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Stellingenn behorende bij het proefschrift 

"Buildingg a Tower of Babel in Health Care? 
Theoryy & Practice of Community-based Integrated Care" 

1.. Gemeenschapsgerichte zorg impliceert een continue dialoog tussen alle 
actorenn in de gezondheidszorg om een gezamenlijke doeloriëntatie te 
bereikenn en te behouden, (dit proefschrift) 

2.. Geïntegreerde zorg is veeleer een professionaliseringsvraagstuk dan een 
managementt vraagstuk, (dit proefschrift) 

3.. De gezondheidszorg wordt maar beperkt bestuurd in relatie tot zijn 
achterliggendee gezondheidsdoelen. (dit proefschrift) 

4.. De overheid trekt een vacuüm in de sturing van de gezondheidszorg door de 
wijzee waarop zij momenteel gemeenten en zorgverzekeraars in het 
zorgsysteemm positioneert, (dit proefschrift) 

5.. Een regionaal samenhangend zorgaanbod dat optimaal in de zorgbehoefte 
vann de bevolking voorziet, wordt niet zondermeer door concurrerende 
zorgverzekeraarss nagestreefd, (dit proefschrift) 

6.. Een regionaal samenhangend zorgaanbod dat optimaal in de zorgbehoefte 
vann de bevolking voorziet, kan niet zondermeer worden gerealiseerd via een 
zelfregulerendd netwerk van concurrerende zorgaanbieders, (dit proefschrift) 

7.. "Research is important and international status may be of concern, but as 
individuall  citizens we have to make sure that our local institutions serve us 
beforee they serve the world." (Henry Mintzberg) 

8.. De evaluatie van geïntegreerde zorg vraagt om onderzoeksdesigns waarin 
verschillendee perspectieven en methoden worden gecombineerd. 

9.. Tf men define situations as real, they are real in their consequences.' 
(Thomas-Theorema) ) 

10.. Zonder dwarsliggers geen spoor. 

11.. Patiënten zijn geen rationele consumenten. 

Thomass Plochg, april 2006 
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Chapterr  1 

Introduction n 

Healthh care delivery in all countries can be improved. This firm 
conclusionn is based on findings that show persistent discrepancies 
betweenn perceived demands and needs on the one hand and the 
organisation,, governance and actual performance of health care on 
thee other. There are various views on how to bridge the gaps and 
governancee strategies have been focusing on approaches such as 
planning,, self-regulation and regulated competition. Although the 
policyy rhetoric's flourish, the evidence behind these strategies in 
achievingg improved population health is weak. 

Thee title of this thesis, 'Building aTower of Babel in Health care?', 
referss to the notion that there is no universal remedy at hand to 
improvee health care delivery although there seems to be a common 
goal.. As a metaphor, the title stands for the prospect of improving 
thee organisation and governance of health care delivery and the 
deemedd failure in doing so. Confusing languages inhibit politicians, 
policyy makers, financiers, managers, professionals and patients to 
takee joined action and to really bridge the gaps between the demand 
andd need for and the supply of health care. The question mark is 
cruciall  as it puts the metaphor into perspective and makes a research 
topicc of it. Hence, this thesis explores, in theory and in practice, 
howw to reconcile the coexisting languages of health care actors to 
achievee better health care. The strategic vision of'community-based 
integratedd care' wil l be put forward as an Esperanto that serves this 
purpose. . 

Inn this introductory chapter, 'community-based integrated care' is 
introducedd and positioned in relation to other visions on improv-
ingg health care. The first subsection sketches the issue of health 
caree performance using notions from systems theory. The second 
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subsectionn discusses 'need' and 'demand' in relation to the organisa-
tionn of health care. The third subsection considers how the strategic 
visionn of'community-based integrated care' fits in with prevailing 
governancee practices. The closing subsection sketches the research 
questionss and outline of the thesis. 

HealthHealth care performance 
Manyy hold that the performance in health care could be better. 
Thiss is the dominant view among policymakers and academics 
worldwide,, which has been put forward in various international 
andd national reports as well as in scientific writings [1-3]. The need 
forr improving health care is substantiated by evidence that demon-
stratess widespread shortcomings such as poor quality of care, prac-
ticee variations, persisting preventable medical errors and injuries, 
inexplicablee differences in costs, health inequalities, lack of account-
ability,, and fragmentation of care [4-10]. Against this background 
itt is not surprising that health care performance and improvement 
havee drawn major attention. 

Ass a result of this attention, a large variety of strategies, instru-
mentss and tools have been developed that differ in purpose, perspec-
tivee and scope. Nevertheless, their underlying theories and problem 
definitionss seem to originate from a few core approaches that have 
evolvedd overtime. One of these is the ground-breaking framework 
off  Donabedian who characterized the system of health care delivery 
inn terms of'structure, process and outcome' [11]. In his framework, 
performancee is the resultant of the triad between these three con-
cepts.. Another approach is the use of health targets in health policy 
ass introduced under the label of'management by objectives' and fur-
therr developed by the World Health Organisation ( W H O) [12,13]. 
Performancee in this regard is the attainment of health targets that 
aree set in advance to structure and rationalise health policy issues by 
focusingg on outcome, strategy, productivity, marketing and innova-
tion.. In a 'systems' approach, performance has to do with how well 
thee interdependent elements, which constitute a system, interact to 
achievee its common purpose [14]. In a health care system, popula-
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tionn health provides an operationalisation of purpose -i.e. health 
targets.. This implies that instead of isolating smaller and smaller 
partss of the health care system, 'systems thinking' works by expand-
ingg its view to take into account the wider system's interactions in 
relationn to its overall health effects on the population at large. Al -
thoughh population health as thee purpose of a health (care) system is 
aa normative notion in itself, it is as a principle widely underscored in 
(inter)nationall  policy documents [1,12,13]. 

'Systemss thinking' predominantly underlies recent analyses and 
strategiess to improve health care performance albeit often implic-
itly .. This has to do with the upsurge of economic and managerial 
agendass over the last decades by health care policy makers [15,16]. 
Wit hh these agendas, defining health care in terms of a 'market' came 
along.. In economic theory, the functioning of a market is analysed 
byy investigating how well the supply of services or goods matches 
thee demand of consumers [17]. From this perspective, the flawed 
performancee in health care is attributed to a growing discrepancy 
betweenn supply and demand. Providers are insufficiently able to 
deliverr care services that meet consumer demands. The impetus for 
thiss discrepancy are common trends such as the ageing of popula-
tions,, the increase of chronic and intermittent diseases, the rapid 
technologicall  and scientific advancements, and the need to curb 
publicc expenditures. The accumulated impact of these trends in 
mostt industrialised countries is that the organisation of health care 
iss insufficiently able to keep pace with the growing and changing 
demandss [1-3,18]. Thinking in terms of supply and demand leads 
towardss the straightforward solution that health care can be im-
provedd by making its organisation and development more demand-
driven.. However, the concept of demand has multiple meanings and 
iss interpreted in different ways. Consequently, the issue arises what 
interpretationn or conceptualisation of demand should be elevated as 
thee leading principle in health care. 
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DemandsDemands and needs in relation to the 
organisationorganisation of health care 

Thee concept of'demand' in relation to 'supply' is essentially about 
thee question how to make health care providers and/or financiers 
responsivee to the wishes and preferences of consumers, whether a 
patient,, insured or the public. Hirschman (1970) distinguished two 
optionss [19]. The first option is called exit and is key to economist 
thinkingg and analysis. The basic idea is that consumers should be 
givenn a choice among competing care providers and/or financiers 
combinedd with the financial incentive to purchase those services 
thatt offer the best value. If the performance falls short, they wil l 
becomee dissatisfied and purchase their services elsewhere. This 
mechanismm would provide care providers and/or financiers with the 
stimuluss to get their act together and perform better. 

Thee other option is voice that means protest, political pressure 
andd complaints. Consumers express their dissatisfaction or wishes 
directlyy to the care provider or indirectly to others whilst attempting 
too influence the service delivered for the better. There are numer-
ouss ways consumers can do this, both collectively and individually. 
Forr example they can state their views when asked, become active 
inn politics or participate in decision making processes. Full voice 
wouldd essentially mean patient or citizens' control. However, it may 
alsoo be consultation through patient councils or organisations only. 
Voicee as defined by Hirschman is an abstract concept that underlies 
otherr concepts studied from multiple disciplines and perspectives. 
Onee of these is the empowerment concept. Individuals and their 
communitiess should be engaged in learning processes in which they 
createe and share knowledge in order to control, change and improve 
thee quality of their own lives and societies -i.e. to learn expressing 
theirr voice and influence responsive organisations. Through em-
powerment,, individuals not only manage and adapt to change but 
alsoo contribute to/generate changes in their lives and environments 
[20].. In health care, empowerment is used for health promotion 
purposess (i.e. improving health behaviour) as well as for involving 
residentss in health policy making thereby increasing the responsive-
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nesss of the system to the values and believes of the community. 
Ass health is not merely an individual good but also a collective 

one,, the demand for health care is more than the sum of health care 
seekingg behaviours of individuals (exit) or expressed wishes, prefer-
encess and complaints (voice) only. There are situations where those 
inn need of care cannot demand care, as they are unknown, unable 
orr unwilling. The discipline of public health, defined as the collec-
tivee action for sustained population-wide health improvement [21], 
holdss that societies have, or should have, considerable interest in 
sustainingg and improving population health. For example societies 
havee an interest to control communicable diseases, to have mental 
healthh care services, and to stimulate health as it co-produces wealth 
[22].. Therefore, it is argued that the supply of health care should 
matchh population health 'needs' (i.e. as objectively measured by ob-
servingg the occurrence of diseases and limitations in a population) 
ratherr than the 'demands' of individual patients. 

Whetherr the supply of health care should match population health 
needss or demands through exit or through voice, is an important 
debate,, though normative in nature. In the end, the choice depends 
onn one's position concerning the issues of solidarity, the welfare 
state,, and how one defines the ultimate purpose of health care. Still, 
manyy sign up to the standpoint that health care should not only 
contributee to, but even maximise population health. Why should 
wee have a health care system otherwise? The strategic vision of 
'community-basedd integrated care' is built upon the same position. 
I tt promotes a consistent public health orientation in health care 
policyy making, which implies that population health needs should 
bee leading. Moreover, 'community-based' in this regard also means 
thatt the community level is taken as the entry point for matching 
healthh care services to the health care needs as well as for involving, 
orr even empowering, the community residents in their own health 
care.. A sense of ownership and involvement of the community is 
cruciall  for improving population health. So, the strategic vision of 
community-basedd integrated care also builds on principals and tools 
fromm the 'empowerment movement' and thus demand expressed 
throughh voice. 
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Elevatingg population health needs as the leading principle has con-
sequencess for the organisation of health care supply, which is rep-
resentedd by another key element of 'community-based integrated 
care'.. 'Integrated care' refers to the critical transformation of the 
supplyy of health care services that should be made in order to maxi-
misee population health in the 4th stage of epidemiological transi-
tion.. Health needs have changed considerably, as illustrated by the 
growingg number of patients with chronic, intermittent and complex 
diseasess who need care from multiple care providers working across 
differentt settings. As the current supply is too patchy, health care 
servicess have to be integrated [10,23,24]. It can be defined as the 
bringingg together of inputs, delivery, management and organisation 
off  services as a means of improving quality, access, user satisfaction 
andd efficiency [25]. As such, 'integrated care' is a managerial con-
ceptt that draws on theories from the management sciences. 

'Community-basedd integrated care' thus represents a strategic vi-
sionn that encompasses various elements derived from economic 
theoryy (bridging supply and demand), public health (population 
healthh needs and beliefs expressed through mechanisms of voice 
andd empowerment), and management theory (organisation of in-
tegratedd delivery systems). The next subsection introduces how the 
strategicc vision of 'community-based integrated care' is embedded 
inn prevailing governance models. 

PrevailingPrevailing governance models 
Thee practical problem is that health care wil l not automatically 
reorganisee itself via'community-based integrated care' towards im-
provedd population health. This calls for interventions that facilitate 
thee desired reorganisation to occur. Under the label of governance, 
thesee interventions are developed and enacted. The term refers to 
decision-makingg processes in public administration or within orga-
nizations.. Its main functions are formulating strategic policy direc-
tion,, generation of intelligence, exerting influence through regula-
tionn and ensuring accountability [26]. It takes place at different 
levelss (national, regional, local) and can encompass the health sys-
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temm as a whole (i.e. 'Stewardship') or the health care sector only. 
Notwithstandingg large differences across countries, national gov-

ernmentss are currently preoccupied with developing and imple-
mentingg 'market style' governance models [27-29]. The critical 
questionn is how the strategic vision of'community-based integrated 
care'' fits in with these. It is noticed that the embodiment of the key 
elementss of'community-based integrated care' is not self-evident. 
Forr example, studies have shown that population health consider-
ationss are not central in the reforms [30-33]. There are also doubts 
thatt providing public information on health care performance to 
consumerss suffices to make the system more responsive to the pref-
erences,, beliefs and wishes of patients [34,35]. And, the profitabil-
ityy of integrated services in a context where care providers have to 
competee is questioned [36]. Moreover, Freidson (2001) argues that 
whateverr governance model is chosen, it never wil l exist in its pur-
estt form but rather be a mixture of three ideal types of governance 
[37].. Due to the preoccupation with 'market-style' models, many 
healthh care actors seem to overlook this notion and ignore the influ-
encee and value of the governance through 'governmental planning' 
andd 'professional self-regulation'. Despite that, past experiences with 
planningg and self-regulation have their limitations in embedding the 
keyy principles of'community-based integrated care' as well [38-40]. 

Thus,, the key elements of the strategic vision of 'community-
basedd integrated care' are not systematically embedded in the exist-
ingg governance practices. Against this background, it is relevant to 
studyy in more detail the potential of'community-based integrated 
care'' to function as a strategic vision to improve the performance in 
healthh care. This calls for a more exploratory or inductive approach 
thatt studies the vision in theory and in practice, and from a broader 
'systems'' approach that combines and synthesises existing knowl-
edgee and theories. This thesis aims at providing such an exploratory 
study. . 
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CentralCentral questions and outline of the study 
Thee following two research questions are central to this thesis: 
i)) What is 'community-based integrated care' and how can it theo-
reticallyy bridge the gap between population health needs and health 
caree delivery? (conceptual question) 

2)) How is the strategic vision of'community-based integrated care' 
embeddedd in the organisation and governance of health care deliv-
eryy in Amsterdam Southeast? (empirical question) 

Thee conceptual research question wil l be addressed in the first part 
off  the thesis (Chapters 2+3). Chapter 2 theoretically evaluates the 
limitedd effectiveness of quality improvement activities in health care 
fromm a broader 'systems thinking' perspective that takes a popula-
tionn health orientation as the starting point. The aim is 1) to provide 
ann outline of these activities and their underlying rationales; 2) to 
elaboratee on the reasons why their effectiveness has been so limited; 
andd 3) to infer a fertile approach that can synergistically embed all 
qualityy improvement efforts within healthcare systems -i.e. 'com-
munity-basedd integrated care'. The practicability of the inferred 
approachh is illustrated by relevant developments in the Academic 
Medicall  Centre/University of Amsterdam. 

Chapterr 3 theoretically explores the tensions between doctors and 
managers.. This is relevant because 'integrated care' as a key element 
of'community-basedd integrated care' originates from management 
science.. From the literature, it is well known that the implementa-
tionn of managerial policies often fails as they run counter to the log-
icc of professionalism [41,42]. For this reason, the chapter provides a 
theoreticall  underpinning of the tensions that helps us to better un-
derstandd and anticipate the practicability of, in this chapter, 'clini-
call  governance'*  activities. The thinking is framed by a theoretical 
perspectivee that combines the insights from sociologists' theories on 

**  'Clinical Governance' is a British policy concept introduced in 1998 by the 
NHSS Executive. It is defined as a framework through which NHS organisa-
tionss are accountable for continuously improving the quality of their ser-
vicess and safeguarding high standards of care by creating an environment in 
whichh clinical excellence in clinical care will flourish [44]. 
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'professionalism'' and administrative scientists' theories on 'manage-
mentt science'. It provides new meaning to existing knowledge and 
developedd quality improvement strategies as well as the agenda for a 
constructivee dialogue. 

Thee second part of the thesis presents the case study that has been 
conductedd to address the empirical research question (chapters 4-7). 
Thee case study is built upon a series of four purposeful chosen stud-

COMMUNITY-BASED D 

yes s 

no o 

INTEGRATED D 

yess no 

11 11 

IVV I I I 

Figur ee 1.1 Potentia l scop e of studie d collaboration s 

iess in the South-eastern Amsterdam district. This region accounts 
forr approximately 85,000 residents of whom 7,000 (8%) are older 
thann 65, and 64% belong to an ethnic minority [43]. A variety of 
healthh care providers are located and/or active in the area, do col-
laboratee and deliver a broad spectrum of services to community res-
idents:: 1 Academic Medical Centre, 1 nursing home, 4 residential 
homes,, 1 public home-care agency, 1 public health agency, 1 social 
caree agency, 5 primary care centres and 1 institution for psychiatric 
care.. Each study takes another angle in order to obtain a kaleido-
scopicc view of the embodiment of the strategic vision of'commu-
nity-basedd integrated care' in the daily practices of health care deliv-
eryy in Amsterdam Southeast. This is achieved by studying most of 
thee aforementioned organisations at the policy or at the micro level. 

Thee following four angles were chosen: 1) the governance practic-
ess of the municipality of Amsterdam and Agis, the care insurer with 
thee largest market share in Amsterdam; 2) the shared governance 
practicess of care providers through a 30 year old community health 
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partnership,, called the Zizo; 3) collaborative initiatives of the Aca-
demicc Medical Centre / University of Amsterdam in 2003/2004; 
4)) the intermediate care model between the Academic Medical 
Centree and the Henriëtte Roland Holsthuis, a residential home. 
Itt was examined whether or not the strategic vision of 'commu-
nity-basedd integrated care' could be recognised. This implies that 
thee scope of the studied collaborations could turn out to be 'corn-

Tablee 1.1: Outlin e of the thesi s 

Researchh Aim 

Chapterr 2 To theoretically explore the reasons for the limited successes of 
existingg strategies to rationalise and improve health care delivery 
andd to infer a practical approach that can synergistically embed 
thesee strategies in health care 

Chapterr 3 To theoretically explore the tensions between doctors and man-
agerss and to infer practical solutions that might ease them 

Chapterr 4 To explore the scope of community-based integrated care in the 
governancee practices of the municipality of Amsterdam and Agis, 
thee major care insurer in the region 

Chapterr 5 To retrospectively describe and explore the development of the 
Zizoo partnership and its collaborative activities in relation to its 
context t 

Chapterr 6 To identify, describe and characterise all collaborative initiatives 
off  the AM C with local care providers in 2003 

Chapterr 7 To evaluate the functioning of an intermediate care model be-
tweenn the AM C and a local residential home 
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munity-basedd and 'integrated'; 'integrated only'; 'community-based 
only';; 'neither community-based nor integrated' (see figure I . I ) . 

Chapterr 4 kicks off with the exploration of the health system 
governancee practices of the municipality of Amsterdam and Agis. 
Thee aim of this study is to explore whether the notion of'commu-
nity-basedd integrated care' is reflected in their practices. In other 
words,, do both leading organisations direct the local health system 

Theoreticall  perspective D D esign n 

AA 'systems thinking' perspective Theoreticall  interpretative study based 
onn literature 

AA twofold perspective combining 
theoriess on professionalism and on 
managementt science 

Theoreticall  interpretative study based 
onn literature 

AA 'community-based integrated care' 
perspective e 

Exploratoryy study based on qualita-
tivee methods 

AA 'community-based integrated care' 
perspectivee combined with a 'network 
theory' ' 

AA single case study based on qualita-
tivee interviews, document analysis and 
literature e 

AA 'community-based integrated care' 
perspective e 

Multipl ee case study based on struc-
turedd face-to-face interviews 

AA 'systems thinking' perspective 
supplementedd by theories on imple-
mentationn and quality systems 

Processs evaluation based on qualita-
tivee and quantitative methods 
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towardss the health needs of the Amsterdam community and stimu-
latee collaborative arrangements to adequately meet them. The study 
iss based on a qualitative design consisting of document analyses, 
semi-structuredd interviews and a concise literature study 

Chapterr 5 continues by retrospectively examining how local health 
caree providers in Amsterdam Southeast collaborated for more than 
300 years in interaction with the changes in Dutch healthcare. The 
aimm is to explore whether the notion of'community-based integrat-
edd care' was manifest in the activities of the partnership and wheth-
err it sustained overtime. The study design features semi-structured 
interviews,, document analysis and a literature study. 

Chapterr 6 features a descriptive evaluation of collaborative initia-
tivess between the AMC and local health care providers. The aim is 
too systematically identify, describe and characterise these initiatives. 
Thee AMC plays an important role in the community, since it has 
explicitlyy adapted a 'community-based integrated care' strategy to 
securee and fulfi l its academic core functions in patient care, science 
andd medical education [45]. Data were primarily collected through 
structuredd face-to-face interviews. 

Chapterr 7 focuses on the functioning of the intermediate care 
modell  between the AMC and a local residential home, the Hen-
riêttee Roland Holsthuis. Representatives of both partners expressed 
concernss about how the model was functioning, and needed infor-
mationn to make informed decisions on how to improve the qual-
ityy of care. The aim was to quantitatively and qualitatively explore 
whetherr the patient population admitted to the model was in accor-
dancee with the targeted population and how the quality of care was 
ensured. . 

Overall,, the thesis is divided into a theoretical and an empirical 
partt encompassing 6 studies in total. Table 1.1 provides a concise 
outline.. The final chapter 8 summarises the findings, discusses the 
methodologicall  limitations, and draws some implications for scien-
tists,, policy makers, financiers, managers, and professionals with 
speciall  reference to the Amsterdam Southeast situation. 
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Abstract t 

Issue:: In spite of many efforts, that are made to rationalize and 
improvee the functioning and the quality of health care delivery in 
industrializedd countries, too limited success has been achieved so 
far.. In this paper it wil l be argued that this limited success originates 
fromm a lack of coherence among the various strategies and instru-
mentss developed to rationalize and improve the delivery of health 
care. . 

Addressingg the issue: This fact can be shown by reducing the com-
plexityy of today's health care into three levels of decision making: 
thee primary process of patient care, the organizational context and 
thee financing and policy context of health care systems. Distinct 
rationaless exist on each of these three levels of decision making as 
actorss have their own perspectives, cultures, disciplines and tradi-
tionss concerning the delivery of health care. These differences may 
oftenn result in ambiguity of goals, conflicting interests between 
decision-makers,, bureaucracy, poor information transfer and lim-
itedd use of the available scientific knowledge on all three levels. In 
suchh a context rationalization and quality improvement efforts are 
frustratedd and wil l have limited effectiveness. Therefore the vari-
ouss rationalization strategies and instruments on all three levels of 
decisionn making should be embedded in our health care systems in 
aa synergistic way. 

Demonstratingg the proposed solution: 'Community-based inte-

Community-based d 
integratedd care: myth 
orr must? 
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gratedd care' is a promising approach to address this issue success-
fully.. How this concept might function as a unifying concept for 
qualityy improvement wil l be illustrated by relevant developments in 
thee Academic Medical Center, University of Amsterdam (AMC ) in 
thee Netherlands. 

Introduction n 

Ongoingg developments in industrialized societies are dramatically 
changingg the way health care is delivered. In essence health care 
deliveryy has to deal with fragmentation due to these developments. 
Thee primary process of patient care has evolved into a multidisci-
plinaryy task, encompassing the contribution of various physicians, 
nursess and paramedics, who often work in different organizations. 
Ass a consequence co-operation and co-ordination among these 
professionalss and organizations have become essential requirements 
forr delivering high quality of care [1-3]. 

