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Chapter 7. Outsourcing mental health care services? The practice and 
potential of community-based farms in psychiatric rehabilitation 

 

Abstract 

Psychiatric rehabilitation supports individuals with mental disorders to acquire the skills 
needed for independent lives in communities. This article assesses the potential of outsourcing 
psychiatric rehabilitation by analysing care farm services in the Netherlands. Service 
characteristics were analysed across 214 care farms retrieved from a national database. 
Qualitative insights were provided by five case descriptions, selected from 34 interviews. 
Institutional care farms were significantly larger and older than private care farms (comprising 
88.8% of all care farms). Private-contracted care farms combine advantages of institutional care 
farms (professional supervision) with the provision of small-scale services in close contact with 
local communities. Private-independent care farms select users with better functioning, but 
seem less concerned with their re-entry into the labour market, compared to institutional and 
private-contracted care farms. Innovative ways are needed to support care farmers to facilitate 
the users’ transition into the labour market, while maintaining care farms sustainable.  
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Introduction 

Psychiatric rehabilitation aims to provide individuals with mental disorders with the skills 
needed for an independent life in the community (Anthony, Cohen, & Farkas, 2002). The role 
of psychiatric rehabilitation professionals is to help individuals identify their preferred roles in 
the “real world” and to link them to opportunities in communities where such roles can be 
practiced (Farkas & Anthony, 2010; Rössler, 2006). Therefore, psychiatric rehabilitation 
professionals are required to be active in communities, beyond the organizational boundaries 
of mental health care, in order to promote and support users’ (re)integration into society (Le 
Boutillier et al., 2011; Slade, 2012; Ware et al., 2007).  

Many countries are currently exploring innovative ways of delivering high-quality 
mental health services that close the gap between services and communities. For example, one 
recent study analysed the involvement of local community members in the provision of 
psychiatric services, with promising results (Patel et al., 2010). However, extensive training 
programmes for community members might require financial, personal and time resources 
that limit their feasibility on a large scale. Another option debated in the literature refers to 
outsourcing or contracting out of specific services, thus improving efficiency and reducing 
costs (Young, 2008). In the Netherlands, the experience of outsourcing of vocational 
rehabilitation to generic vocational agencies that provide services to unemployed people in 
general has had limited success, due to the inability of these agencies to match the specific 
needs of people with mental disorders (Michon et al., 1998). Therefore, until now, the debate 
regarding outsourcing in psychiatric rehabilitation remains restricted to the discussion of 
possible alternatives, but there is clearly a need for scientifically evaluated alternatives that 
have already been implemented.  

This article aims to contribute to the current debate regarding the potential value of 
involving the private sector in the provision of psychiatric rehabilitation services by analysing 
community-based services provided on farms in the Netherlands. These farms are “a base for 
promoting mental and physical health, through normal farming activity”, and are known as 
“care farms” (Hine et al., 2008). For psychiatric rehabilitation, care farms represent an 
interesting model because they appear to facilitate the social inclusion of people with mental 
disorders in the local community. Furthermore, care farms seem to provide normal, 
meaningful occupations that can decrease users’ stress, increase their motivation for work and 
provide structure in daily routines (Elings & Hassink, 2008; Hassink, Elings, et al., 2010; 
Pedersen, Ihlebaek, et al., 2012). 
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In mental health care, the use of farms has a long tradition. Historically, patients of 
large residential psychiatric hospitals were commonly involved in agricultural work on 
surrounding farms or gardens (Frumkin, 2001; Hickman, 2005). Since the late 1990s, private 
farms have increasingly become involved in the provision of services to people with disabilities 
in a number of countries (Hassink & Van Dijk, 2006), possibly in response to economic and 
social changes that affected the sustainability of farms (Meerburg et al., 2009). Currently, 
available data show that nearly 4300 care farms provide services for people with disabilities 
throughout nine Western and Central European countries (namely, Belgium, France, 
Germany, Italy, Ireland, the Netherlands, Norway, Slovenia and United Kingdom) (Di Iacovo 
& O’Connor, 2009).  

The Netherlands hosts one of the largest and most complex care farming movements 
(Haubenhofer et al., 2010). This makes the Netherlands an interesting case for analysis of the 
value of involving the private sector, and notably farmers, in the delivery of psychiatric 
rehabilitation services. A previous study indicated that care farms differ in their organizational 
forms, but provided no insights into how services differed across these forms (Hassink et al., 
2007). Such insights are critical for the debate on the advantages and disadvantages of 
including private care farms among rehabilitation services. The current study aims to identify 
differences in service characteristics, service organization, rehabilitation processes, and in links 
with local communities, across the various organizational forms.  

