
the same elements as those by assessment agencies.
[ TABLE 2 ]

Judgements about the new style of needs assessment
Table 3 contains the judgements by assessment agencies, home-care organisations and health insurers
regarding the realisation of the main goals of the newstyle assessment. When comparing the new style
of assessment with the former way of assessing needs by home-care organisations, almost all (over
95%) assessment agencies feel the assessment has become more independent, objective and integral.
As far as healthinsurer respondents could make comparisons, they agree with the opinions of
assessment agencies, but to a lesser degree. However, on the topic of objectivity, a large proportion of
the health insurers disagree with the respondents from assessment agencies. With regard to home-care
organisations, no distinct pattern emerged: the number of respondents agreeing with the statements,
disagreeing or not having a specific opinion are approximately equal.
[ TABLE 3 ]

Table 4 presents some opinions about other features of the new-style assessment. In the opinion of
assessment agencies and health insurers who were able to compare both assessment styles, the
correspondence between home-care needs and the assessment of these needs has improved, as did the
transparency of the assessment procedure. Interestingly, respondents employed by home-care
organisations strongly disagree with this viewpoint. The accessibility and efficiency of the assessment
procedure have improved according to the assessment agencies, but home-care organisations and
health insurers seem to (strongly) disagree. Of note is the large percentage of respondents from
assessment agencies not agreeing or disagreeing with the latter statements.
[ TABLE 4 ]

When considering the evaluations by assessment agencies and home-care organisations, a certain
pattern seems to emerge: the less confident assessment agencies are unsure about the benefits of the
new style of assessment, and the more negative home-care organisations show themselves to be
concerned with these aspects. In other words, negative attitudes by home-care organisations seem to
be confirmed by assessment agencies’ less-positive evaluations.
The pattern of positive assessment agencies, negative home-care organisations and health insurers
somewhere in between also emerges when these organisations were asked about (dis)advantages of the
new-style assessment. Out of the 78 assessment agencies under study, 81% experience more
advantages than disadvantages. The health insurers share this experience to a lesser extent (48%, n =
11). However, 38% of the home-care organisations ( n = 33) experience more drawbacks than
benefits. It is noteworthy that, in addition to their negative evaluation, one-quarter of all responding
home-care organisations do not see any gain from the new style of assessment at all. Furthermore,
one-third of the health insurers do not express a specific opinion in this matter. Table 5 displays some
drawbacks as experienced by assessment agencies and home-care organisations and health insurers.
Negative evaluation is mostly related to introductory difficulties, like computer problems and feeling
uncomfortable about the new way in which the needs assessment is modelled. Because of the
establishment of the assessment agencies, there is more bureaucracy and the presence of an extra link
within the route for patients to pursue (see Fig. 1). These objections were identified by home-care
organisations to a greater extent than health insurers. Interestingly, approximately one-quarter of the
assessment agencies themselves reported these disadvantages. The feeling that complementary
assessment is needed when starting the actual care by the homecare organisation is especially
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recognised by home-care organisations (59%, n = 54), and interestingly, by almost 25% of the
assessment agencies ( n = 18).
[ TABLE 5 ]
[ FIGURE 1]

Usability of assessment reports
It has already been reported that not all assessment agencies and mandated home-care organisations
make use of the national recommended assessment forms as an instrument for obtaining an objective
needs assessment. Out of those that do ( n = 67 and n = 11, respectively), 52% ( n = 35) and 73% ( n
= 8) of the assessment agencies and mandated home-care organisations evaluate them positively.
Nevertheless, 48% and 27%, respectively, of both types of assessing organisations find the national
recommended assessment forms impractical for different reasons. The forms not being orderly, too
extensive or open to multiple interpretations are some of the criticisms.
On average, the practicability of the assessment agencies’ reports is evaluated by home-care
organisations as mediocre. While most assessment agencies (87%, n = 68) think that they are
producing usable (i.e. not too global) assessment reports, only 16% ( n = 14) of the home-care
organisations who have to work with these reports seem to agree. Furthermore, 13% ( n = 11) of them
regard the assessment agency’s report as useless. Only about 20% ( n = 19) of all responding
homecare organisations judge complementary assessment, generally, to be redundant. The others think
that the assessment report is not practicable and/or that the period between the assessment and the
actual care provision is too long, so that the home-care needs may have changed in the meantime.
Table 6 shows that the boundary conditions described in assessment reports, such as the validity limit
of the assessment report, the margins and the indicated urgency, are found by home-care organisations
to be moderately to highly practicable.
[ TABLE 6 ]