Healthh care systems have not been adjusted sufficiently to address 
thee issue of fragmentation effectively, as is illustrated by difficul-
tiess in improving quality of care. Despite the development of many 
qualityy improvement approaches limited success has been achieved 
[4,5].. This ineffectiveness stems from a lack of coherence among 
thee various approaches employed and their underlying theories. 
Manyy quality programs are developed in isolation of others and 
havee a limited scope [6-8], Therefore it seems worthwhile to carry 
outt an analysis of quality improvement from a broader system per-
spectivee [9,10]. The focus of this paper is to provide such an analy-
siss and to elaborate on potential solutions to align the various efforts 
too improve the quality of care. 

Thee analysis wil l be framed by making a distinction between three 
levelss of decision making to rationalize the functioning of health 
systems;; decisions on the level of the primary process of patient 
caree (micro-level), on the level of the organizational context (meso-
level)) and on the level of the financing and policy context of health 
caree systems (macro-level). Ideally there should be a link between 
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thee decision making processes on these three levels, resulting in syn-
ergisticc actions to improve the quality of care. In reality this ideal 
iss hampered. It wil l be argued that the rationales underlying these 
decisionn making processes currently result in ambiguity of goals, 
conflictingg interests of various decision makers, bureaucracy, poor 
informationn transfer and limited use of available scientific knowl-
edge. . 

Too bring these co-existing rationales together we discuss the po-
tentiall  of'community-based integrated care' as an unifying concept. 
Originally,, this concept was introduced as a vision of how health 
caree organizations and health systems should address the changing 
demandss of society [11,12]. However, 'community-based integrated 
care'' can also function as a concrete strategy to synergistically embed 
alll  quality improvement efforts within our health systems. 'Com-
munityy based integrated care' provides an outlook on the way the 
variouss rationalization strategies could be combined by taking the 
reductionn of fragmentation in health care delivery and a consistent 
focuss on the health of the community as the starting-point. There-
foree we wil l argue that the concept of'community-based integrated 
care'' should be interwoven in all quality improvement efforts. 

Thee paper is based on an exploration of existing theories and 
knowledgee in the literature. It starts by analyzing the incoherence 
betweenn the three levels of decision making, describing and iden-
tifyingg the different rationales of each process. Subsequently, the 
conceptt of'community based integrated care' wil l be explained by 
describingg what it is en how it functions. Finally, the application 
off  the concept of 'community-based integrated care' to the three 
decisionn making levels wil l be discussed and illustrated by referring 
too relevant developments and projects in the Academic Medical 
Centerr at the University of Amsterdam (AMC) . The discussion 
highlightss the consequences of our proposition for today's quality 
improvementt efforts. 
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Threee decision making levels 

Manyy theories and approaches to improve the quality of care have 
beenn developed over the past decades. Although all these theories 
andd approaches focus on achieving quality improvements in health 
caree delivery, their rationales and dynamics often differ. These dif-
ferencess can be demonstrated by distinguishing between three lev-
elss of decision making: the primary process of patient care (micro-
level),, the organizational context (meso-level), and the financing 
andd policy context (macro-level). 

PrimaryPrimary process of patient care 
Decisionn making in the primary process of patient care concerns the 
applicationn of knowledge, skills and technologies to diagnose and 
treatt individual patients. Medical professionals, especially physi-
cians,, decide interactively with the patient what care should be the 
optimumm for his or her interest. This decision making process has 
becomee very complex over the past decades. Its growing complexity 
cann be explained by three major developments. 

First,, an explosion of available scientific knowledge has made it 
difficul tt for medical professionals to make rational decisions based 
onn the latest evidence. They lack the support of an information in-
frastructuree that would enable them to keep pace with the progress 
inn scientific knowledge. Theories such as 'medical decision making' 
inn the 1980s and 'evidence based medicine' in the 1990s tried to 
addresss this issue. On the basis of these theories formalized quanti-
tativee methods and instruments were developed to synthesize scien-
tifi cc evidence (i.e. systematic reviews) and to assist medical decision 
makingg (i.e. guidelines and expert systems) [13-16]. 

Second,, epidemiological transition and technological advance-
mentss have turned medicine into a multidisciplinary task. Con-
sequently,, the managerial complexity of health care delivery has 
grown.. Every single medical decision initiates a variety of work 
processess and the involvement of other professionals working in the 
samee or another organization. To effectively integrate their work 
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processess requires a systematic process design. This was the impetus 
forr health care organizations to adopt industrial models (i.e. flow 
chartingg and business process re-engineering) to describe, assess, 
controll  and improve care processes [17-20]. 

Finally,, 'patient empowerment' is a major drive to engage patients 
inn decision making about their own care and is considered desirable 
andd necessary both from a patient and from a quality of care point of 
vieww [21-22]. Initiatives are taken to tailor medical decision making 
too the preferred participatory role of patients. So far these initiatives 
havee materialized in the use of instruments to capture the patient 
opinionn (i.e. patient satisfaction questionnaires, focus group inter-
viewss and concept mapping) as well as to enhance patient involve-
mentt (i.e. practice guidelines, patient decision support tools, patient 
organizations)) [23-25]. Furthermore, in many health care systems 
patientt participation and informed consent have been formalized by 
laww [26,27]. 

OrganisationalOrganisational context 
Healthh care delivery is organized into professions and institutions. 
Decisionn making on this level focuses on the organization of these. 
Bothh are organizational formats for the division of (medical) labour 
andd both have their own intrinsic logic. In professions, labour is 
dividedd through the process of specialization, following the logic 
off  professionalism [28,29]. ^n institutions, the division of medical 
labourr is driven by the assignment of tasks and responsibilities fol-
lowingg the various logics of management science [30,31]. 

SPECIALIZATIONN Medical professions can control their own work, 
becausee they obtained a monopoly to apply a specific body of medi-
call  knowledge in practice. The growing complexity of the primary 
processs of patient care narrows and deepens the specific body of 
knowledgee that an individual medical professional can handle. As a 
result,, professions have the incentive to divide medical labour over 
moree (sub)-specialties. So, the process of specialization is the pro-
fessionall  solution for guaranteeing an adequate application of the 

27 7 



latestt medical knowledge and technologies in the primary process 
off  patient care [28,29]. 

However,, the drawback of specialization is increased fragmenta-
tionn in medical care delivery. The numerous medical specialties 
hamperr collaboration among medical professionals in two ways. 
First,, as specialties compete over the application of a specific body 
off  knowledge, they are reluctant to share expertise with each other. 
Theirr monopoly might otherwise be lost [28]. Second, due to soci-
etall  pressures medical professions are forced to be more accountable 
forr their own care delivery. Therefore, medical professions develop 
instruments,, such as peer review/audit, visitatie (a special form of 
externall  peer review [32;33l), profession-owned practice guidelines, 
indicatorss and registries, to monitor and improve their performance. 
Byy means of implementing these instruments medical professions 
attemptt to rationalize their monopoly in health service delivery. As 
aa consequence an inward orientation is reinforced [34,35]. 

INSTITUTIONALIZATIO NN Within institutions labour is managerially 
organizedd and controlled. Managers divide (medical) labour using 
proceduress and hierarchical structures to operate the primary pro-
cesss of patient care efficiently [30,31]. Following this logic, different 
institutionss arise, dependent on the mix of facilities, technologies 
andd labour, which have to be located at one place to deliver a specific 
sett of health services [36]. Currently, the location of facilities, tech-
nologyy and labour has become less directive. Due to the advance-
mentss in medical and information technology, basic care can be 
deliveredd at several locations. As a result inpatient care is transferred 
outsidee hospitals. This is advocated by financiers, governments and 
patientss as they consider outpatient care to be more efficient and 
patientt centred [12,37]. Consequently, different health institutions 
increasinglyy have opportunities to deliver similar health services. 

Thee process of institutionalization does intrinsically increase 
competitionn among health care institutions. Competition stimu-
latess institutions to rationalize their own health services delivery. 
Theyy have developed instruments to monitor and improve their 
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internall  performance and have created mechanisms for external ac-
countability.. Examples of instruments, which focus on controlling 
internall  work processes, are quality circles (i.e. P D C A ), quality sys-
temss (i.e. the model of E F Q M) and quality performance measure-
mentt (i.e. Balanced Score Card). These instruments are based on 
thee theories of Total Quality Management ( T Q M) and Continuous 
Qualityy Improvement (coj) [38,39]. To improve the accountability 
off  institutions instruments such as 'certification / accreditation' and 
ISOO have been set up [33,40]. 

Thus,, both specialization and institutionalization fragment health 
servicee delivery as institutional and professional boundaries increase 
andd are reinforced. However, given the nature of the primary pro-
cess,, mutual dependencies have also increased. Therefore, efforts to 
improvee the quality of care should above all promote an integration 
off  the activities employed. Institutions seem to be especially atten-
tivee to monitoring and improving their performance in relation to 
others.. They explicate responsibilities and tasks for complete care 
episodess that bridge existing institutional and professional bound-
aries.. For this purpose, approaches like 'disease management', 'clini-
call  pathways', 'case management' and 'shared care' were developed 
[41-44].. In the end these approaches may result in a more formal-
izedd integrated organizational context such as 'managed care' in the 
USS and 'clinical governance' and 'primary care groups' in the UK 

[45-47]--

FinancingFinancing & policy context 
Decisionn making on the financing and policy level is about the allo-
cationn of scarce resources in health care. Since the 1980s, this deci-
sionn making process has been dominated by the logic of'free market 
thinking'' or consumerism [48]. This dominance is reflected in the 
effortss to introduce some form of competition in health systems of 
industrializedd countries, which should result in a more efficient al-
locationn of resources. 

Generall  concepts such as 'managed competition' and 'managed 
care'' on the one hand and 'cost-effectiveness studies' on the other 
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aree adopted and aligned to the nations' financing and policy context. 
'Managedd competition' and 'managed care' aim at the creation of a 
competitivee health market, which forces health care providers and 
financierss to deliver efficient and quality care [45,49]. The method-
ologyy of'cost-effectiveness studies' has been developed to produce 
scientificc knowledge for ranking alternative health interventions or 
programss in terms of their relative 'value for money'. This informa-
tionn should help politicians and policy makers to decide on which 
healthh intervention or program is preferable over the other [50]. 

However,, evidence is accumulating that this emphasis on effi-
ciencyy (cost control) is at the expense of the effectiveness (quality) 
andd equity of health systems [51,52]. Policy makers and politicians 
seemm to be reluctant to base their decisions on health outcomes 
(effectiveness)) and equity, although both dimensions can be op-
erationalisedd in measurable entities [53~55l- The reluctance to use 
availablee knowledge on effectiveness and equity of health systems 
seemss to be grounded in the absence of endpoints. It is unclear what 
goalss a health system should achieve. As a result it is impossible to 
rationallyy direct health systems on the basis of effectiveness and eq-
uityy [56]. So, the available instruments to assess the performance of 
aa health system are useless unless the expected outcomes of a health 
systemm are defined. 

Incoherencee between rationalization agendas 

Thee increased complexity of the primary processes of patient care 
hass imposed major challenges on the functioning and quality of 
healthh care delivery. Providing quality care these days implies a re-
arrangementt of relationships and roles between professionals, man-
agers,, financiers, policy makers and patients. Decision making on 
alll  three levels shapes and reshapes continuously these relationships 
andd roles. Therefore, all actors attempt to influence these decision 
makingg processes for their own benefit. They develop instruments 
too rationalize decision making processes, consistent with their own 
perspectivess and interests. Table 2.1 provides a synthesis of the vari-
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ouss rationalization instruments and their underlying theories, from 
whichh two notions can be derived. 

First,, the rationalization theories and instruments originate from 
differentt perspectives and disciplines. Second, the theories and in-
strumentss focus on a different level of decision making and address 
differentt dynamics in health care systems. So, multiple rationales 
co-existt on the three levels of decision making in health care. Ideal-
ly,, there is coherence between these co-existing rationales. It would 
leadd towards a more consistent design and functioning of health 
systems,, within which the contributions of each actor are effectively 
andd efficiently embedded, in accordance with societal values on 
equity.. However, in reality the different rationales wil l more often 
frustratee coherent and consistent decision making. An overall vi-
sion,, which embeds all theories and instruments in a meaningful 
wayy in our health care systems, is lacking. 

Thiss analysis from a broader system perspective is not new. How-
ever,, our analysis differs by taking the primary process as the start-
ingg point. Most other analyses seem to be solely grounded in the 
logicc of management science. Within these analyses the incoher-
encee among all rationalization agenda's is conceptualized as an im-
plementationn problem. It is argued that a comprehensive multilevel 
changee strategy to successfully implement instruments to improve 
thee quality of care is lacking [7,8]. However, the instruments which 
havee to be implemented, are constructed from a managerial per-
spective.. More specifically, the problem is with the instruments and 
theirr underlying rationales rather than in with the implementa-
tion.. So, the question is how these instruments can be reconciled 
withh the co-existing rationales. Freidson (2001) tries to address this 
problemm by balancing management science, professionalism and 
consumerismm [29]. Still he does not address the consequences of 
thee co-existing rationales for the efforts to improve the quality of 
care.. This has actually been done in the report of the Committee 
onn Quality of Health Care in America (2001), but this report takes 
aa system approach that lacks a consistent public health orientation 

do]. . 
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Levell  of decision making Dynamics in Health Care System 

Primaryy Process Explosionn of available knowledge 8c 

technologies s 

Increasee of managerial complexity 

Increasee of shared decision making 

betweenn patients and professionals 

Organisationall  Context Specialisation n 

Instii  nationalisation 

Visitatie:: A special form of peer review 

PP D S A: Plan -Do-Study-Act 

EFQM:: European Foundation for Quality Management 

ISO:: International Organisation for Standardisation 

TQM:: Total Quality Management 

CQKK  Continuous Quality Improvement 

Financingg 8c policy context Strivingg for efficiency 

Strivingg for effectiveness 

Strivingg for equity 

Tablee 2.1: Rationalisatio n theorie s and instrument s on thre e level s of decisio n makin g in healt h care 



Rat iona l i sa t i onn t h e o ry Ra t iona l i sa t ion i n s t r u m e n ts 

Medicall  decision making 

Evidencee based medicine 

Processs control 

Patientt empowerment 

Performancee monitoring 

Internall  performance monitoring <Sc 

improvementt (TQ.M, CQl) 

Externall  performance monitoring 6c 

improvement t 

Inter-institutionall  performance 

monitoringg 6c improvement 

Macro-economicc theories 

Medicall  Technology Assessment 

Publicc Health theories 

(epidemiologicall  needs) 

Theoriess on risk 6c income solidarity 

Expertt systems 

Guidelines s 

Systematicc Reviews 

Floww charting 

Businesss re-engineering 

Casee management 

Citizens'juries s 

Patientt decision making support tools 

Satisfactionn Questionnaires 

Focuss group interviews 

Conceptt mapping 

Peerr review / Audit 

Profession-ownedd practice guidelines 

Indicators s 

'Visitatie' ' 

Registries s 

PDSA A 

Clinicall  pathways 

EFQM M 

Balancedd Score Card 

Certificationn / Accreditation 

ISO O 

Sharedd Care 

Diseasee management 

Casee management 

Managedd competition 

Managedd care 

Cost-effectivenesss studies 

Outcomee measurement / 

indicators s 

Effectivenesss studies 

Insurancee / tax based system 

Co-payment t 



Publicc health goals provide the ultimate orientation of the 'health 
productionn process'that takes place in the primary process of patient 
caree delivery. As our analysis shows that all rationalization strategies 
too improve the quality of care relate in one way or another to the 
dynamicss within the primary process of patient care, a public health 
orientationn seems to be crucial to direct the various rationalization 
strategiess to the same goals. However, to meet these goals in indus-
trializedd countries, 'integrated care arrangements' are indispensable. 
So,, an overarching vision within which a public health orientation 
andd integrated care are combined provides fertile ground to unify 
thee various rationalization strategies to improve the quality of care. 
Thee concept of'community-based integrated care' is such an over-
archingg vision. 

Community-basedd integrated care: 
aa unified rationalization agenda 

'Community-basedd integrated care' consists of two formerly un-
attachedd concepts: 'community-based care' and 'integrated care'. 
Recently,, it has been argued that the principles of both concepts 
shouldd be jointly embedded in our health systems [11,12,57]. Essen-
tially,, combination of these concepts promotes integration of public 
healthh functions, medical care functions and social services on a 
locall  or regional level. It is assumed that such a community based 
integratedd health system is better equipped to meet the multiple 
demandss of society. This assumption can be explained by describing 
thee principles of'community based care' and 'integrated care'. 

'Community-basedd care' features a health system, which is based 
uponn and driven by community health needs. Moreover, it is tai-
loredd to the health beliefs, preferences and societal values of that 
communityy and assures a certain level of'community participation'. 
I tt is assumed that such a community approach maximizes health 
outcomess in two ways. Firstly, taking the health needs, beliefs and 
valuess of the community as the starting-point wil l result in locally 
orr regionally organized health services which are the most beneficial 
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(givenn the available resources) for the health status of that commu-
nity.. Secondly, it wil l enhance the engagement and compliance of 
communitiess with their own health care system [58,59]. The con-
ceptt of'community-based care' builds on traditional public health 
approachess promoted by the W H O [60]. Recently, this approach is 
renewedd by introducing terms such as 'responsiveness' and 'steward-
ship'' [61]. 

'Integratedd care' is conceptualized as the methods and types of 
organization,, which aim to reduce fragmentation in health care de-
liveryy by increasing co-ordination and 'continuity of care' between 
differentt institutions [2]. In the primary process of patient care 
'integratedd care' should lead towards the adoption of a patient care 
orientationn within which the integration of multiple care episodes 
iss the aim. Medical decisions have to be taken in an organization 
thatt enables decision-makers to integrate activities with others. In 
thiss way medical decision-makers can design a complete, efficient, 
effectivee and coordinated care process interactively with the patient. 
Too operate 'integrated care' in the primary process of patient care 
requiress the fulfilment of preconditions on the organizational and 
healthh system level [12,57]. 

Onn the organizational level, professional and institutional borders 
havee to be exceeded by formalizing co-ordination and co-operation 
intoo new organizational structures. In these intra- as well as inter 
organizationall  structures responsibilities for specific care episodes 
aree explicitly allocated to certain professions and institutions. This 
allocationn has to result in a clear division of medical as well as coor-
dinatingg tasks for complete care episodes. 

Finally,, the legal structures and financing system should stimulate 
thee realization of'integrated care' by introducing adequate (finan-
cial)) incentives. At this time, few (financing) systems are consistent 
withh the primary process of patient care and the organizational 
contextt of health care delivery. Therefore, the development of'inte-
gratedd care' is often frustrated rather then stimulated. 

.Althoughh 'community-based integrated care' is primarily a vision 
onn health system design, it can be used to unify efforts to improve 
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thee quality of health care delivery. The public health orientation 
withinn 'community-based integrated care' provides the required 
cndpointss to define, assess, assure and improve the quality of care. 
Onn the basis of community information on health needs and be-
liefs,, local targets to improve the quality of care can be set. As 
thesee targets wil l be shared between decision makers, the various 
effortss to improve the functioning of the local health system can be 
reconciled.. Moreover, these efforts wil l be focused on aligning the 
primaryy process of patient care to the needs and beliefs of the com-
munity.. This makes decision-makers on all levels responsive to the 
dynamicss in the community as well as in the primary process. 

Usingg 'community-based integrated care' in this manner prevents 
thee dominance of management science over other rationales. With-
inn each rationale, the thinking of'community-based integrated care' 
cann be adopted without changing the nature and dynamics of the 
rationalee itself. In other words, the concept of'community-based 
integratedd care' directs all decision making processes to the same 
goalss without prescribing the content of the processes itself. So, any 
effortt to improve the quality' of care is theoretically effective, as it 
wil ll  fit in the overarching'community-based integrated care' frame-
work. . 

Applyingg community-based 
integratedd care in practice 

Thee potential of'community-based integrated care' can be illus-
tratedd by the developments within the AMC, which introduced such 
ann approach in the mid 1990's f62]. Although 'community-based 
integratedd care' thinking has not yet diffused widely throughout the 
AMC,, the policies enacted provide a clue how the concept can be 
operationalisedd to unify the various rationalization strategies. These 
policiess are captured by the overarching policy term, the 'academic 
population'. . 
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TheThe emergence of the 'academic population 
Thee history of the A M C reveals that the 'community-based inte-
gratedd care' approach emerged logically as a result of ongoing de-
batee about the localization ot patient care, medical education, and 
scientificc research in the Amsterdam region. Over time this debate 
resultedd in the conviction that integrated organization of patient 
care,, medical education and scientific research in the Amsterdam 
regionn should be established to meet future demands in patient care, 
medicall  education and scientific research. Such an integrated orga-
nizationn was realized over two stages [63]. 

First,, in 1983, two old city hospitals merged and moved to a com-
pletee new building, within which also the Medical Faculty of the 
Universityy of Amsterdam resides. Second, in 1994, the hospital and 
thee Medical Faculty were integrated, which resulted in the desired 
integratedd organization [64]. 

Thee integration of clinical wards with university departments 
wentt relatively smoothly as patient care, medical education and 
scientificc research can be executed in the same clinical setting. This 
naturall  relationship did not exist for public health departments 
(i.e.. Social Medicine, General Practice and Occupational Health), 
whichh naturally have an outpatient orientation. So the question over 
howw to integrate these three core functions in an outpatient context 
arose.. This issue coincided with the development of integrated care 
withinn the Dutch health system [65;66]. In this context, it was op-
portunee to introduce the policy of an 'academic population', which 
encompassedd (over time) the following relevant policies: developing 
evidencee and community based guidelines, stimulating integrated 
caree arrangements, enhancing community participation, establish-
ingg clinical leadership, and adapting a public health orientation. 

DevelopingDeveloping evidence and community-based guidelines 
Inn 1998 the 'Centre for clinical practice guidelines' was founded 
inn the AMC. The task of this centre is to stimulate the practice of 
'evidence-basedd medicine' within the AMC. The expertise of the 
centree is used to conduct, promote and support practice guideline 
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developmentt and implementation. The centre is strongly related to 
thee Dutch Cochrane Collaboration, which also resides in the AMC 

[67] . . 
Inn addition to evidence from scientific literature, evidence is also 

soughtt from practice in the AMC. Thus, the guidelines should be 
tailor-madee for the population that the AMC is serving. Against 
thiss background, research is conducted on risk factors, health status, 
healthh beliefs and perceptions of the adherent community. 

StimulatingStimulating integrated care arrangements 
Sincee the adoption of a 'community-based integrated care' ap-
proach,, the AMC board has encouraged departments within the 
AMCC to set up integrated care arrangements with external providers 
inn the adherent region. This bottom up strategy has resulted in 25 
innovativee projects (table 2.2). These projects focus on redesigning 
andd formalizing care processes for the diagnosis and treatment of a 
certainn patient group and/or disease. 

EnhancingEnhancing community participation 
Threee different policies to enhance community participation are 
enactedd in the AMC. First, since 1999 focus group interviews with 
(ex)patientss have been conducted. In these interviews (ex)patients 
discusss their experiences of the quality of care received. Medical and 
nursingg staff are also present at the meeting, but are not allowed to 
participatee in the discussion. The idea is that medical profession-
alss wil l start reflecting on their own professional behaviour as they 
aree directly confronted with the perspectives of their (ex)patients. 
Consequently,, these reflections should lead towards more patient 
centredd decision making in the primary process of patient care. 
Second,, satisfaction questionnaires to capture the patients' opinions 
aree executed and reported annually. The results are synthesized into 
aa list of dimensions for improvement. Al l departments are obliged 
too choose two dimensions from this list and to develop a systematic 
strategyy for improvement. Finally, the instrument of client counsels 
iss used to formalize the participation of patient organizations in de-

38 8 



Tablee 2.2: Integrate d care arrangement s of the Academi c Medica l Center , Universit y of Amsterda m 

ProjectProject Focus 

TransferTransfer office 
Improvingg the co-ordination ot patient transfers trom the 
Academicc Medical Center to other health services. 