Methods 

The study comprised both quantitative and qualitative methods. The quantitative methods 
were employed to analyse the characteristics of care farm services across organizational 
formats. The qualitative analysis was employed to provide insights into the organization of 
services on care farms, the rehabilitation process involved, and the relationships between care 
farms, families and local communities. 

Data sources and procedures 

Quantitative data on care farms were retrieved from the online directory of the Federation for 
Agriculture and Care (in Dutch: Federatie Landbouw en Zorg) (Federatie Landbouw en Zorg, 
2011). This directory reportedly covers 90% of the care farms in the Netherlands and strives to 
update information every three months. Information regarding the organizational form of care 
farms was available in text format. Two researchers reviewed this data and coded the care 
farms into three mutually exclusive groups describing the relationship with mental health care 
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organizations (MHCOs): 1. institutional care farms, defined as care farms owned by health 
care organizations or accredited as care providers (n=24, 11.2%); 2. contracted care farms, 
defined as private care farms working in collaboration with health care organizations (n=57, 
26.6%); and 3. independent care farms, defined as private care farms financing their services 
through the personal budgets of users, a financial facility allowing people with chronic 
disorders to purchase the services they prefer (n=133, 62.2%). The personal budgets (in Dutch: 
Persoonsgebonden Budget, or PGB), are similar to the Direct Payments in United Kingdom, 
Prestation Specifique Dependance in France or Pflegegeld in Germany (Kremer, 2006).  

Data were retrieved using custom-made data-mining software that identified and 
extracted text data and values from the directory, using regular expressions. This generated a 
database with variables describing the following characteristics of the services provided on 
care farms: period of existence, service capacity, type of services provided, psychopathology 
of user groups and service quality. Period of existence (continuous) was recorded in years. 
Service capacity was operationalized as the number of daily placements available for all users 
(continuous). The types of services referred to the provision of daytime activities (yes/no), 
vocational rehabilitation (yes/no), or residential facilities (yes/no). In terms of psychopathology 
of the user groups, we differentiated between five types of mental disorders (yes/no), as 
recorded in the directory: mental disability, burnout, drug addiction, autism, and other mental 
disorders. Service quality referred to the availability of a quality certificate (yes/no), awarded 
by the National Support Centre for Agriculture and Care.  

Quantitative data were collected in May 2011. At the time of data collection, the 
directory included 749 farms. For this study, only care farms providing services to people with 
mental disorders were selected, provided that they had complete data on the variables of 
interest. The final sample consisted of 214 care farms, comprising 70.6% of the 303 care farms 
that matched the inclusion criteria. No statistically significant differences were found between 
the care farms included and those excluded from this study (significance level set at p≤0.05). 
Data validity was checked in brief telephone interviews within a random sample of 24 care 
farms. The check related the variable “the number of daily placements”. Results showed that 
60.9% of the 24 care farms reported the same number of daily placements as recorded in the 
online database. In the rest of the care farms, the difference ranged between 1 and 5 
placements.  

Five cases were derived from a qualitative study that explored the provision of 
services on care farms for people with mental disorders in the Netherlands. The study 
consisted of 34 interviews conducted with service providers on care farms, undertaken in 2008, 
2009 and in 2010. Care farms were identified using the online directory described above, and 
selected if they provided services for people with mental disorders in two specific provinces, 
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chosen for logistic reasons. Prior to interviews, interviewees were sent a letter describing the 
study in detail. All interviews took place on care farms. Interviews explored three main themes: 
organization of care farm services, rehabilitation process and community aspects. Interviews 
lasted between 30 and 60 minutes. From among the 34 interviews, we selected five cases for 
this study, for illustration purposes. The five cases were selected on the basis of their presence 
in the database used for the quantitative analysis, and they covered all organizational forms of 
care farms (institutional, contracted and independent).  

Data analysis 

Statistical analyses were conducted with SPSS 20.0. The service characteristics of the three 
organizational formats of care farms were compared using chi-square tests or one-way analysis 
of variance (ANOVA) to test for differences in categorical and continuous variables 
respectively. Additional univariate and multivariate binary logistic regression analyses were 
performed to identify service characteristics associated with each group of care farms. 
Univariate analysis was used to select candidate variables that were either significantly (p≤0.05) 
or near-significantly (p≤0.1) associated with the independent variable. These were retained 
and controlled for in a backward stepwise binary logistic regression model, for which the 
significance level was set at p≤0.05.  

Qualitative data analysis was conducted with ATLAS.ti 6.2. Interview transcripts of 
the five cases were analysed by exploring, labelling and coding data, reducing codes in 
subthemes and relating them to the three main themes (organization of care farm services, 
rehabilitation processes and community aspects). Subthemes were cross-tabulated and 
compared across the five cases.  