Characteristics of influence on home-care organisations’ judgements of new style of
assessment
By computing Pearson’s correlations between the characteristics of assessment agencies and the
judgement scale for home-care organisations, five significant independent variables have been
identified (the direction of their correlation to a more positive evaluation is shown in brackets). The
first four significant variables are: ‘length of operational period of assessment agency’ (longer);
‘number of assessors (FTE)’ (larger); ‘number of assessment fields (magnitude of the assessment
agency’s domain)’ (larger); and ‘electronic exchangeability of assessment data between assessment
agency and home-care organisation’ (possible). The fifth significant variable is ‘presence of
hardware/software problems in assessment agencies’ (absent), but because of collinearity with other
significant variables, this variable has been excluded from further analysis. Table 7 shows the
computed correlations.
[ TABLE 7 ]

Subsequently, the remaining four significant variables have been entered in a regression analysis
(method Enter). The regression model built on the four independent variables proved to be significant
( P = 0.012); the percentage of variance explained was 37.9%. Out of the individual composing
variables in the regression model, only the magnitude of the domain of the assessment agencies turned
out to be significant ( P = 0.011), i.e. in general, the more assessment fields an assessment agency
integrates in assessing patients’ care needs, the more positive the home-care organisations’ judgement
of the assessment agency.
The comparable regression model built on the characteristics data of home-care organisations has
yielded no significant variables of home-care organisations which can be related to their scores on the
judgement scale.
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DISCUSSION
The present study suggests that, by and large, the newstyle assessment is organised in accordance with
what is regulated by law (the NAD; Ministry of Health 1997), and that all structures to attain the three
main objectives of the new style assessment Ð independent, integral and objective needs assessment Ð
seem to be present. However, the organisations involved hold different opinions about the new-style
assessment and its practical consequences.
The first objective of the NAD, independent needs assessment, seems to have been attained. Over 80
regional assessment agencies have been established, the assessment of home-care needs is no longer
an activity undertaken by care providers. This facilitates a needs assessment that is independent from
the supply available and from the interests of care providers. However, with respect to singular, i.e.
non-complex homecare needs, the NAD allowed for assessment agencies to give a mandate to homecare organisations to perform the assessment of this kind of need. The data show that about onequarter of the home-care organisations are assessing singular care needs, which is possibly threatening
the independence of the assessment.
The second goal to be attained by the NAD, the integral needs assessment, also seems to be realised.
Assessment agencies are carrying out needs assessments leading to home care, admission to a nursing
home or a home for the elderly, or to individual care budgets. After the data collection was completed,
the obligatory domain of assessment agencies was expanded and will continue to expand.
Furthermore, there are a wide variety of optional assessment fields which may enhance integral needs
assessment. However, it is still unknown whether assessments actually have become more integral.
By recommending the use of national assessment forms, the NAD (Ministry of Health 1997)
promoted its third goal, i.e. the objectivity of the needs assessment. From this study, the present
authors conclude that the complete or partial use of these forms appears to be reasonably widespread
amongst assessment agencies as well as, although less so, amongst mandated home-care organisations.
The fact that assessment software is based on the national assessment protocol, but does not cover it
completely, probably accounts for the relatively high score (41%) on the partial use of these forms.
About half of the mandated home-care organisations were not using the recommended assessment
forms, but this does not necessarily imply that they would not assess objectively. They just do not use
a certain tool with which objectivity may be achieved.
In addition, the results show that a substantial proportion of the assessment agencies which do use the
national recommended assessment forms find them impracticable. Moreover, only a minority of the
homecare organisations consider the product of assessment agencies, i.e. the assessment report, to be
usable. A large majority of home-care organisations (as well as about 25% of the assessment agencies
themselves) feel complementary assessment is necessary when starting the delivery of care. Whether
or not this is a negative evaluation of the assessment agency’s work depends on the validity of the
expectancy of the home-care organisations. In other words, although the NAD prescribes some
specific elements of the assessment reports, it is not predetermined that the assessment report should
be usable as a detailed care plan. However, it should be noted that the home-care organisations’
respondents (i.e. managers and staff members) may not be in the best position to judge the practical
usability of assessment forms nor the resulting reports, because they are usually not the people
working with these materials in practice. On the other hand, criticism of home helps or nurses about
the usability of the assessment reports will reach their superiors.