TransferTransfer beds in nursing home 

Improvingg the efficiency of rehabilitation care for patients 
withh a hip replacement and vascular surgery by discharging to 
transferr beds in a nursing home. 

TransferTransfer ward in nursing home 

Loww care and rehabilitation ward for hospital patients waiting 
forr discharge to other health services. 

CaseCase management of chronic psychiatric patients 
Improvingg the quality of shared psychiatric care by case 
managerss (i.e. team of registered psychiatric nurses). 

DiseaseDisease management diabetes care 

Improvingg the quality of diabetes care by integrating health 
servicess in the Amsterdam region. 

DialysisDialysis care network (DIANET) 
Improvingg the quality of dialysis care by merging clinical 
wards,, home care services and 'dialysis hotel'. 

StrokeStroke Service 

Diseasee management of stroke. 
OutplacementOutplacement of pediatric care 

Improvingg quality of pediatric care at home by both 
caree protocols and training/coaching of parents, general 
practitionerss and home care nurses. 

OutplacementOutplacement of after care thrombosis patients 
Improvingg quality of deep venous thrombosis after care at 
homee by shared care between general practitioners, thrombosis 
servicess and clinicians. 

OutplacementOutplacement pain management of cancer patients 
Improvingg quality of pain management with spinal catheter at 
homee by shared care between general practitioners, home care 
servicess and clinicians. 

OutplacementOutplacement of rehabilitation consults 

Consultationn of rehabilitation physicians in nursing homes. 



ProjectProject Focus 

HomeHome Care High Risk Pregnancies 

Moni tor ingg high risk pregnancies at home bv midwives. 

GeneralGeneral Practitioner-Desk fHAG -desk) 

Developmentt of various shared care protocols by clinicians 

andd general practitioners together. 

GeneralGeneral Practitioner Information Network (liAG-net) 

Linkin gg the electronic patient records of general practitioners 

practicess to the information network of the Academic 

Medicall  Center. 

GeneralGeneral practitioner and managed care 

Evaluationn of the effect of managed care on the 

implementat ionn of quality systems in General Practice. 

VirtualVirtual Electronic Patient Record facilitating shared diabetes care ( Z O N A R) 

Evaluationn of the development of Information Technology to 

facilitatee shared diabetes care between hospitals and general 

practitionerss in the Amsterdam region. 

PerinatalPerinatal mortality audit (PARIS) 

Evaluationn of the effect of perinatal audits on the perinatal 

mortalityy in Amsterdam. 

ThrombosisThrombosis and emboli research 

Evaluationn and improving the quality of deep venous 

thrombosiss care in general practice. 

'Out'Out of Hours project 

Evaluationn and improving the general practit ioners referrals 

too the Emergency Room of the Academic Medical Center. 

SmokingSmoking behavior and its determinants among immigrants 

Explorationn of smoking behavior among two generations of 

Turkish,, Surinamese and Moroccans to improve the quality 

off  health prevention. 

CardiovascularCardiovascular Risk Profile among Surinamese individuals (SUNSET-study) 

Evaluationn of cardio-vascular risk profile in the Surinamese 

populationn of Amsterdam Southeast. 

40 0 



ProjectProject Focus 

EthnicityEthnicity and health among children in the Academic Population 
Evaluationn of differences in the quality and accessibility 
off  children living in Amsterdam Southeast. 

InformingInforming chronically ill  children and their parents from ethnic minority groups 
Evaluationn and improving the provision of information to 
childrenn with asthma and their parents of ethnic minority 
groups. . 

AssociationAssociation of Health Care Providers in the Amsterdam Region (siGRA) 
Improvementt of the quality and efficiency of health care 
inn the Amsterdam region by means of co-ordination and 
co-operation. . 

AssociationAssociation of Co-operating Health Care Providers Amsterdam Southeast (Zizo) 
Improvementt of the co-operation and co-ordination 
betweenn health care providers and professionals in 
Amsterdamm Southeast. 

cisionn making processes on the organizational level. The AM C has 
(in)directt connections with the client counsel of Dutch academic 
hospitalss and the Round Table (a regional platform around 17 dif-
ferentt patient organizations of elderly people) [67]. 

EstablishingEstablishing clinical leadership 
Too overcome the potential tension between professionalism and 
managementt science, the AMC has chosen 'clinical leadership'. This 
meanss that all clinical departments and divisions are headed by a 
medicall  professional. Physicians are therefore challenged to take up 
managementt responsibilities. They have to manage synergistically 
thee patient care, education and research activities of their depart-
mentss and/or divisions. 

AdaptingAdapting a public health orientation 
Wit hh the adaptation of the 'academic population', the AM C board 
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hass explicitly chosen a public health orientation. The division of 
publicc health should take up a leadingg role in the realization of the 
'academicc population' by directing a great deal of its research and 
educationall  activities to the adherent community. This has resulted 
inn links with the public health agency (GG&GD) and the regional fi-
nancierr (ZAO) that reside in the region. Furthermore, epidemiologi-
call  and health services research is undertaken to gather community 
informationn on health needs, demands and beliefs on the one hand 
andd the functioning of integrated care arrangements on the other. 
Ass a consequence of the ethnic diversity of the population, many 
researchh activities focus on the needs and demands of ethnic minor-
ityy groups [68]. 

Thee 'academic population' policy of the AMC illustrates how a 
comprehensivee set of policies might be enacted to adapt a 'com-
munity-basedd integrated care' approach. The individual policies fit 
inn with each other and make sense in that they push the various 
rationalizationn strategies towards the same goal. It has to be clearly 
statedd that the 'academic population' is in its early stages and does 
nott yet operate as a fully developed 'community based integrated 
caree network'. On the other hand, the existing projects in combina-
tionn with the overall typology of the AMC provide fertile ground for 
furtherr development of'community-based integrated care'. 

Discussion n 

Forr the past decades the concept 'quality of care' has served as a 
unifyingg notion in helping us to identify and monitor the structure, 
process,, and outcome of health care delivery. Although the past 
tenn years have brought an initial clash between the classical Qual-
ityy Assurance approaches (with their roots in medicine) and the 
moree modern Quality Improvement approach (rooted in industrial 
processs control), there seems at present agreement on the fact that 
caree processes need careful engineering, execution and continuous 
evaluation. . 

Conceptualizationss of quality experts in health care such as Do-
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nabcdiann (structure, process, outcome), Williamson (health ac-
counting),, Brook (outcome measurement), Eddy (explicit method 
inn medical decision making) and Berwick (application of CQ.I tech-
niques)) all result in instruments and activities that try to rationalize 
healthh care delivery through measurement and management. The 
analysiss presented in this paper shows that the resulting rationaliza-
tionn strategies are pushing the various decision making processes in 
healthh care in different directions. 

Forr quality in health care to serve as a unifying concept it is neces-
saryy to link the striving for quality of care to the core goals of health 
caree as they are reflected in the traditional concept of public health. 
Thiss reorientation is essential to prevent the ideal of quality in 
healthh care from resulting in a variety of technocratic and bureau-
craticc fields around instruments such as accreditation, guidelines 
andd break-through series. Community based integrated health care 
cann be the new label for this traditional public health orientation. It 
cann help us to design, execute and evaluate health care delivery sys-
temss that produce the products we want them to deliver. To achieve 
thiss aim six points seem to be essential. 

First,, the existence of an overall vision on (public) health on the 
levell  of a specific population (either national or regional). This vi-
sionn should embrace the needs, health goals and belief and value 
systemss on health of the community. It seems evident that in most 
healthh care systems (regional) governments should hold this vision. 
Inn essence it means that the design of the health care system is 
regulatedd within the constraints of a vision that sets the conditions 
derivingg from the health situation of the population it is designed 
forr to serve. National quality policies should therefore not only fo-
cuss on the form ('there shall be quality systems through self-regula-
tion')) but also on the content ('the health care system shall produce 
health'). . 

Second,, practice guidelines need not only to be evidence-based 
butt also organization based. The present focus in the development 
off  practice guidelines is on evidence-based medicine, using them as 
aa vehicle for systematically synthesized scientific knowledge. Al -
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thoughh this function is extremely important it should not hamper 
thee managerial function of a guideline. The guideline should not 
focuss solely on independent decisions but should be constructed 
parallell  with the actual health care delivery process as experienced 
byy the patient. Furthermore, the guideline development process 
shouldd be fed by empirical data ('internal evidence') from a specific 
healthh care setting as well as bv 'external evidence'. Algorithms and 
flowchartss are therefore as important as underlying structures tor 
guideliness as are decision trees. In many countries, national practice 
guidelinee programs (focussing on EBM and the 'what should be 
done'' question) wil l exist alongside local protocol development ini-
tiativess (focussing on the 'who should do it when and where' ques-
tion). . 

Third,, we should shift our attention from numerous quality pro-
jectss to health system redesign. Optimizing care delivery in the 
variouss components of the health care delivery chain wil l not result 
inn better quality on the whole. Therefore, more attention on health 
systemm design and the development of quality systems on health 
systemm level is needed. The starting point for these quality systems 
shouldd be patient groups and/or diseases rather than existing in-
stitutionss or professional groups. This redesign goes with major 
reallocationn of responsibilities in health care and wil l run counter 
withh the dynamics of professionalization and institutionalization. 
Nevertheless,, some serious health system redesign seems warranted 
inn several industrialized countries, as the present care delivery ar-
rangementss are not fit to address the health problems of populations 
experiencingg the morbidity and mortality patterns of the fourth 
periodd of epidemiological transition. 

Fourth,, bureaucracy should be prevented and treated. Many recent 
qualityy initiatives run the risk of turning into a bureaucratic exercise. 
Thiss happens when the 'improvement paradigm' turns out to be a 
neww 'control paradigm'. Although political processes are difficult to 
influence,, stakeholders in health care should be wise enough to see 
thatt new bureaucratic control mechanisms wil l at the end of the day 
resultt in increased overhead costs and not necessarily in better qual-
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it}' .. Trust and accountability seem the best guarantee against such 
bureaucraticc developments. In this respect it remains to be seen 
whetherr the incentive of competition wil l increase or decrease the 
mutuall  trust relations between stakeholders in health care. 
Fifth,, to integrate the three aspects of decision making on the level 
off  the primary process, clinical leadership is essential. This wil l re-
quiree for health care professionals to have management skills. It is 
nott good enough to make the right clinical decisions, it is necessary 
too manage the whole care process for which medical professionals 
aree held responsible. 

Finally,, financing systems should follow the goals of the health 
caree system and not solely be based on macro-economic reasoning. 
Inn many health care systems, debates on financing are high on the 
politicall  agenda. Very seldom are decisions on changes in health 
caree financing based on health goals that should be achieved on 
thee macro level of the health care system. Health services research 
hass given us evidence about the potential effectiveness of finan-
ciall  incentives. It seems logical that after health system redesign, 
evidence-basedd financing and reimbursement methods that enforce 
thee mission of the health care system are chosen. 

I tt is unrealistic to expect that the design and execution of a per-
fectlyy rational health care system is possible. However, it is also na-
ivee not to recognize the inconsistency in the existing rationalization 
agendass underlying our quality improvement policies and activities. 
Communityy based integrated care may serve as a label to reinforce 
thee traditional values of public health and help to keep 'quality in 
healthh care' a unifying concept. 
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Talkingg towards ex-
cellence:: a theoretical 
underpinningg of the 
dialoguee between 
doctorss and managers 

Abstract t 

Purpose:: To explore theoretically the reasons for the modest uptake 
off  clinical governance practices by taking the literature on the origin 
off  tensions between doctors and managers as the starting point. 
Approach:: The approaches of doctors and managers to the division 
andd coordination of medical work are analysed theoretically from 
aa twofold perspective that combines the insights from sociologists' 
theoriess on 'professionalism' and administrative scientists' theories 
onn 'management science'. 

Findings:: The combined perspective theoretically explains the 
problemss between doctors and managers that frustrate the uptake 
off  clinical governance practices. By inference from this theoretical 
analysis,, a twofold agenda for a constructive dialogue is proposed. 
Doctorss and managers must develop a shared vision on the division 
andd coordination of medical work as well as discussing the values, 
normss and goals underlying patient care. It is questionable, how-
ever,, whether this agenda is adequately addressed. 
Originalityy / value: This paper provides a theoretical underpinning 
forr the dialogue between doctors and managers. It might be en-
lighteningg for all doctors and managers working in the field. 
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Introduction n 

Thee ultimate goal of clinical governance is to change the culture of 
healthh care provision so that quality improvement becomes routine 
inn medical practice and health services management. This cultural 
changee should make medical professionals familiar with continuous 
qualityy improvement (i.e. evidence-based medicine, guidelines) on 
thee one hand and a system of regulation to prevent unacceptable 
caree on the other (i.e. stipulating and monitoring minimum stan-
dardss of care and service availability, regular appraisal and revali-
dationn of doctors). Although progress has been made, the desired 
large-scalee cultural shift has not been observed or reported [1-3]. 
Thiss is not surprising as cultural change amongst medical profes-
sionalss is hard to achieve and empirical evidence on effective inter-
ventionss is scarce [4,5]. 

However,, on the basis of existing scientific literature it is possible 
too explore the reasons why so many well-intended initiatives of 
bothh doctors and managers fail and how to solve the paradox be-
tweenn medicine and management that seems embedded in the term 
'clinicall  governance'. Debates on the origin and nature of tensions 
betweenn doctors and managers provide a good starting point for this 
exploration.. The current conclusion of these debates is to call for a 
constructivee dialogue between them. Such a dialogue is expected to 
easee the existing tensions, but has to be discovered locally and con-
tinuallyy maintained [6]. Following this line of reasoning yields the 
questionn what this dialogue should be about and how to orchestrate 
bothh the talking and listening. 

Too answer this question, in this paper we theoretically explore the 
approachh of doctors and managers to the division and coordination 
off  medical work from a twofold perspective that combines the in-
sightss from sociologists' theories on 'professionalism' and adminis-
trativee scientists' theories on 'management science'. Using this per-
spective,, we wil l infer practical solutions. Subsequently, we promote 
ann agenda for a constructive dialogue. The concluding paragraph 
discussess how current clinical governance initiatives could trigger a 
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constructivee dialogue that ultimately influences a culture of clinical 
excellence. . 

Ann explanatory framework: 
thee division of medical labour 

I tt is a Utopia that an individual doctor can practice the full spectrum 
off  medicine. This notion has major consequences for the organisa-
tionn of health care. It implies dividing medical labour in separate 
butt related acts. Sociologists such as Abbott (1988) and Freidson 
(2001)) describe in their theories on professionalism how doctors 
dividee and coordinate medical work. They take the professional as 
thee starting point for their theories [7,8]. Managers on the other 
hand,, follow the various principles of management science, which 
includess theories on processes (i.e. Taylor 1911) and systems (i.e. 
Mintzbergg 1983) [9,10!. We hypothesise that problems between 
doctorss and managers originate from the differences between these 
principles. . 

MedicalMedical professionalism: doctors' division of labour 
Doctorss have the privilege to divide and coordinate their own work-
ingg processes. This privilege is founded in the nature and exclusive-
nesss of medical work. Its nature is to apply expertise knowledge and 
skillss on health problems through the acts of diagnosis, reflection 
andd treatment [7]. It is exclusive, as in society nobody else is as-
sumedd to be capable of medical work, or is allowed to do it. Taking 
theirr privilege into consideration, doctors divide the full spectrum 
off  medicine into specialities. Each speciality covers a circumscribed 
domainn of medicine that an individual doctor can handle. At the 
samee time the body of medical knowledge and skills underpinning 
eachh speciality are made exclusive. Only doctors trained in the spe-
cialityy are authorised to practice medicine in the domain. 

However,, doctors' divisions of labour are not fixed. Due to exter-
nall  developments and competition of other specialities, expertise 
cann lose its exclusiveness. The body of knowledge underpinning a 
specialityy becomes outdated and/or other specialities take over the 
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domainn when they acquire superior expertise, technologies or skills. 
Thesee threats are apparent as medical knowledge, skills and tech-
nologyy develop continuously and rapidly. For example, the diffusion 
off  angiography influenced the domains of cardiology, cardio-sur-
geryy and radiology [11,12], and endoscopy the domains of internal 
medicine,, gastroenterology and radiology. 

Whenn various specialties are working together within a hospital 
organisation,, turf battles reflect this continuous fight over domains. 
Althoughh all specialities are considered equal, their mutual depen-
denciess result in informal hierarchies where support specialities 
(e.g.. anaesthesiology, lab-medicine and radiology) are continuously 
strivingg to control their dependencies on surgeons and specialists in 
internall  medicine. 

Too maintain and protect domains, doctors use at least five strate-
gies.. First, doctors consolidate and expand their expertise through 
differentiation.. By becoming excellent in performing specific acts, 
doctorss can maintain the authority over a domain. Consequently 
domainss become narrower and deeper, explaining the increasing 
numberr of (sub)-specialties. Second, doctors delegate labour to 
non-physicianss such as nurse practitioners and paramedics, while 
keepingg authority over their domain. The strategy of delegation 
givess an explanation for the lack of differentiation between doc-
torss and non-clinicians with respect to patients treated [13]. Third, 
doctorss influence patient flows in order to control their dependen-
ciess on referrals of other doctors. They strive for having their 'own' 
patientt population. An example is the introduction of'pain clinics' 
byy anaesthesiologists [14]. Fourth, support specialists use the (hos-
pital)) organisation to influence their own position. They actively 
participatee in committees (e.g. drugs committee, hospital infec-
tionn committee, incident committee) to affect the standardisation 
off  care processes (e.g. guidelines on medication use, guidelines for 
antibioticc use, reporting procedures for incidents) [15]. Finally, doc-
torss use quality improvement activities such as practice guidelines, 
medicall  audit and 'visitatie' (peer review) to claim and legitimatise 
theirr own domains [16-18]. 
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'Medicall  professionalism' is beneficial as it brings along a culture of 
clinicall  excellence. Doctors are forced to continuously renew their 
individuall  expertise as well as the knowledge underpinning their 
specialty.. This strive for exclusiveness drives continuous innovation 
andd quality improvement in medicine. However, the weakness of 
professionalismm is that it reinforces an inward orientation and en-
couragess individualism. This fragments the care delivery process. In 
thee past, doctors' expertise sufficed to coordinate complete patient 
episodes.. Nowadays patients need medical care covered by multiple 
specialities,, implying that doctors should collaborate to coordinate 
medicall  work. As specialties compete over domains, they are reluc-
tantt to share authority with each other. Their domain might other-
wisee be lost. Consequently, care pathways are disconnected, which 
hass become one of the major criticisms of medical professionalism. 

ManagementManagement science: managers' division of labour 
Fragmentationn of medical care delivery, poor quality care and soci-
etall  issues such as cost control has legitimised management intru-
sionn in health care [19]. Managers divide labour in the light of the 
organisations'' goals and then recruit, pay, coordinate, and control 
otherr people to carry out the separated acts. Managers' divisions of 
labourr basically follow the principle of 'bureaucratisation'. This is 
thee process of designing a hierarchical structure that prescribes by 
codifiedd rules and procedures who must do what [20]. 

However,, 'bureaucratisation' is not necessarily effective in achiev-
ingg the goals of the organisation, as 'workers' may have different 
goalss and interests to managers. This tension pinpoints the heart 
off  managerial work. Managers' must continuously weigh multiple 
goalss and interests to optimally design working processes. For the 
pastt century various administrative scientists have promoted dif-
ferentt approaches to address this tension thereby expanding the 
principless managers can follow. 

Mintzbergg (1983) has introduced the concept of the 'professional 
bureaucracy'' that provides a vision on how to handle this tension in 
knowledgee intensive organisations employing professionals such as 

55 5 



aa hospital. Managers in these organisations should primarily secure 
coordinationn of separated working processes by carefully employing 
expertss (coordination through standardising expertise) rather than 
mutuall  adjustment, direct supervision, or standardisation of pro-
cessess and outcomes [10]. 

Despitee Mintzbergs' analysis, health care management increasing-
lyy focuses on standardising processes and outcomes. Ironically, this 
iss fuelled by the development of evidence-based medicine, practice 
guideliness and performance measurement. The rationales behind 
thesee approaches are to synthesise medical evidence, to assist medi-
call  decision-making and to improve patient care. However, manag-
erss have adapted these approaches to standardise hospital processes 
andd outcomes thereby violating these rationales. Exemples in this 
regardd are 'managed care' in the US [21] and the regulatory ap-
proachh towards accountability in the UK [22]. 

Practicall  solutions 

Combiningg professionalism and management science theories pro-
videss an explanatory frame for the problems between doctors and 
managerss that is broad enough to theoretically underpin the policy 
termm 'clinical governance'. As long as it is impossible to 'manufacture' 
healthh and medical care is more than service delivery, professionally 
dividedd labour is needed. At the same time we cannot ignore the 
fragmented,, ineffective and inefficient delivery of care, which calls 
forr management involvement. Therefore, there is no other solution 
thann trying to balance them, which underscores the call for a con-
structivee dialogue [6]. Our argument gives new meaning to already 
existingg practical solutions, quality improvement initiatives and in-
novations.. From the framework the following practical solutions 
cann be inferred: 

—— Doctors themselves have to solve the lack of coordination in 
medicall  work. This forces doctors to adapt a process orientation en-
ablingg them to be a responsible again for complete patient episodes. 
Suchh a process orientation must be reconciled with doctors' division 
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off  labour. One option is 'professionalising' the medical expertise 
too coordinate complete patients episodes again. The introduction 
off  generalists such as a hospitalist or a hospital physician is exem-
plifyingg in this regard [23,24]. These specialties are oriented to-
wardss specific patient groups rather than a technology or an organ. 
Anotherr option is pooling medical expertise (i.e. multidisciplinary 
assessmentss and teamwork) necessary to coordinate complete pa-
tientt episodes [25]. A last option is drawing doctors into manage-
mentt [26,27]. However, doctor-managers seem mostly involved in 
broaderr strategical issues. They tend to be managers who are also 
doctorss rather than doctors who manage professional working pro-
cessess in the primary processes of patient care. 

—— Managers should be prudent with management interventions 
inn patient care and fil l the void of medical professionalism. Their 
interventionss wil l be in vain when they run counter to the doctors' 
divisionn of labour. Instead, managers should channel professional-
ism,, which means encouraging its strenghts (i.e. continuous inno-
vationn and quality improvement) and counter its weaknesses (i.e. 
turff  battles, disconnected pathways). Concepts of the 'professional 
bureaucracy',, the 'learning organisation', the 'soft bureaucracy' and 
'knowledgee management' are helpful in this respect, especially if 
usedd in a complementary fashion[io,28-30]. 

—— Financial and legal structures should be made more supportive. 
Perversee incentives structures exist in several countries, impeding a 
constructivee dialogue at the outset. Incentives should be aligned in 
suchh a way that doctors and managers have a common interest to 
startt a constructive dialogue [31,32]. 

—— Politicians and policymakers should enact a societal debate on 
priorityy setting in health care and make clear choices. While this 
debatee is often absent, doctors and managers are forced to set pri-
oritiess and allocate scarce resources themselves. However, priority 
settingg in health care should not be debated at the institutional 
level.. It undermines doctor-manager relationships, impeding a con-
structivee dialogue beforehand. Due to varying values, doctors and 
managerss intrinsically disagree. Doctors want to maximise the use 
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off  resources in the interests of their patients, while managers want 
thee most cost-effective use of resources in the interest of all patient 
groupss that are relevant for the organisation. 