Ethical considerations 

The current study was conducted as part of a larger quantitative and qualitative research 
project that analysed care farm services in relation to rehabilitation services in the Netherlands. 
Several strategies were applied to address ethical considerations regarding qualitative data. 
Prior to data collection, participants were provided with written information regarding the 
study. This was further clarified during data collection, when participants were informed about 
their right to withdraw from the study at any time during the interview. All participants 
provided informed consent to audiotape interviews. The study was reviewed by the Ethical 
Review Board at the VU University Medical Centre. Authors declare no conflict of interests 
and individually certify responsibility for the manuscript.  
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Results 

First, based on the quantitative data, the service characteristics of institutional, contracted and 
independent care farms are presented. These results are enriched by five case descriptions 
derived from qualitative data, analysed in relation to three main themes: organization of 
services, rehabilitation processes and the relationships between care farms, families and local 
communities. 

Characteristics of services provided on care farms  

Based on the quantitative data, Table 7.1. gives an overview of the distribution of care farms 
across the three organizational forms identified in a previous study, and presents the 
characteristics of their services. Of the 214 care farms, only a small proportion (11.2%) were 
institutional (i.e., belonged to a health care organization or were accredited as formal care 
providers). The remaining 190 care farms (88.8%) were private: 57 (26.6%) were contracted by 
MHCOs, whereas 133 (62.2%) were independent (i.e., their services exclusively financed 
through the personal budgets of their users). Institutional care farms reported longer traditions 
of providing care services, compared to private care farms (means of 19.3 and 6.9 years, 
respectively, p≤0.001). The oldest institutional care farm was established in 1948, while the 
oldest private care farm had been established in 1980. Significant differences between 
institutional and private care farms were also found in terms of service capacity, with the former 
hosting a mean of 24.1 users, and the latter a mean of 9.1 users (p≤0.001), and in terms of 
housing facilities, which were available on 37.5% of institutional care farms, compared to 11.6% 
of the private care farms (p≤0.05). Daytime services (provided on 97.7% of all care farms) and 
vocational rehabilitation services (provided on 50.2% of all care farms) did not differ across 
care farm groups.  

In terms of target groups, significant differences were found in the provision of 
services to people with drug addiction and autism. For people with drug addiction, services 
were provided on approximately 33% of the institutional and contracted care farms, and on 
15.8% of the independent care farms (p≤0.01). For people with autism, services were provided 
on approximately 80% of institutional and independent care farms, and on 54.4% of the 
contracted care farms (p≤0.001). Services for people with mental disability (provided on 79.4% 
of all care farms) and for people with burn-out (provided on 50.0% of all care farms) did not 
differ across care farm groups. Across all three organizational forms, the availability of a quality 
certificate was low (available on 18.2% of all care farms, no significant differences across care 
farm groups). 
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Table 7.1.  
Service characteristics on the three types of care farms (n=214) 

Service characteristics 

Care farms 

p Post-hoc p a 

1. Institutional 2. Contracted 3. Independent 

n (%) 24(11.2) 57(26.6) 133(62.2)   
Period of existence      

Years of existence† 19.3(15.0) 7.6(4.3) 6.6(4.7) *** 1>2,1>3 
Service capacity      

Number of daily placements † 24.1(15.7) 10.4(6.3) 8.5(5.8) *** 1>2,1>3 
Types of services ‡      

Daytime activities‡ (y) 23(95.8) 55(96.5) 131(98.5) ns  
Vocational rehabilitation‡ (y) 13(54.2) 24(42.1) 71(53.4) ns  
Housing facilities‡ (y) 9(37.5) 1(1.8) 21(15.8) *** 1>2, 1>3, 3>2 

Service users       

People with mental disorders, namely: 

Intellectual disability‡ (y) 17(70.8) 43(75.4) 110(82.7) ns  
Burnout‡ (y) 10(41.7) 26(45.6) 71(53.4) ns  
Drug addiction‡ (y) 8(33.3) 22(38.6) 21(15.8) ** 2>3 
Autism‡ (y) 20(83.3) 31(54.4) 112(84.2) *** 1>2,3>2 
Other mental disorders‡ (y) 24(100.0) 57(100.0) 133(100.0) ns  

People with other disabilities 17(70.8) 51(89.5) 125(94.0) ** 1<2,1<3 
Service quality      

Quality certificate (y) 1(4.2) 13(22.8) 25(18.8) ns  

Notes:  
a: significance level: p≤0.05; (y)=yes 
†: values represent means and standard deviations (S.D.); ‡: values represent numbers and percentages; *p≤0.05 
**p≤0.01, ***p≤0.001, ns = not significant 

 
 