As stated earlier, the independence of the needs assessment may be threatened by mandating
arrangements, since assessment and care provision then come together in one organisation, as before
(Dijkstra 2001, Algera et al . 2002). In addition, giving a mandate may threaten the integral needs
assessment because assessors of home-care organisations will not have the necessary skills to
comprehensively assess needs.
Conditions for independent or integral needs assessment will be hampered by mandating
arrangements. However, bureaucracy in assessing needs, a problem well recognised by home-care
organisations and health insurers, may be reduced, because the care chain can be shortened for noncomplex home-care needs.
The result of the assessment is not so much dependent on the patient’s physical or psychological
condition, but instead, focuses more on aspects such as living circumstances, which are hard to
objectify (Dijkstra 2001). Furthermore, J.rg (2003) found that how the assessor and the patient get
along with each other to be an influential factor on the eventual assessment. As a consequence, the
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inter-rater reliability among assessors is questionable (Schrijvers 2001, Jörg 2003). Therefore, equality
in handling comparable care demands is not brought about structurally. Moreover, in many cases, the
assessment reports do not contain all elements required by the NAD, leaving the care provider to fill in
the gaps as considered convenient.
The evaluation by organisations dealing with the new-style assessment has given additional insight
into the functioning of the assessment agencies. There is a hierarchy in judgements: the assessment
agencies are more positive about the new style of assessment than the health insurers, who, in turn,
appear to be more positive than home-care organisations. Assessment agencies consider the new-style
assessment to be more independent, more objective and more comprehensive than the ‘old style’
assessment, i.e. care providers assessing patients’ needs themselves. Furthermore, they hold the
opinion that, in comparison with the former way of assessing home-care needs, the new style of
assessment yields a better correspondence between home-care needs and assessment. The
transparency, accessibility and efficiency have all improved according to assessment agencies,
although the percentages of respondents agreeing nor disagreeing are noteworthy with regard to the
latter two aspects.
The attitudes of assessment agencies and home-care organisations may not be very surprising.
Because assessment agencies have interests in evaluating their own work and reason for existence
positively, and homecare organisations probably have interests in trying to regain the authority of
needs assessment, this may have strongly affected their responses. Of course, it may be possible that
the realisation is as adequate as the assessment agencies claim it to be or has as many shortcomings as
home-care organisations evaluate it to have. Possibly, because of their strategically more neutral
position, the opinions of the health insurers may be considered as closer to the actual functioning of
the newstyle assessment. If that is the case, it may be concluded that the assessment has become more
independent and comprehensive, while the increase of objectivity is questionable. Furthermore, the
assessment procedures have become more transparent, while they did not gain in efficiency or
accessibility, according to health insurers.
Some negative opinions of assessment agencies, home-care organisations and health insurers may
stem from the tumultuous environment in which these organisations have to maintain themselves.
They all have to constantly cope with new regulations, which impedes consolidation (Bakker 2001,
Schrijvers 2001). In addition, it may be concluded that the home-care organisations’ criticism has
barely changed over time, although the assessment agencies have increasingly matured in the
meantime (Schrijvers 2001). In 1999, the same objections by home-care organisations to the new style
assessment were observed (Bureau voor Toegepaste Economische en Ruimtelijke Planning BV 1999).
The result that the home-care organisations’ positive judgements may be correlated to the assessment
agency’s larger domain is remarkable. It is not easily explained why the home-care organisations’
attitude would become more positive if the assessment agency also assesses for other types of care not
or only remotely related to home care. In addition, it was found that no characteristics of home-care
organisations themselves could be related to their opinion about the new style assessment. Therefore,
it may be concluded that, for policy makers, there are no specific attention areas located in either
assessment agencies or home-care organisations to improve the latters’ judgements about the new
procedures concerning the assessment for home care.
In the present paper, only evaluations of relevant organisations were included. Patients’ perspectives
on the new-style assessment were part of the evaluation, but these results will be reported elsewhere.
The overall conclusion is that, in principle, the way in which the new style of assessment has been
constructed in the Netherlands is conditionally adequate for independent, integral and objective needs
assessment in home care. This is more than can be observed regarding the needs-led assessment in the
UK (Parry- Jones & Soulsby 2001). However, in the Netherlands, the practical realisation of the new
structures still needs to be refined. This will possibly improve the quality of the product of assessment
agencies and smooth the route patients that have to travel from presenting their care demand to
receiving the allocated care.
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