Agendaa for a constructive dialogue 

Thee origin of the tensions between doctors and managers cannot be 
easilyy resolved. The suggested solutions imply a lot of'homework' 
forr doctors, managers as well as policymakers and politicians. How-
ever,, their individual efforts can only be effective when they are part 
off  a broader dialogue. The agenda of this dialogue should address 
twoo major issues: 

First,, doctors and managers must develop a shared vision on di-
vidingg and coordinating medical work. It wil l enable them to un-
derstandd and value each other's positions and roles. Mutual under-
standingg is a good starting point to build trust and to abandon the 
conflictt model. The twofold perspective used in this paper might be 
helpfull  in this respect. 

Second,, doctors and managers should discuss the values, norms 
andd goals underlying patient care. This discussion must be ad-
dressedd from the patients' point of view. Serving patients needs and 
demandss should be leading, both on the individual and the group 
level,, rather than the values and interests of doctors and managers. 

AA constructive dialogue induced 
byy clinical governance? 

Thee debate on the doctors-manager divide highlights that inducing 
aa constructive dialogue between doctors and managers is a compre-
hensivee strategy - at least in theory. Such a dialogue is essentially 
aa 'vehicle' to build trust and mutual respect between doctors and 
managers.. The potential spin-off of improved doctor-manager rela-
tionshipss is endless and certainly may imply cultural shifts towards 
aa flourishing environment of clinical excellence. 

Itt is questionable, however, whether current clinical governance 
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practicess in the US, The Netherlands and in particularly the UK 
addresss the twofold agenda we suggest. First, the often chosen 
top-downn strategy leaves littl e for a constructive dialogue [2,3]. 
Managerss use professional leaders for the implementation of clini-
call  governance practices rather than starting a dialogue with them: 
inn particular, 'rank-and-file' doctors are ignored [33-35]- Although 
thiss strategy of using professional leaders acknowledges the nature 
off  professionalism, favors self-regulation and has proven fertile to 
implementt clinical governance practices, there are two stumbling 
blocks.. One is that 'rank-and-file' doctors wil l not accept profes-
sionall  leaders from other specialties. Second, there is no real ex-
changee of norms, values and goals taking place among managers, 
professionall  leaders and rank-and-file doctors. Both may imply that 
constructivee dialogues are not emerging locally. 

Thee challenge for managers is to channel professionalism rather 
thann fighting or celebrating it. Specialty-specific leadership is nec-
essaryy to provide leaders as well as 'rank-and-file' doctors informa-
tion,, capacity and a sense of ownership to respond locally. Research 
showss that doctors of distinct specialties perceive their organisa-
tionall  roles and positions differently. By differentiating clinical 
governancee practices between specialties (e.g. nature of working 
processes,, organisational features, embodiment in the health insti-
tution,, opinion of involved doctors) instead of implementing blue-
prints,, clinical governance policies can be closer aligned to the daily 
workk of doctors [36,37]. This enhances the commitment of doctors 
andd the opportunities for a successful dialogue to emerge. 

Second,, clinical governance currently combines quality assurance 
(i.e.. regulation and inspection) and quality improvement in one single 
strategy.. This wil l make doctors less inclined to be open about their 
performance.. Their openness might have negative consequences for 
themm [3]. This undermines a constructive dialogue at the outset. 

Third,, our argument suggest that restoring doctors' ability to co-
ordinate,, to manage and to oversee complete patient episodes again, 
wil ll  improve the quality of care provision. This is the rational be-
hindd the concept of 'integrated care' [38,39]. Clinical governance 
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practicess should incorporate these concepts and develop approaches 
thatt overarch complete patient episodes. However, for a successful 
approachh doctors should feel themselves the owners of the process. 
Computerr systems or support staff cannot replace their commit-
ment. . 

Last,, the current emphasis is on the 'hardware' of clinical gover-
nancee (i.e. developing and setting standards/guidelines, systems for 
measuringg performance). Political pressures wil l enforce approaches 
wheree managers start fillin g the gaps where doctors do not take the 
lead.. This is understandable but wil l eventually lead further away 
fromm desired outcomes. It is essential to change the culture of health 
caree provision. Starting a dialogue between doctors and managers at 
thee local level can be a strategy to influence this change. As a result 
doctorss wil l take the lead in coordinating care; managers wil l be 
prudentt in intervening; policy makers wil l take responsibilities for 
resourcee allocation and respect professional norms and values; and 
financiall  and legal systems wil l be made more supportive. Talking to 
achievee excellence goes beyond measuring performance - it needs a 
dialogue. . 
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Abstract t 

Background:: There is a growing awareness that there should be a 
publicc health perspective to health system governance. Its intrin-
sicc population health orientation provides the ultimate ground for 
determiningg the health needs and governing collaborative care ar-
rangementss within which these needs can be met. Notwithstand-
ingg differences across countries, population health concerns are not 
centrall  to European health reforms. Governments currently with-
draww leaving governance roles to care providers and/or financiers. 
Thereby,, incentives that trigger the uptake of a public health per-
spectivee are often ignored. 

Methods:: In this study we addressed this issue in the city of Am-
sterdam.. Using a qualitative study design, we explored whether 
theree is a public health perspective to the governance practices of 
thee municipality and the major sickness fund in Amsterdam. And if 
so,, what the scope of this perspective is. And if not, why not. 
Results:: Findings indicate that the municipality has a public health 
perspectivee to local health system governance, but its scope is limit -
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ed.. The municipality facilitates rather than governs health care pro-
visionn in Amsterdam. Furthermore, the sickness fund runs major 
financiall  risks when adapting a public health perspective. It covers 
ann insured population that partly overlaps the Amsterdam popula-
tion.. Returns on investments in population health are therefore 
uncertain,, as competitors would also profit from the sickness fund's 
investments. . 

Conclusion:: the local health system in Amsterdam is not consis-
tentlyy aligned to the health needs of the Amsterdam population. 
Thee Amsterdam case is not unique and general consequences for 
locall  health system governance are discussed. 

Introduction n 

Thee 'performance crisis' in healthcare invoked the World Health 
Organisationn ( W H O) to reemphasise the potential of public health 
inn directing health systems [iJ.This renewed interest is also articu-
latedd in the 'new public health' agenda [2-4]. Public health should 
bee broadly defined as the 'collective action for sustained population-
widee health improvement' [5]. Derived from this definition, leading 
thee entire health system and ensuring collaborative action are des-
ignatedd public health functions. The former is aligning the policies 
andd services within a health system to the needs, beliefs and values 
off  the entire population it is considered to serve. The latter en-
suress collaborative arrangements across sectors in which these needs 
cann be met. Both functions should be incorporated in governance 
practicess [6-8]. It would foster more rational, effective, efficient, 
responsivee and equitable health systems -at least in theory. Gover-
nancee refers to decision-making processes in public administration 
orr within organizations. Its main functions are formulating strate-
gicc policy direction, generation of intelligence, exerting influence 
throughh regulation and ensuring accountability [9]. It takes place 
att different levels (national, regional, local) and can encompass the 
healthh system as a whole (i.e. 'Stewardship') or the healthcare sector 
onlyy [1,10]. 
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Notwithstandingg a growing awareness of the importance of a public 
healthh perspective as put forward by the 'new public health', this is 
nott obvious in European governance practices. National govern-
mentss currently take up a supervisory role and deregulate in order to 
facilitatee entrepreneurial behaviour [11,12]. Care providers and/or 
financierss such as primary care trusts in England or sickness funds 
inn Germany and The Netherlands are considered to purchase health 
andd healthcare services [13-16]. The question is whether these non-
governmentall  actors wil l do this from a public health perspective 
andd whether the scope of their practices would be broad enough 
[17].. If not, European reforms may fail to realign health systems to 
thee needs of their populations. The relevance of this issue can be il -
lustratedd by the current situation in The Netherlands. 

Thee Dutch health system is designed into four sectors (see figure 
4.1),, which are regulated and financed through a mixture of private 
andd public insurance schemes, and municipal budgets [18,19]. Con-
sequently,, no single actor is responsible for aligning the health sys-
temm towards population health and initiate collaborative arrange-
ments.. Municipalities have the statutory responsibility to govern the 
publicc health and social care sector. Sickness funds are responsible 
forr governing the acute and long-term care sectors (i.e. healthcare). 
Unlesss municipalities and sickness funds collaborate, there is no 
guaranteee that Dutch local health systems are coherently governed 
fromm a public health perspective. 

Wee explored the situation in the city of Amsterdam where the 
municipalityy and Agis (the sickness fund with the largest market 
share)) govern the local health system. We interpreted whether a 
publicc health perspective is reflected in their practices. The fol-
lowingg research questions have been addressed: 1) Is there a public 
healthh perspective to the local health system governance practices of 
thee municipality of Amsterdam and Agis? 2) If so, what is the scope 
off  this public health perspective? 3) If not, why not? 
Thee Amsterdam context is interesting in this regard. The city has 
thee oldest and one of the largest Municipal Health Services of the 
Netherlands.. Since its foundation in 1901, this service has planned, 
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Figur ee 4.1: The fou r sector s in the Dutc h healt h syste m 
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supportedd and provided local health(care) services as a delegate of 
thee Amsterdam city council [20]. Furthermore, Agis and its prede-
cessorss traditionally had a community orientation and were engaged 
inn governing healthcare in Amsterdam [21]. Foremost, the system is 
increasinglyy under pressure. This is fairly due to the large, divers and 
complexx health needs of the Amsterdam population [22]. Another 
pressuree comes from the high degree of urbanisation, which brings 
alongg a large number of providers in a dense area. Consequently, it 
iss difficult to organise a continuum of service delivery. This is com-
poundedd by the foreseen shortages in the professional workforce 
[23,24].. So, the urge to redirect the health system of Amsterdam 
iss high. As such, the embodiment of both public health functions 
seemss warranted, but also fertile given the history and tradition of 
bothh organisations. 
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Methods s 

DataData collection 
Ann exploratory, qualitative study was considered appropriate be-
causee the intent was to interpret the perspectives of the municipality 
andd Agis. As the former is a public organisation, we could easily 
retrievee data from municipal documents and by attending public 
debates.. The documents were downloaded from Internet sites (i.e. 
thee City Council, the Municipal Health Service and the Societal 
Developmentt Service in Amsterdam) and collected via public of-
ficials.. Selected documents included official policy reports, working 
documents,, research and discussion papers, and minutes of confer-
encess (appendix 4.1). Public debates on local health policy were 
heldd in the light of the 2002 city council elections and on the local 
healthh policy plan released in December 2003. These debates were 
attendedd by citizens, professionals, executives of Agis, public of-
ficialss and local politicians. We observed these debates and made 
notess of relevant notions. In addition, we obtained the minutes that 
weree made of these debates. 

Too obtain a deeper insight in the perspective of Agis, we conduct-
edd semi-structured interviews with 10 executives of Agis selected 
'purposively'' for their position in the organisation (appendix 4.2). 
Inn 2003 two interviewers interviewed them at their places of work 
usingg an interview guide, which was developed around the research 
questionss (appendix 4.3). During the interviews, the guide was used 
inn an informal and flexible way to prevent the interviewers from 
imposingg their own preconceptions. The interviews took approxi-
matelyy one and half hour each, were recorded and later transcribed. 

DataData analysis 
Thee data were analysed against the concept of'community-based 
integratedd care' [8]. We used this concept to operationalise the 
aforementionedd public health perspective. It falls apart into 'com-
munity-basedd care' and 'integrated care'. The former term was de-
finedd as a health system that is governed on the basis of community 
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healthh needs and is responsive to the beliefs, preferences and so-
cietall  values of residents who can participate in the policy mak-
ingg processes. The latter term generally means bringing together 
inputs,, delivery, management and organization of services related 
too diagnosis, treatment, care, rehabilitation and health promotion. 
[6] .. We narrowed this definition down to the consistent exercise of 
authorityy to ensure collaborative action across the four health care 
sectors.. With these definitions in mind, one researcher coded the 
transcriptss and documents. 

Too validate the analysis, we used different strategies. First, we 
triedd to verify crucial findings in all three data sources. Second, we 
solicitedd feedback from the three key respondents of Agis and one 
seniorr official of the Municipal Health Service. Third, the research 
teamm monitored the data collection, analysis and emerging findings 
(peerr review). Last, the emerging findings were contrasted with the 
literature. . 

Results s 

TheThe perspective of the municipality 
Thee municipal perspective was on facilitating rather than on gov-
erningg health care provision. The municipality held a public health 
perspective,, but did not use it to really govern the health system. 
Thee starting point is that a community orientation was intrinsic to 
thee municipality. A municipality is by definition responsible for a 
geographicallyy defined community [25]. Logically, the collection 
andd use of community information in policy making was visible 
throughoutt the documents. Policies were prioritised and developed 
onn the basis of community information. This was illustrated in the 
Healthyy Living in Healthy Amsterdam memorandum: 

'Two'Two basic choices are made in the memorandum. First of all, that 
thethe state of health of the Amsterdam population is the basis for setting 
priorities,priorities, policy proposals and interventions. And, in the second place, 
thatthat the course of peoples lives is to be the focus.' [a] 

Thiss community orientation enabled the determination of care gaps 
betweenn the four sectors. In various documents, incoherence in 
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thee supply of services was highlighted as a major issue. Exemplify-
ingg was the need for coherence between housing, long-term care 
andd social care. Owing to the deinstitutionalisation of elderly ser-
vices,, the need for tailored elderly services at home is increasing. As 
responsibilitiess for planning, organising, financing, and providing 
thesee services are divided over numerous actors, the need for coordi-
nationn is high [b-d]. Similar problems were also recognised in other 
fieldss such as youth care, emergency mental health care, and support 
facilitiess for vulnerable groups [e-i]. 

Still ,, the municipality was cautious in governing health care and 
resolvee the identified problems. This was motivated by the lack of 
power,, means and resources. This was also observed during the pub-
licc debates. Local politicians explicitly rejected a more leading role 
forr the municipality in healthcare. Consequently, municipal activi-
tiess strongly reflected the municipal statutory duties in healthcare. 

'Municipalities'Municipalities have a limited influence on care; municipalities have 
nono powers over the parties in the care sector. (...) Responsibility for the 
rangerange of options, quality and funding of health facilities does, after all, 
restrest with the care insurer, while the care providers are responsible for the 
implementation.implementation. In the sense of indirect facilitation the municipality 
cancan assert its influence by assuming a director's role.' [a]. 

However,, three types of activities could be identified that seize 
uponn municipal responsibilities and aim at creating more coher-
encee in healthcare governance. First, the municipality was bring-
ingg together relevant actors (e.g. providers, sickness funds, housing 
associations,, district authorities). Various collaborations could be 
identified.. Most of them were focused on specific fields such as 
elderlyy care and acute psychiatric care [b,d,g]. One collaborative 
hadd a more general focus. The municipality, Agis and the province 
off  North-Holland have signed a letter-of-intent with the aim to 
intensifyy the collaboration and mutual alignment [jj . 

Second,, the municipality planned to integrate community infor-
mationn needed for a consistent governance of healthcare services 
[a,s].. A monitoring system was set up to explore emerging gaps in 
thee supply of health services. Thereby, a specific focus was on moni-
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toringg shortages in the professional workforce and on elderly care 
needss [t] . Even so, relevant community health information would 
bee made available and accessible in such a way that providers, finan-
cierss and users can better align their plans, demands and needs. 

Third,, initiatives were focused on the municipal organisation it-
self.. In Amsterdam, the municipality is organised into one central 
authorityy and 14 district authorities. Managing this organisation 
meantt making agreements on centralising or decentralising finan-
cial,, regulatory, planning and/or executive responsibilities. These 
agreementss were made as past experiences had learned that the 
collaborationn between central and district authorities could be im-
provedd [r] . Therefore, it was officially recorded in the manage-
mentt agreement 2002-2006 how central and district authorities 
shouldd collaborate and on what selected fields [o]. It was decided to 
decentralisee the financing and planning of parental-child Centres 
(youthh care) and elderly care, and to centralise all responsibilities for 
supportt structures for drugs addicts, the homeless and psychiatric 
patients.. By doing this the municipality aimed at a more consistent 
andd coherent municipal involvement. 

TheThe perspective ofAgis 
Centrall  in the respondents' rationale was that Agis' perspective is 
relativee to the strategies of competitors. Competing sickness funds 
havee to distinguish from each other to attract insured. Sickness 
fundss can do this by following a 'cost-leadership' or a 'differen-
tiation'' strategy. In the former, a sickness fund sets out to offer the 
lowestt premium. In the latter, a sickness fund seeks to be unique 
alongg some dimensions widely valued by the insured [26]. Only 
thee 'differentiation' strategy wil l lead to strategic purchasing sick-
nesss funds. The funds opting for a 'cost leadership strategy' have as 
aa consequence no interest in governing healthcare. Following this 
rationale,, respondents believed that Agis has no alternative than to 
differentiatee and to become a proactive purchaser of healthcare in 
Amsterdam.. They gave two arguments. First, the insured popula-
tionn was too expensive as it consumes more care than those of com-
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petitors.. Respondents attributed this to the large number of insured 
residingg in three large cities. 

'We'We have to recognise that our business is established in one of the most 
expensiveexpensive regions of The Netherlands. We are seated in three large 
cities:cities: Amersfoort, Utrecht and Amsterdam. (...) So, if we are going to 
competecompete on premium, we will  not make it.' (respondent 4) 

Peoplee living in urbanised areas commonly consume more care than 
peoplee living in rural areas [27].This seems to be caused by an over-
demandd rather than an over-need. This raised the question whether 
Agiss could reduce over-demand of its insured population by im-
provingg its purchasing function. The Dutch government enforces 
thiss approach but the respondents were pessimistic. 

'See'See the difficulties we have to close down a small hospital in Am-
sterdam.sterdam. We did not get the means. (...) We have done everything to 
downsizedownsize the supply of healthcare in Amsterdam, but it did not work. 
WeWe do not have control, (respondent 6) 

Thiss issue touches on the debate in the literature concerning the 
systemm of risk adjustment formulae set to redistribute premiums 
[28,29].. The respondents argued that these formulae should con-
tainn a comprehensive measure of'degree of urbanisation', while it 
wouldd compensate Agis for its expensive population. So far, the 
Dutchh government has not changed the formulae leaving Agis with 
insufficientt revenues. 

Second,, several competitors are part of large alliances that sell 
otherr financial products such as life and income insurances, and 
bankingg services. These alliances represent enormous capital and 
economicc power, which gives them the competitive advantage to 
compensatee losses over a longer period. [30] The limited economic 
reservess due to the high cost structure of Agis (i.e. extra costs result-
ingg from merging three sickness funds, investments in information 
technology)) would not allow such a strategy. 

'We'We do not want to be the most expensive sickness fund. We want to 
bebe an average sickness fund. (...) But this implies that we have to curb 
ourour expenditures. We have limited economic reserves relative to our 
competitors.competitors. This means that we cannot compensate. Competitors can 
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carrycarry on longer and postpone passing on premium increases by eating 
intointo their capital. Furthermore, it is very difficult for us to influence our 
cost-structure.'cost-structure.' (respondent 2) 

Forr both reasons, Agis had to raise the flat-rate contribution boost-
ingg the premium one of the highest in the Netherlands [31]. This 
restrictss Agis' opportunities to follow a cost-leadership strategy ex-
plainingg its initial willingness to differentiate. 

However,, respondents doubted the practicability of a differentia-
tionn strategy. They emphasised the irrationality of a public health 
perspectivee and pinpointed two problems. First, Agis had no inter-
estt in targeting healthcare to the needs of the Amsterdam popula-
tion.. Agis has been responsible for another population. 

'We'We do not represent public interests! We represent our customers. As 
wewe are market leader in several regions in The Netherlands with some 
otherother insurers, people start confusing our market leadership with rep-
resentingresenting public 'interests.' (respondent 1) 

Second,, Agis was oriented towards reimbursing healthcare costs 
madee by groups of individuals rather than maintaining the health 
off  its insured. This individual health orientation was best illustrated 
byy the reluctance to purchase individual preventive services. Re-
spondentss considered the business case for health promotion rather 
weak.. The returns on investment in contracting these services are 
tooo uncertain. 

'Prevention'Prevention is problematic as the evidence base is rather weak and 
insuredinsured can change every year of sickness fund. Then, you risk invest-
ingfingf 've years in prevention and after the sixth year the client leaves 

forfor another sickness fund.' (respondent 1) 

Nevertheless,, the substantial market share of Agis in Amsterdam 
andd the felt need to compete on differentiation require a regional 
orientation.. Respondents considered such an orientation crucial for 
organisingg a successful purchasing function. Agis needs to build and 
maintainn relationships with local providers and professionals as well 
ass to know the Amsterdam culture and circumstances. 

'The'The supply of health services has to respond to the demands of pa-
tients.tients. Not the other way around. This implies that you need to have 

74 4 



regionalregional expertise and knowledge on how the local health system is 
workingworking and addresses those demands. (...) Our statement is that in 
thethe regions where you have many insured, you have to develop regional 
expertiseexpertise and know how.' (respondent 4) 

Thiss quote suggests that Agis would initiate and ensure collabora-
tivee arrangements across sectors, at least for their insured residing 
inn Amsterdam. Al l respondents were affirmative, but also explained 
thatt the current context inhibits the uptake. The respondents iden-
tifiedd four major stumbling blocks. First, there is limited room for 
discretionn in purchasing health services, as there is a scarcity in the 
supplyy of health services. Second, adequate information is margin-
allyy available in order to identify best practices. Third, respondents 
consideredd cultural change among providers and professionals cru-
cial,, as they must accept, support, and even facilitate differentiat-
ingg sickness funds. Professionals have to comply with value based 
contractss as well as multiple benefit packages of patients. Fourth, 
thee current context does not prevent free riding competitors who 
mayy profit from Agis' investments in healthcare provision in Am-
sterdam.. So, respondents consider strategic purchasing currently 
impossible. . 

Discussion n 

Too overcome the 'performance crises' of European health systems, 
governancee practices should incorporate two core public health func-
tions:: targeting the system towards population health and ensuring 
collaborativee action across sectors [5,8]. It is a continuous challenge 
too elevate both designated public health functions in policy consid-
erationss [32]. Notwithstanding considerable differences in the exact 
implementationn of health policies and the context in which reforms 
takee place (e.g. Bismarck or Beveridge), there is a converging trend 
amongg European governments towards introducing market-mech-
anismss and devolving health system governance responsibilities to 
non-governmentall  agents. Still, this planned market approach does 
nott dismiss governments from their public accountability [11]. It is 
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doubtedd whether governments are fully aware of that. Their focus 
seemss to be mostly on cost control rather than on population health 
considerationss [33,34]. 

Thee explorative findings of this study support this notion. In the 
cityy of Amsterdam, there seems to exist a vacuum in the governance 
off  the local health system, including healthcare. The municipality 
holdss a public health perspective, but its scope is limited. Agis, the 
majorr sickness funds in Amsterdam, runs major financial risks when 
adaptingg a public health perspective. Consequently, both leading 
actorss are cautious in targeting the system towards the Amsterdam 
populationn health needs and enforce collaborative action across sec-
torss in which those needs can be met. This is not an ideological 
problemm but primarily a practical one, as both actors are willin g but 
unable. . 

Owingg to the exploratory nature, the data sources used and its 
contextuall  imperative, the transportability of the findings is limited. 
Moreover,, we just explored the governance practice of one sickness 
fundd in Amsterdam, thereby ignoring the practices of others. How-
ever,, the vacuum in health system governance is noticed and report-
edd elsewhere in The Netherlands and in other European countries 
[17,35].. This suggests that the findings have a broader scope than 
justt Amsterdam. They provide some general notions concerning the 
incorporationn of a public health perspective in health system gover-
nancee practices. 