The descriptive analysis presented in Table 7.1. suggests that the services provided 

on institutional care farms differ from the ones provided on private care farms. Furthermore, 
collaboration of private care farms with MHCOs appears to be associated with specific service 
characteristics. In order to test these hypotheses, we constructed two models based on 
univariate and multivariate logistic regression (Table 7.2.). The first model indicated that, 
compared to private care farms, institutional care farms were more likely to have more years 
of experience (OR=1.1; 95%CI=1.0-1.2; p≤0.001) and to accommodate a larger number of users 
(OR=1.1, 95%CI=1.1-1.2; p≤0.001). The second model showed that, compared to independent 
care farms, contracted care farms were three times more likely to provide services to people 
with drug addiction (OR=3.1, 95%CI=1.5-6.5; p≤0.01), and five times less likely to provide 
services to people with autism (OR=0.2, 95%CI=0.1-0.5; p≤0.001). 
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Table 7.2.  
Multivariate binary logistic regression of service characteristics on care farms: institutional 
versus private care farms (Model 1) and contracted versus independent care farms (Model 2) 

 

Model 1:  
Institutional vs. Private care farms 

 Model 2:  
Contracted vs. Independent care farms 

Outcome variable: Institutional (yes/no)  Outcome variable: Contracted (yes/no) β (SE) OR (95%CI) p  β (SE) OR (95%CI) p 

Period of existence        
Years of existence 0.1 (0.1) 1.1 (1.0-1.2) ***  - - - 

Service capacity        
Number of daily placements 0.1 (0.1) 1.1 (1.1-1.2) ***  0.1 (0.1) 1.0 (1.0-1.1) # 

Service users         
Drug addiction (y)     1.1 (0.4) 3.1 (1.5-6.5) ** 
Autism (y)     -1.4 (0.4) 0.2 (0.1-0.5) *** 

Service quality        
Quality certificate (y) -2.6 (1.4) 0.1 (0.1-0.2) #  - - - 

Notes: β =regression coefficient; SE=standard error; OR=odds ratio; 95%CI=95% confidence interval; (y)=yes 
#p≤0.1; *p≤0.05, **p≤0.01, ***p≤0.001 

 

Case descriptions 

The quantitative analysis suggests that the different organizational forms might affect the 
characteristics of care farm services. The following section (see also Table 7.3.) presents five 
case descriptions providing qualitative insights into how institutional, contracted and 
independent care farms organize their services, how they provide rehabilitation services, and 
how they relate with family members and members of the local communities.  

Case 1 is an institutional care farm that aims to provide meaningful daily occupations 
to residents of supported housing facilities built on the premises of a MHCO. On the location, 
other work opportunities are available, such as pottery-, textile- or carpentry-workshops. Farm 
activities, provided to 24 users with various mental disorders, are guided by seven supervisors 
(2 social workers and 5 farmers) and include direct access to psychiatric care. The farm has a 
small dairy production unit, in which users are also involved, but most activities are tailored 
to users, and not necessarily related to the farm production. The workshops and care farm are 
also accessible to users of the MHCO living in the community. Users have occasional contact 
with the people in the community, for example when they organize exhibitions with pottery 
or textile products, or when they attend events in the community.  

Case 2, also an institutional care farm, aims to help users to acquire basic work and 
social skills in an enjoyable context. The care farm provides services to 30-35 users daily, 
referred to it by the MHCO or by other social services. The 9 supervisors, social workers with 
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additional training in psychiatry, are employed by the MHCO, and work in close collaboration 
with other mental health care professionals. As such, supervisors have access to users’ medical 
file, but they approach users from a holistic perspective in accordance to a theoretical model 
that emphasises positive aspects of individuals. Therefore, supervisors encourage users to 
engage in the activities they prefer, and which give them the most satisfaction. For example, 
users can choose to take care of farm animals, to help in with dairy production, to sell products 
in the shop, or to serve clients in the café. 

Users’ progress in developing work and social skills, and their satisfaction with the 
services provided on the care farm, are evaluated periodically. For users who aim to obtain a 
job outside the care farm, these periodical evaluations assess their progress towards their entry 
into the labour market. Users’ families and carers are actively involved in these evaluations, 
and invited to communicate their own concerns or preferences regarding the care farm 
services. Users come into contact with people from the community at the café, or during the 
open days, organized on the farm twice a year. 

Case 3 is a contracted care farm established in the 1970s by a large psychiatric 
hospital. It operated as an institutional care farm until 2000, when the management of the care 
farm was outsourced to a private foundation, to reduce costs. The aim of the care farm is to 
provide people with mental disorders with a workplace (similar to sheltered workshops at 
other locations), and to facilitate their contact with people from the community, who visit and 
work on the care farm as volunteers. The foundation employs the farmer and is responsible 
for all costs related to the farm (animals, equipment), whereas the former hospital, now 
reorganized as an integrated MHCO, employs two professionally trained supervisors and 
refers patients to the care farm. The care farm can accommodate 8 users daily, and preference 
is given to forming heterogeneous groups of users with different mental disorders. These are 
supervised by a farmer (employed by the foundation) and by two social workers with training 
in psychiatry (employed by the MHCO). On the care farm, users can take care of animals, 
help maintain equipment, guide school groups who visit the farm, or serve clients in the café. 
Work is tailored to each user’s abilities, and individual supervision is provided. Progress is 
evaluated periodically, and goals are reaffirmed, adapted, or changed. Some users leave the 
care farm and enter the labour market; others take up volunteer work. Family is involved in 
the care provision by the MCHO, but not by the care farm, which serves as a work place. 
However, family members are welcome on the care farm as volunteers. The care farm 
organizes events for the community (such as pony rides for children) in which users are also 
involved. 
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Table 7.3.  
Overview of the five case descriptions 

Themes and  
subthemes 

Care farm 1  
(institutional)  

Care farm 2  
(institutional) 

Care farm 3  
(contracted) 

Care farm 4  
(contracted) 

Care farm 5  
(independent) 

Organization of care farm services      
Mission of care 
farm 

To provide daytime 
occupation to residents of 
supported housing 

To ensure an enjoyable 
workplace where social 
and work skills can be 
learned 

To provide work and to 
facilitate integration between 
users and community  

To provide an enjoyable, yet 
structured workplace that 
facilitates social interaction 

To provide a safe 
environment for work, 
contact with animals, 
opportunities to be outside 

Service capacity 24 users/day 30-35 users/day 8 users/day 7 users/day 7 users/day 

Supervision 7 supervisors (2 social 
workers; 5 agricultural  
training) 

9 supervisors (social 
workers with training in 
mental health / 
psychiatry) 

3 supervisors (1 farmer; 2 
social workers with training in 
psychiatry) 

3 supervisors (1 nurse, 1 social 
worker, 1 agricultural training) 

3 supervisors (agricultural  
training; additional courses 
at a care farmers' 
organization) 

Relationship with 
mental health care 
organization 
(MHCO) 

Care farm on premises of 
a MHCO, alongside 
housing and other work 
opportunities. MHCO also 
provides residents with 
specialized medical care.  

Care farm is part of a 
MHCO. Supervisors are 
employed by MHCO, 
work with care providers 
and have access to EPR.  

Social workers employed by 
MHCO. Care providers 
recommend rehabilitation; 
supervisors manage the 
rehabilitation process. Both 
maintain contact through EPR, 
appointments, email. 

Supervisors able to contact 
care provider for advice or in 
emergency situations.  

none 

Users referred by MHCO MHCO, others  Contracting MHCO Contracting MHCO Word-of-mouth 

Rehabilitation process 
Requirements for 
users  

None mentioned No behavioural 
problems  

Professional recommends 
rehabilitation 

No physical disabilities that 
require adaptation of 
facilities 

Able to work 
independently, and to 
interact well with others. 

Activities available 
on the care farm 

Dairy production (on the 
farm); pottery-, textile-, 
carpentry workshops; 
selling products in shop.  

Dairy production, farm 
work, selling of 
products in shop and 
café   

Taking care of animals, 
maintenance of equipment, 
guiding school groups, serve 
clients of café. 

Farm work, selling of 
products in shop, 
preparation and serving of 
confectionery to visitors in 
café 

Dairy production, taking 
care of animals.  

Integration of 
services into farm 
production 

Farm activities designed 
as work opportunities for 
residents of supported 
housing of MHCO. 
Production less 
important.  

Broad range of work 
opportunities designed 
in order to offer a 
broad range of 
rehabilitation services 

Users are offered tailored 
work and individual 
supervision.  

Users involved in activities 
designed for them, or in 
farm production, but 
contribution insufficient for 
production. Balance between 
supervision and production 
difficult.  

Service provision 
integrated into farm 
production: users actively 
help with farm activities. 
Supervisors works together 
with users, but do not 
provide continuous 
guidance.  

Evaluation of 
users’ progress 

Overall evaluation across 
life domains (living 
preferences, work 
prospects, spending of 
free time, group 
relationships). 

Periodical evaluations 
based on a theoretical 
model that focuses on 
positive aspects of 
individuals. 

Evaluations conducted 
periodically. During the 
evaluation goals are 
reaffirmed, adapted, or 
changed. 

Supervisors keep files with 
intake, result of evaluations, 
and planning. During 
evaluation, goals are adapted 
and/or new goals are added. 

Yearly evaluations 
regarding goals and tasks 
for the following period. 

Transition towards 
the labour market  

Not mentioned Some users aim for 
daytime occupation; 
others to obtain a job 
(most within 2-4 years; a 
few ≤1 year). Training 
depends on goals. 