First,, the principal challenge is to fil l the vacuum in governance. 
I tt is recognised that this can only be done by bringing together 
governments,, financiers and providers in formal structures with 
clearr lines of responsibilities and tasks. Health systems increasingly 
havee to be governed through networks rather than bureaucratic 
hierarchiess [11,25]. ^n Amsterdam this sort of shared governance 
iss recognised. For example, successful collaboration has emerged 
too ensure an integrated delivery of acute psychiatric care and to 
integratee housing, long-term and social care. However, shared gov-
ernancee has its limitations. Collaboration only emerges in selected 
fieldd where interests converge and where a significant volume of 
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caree must be purchased. This implies that some care gaps wil l be re-
solvedd and others not. Owing to the dynamics in the Dutch system, 
itt is unclear what fields wil l be selected. The impression is that the 
municipalityy and the sickness fund stay stick to their responsibilities 
andd duties, thereby decreasing the opportunities for coherent gov-
ernancee of the local health system in Amsterdam. This is influenced 
byy the uncertainties concerning the forthcoming Health Insurance 
Actt and the Social Support Act [36,37]. Both devolve responsibili-
tiess to sickness funds and municipalities, but their practical impli-
cationss are unclear. Second, incentives structures should be made 
moree supportive. Governmental bodies, financiers and providers 
shouldd be triggered to contribute to the ultimate goal of population 
health.. Therefore, population outcome measures should be devel-
opedd and rewarded for [38-41]. Finally, elevating a public health 
perspectivee in health system governance only succeeds when public 
healthh experts are engaged and determined to influence governance 
practices.. This is a comprehensive challenge because the existing 
publicc health workforce is not well prepared for this task [5,32]. 

Thee aforementioned notions are based on the assumption that regu-
latedd competition wil l dominate health system governance the com-
ingg decade. The point of no return seems to have passed in many 
Europeann health system reforms implying that the 'windows of op-
portunity'' for a fundamental discussion on this topic are limited. Still, 
itt is important to pragmatically discuss this issue once again. There 
aree services that can be perfectly provided in a competitive environ-
mentt (i.e. those services for which there is a clear-cut business case). 
But,, there are also services lacking such a business case (e.g. emer-
gencyy care, prevention, chronic care) and should therefore not be left 
too the market. This is primarily a political choice that politicians and 
policymakerss should be willin g to make. If not, fillin g the vacuum in 
healthh system governance wil l heavily rely on the willingness and vi-
sionn of the actors involved. When the system does not engage them, 
nobodyy wil l care for health systems in the 21st century. 
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Appendixx 4.2 Respondents of Agis 

Respondentt 1 Member of the Board of Directors 

22 Head Strategic Management Staff Department 

33 Consultant Innovation Purchasing / R&D 

44 Regional Account manager Amsterdam 

55 Head Purchasing Long-term Care 

66 Head R & D 

77 Head Marketing 

88 Head Client Service 

99 Medical Consultant 

100 Head Purchasing Acute (curative) Care 
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Appendixx 4.3 Topic list interviews key executives Agis 

Generall  objectives 
—— To explore the perceptions of Agis key executives concerning strategic 

purchasing. . 
—— To explore the perceptions of Agis key executives concerning the Dutch 

healthh system reforms. 
Introduction n 

—— Introduce researchers and study; confidentiality; research procedure 
1.. Personal characteristics and background 
—— Sure name, sexe, function 
—— Background, work experience, education 
2.. What does strategic purchasing mean to you? 
—— What instruments do you want to use? 
—— Feedback process and performance indicators (benchmarking) 
—— Availability of steering information 
—— Expected benefits 
—— What type financial incentives? 
—— What type of contracts? 
—— What sort of production agreements do you expect to make? 
—— Can Agis easily meet its obligations to the health care providers? 
—— How do you balance the tension between quality of care and cost control? 
3.. How do you perceive a governing role of Agis in the city of Amsterdam? 
—— Is Agis willin g to govern health care and to strategically purchase health 

care?? (motivation) 
—— What perspectives on this theme are visible within Agis? 
—— How would other actors perceive a stronger governance role of Agis? 
—— Is such a role feasible? 
4.. To what extent can Agis assure strategic purchasing of health care in 

Amsterdam? ? 
—— Organising the strategic purchasing function 
—— Strategic mission (public health perspective; competition strategy) 
—— Internal organisation of Agis (link between divisions; IT) 
5.. What do you expect from the Dutch health system reforms? 
—— Are the health reforms necessary in order to take up a governance role in 

healthh care? 
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Collaboratingg while ThomaPiochg 
~~ Diana MJ Delnoij 

COmpetingrr  Nelleke P Hoogedoom 

Thee sustainability of 
community-based d 
integratedd care initiatives 
throughh a health partnership 

Abstract t 

Background:: In order to improve health care delivery, care provid-
erss are assumed to base their services on community health needs 
andd create a seamless continuum of care in which those needs can 
bee met. Though, it is not obvious that providers apply this so-called 
community-basedd integrated care vision. Experiments with regu-
latedd competition in health systems of many industrialised coun-
triess trigger providers to optimise specific individual organisational 
goalss rather than to improve population health from a community 
perspective.. Thus, a tension exists between the need to collaborate 
whilstt the policy context asks for competition. Despite or because 
off  this tension, community health partnerships are promoted that 
shouldd enforce a needs-based and integrated care delivery. 

Methods:: In this single case study we retrospectively explore how 
locall  care providers in Amsterdam collaborated for more than 30 
yearss in interaction with the changes in the national health care 
system.. In depth analysis of interviews, documents and literature 
focusedd on the complex relationship between the activities of this 
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healthh partnership, its nature and its changing context. 
Results:: The findings reveal that the partnership itself was sustain-

ablee and successful overtime. Though, the partnership lost its initial 
broadd explorative nature and narrowed down its strategic focus 
towardss elderly care. Furthermore, the realised projects, although 
enforcingg integrated care, lost their community-based character. 
Thiss declining scope of community-based integrated care seems to 
havee been influenced by the incremental introduction of regulated 
competitionn in Dutch health care. This casts doubts on the ability 
off  health partnerships in applying a community-based integrated 
caree vision in a competitive environment. 

Conclusions:: Collaborating care providers can build seamless con-
tinuumss of care in a competitive environment. Though, these wil l 
nott automatically maximise community health within restrained 
resources.. Active policies with regard to health system design, in-
centivee structures and population based performance measures are 
warrantedd to assure that community-based integrated care through 
healthh partnerships is more than policy rhetoric. 

Background d 

Inn order to improve the performance in health care, providers 
shouldd target their services to the health needs, believes and values 
off  the populations they are considered to serve. This orientation 
enabless them to offer an appropriate set of services that maximises 
populationn health given the available resources [1-3]. Following 
thiss logic, providers must collaborate and integrate their services 
ass most health needs cannot be met by any single provider working 
alonee [4-7]. This calls for an integration of public health functions, 
medicall  care functions and social services on a local or regional 
level,, which has been articulated in the strategic vision of'commu-
nity-basedd integrated care'. This vision features two components: 
1)) clear endpoints must be defined and prioritised within restricted 
resourcess and on the basis of population health needs, believes and 
values;; 2) seamless continuums of care must be build within which 
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thee defined endpoints can best be met [8]. It is assumed that when 
caree providers adapt this vision, population health outcomes in the 
contextt of limited resources can be maximised. 

Inn practice, it is not self-evident that health care providers sign up 
too collaborative programs that aim at improving community health 
withinn restricted resources. These programmes may imply a loss of 
power,, control or income for an individual provider, as they rear-
rangee health care delivery in favour of more 'upstream' strategies 
[9] .. Notwithstanding large differences across industrialised coun-
tries,, governments increasingly experiment with market mecha-
nismss to encourage competition that drives down costs [10,11]. In 
aa competitive environment individual providers have the incentive 
too maintain their own economic viability and achieve individual or-
ganisationall  goals rather than to take collective action that improves 
populationn health. This behaviour is often insufficiently adjusted 
for,, as most governments fail to systematically embed population 
healthh considerations in their health systems and incentive struc-
turess [12,13]. Thus, a tension exists between the need to collaborate 
whilstt the policy context asks for competition. 

Despitee or because of this tension, health partnerships are pro-
motedd and developed in various countries such as the UK [14,15], 
thee US [16,17], a nd The Netherlands [18-20]. We define a health 
partnershipp as a local coalition of independent public health, health 
caree and social care providers that focus on improving community 
healthh in the context of limited resources and on coordinating an in-
tegratedd provision of care. Put differently, care providers themselves 
aree considered to collaborate on a voluntary basis, and to optimise 
theirr collective contribution to population health. 

However,, there is limited empirical evidence that health partner-
shipss can be effective in this way [21-24]. Besides, there is littl e 
evidencee on how to build and sustain health partnerships in the first 
placee [25]. Generally, there is knowledge on what factors are rel-
evant,, but how these interact and can be managed to create effective 
healthh partnerships remains a field of inquiry. The lack of evidence 
iss attributed to the sparse research with a significant time horizon. 
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Youu need to track down partnerships and their activities for con-
siderablee time in order to detect measurable effects [5,21,23,25]. 
Moreover,, the numerous factors influencing partnerships and their 
activitiess cannot be effectively isolated from each other and the 
widerr operating context in which the partnership functions [25]. 
Conclusively,, there is no best way to implement a partnership that 
improvess population health, nor is there one true way of evaluating 
itss successes [21]. 

Inn this paper, we present a single case study in which the afore-
mentionedd topic has been addressed. We studied how care providers 
inn Amsterdam Southeast have been collaborating for more than 30 
years.. The partnership called the SGZ ('Stichting Gezondheidszorg 
Zuidoostlob')) and later the Zizo ('Zorgintegratie Zuidoost') was 
foundedd in 1973 with the aim to shape the local health system 
inn this urban district that was newly built at that time. Its initial 
activitiess were initiated from a 'community-based integrated care' 
visionn [26,27]. Since then, the national health policy paradigm 
shiftedd from centralised planning towards regulated competition 
[28,29]]  a nd the local population dramatically changed becoming 
moree diverse and deprived [30,31]. Thus, we had the opportunity 
too describe and to explore the complex relationship between the 
collaborativee activities of the partnership, its nature and its chang-
ingg context. For the description we used, in addition to the vision of 
community-basedd integrated care and the literature on the chang-
ingg policy context, the theory on the nature of a partnership as 
statedd by Janssen et al [32]. We addressed the following research 
questions:: 1) Is there a community-based integrated care vision to 
thee partnership's activities throughout the period of more than 30 
years?? 2) How did the nature of the partnership change throughout 
thee period of more than 30 years? 3) How did the partnership bal-
ancee its nature and activities with the changing context throughout 
thee period of more than 30 years? In the discussion we elaborate on 
thee findings and draw lessons for adapting and sustaining a 'com-
munity-basedd integrated care' vision in local health systems through 
healthh partnerships. 
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Methods s 

AA single case study design was considered the most appropriate to 
retrospectivelyy explore the development of the partnership in Am-
sterdamm Southeast over time. Semi-structured interviews and docu-
mentt analysis were used to describe the nature of the partnership 
andd its collaborative activities. Literature was reviewed to describe 
thee transformation of the Dutch health policy context and the 
South-easternn Amsterdam community. 

DataData collection 
Inn 2003, we interviewed 17 key players selected on the basis of two 
samplingg strategies (see appendix 5.1). First, the managers ( N = I I ) 

currentlyy representing member institutions were all interviewed. 
Second,, we used 'snowball sampling' to identify key players who 
hadd a leading and relatively independent position in the past and 
couldd therefore overlook the development of the partnership in 
aa specific time period. Respondents and documents were used to 
identifyy them (N=6). Two researchers separately conducted face-to-
facee interviews with the respondents at their working place using an 
intervieww guide, which was developed on the basis of the research 
questionss (see appendix 5.2). During interviewing the guide was 
usedd informally and flexible. The interviews took approximately one 
hourr each, were recorded and afterwards transcribed. In addition, 
wee collected documents. Former key players had preserved docu-
mentss on the partnership in the 1970's and 1980's. Furthermore, we 
hadd access to an archive containing partnership's documents dating 
backk to 1989. Selected documents included officially published ma-
teriall  such as annual reports, policy reports and research reports, but 
alsoo working documents and meeting minutes (see appendix 5.3). 
Last,, we did a concise literature review in order to find papers that 
reportedd on the Dutch policy context and the local community in 
South-easternn Amsterdam. Policy papers were searched for via the 
Internett -e.g. the site of the Ministry of Health, Sports and Welfare 
(www.minsvws.nl)) and the site of the Municipal Health Service of 
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Amsterdamm (www.ggdamsterdam.nl). Literature was also selected 

andd gathered when respondents, documents and/or literature re-

ferredd to it. 

DataData analysis 
Too answer the first research question, we analysed whether the col-
laborativee activities, manifested in the major projects of the partner-
ship,, were initiated and developed on the basis of the 'community-
basedd integrated care' vision. This vision required that i) projects 
weree initiated and implemented on the basis of prioritised commu-
nityy health needs; 2) projects were responsive to the beliefs, prefer-
encess and societal values of residents; 3) projects aimed at creating 
aa seamless continuum of care -the implementation of mechanisms 
thatt would facilitate and coordinate service delivery at the right time 
andd in the most appropriate setting [8]. Thereby, we distinguished 
betweenn collaborative activities at the strategic level (e.g. the level 
att which strategic decision making concerning resource allocation 
andd investment takes place) and the operational level (e.g. the level 
att which service delivery is coordinated across people, functions and 
sites). . 

Too answer the second question, we analysed documents and tran-
scriptss against the Janssen typology [32]. This typology includes six 
dimensionss that are commonly used to describe organisations. The 
authorss specify these to describe partnerships (see table 5.1). They 
assumee that independent organisations, which operate in a compet-
itivee context, can strategically use partnerships for innovation pur-
poses.. Thereby, two innovative orientations can be chosen: a service 
developmentt orientation and an orientation on improving existing 
services.. The basic idea of the typology is that each orientation re-
quiress another organisation of a partnership on the six dimensions 
forr being effective in achieving its goals. So, by describing the health 
partnershipp in Amsterdam on these six dimensions over time, trans-
formationss in the nature of the partnership could be detected. The 
typologyy was chosen, as Dutch care providers must increasingly 
competee with each other and the partnership in Amsterdam has 
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traditionallyy been used as an instrument for innovation. 

Too address the third question, we used an open approach to ex-

ploree the balancing process between the partnership and its context. 

Focall  points were the crises underlying the formation and transfor-

mationss of the partnership. We expected that balancing processes 

weree most visible during these periods. Thereby we held a 'systems 

perspective',, as the literature shows that factors influencing the 

effectivenesss and sustainability of health partnerships are highly 

interdependentt and cannot easily isolated from each other [25]. 

Di i ïmension n Definit ion n 

Strategicc orientation Thee extent that the partnership has a strategic 
orientationn on innovation through new service 
developmentt or improving existing services 

~f5 5 
Partnershipp governance Thee extent that the partnership's governance 

iss strategically directed towards serving collec-
tivee interests. 

QQ Partnership culture Thee extent that norms and values are shared 
betweenn the participating care organisations 

Partnershipp structure Thee extent that collaborative activities are 
organisedd in formal structures 

<3 3 

^ C C 

ë ë 

Strategicc fit Thee extent that the participating care organi-
sationss fit each other to achieve the partner-
ship'ss goals. 

Partnershipp Management Thee extent that management processes such as 
decisionn making, negotiations and knowledge 
exchangee are regulated. 

Tablee 5.1 The six interrelate d dimension s of the typolog y to describ e the natur e of the partnershi p overtim e 
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hnsuringhnsuring rigour 
Wee used several strategies to monitor and enhance the rigour of the 
dataa as well as to rule out validity threats. First, we tried to cross-
validatee key findings by triangulation of data. The data collected 
fromm different sources (i.e. semi-structured interviews, document 
analysiss and literature) were simultaneously analysed and reported. 
Second,, we presented our preliminary findings to most of the re-
spondentss during a partnership meeting in December 2003. Fur-
thermore,, respondents 1 and 7 were asked to check the analysis 
andd interpretations by sending them a draft of our manuscript. The 
formerr is the only one who has been involved with the partnership 
throughoutt the entire time period.The latter is the current chair and 
ourr principal contact. Both ways of checking our analysis were used 
too validate the findings. Third, we solicited feedback from (senior) 
researcherss (peer review), who critically appraised an earlier draft of 
thee manuscript. Fourth, regular meetings were held between the co-
authorss throughout the whole study period. During these meetings 
thee data collection and analysis were monitored and discussed. 

Results s 

TheThe partnership's activities 
Thee vision of'community-based integrated care' was noticeable in 
thee activities of the partnership, though it disappeared over time. 
Thiss is illustrated by the partnership's engagement in twelve pro-
jectss that have been developed since 1973 (see table 5.2). Al l twelve 
projectss were targeted to the Amsterdam Southeast community. 
However,, contrasting the first projects (1-5, 7) with the latest (6, 8-
12)) shows a shift from serving the entire community towards serv-
ingg the elderly and chronically ill . Moreover, the projects were not 
initiatedd on the basis of prioritised community health needs. Only 
inn the earliest projects (1-4) demographic data, sometimes supple-
mentedd by epidemiological data, were used to plan the volume and 
capacityy of care institutions that had to be built [b,d,g].The projects 
inn the later periods were supply driven, as they were initiated on the 

90 0 



basiss of signalled care gaps (projects 6,8-n) or on opportunities that 
camee up due to a request of the local sickness fund (projects 5,7) or 
thee changing policy context (12). Community health data were oc-
casionallyy used (projects 8,10,12) to estimate the number of eligible 
patientss in the community. Still, this information was more used to 
investigatee the feasibility and profitability of potential integrated 
caree arrangements rather than to prioritise and set up services that 
maximisee population health. 

AA similar pattern was visible for the community linkages built. In 
thee projects 1 to 4 residents really participated. This is best illustrated 
byy the study on community participation in the primary care centre 
off  Holendrecht [33]. In this centre the community was systemati-
callyy engaged by making community representatives member of the 
board,, by organising two-monthly discussion meetings concerning 
caree services delivered and by organising once a year a forum open 
too all community residents interested in the centre. Respondents 
(1-3),, documents [b,d,g] and research [26,27] substantiated this 
finding.. In the later projects (5-12) we could not track down this 
systematicc involvement of the community anymore. 

Thee integration of activities at the strategic level diminished over 
time.. It was the highest in the earlier projects (1-8), as strategic 
functionss such as planning services, innovation, regional needs as-
sessments,, care commissioning, resource allocation and information 
managementt were centralised at the partnership level. This was 
donee as member institutions could not initiate, develop and realise 
thee projects themselves. Realising successful projects required influ-
encee on national and local health policy making for which joined 
strategicc action was needed. In the later projects (9-12) strategic 
functionss were more decentralised. Member institutions initiated 
andd developed innovative projects themselves or in small coalitions. 
Projectss were put on the agenda and discussed, but primarily to in-
formm member institutions. 

Thee integration at the operational level in the projects was initially 
modest,, but later increased and stabilised. In the first projects (1-4) 
operationall  activities were predominately focused on creating the 
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Tablee 5.2 Activitie s of the partnershi p as manifeste d in it s majo r project s 

ProjectProject I A i m C o m m u n i ty o r i en ta t i on 

i .. Societal Centre Bijlmer * 

Too establish a community-based, 

decentralised,, and integrated 

sociall  care institution to prevent a 

fragmentedd and categorised social care 

delivery. . 

Thee centre was established in the 

Amsterdamm South eastern district. 

Communi tyy intelligence was used for 

planningg the volume and capacity of 

thee centre. 

Residentss actively particinated in the 

developmentt of the project. 

2.. Primary care centres 

Too establish decentralised and 

multifunctionall  primary care centres 

Al ll  centres were established in the 

Amsterdamm South eastern district 

Communi tyy intelligence was collected 

andd used for the planning of the 

centres s 

Residentss actively participated in the 

developmentt of the centres. 

3.. Outpost policlinic Ganzenhoef 

Too establish an outpost for medical 

specialistt care and to develop inno-

vativee relationships with primary care. 

Residentss living in Amsterdam 

Southeastt and in need of medical 

specialistss care could use the outpost. 

4.. Regional ambulatory mental care 

institutioninstitution South east ( R I A G G) 

Too establish one decentralised 

institutionn for ambulatory mental 

healthh care 

Thee RIAGG was established in the 

Amsterdamm South eastern district 

Communi tyy intelligence was collected 

andd used for the planning of the 

institution n 

Residentss actively participated in its 

development. . 

IntensiveIntensive home care / 

5.. respite care beds 

Too organise health care as close as 

possiblee in the living environment 

off  patients by optimising the use 

off  available expertise. This implied 

intensifyingg home care and the 

establishmentt of respite care beds in 

residentiall  homes. 

Al ll  residents living in Amsterdam 

Southeastt could use intensive home 

caree and/or respite care beds. 

Communi tyy intelligence on 

productionn data (e.g. waiting lists, bed 

occupancyy rates, needs assessments 

conducted)) are continuously registered 

andd regularly reported to manage the 

project. . 

PhisPhis project was realised earlier than the foundation of the partnership 



Partnership'ss involvement 

Att the strategic level the partnership 
influencedd local policy making 
processess promoting the establishment 
off  the centre. 

Att the strategic level the partnership 
influencedd local policy making 
processess promoting the establishment 
off  the primary care centres. 
Att the operational level the staff 
bureauu supported the primary care 
professionalss who had the lead in 
settingg up the centres. 

Att the strategic level the partnership 
discussedd and developed proposals to 
continuee the outpost and to use it as a 
vehiclee for innovation. 

Att the strategic level the partnership 
influencedd local policy making 
processess promoting the establishment 
off  one RIAGG. At the operational 
levell  the staff bureau supported the 
workingg group that had to work out 
andd implement the plan. 

Att the strategic level the partnership 
initiated,, developed and realised the 
project. . 
Inn order to execute the project 
thee partnership set up the circuit 
managementt that had to develop, 
implement,, monitor, coordinate, 
controll  the budget and manage the 
project. . 

Status s 

Thee centre was realised in 1972. 

55 primary care centres have successfully 
beenn established between 1975 and 
19811 and still exist today. In 2001 the 

centress merged into the GAZO. 

Thee outpost policlinic has been closed 
inn 1983 as support from the academic 
medicall  centre fell away. 

Sincee 1980 the RIAGG has been 
operational,, though more centrally 
organisedd than originally planned. 
Inn 1997 the RIAGG merged with the 
AMCC and the Frederik van Eeden 
stichtingg in to AMC/de Meren. 

Sincee 1990 intensive home care and 
respitee care beds have been developed 
andd operational. 



Tablee 5.2 Continue d 

Projectt / Aim Communi tyy orientation 

6.. Shared care of psycho-geriatric 
patients patients 

Too optimise the diagnosis, treatment 
andd care for psycho-geriatric patients 
byy strengthening primary care and by 
improvingg the input of secondary and 
tertiaryy care professionals. 

Al ll  psycho-geriatric patients residing 
inn Amsterdam Southeast can use this 
sharedd care service. 

Communityy intelligence on 
demographicss and on the existing 
psycho-geriatricc care delivery was used 
too legitimise and manage the project. 

7.. Integrated care needs assessments 
Too assess care needs of patients and to 
allocatee and initiate appropriate care. 

Thee partnership was responsible for 
assessingg care needs of all patients 
residingg in Amsterdam Southeast. 

Communityy intelligence on 
productionn data was registered and 
monitoredd and regularly reported to 
managee the project. 

8.. Stroke Service 
Establishingg a complete, ensured 
andd standardised supply of diagnosis, 
treatment,, care, nursing and 
rehabilitationn for stroke patients. 