Some users, especially the 
younger ones, aim to return 
to previous jobs; others 
move on to volunteer work. 

Few users move on to a job 
outside the farm. However, 
for most users, being on a 
farm represents a step 
forward. 

Users not focused on 
pursuing work 
opportunities outside care 
farm. Care farmer 
encourages users to try 
new things and challenge 
their limitations. 

Notes: MHCO=mental health care organization; EPR=electronic patient record
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Table 7.3.  
Overview of the five case descriptions (continued) 

Themes and  
subthemes 

Care farm 1  
(institutional)  

Care farm 2  
(institutional) 

Care farm 3  
(contracted) 

Care farm 4  
(contracted) 

Care farm 5  
(independent) 

Community aspects 
Involvement of 
family members 

Not mentioned Evening meetings with 
family members 

Family members can join as 
volunteers. 

Special days organized for 
family members 

Parents of young users with 
mental disability informed, 
but otherwise not involved  

Involvement of 
community 

Products displayed for 
public during exhibitions. 
Users attend community 
events. 

Café open for 
community; farm visited 
by thousands of people 
on biannual open days. 

Care farm is integrated into 
the village; for example: pony 
rides for children also involve 
users. 

Café open for community; 
farm visited during open days 
and "apple picking" days; 
camping during weekend 

Care farm and shop visited 
by people from the city. In 
addition, biannual open 
days 

Notes: MHCO=mental health care organization; EPR=electronic patient record 

 
Case 4, also a contracted care farm, aims to provide an enjoyable, yet structured 

workplace that facilitates social interaction. During weekdays, the care farm provides services 
to 7 users daily, preferably heterogeneous groups of users with different mental disorders; in 
the weekend, it provides camping activities for children. Users are guided by 3 supervisors: a 
nurse, a social worker and a farmer. Supervisors have direct access to care providers at the 
contracting MHCO, whom they can call for advice or when confronted with cases of 
aggression or acute psychosis. Users are referred to the care farm by the contracting MHCO. 
In principle, all users are accepted, but the lack of facilities for people with major physical 
disabilities make the care farm inappropriate for this group. On the care farm, users can 
participate in the farm work, sell products in the shop or prepare and serve confectionery to 
visitors of the small café. Supervisors regard the production and the service provision as 
equally important. In practice, however, not all users can contribute to production, and 
therefore supervisors create other activities, outside production, so that all users remain active. 
Supervisors record users’ goals at intake and during subsequent evaluations. A few users move 
into the labour market but most users become active and confident while on the farm, thus 
making progress from their initial situation. The link with the community is maintained with 
special days organized for family members, and with the café. Furthermore, the farm opens 
its doors for visitors every year, during open days and at harvest time when people from the 
community can join in picking fruits.  

Case 5 is a private, independent care farm where the main activity is the production 
and selling of dairy products. Services are additional to the farm production, and aim to 
provide a safe environment for work, contact with animals, and opportunities to be in the open 
air. On the care farm, 7 users with different mental disorders can be accommodated daily, 
guided by 3 supervisors with agricultural training (and additional courses attended at a care 
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farmers' organization). Since the care farm is independent, services become known to potential 
users through word-of-mouth. Furthermore, since the care farm focuses on production, users 
are accepted if they are able to work independently or with minimum of supervision, and to 
interact well with other users, farm employees and visitors from the city, who come to enjoy 
the farm lifestyle. These aspects are evaluated periodically. Users seldom make the transition 
towards the labour market, but supervisors encourage them to try new things and challenge 
their limitations. Communication with family members is informal, and especially necessary 
for young users with mental disability. The care farm and shop are regularly visited by people 
from the nearby city. The biannual open days attract many visitors. 

The five cases presented above provided important insights into service provision 
across institutional, contracted and independent care farms, in relation to three themes: 
organization of services, rehabilitation processes and community aspects. In the following 
section, we provide an analysis of the similarities and differences in each theme, across cases.  

Organization of care farm services, rehabilitation process and community aspects 

Overall, the organization of care farm services seems to be strongly influenced by the 
relationship between care farms and mental health care organizations (MHCO). For example, 
the mission of the care farm that is part of the MHCO (Case 1) is to provide work opportunities 
for people who need supported housing (and who are probably severely impaired). Care farms 
that collaborate with a MHCO (Cases 2, 3 and 4) aim to support the development of work 
and social skills or networks. In contrast, the mission of the independent care farm (Case 5) 
refers to work solely in the context of the farm (references to animals and open space). 
Furthermore, supervision on care farms that have a relationship with MHCO is provided by 
mixed teams of rehabilitation professionals (social workers or nurses) and farmers, whereas on 
the independent care farm, all supervisors are farmers who try to improve their understanding 
of mental health issues by attending courses at a care farmers’ organization. And finally, the 
influence of the MHCOs on care farms is apparent in the degree to which rehabilitation 
services provided on care farms and the medical care provided by MHCOs are integrated. 
On Cases 2 and 3, supervisors are employed by the MHCO, and thus are part of the mental 
health care team. On Cases 1 and 4, supervisors are not involved in the care users receive on 
the MHCO, but maintain contact with care providers for advice and support.  

Rehabilitation processes also seem to be influenced by the relationship between care 
farms and MHCO. For example, all care farms provide opportunities for users to participate 
in farm activities. However, on the care farms belonging to or contracted by MHCO, the focus 
lies in service provision with activities being tailored to fit users’ abilities, whereas on the 
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independent care farm, the focus lies on farm production with users being assigned tasks that 
are relevant to farm production. This has direct implications for the type of users that are 
present on care farms. At one end of the spectrum, the institutional care farm presented in 
Case 1 accommodates users who are severely impaired, as indicated by the multiple needs 
they have (namely, housing, medical care, daily activities and recreation). At the other end of 
the spectrum, the independent care farm accommodates users selected on their ability to work 
with minimal supervision and to interact well with others – in other words, users who function 
better. Moreover, the influence of MHCO on care farms is apparent in the degree to which 
occupational outcomes of the rehabilitation process are emphasised by supervisors. For 
example, on Cases 2 and 3, where supervisors are part of the mental health care team of the 
MHCO, users seem to be encouraged to enter the labour market. On Cases 4 and 5, both 
private care farms where rehabilitation and medical care are less or not at all integrated, 
transition towards the labour market is described as too high a goal for users.  

The cases also showed that the relationship with family members varied across the 
five cases. Cases 1 and 5 seemed to give little if any consideration to the involvement of family 
members. On Case 1, which provided services to residents of supported housing, family 
members talked directly to the MHCO staff, whereas on Case 5, which focused on farm 
production, communication with family members was limited. Cases 2, 3, and 4 all mentioned 
the social dimension of services in their missions and had strategies that allowed the 
involvement of family members in the activities on the farm (evening meetings, volunteering, 
or dedicated days for families of users). Furthermore, all care farms, except for Case 1, 
provided opportunities for contact between users and the local community on a daily basis at 
the farm’s café or shop. Case 1, the care farm providing services to residents of supported 
housing, provided fewer organized opportunities for contact between users and the local 
community, although interactions occurring naturally cannot be excluded (for example, due 
to choices made by users in spending their free time).  

Discussion 

Given the scarcity of studies at the interface between mental health care organizations and 
care farms, the current article assesses the characteristics of the services provided on care farms 
for people with mental disorders in the Netherlands, and explores aspects related to their 
organization, rehabilitation processes, and the relation with family members and local 
communities.  
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The quantitative analysis showed that farm-based services for people with mental 
disorders were founded by MHCOs which, from 1948 onwards, started to establish relatively 
large farms to provide work opportunities to their users. Cases 1 and 3 from the qualitative 
analysis were in line with this finding. Currently, the large institutional care farms represent 
only a small percentage (11.2%) of the total number of care farms in the Netherlands. In 2005, 
the number of care farms owned by or accredited as care providers was 117 (Hassink et al., 
2007). In our study, this number had decreased to 24, representing a dramatic decrease (71.0%, 
after correcting for missing data) suggestive of dynamic changes in the care farm sector. Two 
scenarios might explain this decrease: one related to the disappearance of institutional care 
farms (many MHCOs closing down their care farms), and the second related to a tendency 
for MHCOs to outsource services not directly related to diagnosis and treatment of mental 
disorders. In our research, we found support for the second scenario, as Case 3 had functioned 
as an institutional care farm for 30 years, before being converted into a private, contracted 
care farm.  

Currently, approximately 90% of the care farms in the Netherlands are small-scale, 
private care farms established from 1980 onwards. This study suggests that the transition from 
the institutional to the private model of care farms might have several consequences for farm-
based rehabilitation services. The quantitative analysis highlighted two service characteristics 
that significantly differ between institutional and private care farms: service capacity and 
experience. The decrease in service capacity per farm associated with the use of private care 
farms might entail advantages for users, as small groups might foster close contacts between 
users, and contribute to a sense of belonging that adds an extra dimension to the experience 
of a care farm (Hassink, Elings, et al., 2010).  