Al ll  stroke patients residing in South-
easternn Amsterdam are eligible for 
admission. . 

Communityy intelligence on the 
prevalencee of stroke was used to 
estimatee the number of patients a year 
andd production data are continuously 
collectedd to monitor and manage the 
service. . 

9.. Professional knowledge centre for 
elderlyelderly care 
Developingg a regional knowledge 
centree that aims at developing 
integratedd care arrangements and care 
coordinationn for the frail elderly. 

Thee project is targeted to all frail 
elderlyy residing in Amsterdam 
Southeast. . 

10.. Emergency psycho-geriatric 
carecare unit 
Retainingg four nursing home beds for 
temporall  and emergency admissions of 
psycho-geriatricc patients. 

Onlyy patients residing in Amsterdam 
Southeastt are eligible for admission. 
Thee unit was legitimised on the 

basiss of monitoring data showing 
inappropriatee care for 10 to 15 patients 
aa year in the community. 



Partnership'ss involvement Status s 

Att the strategic level the partnership 
initiated,, developed and realised the 
project. . 

Att the operational level the circuit 
managementt developed, implemented, 
monitored,, coordinated, and managed 
thee shared care arrangement. 

Inn 1989 a working group started to 
developp a project proposal. In 1992 
aa pilot was started. Since 1995 the 
sharedd care arrangement for psycho-
geriatricc patients has been operational. 

Att the strategic level the partnership 
initiated,, developed and realised the 
project. . 

Att the operational level the circuit 
managementt was responsible for 
conducting,, registering and monitoring 
thee integrated care needs assessments. 

Thee project was operational between 
19933 and 1997. 

Att the strategic level the partnership 
workedd out and realised the project, 
whichh was primarily initiated and 
developedd by the AMC. 

Att the operational level the circuit 
managementt coordinates, controls, 
monitors,, and registers all individual 
patientss in the stroke service conform 
standardisedd criteria and procedures. 

Sincee 1996 the project is operational. 
Inn April 1998 the stroke service has 
becomee a structural integrated care 
arrangementt in the region. 

Att the strategic level the partnership 
wass involved in the initiation, 
developmentt and realisation of the 
knowledgee centre. 

Sincee November 2002 the professional 
knowledgee centre is operational. 

Att the strategic level the partnership 
wass involved in the initiation, 
developmentt and realisation of the unit. 

Att the operational level the circuit 
managementt collects, assesses and 
registerss applications conform 
standardisedd criteria and procedures. 

Sincee January 2004 the unit is 
operationall  and 4 beds are available. 



Tablee 5.2 Continued 

Projectt / Aim Communi tyy orientation 

i i .. Coordination of complex All patients with multidimensional 
patientspatients at home health problems and living in the 
Coordinating,, aligning and supervising Amsterdam Southeast are eligible for 
multidisciplinaryy care for complex care coordination 
patientss by one assigned professional. 

12. . CommunityCommunity care service points 
Supportingg elder residents living at 
homee to find an appropriate mix of 
care,, social care and housing that meet 
theirr needs and desires. 

Ninee service points are planned in 
thee elderly care institutions located in 
Amsterdamm Southeast. 

Communityy intelligence on 
demographicss and the local health 
systemm was used for legitimising the 
servicee points. 

prerequisitess for integrated care delivery. For example the partner-
shipp arranged housing and set up meetings for exchanging experi-
encess among professionals how to set up a primary care centre [d]. 
However,, the partnership was not engaged in standardising the 
processess in terms of responsibilities, protocols, information trans-
fer,, monitoring and feedback, mechanisms. Nor did it have a role 
inn the actual care delivery to individual patients. This changed in 
thee later projects (5-11) in which the partnership executed various 
operationall  activities. For example in the stroke service project (8) 
partnership'ss employees chaired weekly steering committee meet-
ings,, assessed care needs, commissioned care or mediated admission 
too an institution, monitored waiting lists in the participating insti-
tutions,, registered all relevant information including transfers in an 
integratedd patient record, communicated with patients and their 
carers,, and could be consulted for advice [o,r]. These operational 
activitiess could also be identified in the other projects except project 
122 [x] . 
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Partnership'ss involvement Status s 

Att the strategic level the partnership 
initiatedd and developed the service. 

Att the operational level the circuit 
managementt initiated and developed 
thee service. Even so, it supports the 
servicee in daily practice. 

Thee pilot for one year has been 
evaluated.. The service has now become 
structural. . 

Att the strategic level the partnership May Ist 2005 the first three 
gott involved to approve, support, align community service points are 
activitiess and monitor the development operational. The other six will be 
off  the service points. implemented in a later stage. 

TheThe nature of the partnership 
Basedd on differences in the typology of the partnership over time, 
threee time periods were identified: the SGZ period (1973-1989), the 
Zizoo I period (1989-1997), and the Zizo II period (1997-now). In 
thee SGZ period the focus of the partnership was on service develop-
mentt -i.e. building a community-based integrated care system with 
itss emphasis in primary care [a,b,d,g].The governance of the part-
nershipp was focused on serving the collective interests of the par-
ticipatingg organisations, which essentially implied the realisation 
off  primary care centres in the area. Exemplifying are the efforts to 
realisee a primary care centre in a neighbourhood where already in-
dividuall  general practitioners (GP'S) resided. The partnership firmly 
supportedd this initiative, thereby ignoring the opposition of some 
GP'SS with individual practices who also participated in the partner-
shipp [d]. The structure was flexible, informal and without hierar-
chies.. It featured an executive committee supported by a small self 
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supportingg staff bureau that supervised, managed, facilitated, and 
coordinatedd the partnership's activities [27]. There was a strong core 
culturee based on the aforementioned vision and its underlying social 
democraticc norms and values. The strategic fit was high, because all 
relevantt stakeholders in the community participated or were indi-
rectlyy involved (see table 5.3). Finally, the partnership management 
wass dynamic and unregulated emphasising a long-term perspective 
andd interactive approach. 

Inn the Zizo I period (1989-1997) the partnership focused both on 
servicee development and improving the existing ones. Innovations 
featuredd new ways of integrated care delivery (project 5) as well as 
streamliningg existing care processes -i.e. coordinating and aligning 
thee input of all professionals and institutions involved (projects 6-8). 
Thee governance was on balancing the collective interests with the 
individuall  interests of participants. As formulated in the minutes of 
committeee discussions in 1990, transparency and clarity were con-
sideredd necessary to nurture fruitful negotiations, compromises, and 
experimentss [j] . In this regard respondents (1,4,5,8) also referred to 
ann usual comment expressing the unwritten rule of transparency: 

11 Well understood own interests' was a comment we often used.' 

(respondent(respondent 4) 
Thee structure of the partnership was more formal and binding. The 
partnership'ss organisation featured a two-headed management team 
(i.e.. a director and a secretary) and a staff bureau called circuit man-
agementt that coordinated, executed and supported the collabora-
tivee activities. This organisation was partly paid by the participants 
themselves.. The strategic fit changed as the public health office, 
communityy organisations and financiers (municipality of Amster-
dam,, sickness fund) withdrew from the partnership (see table 5.3). 
Last,, the partnership was strongly managed by the management 
teamm who prepared the partnership meetings and leaded the staff 
bureau. . 

Inn the Zizo II period (1997-now) the focus was on innovative 
activitiess that mostly elaborated on the expertise of the circuit man-
agerss and the existing infrastructure. This is illustrated by the latest 
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projectss (9-12) that build on the expertise acquired during the earli-
err projects. Documents [n,p,q,s] and respondents (1,4,5,6) substan-
tiatedd this finding. The governance was on seeking coalitions based 
onn shared interests rather than on the collective interests. This was 
explicitlyy stated: 'New projects are initiated by two or more care 
providers.. One of these initiators is responsible and not the Zizo 
anymore.'' [p]. Even so, the partnership culture was less dominant; 
eachh representative propagated the interests of their own organisa-
tionn rather than the collective ones. 

'Own'Own interests are allowed. You do not have to hide them.' 
(respondent(respondent 8) 

Thee partnership structure was downsized by removing the man-
agementt team. The circuit management staffed by the three cir-
cuitt managers was maintained. Furthermore, an additional type of 
meetingss were organised. The so called 'care provider meetings'were 
incidentallyy held to prevent individual patients falling to the cracks 
[q,s].Thee partnership management was light, as the executive com-
mitteee just prepared the meetings and supported the self steering 
'circuitt managers'. Finally, the strategic fit  between the member 
institutionss weakened, as the elderly care institutions increasingly 
offeredd similar services. 

BalancingBalancing the partnership with its context 
Contrastingg the development of the partnership's activities and 
naturee on the one hand with the changing local community and 
nationall  health policy context on the other showed that the partner-
shipp succeeded in balancing its nature and activities with the wider 
contextt (see figure 5.1). However, this balancing process has been 
att the expense of community-based integrated care and the explor-
ativee nature of the partnership on the long run. 

Thee formation of the partnership found fertile ground, as the local 
healthh system had to be built from the scratch. Therefore, it was op-
portunee to explore and experiment with new ways of care delivery. 
A tt the national policy level the problems in health care (e.g. explod-
ingg costs, fragmentation) were attributed to the traditional and 
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Memberr institutions 

Publicc Health Office 

Primaryy care centres 

Professionall  Associations 

Homee care organisations 

Sociall  Care Agencies 

Nursingg home & residential homes 

Hospitals s 

Universityy of Amsterdam 

Mentall  Health Care 

Communityy organisations 

Financiers s 

19733 — 1989 

Municipall  Health Service 

Amsterdam m 

Holendrechtt / Gein / Reigersbos 

Venserpolderr / Nellestein 

Associationn of General Practitioners 

Amsterdamm Association of medical 

specialists s 

Associationn of Collaborating Home 

Caree Agencies in Amsterdam Cross 

associationn Diemen / Ouder Amstel 

MCBB department of family care 

MCBB department of social care 

Wilhelminaa Gasthuis 

Binnengasthuis s 

Facultyy of Medicine ( A Z U A ) 

Associationn of General Mental health 

Caree Amsterdam South-east 

SWOBB Association community buil-

dingg Bijlmer / Community organisa-

tionn Driemond / Community organi-

sationn Duivendrecht / Association of 

communityy building Diemen 

Associationn of Sickness Funds in 

Amsterdamm / Central sickness fund 

Haarlemmermeerr / Municipality of 

Amsterdam* * 



1 9 8 9 — 1 9 97 7 19977 — now 

Holendrechtt / Gein / Reigersbos 

Venserpolderr / Nellestein 

Amsterdamm Association of General 

Practitioners s 

GAZOO Primary care centres 

Amsterdamm Southeast 

Amsterdamm Association of 

Generall  Practitioners 

Homee Care Amsterdam 

Nursingg Home Gaasperdam 

Homee for assisted living De Drecht 

Residentiall  home Eben Haëzer 

Dee Diem / Onze Woning 

Dee Venser / Nellestein 

Henriettee Roland Holsthuis 

Academiee Medical Centre 

Facultyy of Medicine ( A Z U A ) 

RIAGGG Regional Ambulatory 

Mentall  Health Care Agency 

Homee Care Amsterdam 

MADII  Amsterdam South-east & 

Diemen n 

Verenigdee Amstelhuizen 

Fontis s 

Caree group Amsterdam 

Eveann Care Amsterdam 

Academicc Medical Centre / 

Universityy of Amsterdam 

Academicc Medical Centre / 

Dee Meren 

Tablee 5.3: Member institution s of the partnership  in the thre e period s 



NationalNational policy context 

Uncontrolledd expansion Centralisedd planning 

LocalLocal community 

FocusFocus of partnership 

Neww urban developement 

II  Community-based integrated 

caree with emphasis in 

primaryy care 

Figur ee 5.1 The focu s of the partnershi p and it s contingenc e upon the loca l communit y and nationa l polic y contex t 

religiouslyy segregated institutionalisation of Dutch health care and 
itss unguided expansion til l then [27]. So, there was room for inno-
vativee thinking. In this regard the planned expansion of Amsterdam 
towardss the southeast offered unique opportunities that were well 
acknowledgedd by the SCAB ('Stichting Contact &c Adviesorgaan 
Bijlmermeer')) and later the SOSB ('Stichting Ontwikkeling Sub-
centraa Bijlmer') [a]. This organisation stimulated discussion and 
reflectionn on new ways of public service delivery in the newly built 
Amsterdamm Southeast region. Its ideas became influential through 
thee firm support of stakeholders such as the municipality, the sick-
nesss funds and the local community. Moreover, in the early 1970's 
thee SCAB attracted young health care professionals, united in the 
W.E.L.. ('Working group Primary Care'), who were willin g to imple-
mentt the vision of the SCAB - i.e. a community-based integrated 
caree with its emphasis in primary care. Respondents (1,2) said that 
thiss group became a major driver of the partnership. Against this 
contextuall  background, the partnership was formed and successful. 

'Yes,'Yes, the partnership [in the first period] has been very successful. (...) 
ThereThere was an integrated vision. There were people who wanted to 
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T T Regulatedd competition 

» » 
Deprivationn / settlement of immigrants 

II  Integrated care I Elderly 
betweenn primary and 
secondaryy care 

workwork conform this vision. There was the power to implement this. 
EvenEven so, the circumstances were good; an easy geographical area and 
thethe support of financiers.' (respondent 3) 

Inn the mid-1980s the spirit faded away. This had several reasons. 
First,, respondents (3,4) noticed that the mission of the partnership 
wass completed with the successful establishment of the primary 
caree centres and the RIAGG. Second, the district deprived as the 
mono-functionalisticc philosophy underpinning the urban develop-
mentt and its detailed and rigid implementation was impracticable. 
I tt resulted in unoccupied houses and the immigration of lower 
sociall  economic groups and ethnic minority groups. With these 
changes,, societal problems such as unemployment, criminality and 
segregationn came along. Subsequently, the community organisa-
tionss lost their viability. Foremost, the national health policy para-
digmm shifted towards regulated competition [28,29]. Supporting 
andd subsidising partnerships such as the SGZ did not fit  in with this 
neww paradigm. So, the financiers (the municipality of Amsterdam 
andd the regional sickness fund) stopped their subsidisation and 
withdraww their membership saying that the partnership had to fund 
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itss collaborative activities itself. Consequently, the partnership got 
seriouss funding problems [26,27]. 

A tt this crossroads, the partnership was continued though radi-
callyy transformed into a collaborative of care providers only. This 
transformationn was invoked by the newly developed vision that 
thee majority of participating organisations shared and supported. 
Visionaryy key players anticipated new opportunities for the devel-
opmentt of so called integrated care arrangements -i.e. substituting 
intensifiedd home care for institutional care. However, this would ask 
forr a more obligatory collaboration. Besides, funding could only be 
acquiredd on project basis implying that the partnership itself would 
nott be covered. Therefore the partnership was converted into an as-
sociationn funded by contributions of the participating institutions 
themselves. . 

"Thefinancing"Thefinancing of this type of organisations was stopped. (...) We said 
toto each other, especially the former director of the amc, that if we want 
toto extend our planning work towards future issues in health care and 
maintainmaintain the collaborative, we have to fund the partnership ourselves.' 
(Respondent(Respondent 1) 

Soonn after the final decision to continue the partnership in 1989, 
fundingg for project 4 was realised. Respondents (1,4,5) emphasised 
thee enormous spin off of this project, which was also substantiated 
byy documents [j-1]. First, the regional sickness fund contracted the 
partnershipp for controlling the entire budget of intensive home care 
inn Amsterdam Southeast, thus giving the partnership a strategic po-
sitionn in the local health system and showing its usefulness. Second, 
inn order to adequately run this project, the partnership had to set up 
andd organise an administrative bureau. This so called 'circuit man-
agement'' was staffed by professionals who soon became the experts 
onn integrated care arrangements at the operational level. 

'We'We started with the project intensive home care that in my view has 
beenbeen an important stimulus. (...) If you can show your member or-
ganisationsganisations that it is profitable to collaborate in successful projects, then 
youyou start a generator that stimulates collaboration in the broadest sense 
alsoalso on the strategic level.' (respondent 4) 
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ItIt  gave us a tremendous opportunity, but our organisation was totally 
unprepared.unprepared. It meant that you had to control financial flows, that you 
neededneeded to have an administrative system, and that you needed to have 
peoplepeople to do the job.' (respondent 5) 

Onn the one hand, the expansion resulted in a partnership that had 
thee expertise, the capacity and the support to initiate, develop and 
realisee innovative and successful projects. On the other hand the 
municipall  public health office pulled out, community organisations 
weree dropped out and the social care agency stayed uncommitted. 
Evenn so, the home care agency timely suspended its membership 
becausee of discontent with the intensive home care project. Due to 
thee absence of these organisations, the partnership got a health care 
orientationn without a link to public health and social care. 

Inn the mid-1990s the unbalance increased. The incremental shift 
towardss regulated competition resulted in defensive organisational 
behaviour.. To reduce uncertainty, various member institutions -es-
peciallyy the nursing homes and residential homes- merged becom-
ingg part of large enterprises. Furthermore, one ad hoc intervention 
off  the government torpedoed core project 7. Legislation imposed 
thee installation of Regional Individual Needs Assessment Agen-
ciess (RIO'S) that had to be independently organised from care pro-
viderss [34]. Last, the policies of the regional sickness fund were 
inconsistentt making their support gloomier. These developments 
influencedd a new crisis. First, the partnership's organisation had to 
bee dismantled. The staff doing care needs assessments had to leave 
and/orr work for the independent RIO in Amsterdam named 'Tot 
6cc Met'. As the operational activities were primarily funded on the 
basiss of this project, the partnership ran out of financial resources. 
Foremost,, the crisis triggered a discussion on sustaining the partner-
ship.. The merged institutions got an orientation that exceeded the 
locall  health system. They strategically aimed at offering seamless 
continuumss of care services within their own institutional borders. 
Still,, they stayed committed to the partnership. By change all four 
enterprises,, active in the whole Amsterdam area, were represented 
inn Amsterdam Southeast inhibiting the dominant market position 
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off  one of them (respondent 15). Apart from that, they highly valued 
thee work of the circuit managers whose expertise and experience 
shouldd be maintained and used for future innovations [k] . 

'The'The situation of the partnership was quite desperate. Why do we still 
havehave a Zizo? (...) I thought that if we want to keep the partnership 
upright,upright, we have to keep the 'circuit managers' operational.' 
(respondent(respondent 6) 

Thiss ultimately resulted in a new vision that promoted improving 
existingg collaborative activities and capabilities in the domain of 
elderlyy care and care for the chronically ill [q,t]. 

Discussion n 

Severall  European governments promote health partnerships as an 
appropriatee vehicle to handle the tension between collaboration 
andd competition [14,15,20]. This tension is driven by two divergent 
trends.. First, collaboration among care providers is considered nec-
essaryy to meet the health needs of populations experiencing chronic 
diseasess and other typical morbidity patterns of the fourth stage 
off  epidemiological transition [4-7]. Second, the experiments with 
regulatedd competition in many industrialised health systems trigger 
caree providers to secure their own economic viability and optimise 
specificc individual organisational goals rather than to take collec-
tivee action that improves community health [9]. It is suggested that 
healthh partnerships can reconcile both trends [14,15,20]. The study 
presentedd in this paper challenges this view. However, due to the ex-
plorativee and retrospective nature of our study, the data sources used 
andd its contextual imperative, the transportability of the findings to 
otherr settings is limited. Still, we believe that the findings have a 
broaderr meaning. First, validity threats were ruled out by the com-
prehensivee data gathered and methodological approach followed. 
So,, the study provide a credible exploration of the development of 
aa health partnership in Amsterdam for more than 30 years. More-
over,, the long time horizon of the study was favourable: 1) it gave 
uss the opportunity to explore the outcomes -as manifested in the 

106 6 



projects-- of a health partnership overtime; 2) we could track down 
thee influence of competitive elements on the nature and activities 
ott a health partnership. Given the existing knowledge gap and the 
politicall  rhetoric concerning health partnerships [23], the findings 
thereforee provide useful insights. These are articulated in the fol-
lowingg notions. 

First,, the thirty-year old history of the Amsterdam South-eastern 
partnershipp shows that the partnership successfully realised 12 col-
laborativee projects and was sustained by changing its strategic goals 
overtime.. Its mission shifted from shaping a community-based in-
tegratedd health system with its emphasis on primary care, via inte-
gratedd care arrangements for hospital care, towards elaborating on 
successfull  integrated care arrangements in elderly care. However, 
withh this shift the partnership's activities were not planned on the 
basiss of prioritised community health needs anymore and the com-
munityy linkages fell away. This finding casts doubt on health part-
nerships'' ability to implement programs on the basis of a 'commu-
nity-basedd integrated care' vision. It indicates that the link between 
populationn health and health service delivery cannot be made by 
aa health partnership of competing care providers only. Governing 
bodiess and financiers should stimulate a population health focus 
andd ensure that partnerships not only do things right but also do the 
rightright things. This brings us to the second notion. 

Externall  forces had an unmistakable impact on the partnership 
andd its activities. Known contextual factors from the literature (i.e. 
financiall  incentives, health policies, the physical environment, cul-
turall  climate) were all noticeable [21-25].Their accumulated impact 
graduallyy confined the partnership in its activities. Initially , the 
roomm for discretion was quite large as community organisations, the 
municipalityy and the regional sickness funds were committed creat-
ingg fertile ground for community-based integrated care. However, 
thee incremental implementation of regulated competition and the 
demographicc changes marginalised the role of both the munici-
palityy and the community organisations. Without their input the 
partnershipp was unable to initiate needs-based projects. In stead it 
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focussedd on solving problems of coordination between the care pro-
viderss involved. Conversely, the role of the sickness fund increased. 
I tt became the most crucial stakeholder of the partnership. At first 
thiss was beneficial. Later the governance of the sickness fund was 
moree ambiguous. This had to do with the increased financial risks 
concerningg quality-based purchasing and the financial risks that the 
majorr care insurer in Amsterdam runs. This relates to the interna-
tionall  debate on incorporating population health considerations in 
healthh system governance. Governments currently delegate gover-
nancee roles to competing care providers and/or financiers. However, 
incentivess that trigger the uptake of a population health perspective 
aree often ignored [12,13]. Therefore, it is uncertain that governance 
bodiess wil l adapt a community-based integrated care vision. 

Despitee the confinement of the room for discretion by external 
forces,, the partnership was able and flexible enough to adapt and to 
survive.. There is a broad range of literature discussing the critical 
capabilitiess and competencies necessary for sustaining health part-
nerships.. In this paper we do not pinpoint specific capabilities and 
competenciess that were decisive in Amsterdam. Rather, from a more 
abstractt level our analysis indicates that the major driving force un-
derlyingg the sustainability of the partnership has been its formation 
inn the first place. Once the partnership was institutionalised and op-
erational,, it kept on nurturing its own survival. The people involved 
inn and employed by the partnership interchangeably celebrated the 
partnershipp itself or successful projects or both in order to survive. 
Inn these processes known factors such as personal factors, leader-
ship,, trust and culture were indeed noticeable. 

Takingg these three basic notions together suggests that promot-
ingg care providers to collaborate and to compete at the same time 
wil ll  not lead towards a needs-based and integrated health system. 
Seamlesss continuums of care wall be realised, but these wil l not 
necessarilyy maximise community health. Governing bodies have to 
governn partnerships through active policies related to health sys-
temm design, incentive structures and population based performance 
measurementt in order to secure that community-based integrated 
caree is more than policy rhetoric's. 