Farmers are relatively new actors in the field of mental health, and little is known 
about the implications of their involvement for quality of care. Concerns about quality seem 
to have already shaped the policy regarding the provision of services on care farms in other 
countries, such as Germany where strict regulations are in place to ensure that farm-based care 
can only be provided in collaboration with mental health organizations (Haubenhofer et al., 
2010). In our study, Cases 4 and 5 illustrate that farmers themselves might perceive the need 
for such collaborations (Case 4) or seek out additional training to supplement an agricultural 
background (Case 5) to help farmers deal with difficulties in providing services to people with 
mental disorders.  

We found that, among private care farms, one third is contracted by MHCOs. These 
farms were more likely to provide services to people with drug addiction. We can hypothesise 
that the increased interest of MHCOs in private care farms might relate to the apparently 
increased tolerance of the farm environment towards people with mental disorders, thus 
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reducing the barriers to the social inclusion of people with drug addiction. This was suggested 
by a recent study that found that people with drug addiction experience no discrimination on 
care farms (Elings & Hassink, 2008). Drug addiction seems to be associated with greater stigma 
than other mental disorders, making the social integration and rehabilitation of people with 
drug addiction more difficult (Corrigan, Kuwabara, & O'Shaughnessy, 2009). Furthermore, 
the five cases provide insights into other potential advantages that MHCOs might derive from 
contracting private care farms. For example, Cases 3 and 4 showed how outsourcing or 
contracting the farm-based services allowed the MHCO to retain only those costs related to 
core activities (such as users supervision), but not costs related to peripheral activities (such as 
the maintenance of the farm). This suggests that MHCOs might want to involve the private 
sector in the provision of rehabilitation services in order to reduce costs. This strategy, followed 
by health care providers internationally since the 1990s (Young, 2008), is currently under 
debate because of higher than expected costs, opportunistic behaviour by contracted parties, 
poor service performance, and loss of control (Young & Macinati, 2012).  

In light of these findings, it is important to consider the pitfalls of outsourcing of 
rehabilitation services to care farms. The current study, although not specifically designed to 
address this issue, can provide potentially important insights. For example, we observed that 
the relationship between the care farm and the MHCO influenced the degree to which 
occupational outcomes were emphasised by interviewees. Cases 2 and 3, where professional 
supervisors were available, seemed to be more focused on users’ transition to the labour 
market, whereas Cases 4 and 5, where professional expertise was available occasionally or not 
at all, transition to real jobs was not seen as a feasible goal. This difference might reflect worse 
functioning of users of the private care farms, although the qualitative data seem to suggest 
that, on the contrary, users of private care farm are less impaired. Therefore, the difference 
could be due to the fact that care farmers might not be aware or interested in preparing users 
for the labour market. This brings the discussion to the need of professionalization of care 
farm services, a topic recently added on the research agenda of a major Dutch public research 
organization (ZonMW, 2010). In psychiatric rehabilitation, this preparation is seen as very 
important, and several types of interventions are designed to facilitate the transition of users to 
the labour market (Bond et al., 2008). Therefore, the question in the long run is how reduced 
costs from outsourcing can be made sustainable, considering that users of private care farms 
might remain for much longer periods of time in the rehabilitation system.  

To the best of our knowledge, this is the first article exploring the relationship 
between the MHCOs and care farms, a relatively recent development at the interface between 
agriculture and care. One of the strengths of this study is that it was able to make use of a 
national database of a large number of operational care farms, covering several service-level 
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variables. Another strength is the triangulation of the data. First, the validity of the quantitative 
data was checked in telephone interviews, and second, qualitative cases confirmed and 
enriched the understanding of quantitative results. We also acknowledge several limitations, 
such as the cross-sectional design, which did not allowed the formulation of causal inferences, 
and the dependency on data published in the online directory. However, the supplementary 
analysis we conducted indicated that the online data was trustworthy. We recommend that 
future research elucidates further the reasons why MHCOs contract private care farms, and 
how care farms could be professionalized in a manner that is sensitive to the needs of users 
with mental disorders, MHCOs and care farms.  

We conclude that private care farms might provide rehabilitation professionals one 
way to achieve the goal of extending their work into communities. Among private care farms, 
contracted care farms seem to combine advantages of two models of farm-based care: the 
older model of institutional care farms where professional supervision is available to help users 
to develop work and social skills and to transition towards the labour market; and the newer 
model of farm-based care which provides opportunities for small-scale services in close contact 
with local communities. Since it makes use of resources already present on farms, contracting 
private care farms might also help MHCOs reduce costs. However, the study suggests that the 
most promising model of farm-based care might be the one provided on the independent, 
private care farms. The promise lies in the fact that users are relatively less impaired, due to 
the selection protocol applied by care farmers, which makes them better candidates for 
vocational rehabilitation. If these findings are confirmed on a larger scale, innovative ways will 
be needed to support care farmers in facilitating the transition of users from care farms to the 
labour market, while at the same time maintaining sustainable care farm practice.  
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