Conclusions s 

Throughh partnerships, care providers can build seamless contin-
uumss of care. However, these wil l not automatically maximise com-
munityy health within restricted resources. Active policies with re-
gardd to health system design, incentive structures and population 
basedd performance measures are warranted to assure that commu-
nity-basedd integrated care through health partnerships is more than 
policyy rhetoric. 
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Appendixx 5.1 Interviewed respondents and their 
involvementt with the partnership 

Function Function Institution Institution TimeTime period involved 

11 Former treasurer SGZ GP Association 

Representativee member Amsterdam 

institution n 

22 Former chair SGZ 

33 Former project 

coordinatorr SGZ 

Independent t 

Independent t 

44 Former secretary Zizo Independent 

55 Former director Zizo Independent 

66 Former director Zizo ad AMC / University of 

interimm Amsterdam 

77 Chair Zizo AMCC / University of 

Amsterdam m 

19733 - now 

I 973-I 987 7 

19799 - 1982 

1 9 8 9 - 1 9 97 7 

1 9 8 9 - 1 9 97 7 

19911 -1998 

19988 - now 

88 Committee member Zizo Evean Care Amsterdam 1997 - now 

// Henriette Roland Hoist 

Huis s 

99 Treasurer Zizo 

100 Representative member 

institution n 

Verenigdee Amstelhuizen 1999 - now 

// Nursing home Gaas-

perdam m 

AMCC / de Meren 19966 - n ow 

111 Representative member Amsterdam Home Care 2002 - now 

institution n 

122 Representative member Amsterdam Home Care 2001 - now 

institution n 

[i«] ] 



*3 3 

14 4 

15 5 

16 6 

17 7 

Representativee member 

institution n 

Representativee member 

institution n 

Formerr treasurer Zizo 

Representativee member 

institution n 

Representativee member 

institution n 

Representativee member 

institution n 

Verenigdee Amstelhuizen 

// Residential Home 

Dee Diem 

Caree Group Amster-

damm / Residential home 

Nellestein n 

Fontiss / Residential home 

Dee Venser 

MADII  Social Care 

Amsterdamm Southeast / 

Diemen n 

GAZOO Association of 

Primaryy Care Centres 

2002 2 

2003--

1989--

2000--

2 0 0 1--

-- now 

-- now 

-2003 3 

-- now 

now w 

Appendixx 5.2 Topic list 

GeneralGeneral objectives 

—— To explore the respondents perceptions and notions on the historical 

developmentt of the partnership. 

—— To explore how the partnership have been dealing with contextual changes. 

Introduction Introduction 

—— Introduce researchers and study; confidentiality; research procedure 

—— Personal characteristics and background 

—— Sure name, sex, function 

—— Background, experience with the partnership, education 

OpeningsOpenings question: Can you tell me something about your 

(past)(past) involvement in the partnership? 

—— Role and function 

—— The acquaintance / expectations 

—— Experiences / anecdotes 
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Question:Question: What strategic goals did the organisations strivedfor 

byby participating in the partnership? 

—— Did these goals change over time? 

—— Convergent or divergent goals / long term of short term 

—— type of collaboration 

—— collective or individual interests 

—— to what extent are these goals personally bound? 

Question:Question: If you had to distinguish different time periods. 

WhatWhat periods would you identify? 

—— Why? 
—— sgz / Zizo old style / Zizo new style? 

—— On what empirical evidence / illustrative discussions do you 

basee this distinction? 

Question:Question: Can you typify the partnership in each time period? 

—— Strategic fit  (Partnership composition) 

—— Structure 

—— Culture (norms & values, subcultures, core culture, socialisation processes) 

—— Funding 

Question:Question: To what extent is the development of the partnership influences 

byby external factors (environment /context)? 

—— What factors (National policy, local policy, demographics, epidemiology) 

—— Merging care providers 

—— Role of financiers / external stakeholders 

—— Deprivation of Amsterdam Southeast 

—— Does the partnership collect, exchange and use community intelligence 

inn order to optimise and rationalise its decision making processes? 

Question:Question: how did decision making processes of the partnership 

taketake place over time? Changed over time? 

—— Decisions based on consensus or majority? 

—— Extent of authority 

—— Allocation of responsibilities and authority to the partnership 

—— Dominance of one or more member institutions 

End End 
—— Ask how the respondent experienced the interview. 

—— Ask for feedback. 
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Appendixx 5.3 Selected documents 

A.. Sruurgroep Gezondheidszorg 
Zuidoostlob.. Report of the steering 
committeee health care South eastern 
Amsterdam.. Amsterdam: Stuurgroep 
Gezondheidszorgg Zuidoostlob. 1973. 

B.. Stichting Gezondheidszorg Zuid-
oostlobb (SGZ). Annual report 1977-
1978.. Amsterdam: sgz. 1979. 

C.. Beheersgroep Bijlmermeer. Notedop 
1979.. Amsterdam: Beheersgroep Bijl -
mermeer.. 1979. 

D.. Stichting Gezondheidszorg Zuid-
oostlobb (SGZ). Annual report 1979. 
Amsterdam:: SGZ. 1980. 

E.. Stichting Wijkbouworgaan Bijlmer-
meerr (SWOB). Van de Bijlmer méér 
maken.. Een deltaplan voor de Bijlmer-
meer.. Amsterdam: SWOB. 1980. 

F.. Maesen, van der LJ.G. 'Outpost 
policlinicss Ganzenhoef to change the 
relationshipp between the new academic 
hospitall  and its environment, the Bijl -
mermeerr and surroundings, [in Dutch] 
Amsterdamm Boskoop: somso/macula. 
1982. . 

G.. Stichting Gezondheidszorg Zuid-
oostlobb (SGZ). Annual report 1980-
1981.. Amsterdam: SGZ. 1983. 

H.. Zizo. Project description Home 
caree Amsterdam Southeast for the 
periodd 1990-1992. September 1989. 

I I 

1.. De Zuidooster. News letter for 
healthh care and social care delivery, [in 
Dutch]]  No. 1,1990. 

J.. Van der Mast, M. Minutes of the 
meetingg concerning the Zizo. 
11-09-1990. . 

K.. Boekholdt, MG. Comments on the 
collaborativee structure in the region 
Southeast,, [in Dutch] Tilburg, March 
1991. . 

L.. Zizo. Year report Zizo 1992 / 
evaluationn project intensive home care 
1990-1992.. [in Dutch] May 1993. 

M.. Boekholdt, MG. The functioning 
andd structure of the Zizo. Advice, [in 
Dutch]]  Utrecht, September 1996. 

N.. Mast van der M. Report strategic 
explorationn of the Zizo's future, [in 
Dutch]]  September 1997. 

O.. Zizo. Stroke Service project Am-
sterdamm Southeast/Diemen. Year 
reportt 1997/1997. December 1997. 

P.. Zizo-board. How continuing the 
Zizo?? [in Dutch] December 1997. 

Q... Zizo. 'Profile at the Table.' [in 
Dutch]]  April 21st 1998. 

r.. Academic Medical Centre. Book 
off  Protocols Stroke Service Amster-



dam.. Southeast & Diemen region, [in 
Dutch]]  June 1998. 

S.. Schurink, R. The care provider table 
inn Amsterdam Southeast, [in Dutch] 
Diemen,, September 29th 1998. 

T.. Letter-oi-inlent Association z_,izo. 
[inn Dutch] Signed in April 2002 

U.. KOZ. Integrated elderly care 
inn South-eastern Amsterdam and 
Diemen.. Start document, [in Dutch] 
Novemberr 2002. 

v.. Hoogedoorn, N. Project proposal 
caree coordination at home. Revised 
version,, [in Dutch] December 2002. 

w.. Zizo. Emergency psycho-geria-
tricc care South-east and Diemen. [in 
Dutch]]  November 2003. 

X.. MaDi, Verenigde Amstelhuizen 
regionn South-east, Henriëtte Roland 
Holsthuis.. Community care service 
points.. Working plan, [in Dutch] 
Februaryy 2004. 
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Chapterr  6 

Thomass Plochg 
Dianaa MJ Delnoij 
Niekk S Klazinga 

InternationalInternational Journal 
ofof Integrated Care 
[seriall  online] 
20066 Feb 13; 6. 
Availablee from: URL: 
http://www.ijic.org g 

Purpose:: To systematically identify, describe and characterise the 
collaborativee initiatives, which have been established between the 
Academicc Medical Centre/University of Amsterdam and local 
healthh care providers in the adjacent community. 

Background:: The viability of university hospitals is jeopardised. 
Theirr narrowed orientation on delivering the most advanced ser-
vicess to the sickest patients challenges their missions in patient care, 
sciencee and education. By linking up with local health care provid-
ers,, university hospitals create synergistic relationships that should 
securee these three academic missions for the future. 

Methods:: We conducted a multiple case study in two stages. Ini-
tially,, division leaders and the director of integrated care were con-
sultedd to identify all existing collaborative initiatives of the Aca-
demicc Medical Centre. Successively, face-to-face interviews were 
heldd with the leaders of these initiatives. During these interviews 
dataa were primarily collected through a questionnaire. Notes of the 
interviewer,, and documents (if available) were also collected. The 
analysiss focused on systematically describing and characterising the 
initiativess using the concept of'community-based integrated care'. 

Results:: 27 heterogeneous initiatives were identified. Half of these 

Linkingg up with the 
community:: a fertile 
strategyy for a university 
hospital? ? 
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initiativess are targeted to the adjacent community of the Academic 
Medicall  Centre, but only four of them are initiated on the basis of 
communityy information and involve the community and/or pa-
tients.. Furthermore, the extent of integration differed per dimen-
sion.. Functional integration within the initiatives has been rela-
tivelyy low, clinical integration mixed, and professional integration 
quitee advanced. 

Conclusions:: The results indicate that a considerable number of 
collaborativee initiatives have emerged. Still, these initiatives are 
looselyy 'community-based' and hardly focus on the full integration 
off  care services. This suggests that the community linkages of the 
Academicc Medical Centre in Amsterdam could be further devel-
opedd by gaining the full support of all clinical departments for the 
strategicc approach and by adapting an overall hospital perspective to 
monitorr the progress towards community-based integrated care. 

Introduction n 

Widerr societal pressures jeopardise the viability of university hos-
pitalss [1,2]. The basic problem is that these hospitals have become 
high-techh knowledge intensive institutions providing highly-spe-
cialisedd and complex medical services to the sickest patients. Rou-
tinee patient care is increasingly transferred out, which is facilitated 
byy the advancements in medical technology and knowledge. Finan-
ciers,, governments and patients advocate this natural transforma-
tionn as they consider outpatient care to be more efficiënt and patient 
centredd [3-5]. 

Thee high-tech profile challenges the multiple missions of univer-
sityy hospitals. It raises issues in patient care -how to offer effective, 
efficientt and patient-centred services that neatly fit in with the care 
deliveredd by other professionals and institutions; in medical educa-
tionn -how to educate undergraduate and graduate medical students 
inn the full spectrum of medicine while they only see the sickest pa-
tients;; and in science -how to create new knowledge and evaluating 
neww technologies for medical practices that are located outside the 
universityy hospital. 
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Inn order to address these issues, academic institutions have adopted 
severall  strategies. They primarily started to collaborate and merge 
withh other hospitals. The rationale underlying this strategy is often 
economic,, reactive and defensive -i.e. reducing uncertainty by build-
ingg monopolies and cartels. These strategies seem to have been suc-
cessfull  [6-8]. Apart from that, university hospitals also developed 
moree proactive approaches by building organisational and com-
munityy linkages through which the multiple missions of academic 
institutionss can be fulfilled and secured [9,10].This strategy can be 
seenn as an opportunistic way to get more patients in, to minimise 
costs,, to use community sites for training and research, and thus to 
maintainn the status quo in health care [11]. However, if university 
hospitalss seriously attempt to optimally serve their adjacent com-
munities,, they can contribute to maximise population health within 
restrictedd resources. It would mean that they look across all the vari-
ouss community needs and preferences, set priorities among them, 
andd then build collaborative arrangements in which those needs 
andd expressed preferences can be adequately met. Such a strategy is 
articulatedd in the vision of community-based integrated care [12]. 

Thee topic outlined above has been particularly relevant to US 
academicc health centres. There are fewer reports on the situation of 
academicc institutions elsewhere. However, the natural transforma-
tionn of hospitals into high-tech knowledge intensive institutions is 
commonn and visible in many industrialised countries [4,5]. More-
over,, the International Campaign to Revitalise Academic Medicine 
hass considered the situation of academic medicine on a global level 
andd underscores the aforementioned instabilities [13]. So, one can 
expectt university hospitals in other countries to be pressured as well. 
Thiss is certainly the case for university hospitals in The Nether-
lands.. Generally, the Dutch hospital sector faced a similar restruc-
turingg and strategically responded as elsewhere [14,15]. In January 
20066 the Health Insurance Act wil l come into force, which wil l 
formalisee regulated competition among care providers and among 
caree insurers [16]. In anticipation to this Act, a new system for hos-
pitall  and medical specialists' reimbursement has partially come into 
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force.. This so called diagnosis treatment combinations approach 
reimbursess hospitals through output prices that are based on the 
productionn process in stead of the original budgeting system. This 
approachh is broader than the Diagnosis Related Group concept, 
ass it also covers ambulatory care and includes the remuneration of 
medicall  specialists [17]. Moreover, increased competition for re-
searchh funding and for subsidisations of undergraduate and gradu-
atee medical education is also visible [18,19]. 

Consequently,, Dutch university hospitals face more competition 
andd financial pressures in all their core activities, which challenge 
themm to develop sustainable strategies for the future. In anticipa-
tionn to these changes, 7 out of the 8 university hospitals have trans-
formedd into University Medical Centres. They merged with their 
adjacentt faculties of medicine in order to synergistically organise 
patientt care, research and education [19J. The first university hos-
pitall  to do that was the Academic Medical Centre / University of 
Amsterdamm established in 1992. Thiss merger was followed by the 
introductionn of a community-based integrated care strategy, called 
thee 'academic population' [20,21]. Since its introduction in 1996, 
thee evolution of community-based integrated care throughout the 
Academicc Medical Centre has not been systematically monitored 
orr evaluated. Thus, there was a need for conducting a multiple case 
studyy as presented in this paper. We focused on all collaborative 
initiativess in patient care, which we systematically identified, de-
scribedd and characterised. Collaborative initiatives in science and 
inn medical education were excluded. In this paper, the results of this 
multiplee case study are reported and discussed. 

Methods s 

IdentificationIdentification of the initiatives and data collection 
Al ll  collaborative initiatives of Academic Medical Centre depart-
mentss with partners outside the hospital such as general practitio-
ners,, home care agencies and nursing homes were the cases to be 
studied.. In the absence of a readily available list, we had to identify 
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themm first. Therefore, division leaders were asked to sum up their 
collaborationss with one or more external care providers and to name 
thee person in the Academic Medical Centre most knowledgeable 
off  the ongoing activities -often the professional in the lead of the 
collaboration.. The resulting list was appraised and validated by the 
directorr in charge of integrated care. 

Then,, we used multiple data sources to collect data on the initia-
tives.. Data were primarily collected through a questionnaire filled 
outt during face-to-face interviews with the aforementioned leaders 
orr an appointed representative. These interviews were held in the 
periodd November 2003 to February 2004. Other data were collect-
edd by making notes of additional remarks respondents made during 
thesee face-to-face interviews and by gathering documents such as 
projectt proposals, annual reports or evaluations (see appendix 6.1). 
Bothh data sources were used to corroborate the findings ('triangula-
tion'). . 

DescriptionDescription and characterisation of the initiatives 
Wee used the vision of'community-based integrated care' to describe 
andd characterise the cases. It builds upon two formerly unattached 
concepts:: 'community-based care' and 'integrated care'. The former 
wass defined as the extent to which the collaborations are based upon 
andd driven by community health needs as well as assure a certain 
levell  of community participation. The latter concept was defined 
ass the methods and types of organisation, which aim at reducing 
fragmentationn in health care delivery by increasing co-ordination 
and'continuityy of care' between different care providers [3]. There is 
aa growing awareness that both concepts need to be jointly embed-
dedd in health care in order to maximise community health within 
thee context of limited resources [12,22]. However, it is not obvious 
thatt university hospitals set up collaborative initiatives with exter-
nall  parties such on the basis of this combined vision. We analysed 
whetherr the collaborative initiatives are developed from this com-
binedd vision or not. Thereby, the quantitative analysis through the 
questionnairee provided general comparative information while the 
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documentss and the notes were used to substantiate the specific case 
descriptions. . 

Thee questionnaire measured 'community-based integrated care' 
onn the basis of 74 closed as well as open-ended questions (see ap-
pendixx 6.2). Items Q.66-Q71 measured whether the cases were com-
munity-basedd care or not. Notwithstanding some adjustments to 
thee Dutch situation, the concept of integrated care was conceptu-
alisedd on the basis of the work of Shortell et al. [23]. In comparison 
too the US context, Dutch academic medicine already shows high 
levelss of physician integration. Al l specialists are salaried, work in a 
closedd hospital model, and several of them have taken up leadership 
roles.. Moreover, Dutch general practitioners function as gate-keep-
erss to inpatient care [24], We therefore defined physician integra-
tionn as the extent to which the organisation of professional work 
meritss participation in collaborative initiatives [25]. Moreover, we 
havee broadened it to include also paramedics and registered nurses. 
Professionall  integration defined as such was measured by 12 items 
(Q.37-Q38).. Clinical integration was measured using the typology 
off  a quality system consisting of five elements (i.e. structural assets, 
allocationn of responsibilities, protocols, information transfer and 
monitoring/feedbackk cycles). The items 050-065 measured clini-
call  integration as defined above. The questionnaires were analysed 
usingg the SPSS 12.01 software and descriptive statistics were gener-
ated. . 

Thee analyses of the documents and notes focused on labelling and 
groupingg the cases using common types of integrated care such as 
intermediatee care [26], shared care [27], disease management [27], 
transitionall  care [28], hospital-at-home [29], and professional/or-
ganisationall  networks [30]. Furthermore, analyses were guided by 
thee results of the questionnaire in order to corroborate these. 
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Results s 

IdentifiedIdentified collaborative initiatives 
ofof the Academic Medical Centre 

Inn total 27 collaborative initiatives were identified (see table 6.1). 
Mostt of them concern collaborations in the primary processes of 
patientt care (N=23 ). The others focus at collaboration at the local 
healthh policy and/or management level. For example, the Zizo (case 
26)) is an organisational network within which representatives of 
locall  care providers in Amsterdam Southeast are participating. Its 
coree activities encompass the initiation, development, facilitation 
andd implementation of collaborative initiatives for the elderly and 
chronicallyy ill in Amsterdam Southeast [g]. This is illustrated by its 
involvementt with the cases 1,6,19, 2 I a n cl  24-

Thee 27 cases largely differ in type of collaboration, purpose, scope 
andd targeted patient group which is shown in table 6.1. This het-
erogeneityy is further illustrated by the differences in 'maturity' of 
thee initiatives. Structural funding for 2/3 of the cases is uncertain, 
ass they are financed on incidental basis (N=8) or without additional 
fundingg at all (N= IO). This is substantiated by the reported prob-
lemss of inhibiting legislation (N= I5 ). Respondents commented that 
thesee problems mostly have to do with getting or maintaining fund-
ing.. For example, the respondent, who executed the outpatient con-
sultationss for rehabilitation, said that she had difficulty to get her 
consultss paid. Conversely, the majority of initiatives already exists 
forr a couple of years and have no end date (N=23) suggesting that 
initiativess wil l be continued in the future. The care insurers ( N = I 2 ), 

thee regional AWBZ executive body (N=J) as well as the Academic 
Medicall  Centre itself (N =11) are the major financiers. 

Departmentss of the division of internal medicine are involved in 
1/33 of the initiatives. Still, all 9 divisions of the Academic Medical 
Centree are involved in at least one of the 27 collaborative initiatives. 
Externall  partners who participated most often in the initiatives are 
thee nursing home Gaasperdam (N= IO), Amsterdam Home Care 
(N= IO)) and the general practitioners (N= IO). Almost all initiatives 
( N = 2 4)) involved at least three or more collaborative partners and 
weree developed after 1996 (N=IJ). 



Tit l ee initiative 

Tablee 6.1 Characteristic s of include d collaborativ e initiative s (N=27) 

Typee Goal 

i .. Stroke Service Diseasee management Establishingg a complete, 

ensuredd and standardised 

supplyy of diagnosis, treatment, 

care,, nursing and rehabilitation 

forr stroke patients. 

2.. Diabetes Mellitus Protocol Disease management Screeningg for DM type 2 and 

makingg structural agreements 

betweenn general practitioners 

andd medical specialists 

concerningg the treatment of 

thesee patients. 

3-- DIANET Diseasee management Integratingg the care for 

ambulatoryy patients with 

kidneyy replacing treatments. 

4.. Discharge Planning 

Department t 

Transitionall  care Improvingg the transfer of 

patientss in need of home care 

too their home situations. 

5-- Out-of-office mediators Transitionall  care Mediat ingg appropriate care for 

out-of-hourss patients without 

ann indication for admission to 

thee Academic Medical Centre. 



D e s c r i p t i on n 

Thee complete care journey that stroke 

patientss residing in Amsterdam 

Southeastt follow has been formalized 

andd agreed upon by all care providers 

involvedd in stroke care. 

Thee protocol prescribes how GP's 

shouldd treat DM type 2 patients 

inn primary care and under what 

circumstancess referrals to secondary 

caree should be made. IT supports the 

protocol. . 

DIANETT provides centralized 

dialysiss care services of the Academic 

Medicall  Centre and Dianet at one 

placee and manages the organization 

fromm on overall perspective. 

Twoo liaison nurses of the Academic 

Medicall  Centre and one detached by 

thee home care agency Amsterdam 

stafff  the department located in the 

Academicc Medical Centre. Al l 

dischargee processes of Academic 

Medicall  Centre inpatients to the 

homee situation are supported and 

facilitatedd by the department. 

Thee residential homes and the 

homee care agency in the adjacent 

communityy have respite care beds 

availablee for patients who do not 

needd to be admitted to the Academic 

Medicall  Centre but cannot go home. 

Duringg out-of-offke times Academic 

Medicall  Centre coordinators mediate 

transitionall  care for patients seen at 

thee emergency room. 

Scope e 

1666 patients 

weree admitted to 

thee stroke unit 

inn 2004. 

Theree are

3 0 000 known 

diabeticc patients 

inn Amsterdam 

Southeast t 

Totall  number of 

10,2033 dialyses 

inn 2003 

Thee department 

iss involved with 

thee discharge of 

 2 0 00 patients 

perr year. 

++ 36 patients per 

year r 

S ta tus s 

Sincee 1996 the project is 

operational.. In Apri l 1998 die 

strokee service has become a 

structurall  arrangement financed by 

thee regional care insurer. 

Thee protocol has been 

implementedd in 1999 and has 

becomee a success. There is no end 

date. . 

Inn January 1999 the initiative 

wass piloted. Since January 2001 

thee new Dianet organization is 

operational. . 

Sincee January 1998 the discharge 

planningg department is operational 

andd structurally financed by the 

Academicc Medical Centre-budget. 

Thee initiative started in 2001, 

butt wil l be terminated. I t is too 

expensive. . 



6. . 

7--

8. . 

9--

IO . . 

i i . . 

12. . 

Tit l ee initiative 

Ulcuss cruris protocol 

Rehabilitationn consults 

Offeringg Pharmacy 
Servicess in nursing home 
Gaasperdam m 

Painn management at home 

Intensivee home care for 
children n 

Chronicc heart failure 
protocol l 

Preventionn of exacerbating 
COPDD patients 

Type e 

Outpatientt consults 

Outpatientt consults 

Outpatientt consults 

Hospital-at-home e 

Hospital-at-home e 

Hospital-at-home e 

Hospital-at-home e 

Goal l 

Improvingg the ulcus cruris 

caree in nursing homes and 
residentiall  homes. 

Treatingg rehabilitation 
problemss in nursing home in 
orderr to prevent admissions to 
thee Academic Medical Centre. 

Appropriatee and safe provision 
off  pharmaceuticals to the 
nursingg home patients. 

Optimizingg the pain 
managementt for terminal 
cancerr patients in the home 
situation. . 

Substitutingg clinical paediatric 
caree for intensive home care by 
specializedspecialized community nurses. 

Preventingg hospital admissions 
off  decompensated chronic 
heartt failure patients. 

Increasingg the knowledge of 
thee mechanisms underlying 
COPDD in order to improve its 
prevention. . 



Description n 

Consultationn of the head nurse 
policlinicc dermatology hy ulcus 
cruriss patients in nursing homes and 
residentiall  homes based on a protocol. 

Consultationn of one rehabilitation 
specialistt working in the Academic 
Medicall  Centre on the request of 
thee nursing home Gaasperdam. 
Thee specialist is available for one 
afternoonn a month. 

Thee Academic Medical Centre 
pharmacyy department is the supplier 
off  pharmaceuticals in the nursing 
home. . 

Terminall  cancer patients of the 
Academicc Medical Centre are 
dischargedd to their homes with 
painn management technology. 
Thee Academic Medical Centre 
anaesthesiologistss and the home care 
agencyy collaborate and provide the 

service. . 

Thee paediatrics department of the 
Academicc Medical Centre trains and 
supportss a community nurse team of 
thee home care agency of Amsterdam. 

Patientss receive LASIX medication at 
homee with support from community 
nursess and under supervision of 
thee policlinic heart failure in the 
Academicc Medical Centre. 

COPD-patientss receive shared care 
givenn by GP's and Academic Medical 
Centree specialists in order to prevent 

exacerbations. . 

Scope e 

5 5 
consultationss per 
year r 

Consults s 
aree held one 
afternoonn per 
month h 

 170 people are 
residingg in the 
nursingg home 

 20 patients per 
year r 

 50 children per 
year r 

55 patients per 
year r 

Tooo limited 
numberr of 
patientss to 

implementt the 
arrangement t 

Status s 

Thee protocol has been developed 
inn 1989. Since then the protocol 
hass been evaluated and updated 
fourr times. There is no structural 
fundingg for the arrangement. 

Thee consultations have informally 
emergedd without financial support 
off  the care insurer. 

Thee contract with the nursing 
homee has been terminated in 
2004. . 

Thee initiative is operational 

Sincee early 2000 the collaboration 
iss operational and financed by the 
regionall  care insurer. 

Thee collaborative was piloted in 
1999.. Since then the protocol is 
operational. . 

Thee arrangement has been 
stopped,, as the number of eligible 
COPD-patientss was too small. 



Tit l ee initiative Type e Goal l 

13.. Physiotherapy for 

prematuree babies at home 

( S T I P P) ) 

Hospital-at-home e Evaluatingg the effect of 

physicall  therapy of premature 

babiess at home 

14.. High risk pregnancies 

monitoringg at home 

Hospital-at-home e Improvingg the efficiency and 

patientt centeredness of the care 

deliveredd to high risk pregnant 

women. . 

15.. General Practitioner Desk Shared care Developingg shared care 

protocolss between GP's 

andd medical specialists in 

combinationn with continuing 

medicall  education ( C M E) of 

generall  practitioners. 

16.. Pharmacy Service Desk Shared Care Improvingg the communication 

concerningg pharmaceutical 

treatmentss of clinical patients 

betweenn primary and secondary 

care. . 

17.. Thrombosis protocol Sharedd care Optimizingg the diagnosis of 

thrombosiss in general practice 

andd the secondary treatment in 

thee Academic Medical Centre. 

18.. Laboratory Requests by 

GP's s 

Sharedd Care Labb tests for adults and 

childrenn on the request and 

underr supervision of GP's; 

executedd by the lab of the 

Academicc Medical Centre. 



Description n 

Physiotherapistss of the rehabilitation 
departmentt Academic Medical 
Centree provide therapy for premature 
babiess at home. This initiative is 
supportedd by the municipal health 
service,, Amsterdam home care, and 
otherr Amsterdam hospitals. 

Clinicall  midwives of the Academic 
Medicall  Centre monitor high risk 
pregnantt women at home that were 
initiall yy admitted to the Academic 
Medicall  Centre, the OLVG hospital 
andd the Sint Lucas hospital. 

Thee GP-department of the Academic 
Medicall  Centre supports the 
network;; in which 135 GPs residing 
inn the academic population area 
participate. . 

ITT is used to transfer information on 
individuall  pharmaceutical treatment 
fromm outpatient pharmacists to the 
Academicc Medical Centre and vice 
versa. . 

Thee general practitioners and 
thee department of cardiovascular 
medicinee work according to a shared 
protocoll  standardizing the treatment 
off  thrombosis. 

Scope e 

 180 babies per 
year r 

00 pregnant 
womenn are 
monitoredd per 
year r 

177 protocols 
havee been 
developedd and 
implementedd in 
practice e 

Involved d 
withh 11,100 
admissionss and 
65155 discharges 
inn 2004 

Inn GP practice 
33 thrombosis 
patientss per 
10000 per year 

Status s 

Thee physical therapy for 
prematuree babies at home is now 
pilotedd til l March 2008. 

Thee initiative was started in 1992 
ass there was an interest in more 
efficientt use of hospital beds. 
However,, this interest seems 
too fade away due to contextual 
changes. . 

Sincee end 1997 the GP-network 
iss operational and financed by the 
participatingg GP's themselves. 

Thee desk was started in 2001 and 
hass no end date. 

Thee initiative was started in 
19822 and has become a structural 
arrangement. . 

Thee Academic Medical Centre 0 requests The laboratory provides the 
providess primary care diagnostic per day service to GPs since 1993. 
servicess to the GPs. 



Titlee initiative Typt t Goal l 

19.. Fall Prevention Elders 65+ Shared Care Monitoringg the care 
trajectoriess of acute care elderly 
patientss older than 65 years 
old. . 

20.. Transfer unit Henriétte 
Rolandd Holsthuis 

Intermediatee care Reducingg the number ofbed-
blockerss in the Academic 
Medicall  Centre. 

21.. Emergency Psycho 
Geriatricc Care Unit 

Intermediatee care Retainingg nursing home beds 
forr temporal and emergency 
admissionss of psycho-geriatric 
patients. . 

22.. Orthopaedic rehabilitation Intermediate care Reducingg the length of stay 
off  orthopaedic patients in the 
Academicc Medical Centre 
byy offering rehabilitative care 
directlyy after surgery. 

23.. Academic Medical Centre 
// de Meeren 

Organisedd delivery 
system system 

Ensuringg the viability of 
academicc psychiatry, achieving 
economiess of scale, and 
improvingg the efficiency of 
ambulatoryy mental health care. 

24.. Professional Knowledge 
Centree Elderly Care 

Professionall  network Developingg a regional 
knowledgee centre that aims 
att developing integrated 
caree arrangements and care 
coordinationn for the frail 
elderlyy in the community. 



Descript ion n 

Thee Academic Medical Centre 
departmentss geriatrics, traumatology 
andd orthopaedics, the nursing home 
Gaasperdam,, and the VUMC develop 
aa hip fracture service. 

Inn a residential home are 20 transfer 
bedss available for Academic Medical 
Centree inpatients whose medical 
treatmentss are completed, but still in 
needd of low intensity care. 

Thee nursing home Gaasperdam 
retainss four beds for acute psycho-
geriatricc patients residing in the 
communityy . 

Inn two nursing homes and two 
residentiall  homes intermediate care 
bedss for orthopaedic Academic 
Medicall  Centre patients are available. 

Thee collaborative initiative has 
resultedd in the foundation of an 
academicc sector for psychiatry in 
whichh patient care, education and 
researchh are integrated. The sector 
currentlyy exists of three top clinical 
caree programmes for specific mental 
disorders. . 

Leadingg elderly care professionals 
workingg in the Amsterdam Southeast 

areaa participate in the network and 
regularlyy meet with each other to 
developp and monitor collaborative 
arrangementss in elderly care. 

Scope e 

 130 new 
patientss per year 

 150 patients 
aree admitted to 
thee transfer unit 
perr year 

555 patients in 
2004 4 

1433 patients in 
2003 3 

Ensuringg regular 
psychiatricc care 
forr a community 
off  2 0 0 , 0 00 

residents s 

 7 ,000 

elderlyy (65+) 
aree residing in 
Amsterdam m 
Southeast t 

Status s 

Thee initiative was piloted in 
20022 and will finish in 2005. The 
continuationn of the initiative was 
unknownn at time of the interview. 

Inn October 1999 the transfer 
unitt was started. The unit is 
noww structurally financed by the 
regionall  care insurer. 

Sincee January 2004 the unit is 
operationall  and funded through 
thee Exceptional Medical Expenses 
Actt (AWBZ) 

Sincee the end 1980's the 
initiativee has gradually expanded 
byy consecutively realising 
intermediatee care beds in each 
institution. . 

Inn 1998 the Frederik van Eeden 
Associationn merged with the 
Regionall  Ambulatory Mental 
Healthh Care Organisation 
(RIAGGG Zuidoost) and started to 
collaboratee with the psychiatric 
divisionn of the Academic Medical 
Centre.. In 2000, Academic 
Medicall  Centre/ de Meren 
mergedd with the RIAGG in 
Amsterdamm East. 

Sincee November 2002 the 
professionall  knowledge centre is 
operational. . 



Titl ee initiative Type e Goal l 

COPDD Heideheuvel Organisationall  network Exchanging expertise in 
orderr to improve the quality 
andd structure of clinical 
rehabilitativee care for chronic 
lungg patients. 

Associationn of Care 
Providerss Amsterdam 
Southeastt (Zizo) 

Organisationall  network Creating a seamless continuum 
off  care for the frail elderly 
andd chronically ill residing in 
South-easternn Amsterdam 
region. . 

Alliancee of Healthcare 
Institutionss in the 
Amsterdamm Region 
(SIGRA) ) 

Organisationall  network Contributing to coherence, 
qualityy and efficiency of health 
caree delivery in Amsterdam/ 

Die e 

Community-basedCommunity-based care 
Thee extent of community-based care in the initiatives is moderate. 
Moree than half of the initiatives (N-15) are targeted to a circum-
scribedd zip code area. However, additional information from the 
respondentss and documents learned that the targeted zip code areas 
differedd and not coincided with the area circumscribed in the aca-
demicc population strategy, except the GP-desk (case 15). Half of the 
geographicallyy targeted initiatives have also community information 
availablee (N=7). Ultimately, 4 out of these 7 initiatives also involve 
thee community or service users (see figure 6.1). These 4 initiatives 
aree the stroke service, the emergency psycho-geriatric care unit, the 
diabetess mellitus protocol, and the physical therapy for premature 
babiess at home initiative. From the notes and/or documents it can 

132 2 



Description n 

Alliancee between the Academic 
Medicall  Centre, and the KBCZ 
(Asthmaa Heideheuvel, Salem Veluwe 
andd Davos). 

Regularlyy representatives of the 
participatingg institutions discuss and 
exploree collaborative arrangements. 
Thee association employs three case 
managerss who support, coordinate 

andd facilitate integrated care 
arrangementss at the operational level. 

Thee collaboration is organised into 
ann association and foundation. The 
formerr is a collaboration of care 
institutionss in Amsterdam, the 
members.. The latter is a bureau 
supportingg the activities of the 
collaborative. . 

bee notified that the former 

Scope e 

22 institutions 
collaborate e 

ioo care provider 
organisations s 
locatedd in 
Amsterdam m 
Southeast t 

participatee in the 
network k 

500 care provider 
organisationss in 
Amsterdamm are 
participatingg in 
thee network 

Status s 

Inn Januarv 2003 the contract was 
signed. . 

Thee association was founded in 

19733 and survived til l now. The 
participatingg institutions fund the 
associationn themselves. 

Inn 1982 the SIGRA has been 
founded.. Recently, the association 
andd its bureau have been 
strategicallyy reoriented and 
downsized. . 

twoo initiatives only cover the urbanised 
zipp code areas of the 'academic population' (i. 
east)) [a][n], while the latter 

e.. Amsterdam South-
twoo have a city wide orientation partly 

overlappingg with the 'academic population' area [f] . Furthermore, 
theyy seem to have been initiated primarily becausee of signalled 
problemss in care delivery. Although these initiatives address major 
communityy health needs, we could not reconstruct decision making 
processess within which community needs and expressedd preferences 
aree taken as the starting point. This is illustrated by the community 
informationn used. Overall, information available in the initiatives is 
mostt on age/sex (N= I3 ), the size of the target population ( N = I I ) and 
morbidityy ( N = I I ) . Residents and patients are 
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halff  of the initiatives (N=I5), most often through patient surveys 
(N= IO)) and patient associations (N=9 ). 

IntegratedIntegrated care 
Thee levels of integration differ for each dimension. First, the extent 
off  functional integration is relatively low. Only 8 of the initiatives 
aree formalised on the basis of a legal contract and 1 initiative implied 
aa merger. The other initiatives are based on a signed letter-of-intent 
( N = 4)) or on informal agreements ( N = I 4 ) . In 16 of the initiatives at 
leastt one support functions is centralised; most often administrative 
workk (N=OJ and information technology (N=y). However, in 6 out 
off  these 16 initiatives 3 or more support functions are centralised. 

Second,, the extent of professional integration is quite high. In 
thee Academic Medical Centre all professionals are salaried, medi-
call  specialists work in a closed hospital model, and all departments 
aree headed up by physicians. Moreover, professionals working for 
institutionss in the adjacent community mostly are employed by an 
institution,, except the general practitioners. In addition, the other 
facetss of physicians integration show that the organisation of pro-
fessionall  work fairly merits participation in the collaborative initia-
tives.. In 18 of the initiatives professionals fulfi l managerial respon-
sibilities.. However, only in 8 initiatives professionals are exempted 
forr management tasks. Furthermore, expertise is exchanged in 18 of 
thee initiatives, and additional medical education is given in 12 of the 
initiatives.. Last, the clear lines of professional authority are less in 
place.. This is illustrated by the full mandate that professionals have 
inn 10 of the initiatives and the existence of a formal hierarchy in 11 
off  the initiatives. 

Third,, clinical integration achieved varies on the five key facets 
measured.. In none of the initiatives all preconditions (i.e. staffing, 
resources,, information technology) are fully fulfilled. However, in 11 
off  the initiatives all preconditions are more or less achieved. Only 
44 of the initiatives have a clear allocation of responsibilities expli-
catedd both in an organisational chart and in a job description; 10 of 
thee initiatives have one of these. In 18 of the initiatives integrated 



Community-basedCommunity-based care 

NumberNumber of initiatives 

12 2 

Figur ee 6.1: Exten t of community-base d care in the initiatives : positiv e sum score s on facet s communit y 

orientatio nn (zip code) , communit y informatio n availabl e and communit y involvement . 

NN = 25 not state d = 2 

guideliness and protocols are available. The use of integrated patient 
recordss was reported for 6 initiatives. Last, in ij  initiatives data 
aree systematically collected and used to manage the collaboration. 
Overall,, only the DIANET initiative is fully clinically integrated 
havingg all elements in place. The other initiatives scored modestly 
onn the overall sum score of the five elements. 

Validity y 

Thee study has its limitations. The face-to-face interviews were 
conductedd by one researcher only. Furthermore, we developed a 
questionnairee ourselves in stead of using a validated one. From the 
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fieldd notes made, however, we learned that the internal validity 
mightt be hampered by three factors: i) Some of the respondents 
weree insufficiently knowledgeable to appropriately answer all ques-
tions.. Especially the respondents replacing their heads expressed 
theirr uncertainty and/or could not always respond to the questions. 

2)) Due to the heterogeneity of the initiatives, the applicability of 
thee broadly operationalised questionnaire was not always that good. 
3)) The questionnaire have been filled out by respondents working 
inn the Academic Medical Centre only. Thus, the data were not en-
richedd by representatives of the external partners, who might have 
respondedd differently. 

Thee external validity of the study is optimal for the Academic 
Medicall  Centre, as all initiatives could be included in the study that 
weree systematically identified and verified by the Academic Medi-
call  Centre experts most knowledgeable of them. Yet, the transport-
abilityy of the results to other settings is unknown, as we did not 
collectt data on similar initiatives elsewhere. 

Discussion n 

Duee to the narrowed strategic focus of university hospitals, the 
threee academic core functions (i.e. patient care, medical educa-
tion,, scientific research) are challenged [1,2]. In response, university 
hospitalss adapted successful, but quite defensive, strategies such as 
mergingg with teaching hospitals and downsizing the organisation 
[6-8].. However, some have responded more proactively by link-
ingg up with their adjacent communities. Such a 'community-based 
integratedd care' approach is proactive for several reasons [12]. The 
resultingg relationships with local care providers enable university 
hospitalss to safeguard and control patient flows and to build aca-
demicc workplaces for research and education outside the hospital. 
Overall,, it intrinsically makes university hospitals more responsive 
andd accountable to the (local) community. 

Thee Academic Medical Centre has adapted such a proactive ap-
proachh in 1996, called the academic population policy [20,21]. In 
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thiss study we identified 27 heterogeneous initiatives, which have 
mostlyy been developed since 1996. The descriptive data learn that 
halff  of these initiatives are targeted to the adjacent community of 
thee Academic Medical Centre, but only four of them are initiated 
onn the basis of community information and involve the community 
and/orr patients. Furthermore, the extent of integration differed per 
dimension.. Functional integration within the initiatives has been 
relativelyy low, clinical integration mixed, and professional integra-
tionn quite advanced. Several notions can be made. 

First,, the academic population policy stimulates Academic Medi-
call  Centre departments to link up with external care providers. 
Althoughh we do not have comparative data, the impression is that 
277 initiatives is quite a lot. In The Netherlands only the academic 
institutionss in Groningen and Maastricht have formally adapted 
aa community orientation.[19] Moreover, Dutch general hospitals 
aree involved in six integrated care arrangements on average with 
aa maximum of 20 initiatives.[31] Unfortunately, the international 
picturee is unclear, as evaluations on university hospitals elsewhere 
oftenn take another angle; they generally evaluate the whole strategy 
orr one specific collaborative initiative only. Such a picture, however, 
wouldd be enlightening which brings us to the second notion. 

Theree seems to be a link between the described Academic Medi-
call  Centre initiatives and the health needs of the South-eastern 
Amsterdamm community. Arrangements are in place for the major 
chronicallyy il l patient groups (e.g. stroke, diabetes mellitus type 2, 
COPD,, heart failure) and the frail elderly in the area [32]. Still, there 
iss no support that the AMC is initiating collaborative initiatives from 
aa 'community-based integrated care' vision. The initiatives are not 
community-basedd in the sense that they do not target the same com-
munitiess (i.e. zip code areas), are not initiated on the basis of com-
munityy health considerations, and are not systematically involving 
thee community and/or service users. This contradiction might be 
explainedd by the 'redistribution dilemma' [33]. The academic popu-
lationn policy requires an increase in routine care delivered by clinical 
departments,, which is at the expense of their academic activities 
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andd interests, and thus encounters opposition. By loosely applying 
thee academic population policy, clinical departments control the 
proportionn ol routine care delivered as part of their overall activities 
employed.. This brings us to the question whether integrated care is 
reflectedd in the initiatives. The collaborative initiatives of the AMC 
aree 'integrated' even though their levels of integration achieved are 
mixed.. There are rival interpretations of this result. One is that the 
initiativess need to be further developed, thereby focusing on the 
facetss of integration that lag currently behind -i.e. formalising the 
agreements,, enhancing the level of clinical integration by focusing 
onn all five facets. However, it can be questioned whether this should 
bee the policy advice to the Academic Medical Centre managers. 
Mostt initiatives have no end date suggesting that the desired level 
off  integration may have been achieved. Foremost, the majority of 
thee initiatives have a limited scope and do not aim at full integration 
onn all levels. So, expecting full integration for most of the initiatives 
iss probably a unrealistic objective that wil l never be achieved, nor 
strivedd for. This notion has also been made in the literature [34,35]. 

Elaboratingg more on this notion suggest that the academic popu-
lationn strategy of the Academic Medical Centre, and a commu-
nity-basedd integrated care approach of (university) hospitals more 
generally,, can better be described on the overall hospital level. Al l 
277 Academic Medical Centre initiatives together form a web of in-
tegratedd care services that are congruent to each other as they cover 
specificc care trajectories (e.g. stroke service, diabetes mellitus type 2) 
orr centralises specific functions (e.g. coordination, R&D, discharge 
planning).. Describing this web from a community-based integrated 
caree perspective might be more informative as it theoretically pro-
videss insights in the overall weaknesses and strengths in meeting 
communityy health needs and demands. A 'community-based inte-
gratedd care' approach can only be fertile when the whole Academic 
Medicall  Centre is committed in vision and in practice. 
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Appendixx 6.2 Questionnaire 

ItemItem Description 

Titl e e 

Start-date e 

End-datee (if applicable) 

Initiator r 

Descriptionn aim ot the 

initiativee in own words 

Aims s 

Inhibitingg legislation 

Typee of funding 

Financier r 

Financiall  budget 

Availablee budget sufficient 

Structurall  arrangement 

Participatingg Academic 

Medicall  Centre departments 

andd institutions 

Interestss of collaborating 

partners s 

ResponseResponse Scale 

Openn ended 

Monthh -vear 

M oo nth-year 

Open-ended d 

Open-ended d 

211 categories 

Yes-No o 

Incidentall  funding-Structural funding-

Budgett neutral 

Academicc Medical Centre-Ministry-

Province-Municipality-Caree insurer-

Industry-Other r 

Amountt in euros 

Yes-No o 

Yes-No o 

Openn ended 

Resolvingg problems-academic workplaces-

financial-futuree legislation-increasing market 

share-increasingg prestige-increasing power-

broadeningg services-deepening services-

innovation-safety-other r 
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0.66B B 

Q67 7 
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Q 70 0 

Q.71 1 

Item Item 

0 22 6 

Q27 7 

Q28 8 

Q 29 9 

Q 30 0 

0 31 1 

7/fww Description 

Communi tyy orientation 

circumscribedd by zip code 

W h att zip code area 

Communi tyy information 

available e 

Typee of community 

informationn available 

Communi tyy information used 

Patientss involved 

Typee of instrument to involve 

patients s 

ItemItem Description 

Extentt of formalisation 

Formationn of new 

organisation n 

Typee of new organisation 

Neww jobs 

W h att jobs newly created 

Projectt team 

ResponseResponse Scale 

Yes-No o 

Zi pp codes areas 

Yes-No o 

Sizee target population-Age/Sex-Morbidity-

Demands/preferences-Other r 

Yes-No o 

Yes-No o 

Satisfactionn questionnaire-Client councils-

Patientt associations-Dutch consumer 

organisation-other r 

ResponseResponse Scale 

Informall  agreements- letter of intent-

contract-merger-holding-jointt venture 

Yes-No o 

Association-Foundation-Cooperative-Private e 

company-Operatingg company 

Yes-No o 

Projectt leader-nurse practitioner-quality of 

caree official-nurse specialist-other 

Yes-No o 
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037 037 

Q38 8 

CL39 9 

Q 40 0 

Q41 1 

Q42 2 

Projectt team members 

Supportivee functions 

centralised d 

Supportivee functions 

centralisedd in new 

organisation n 

Reasonss for centralising 

supportivee functions 

Stafff  detached 

ItemItem Description 

Participationn of professionals 

Typee of professionals involved 

andd employing institution 

Practicee organization of all 

professionalss involved 

Mandat ingg among 

professionals s 

Manageriall  responsibilities 

off  professionals 

Additionall  medical education 

forr professionals 

Openn ended 

Researchh ScDevelopment-HRM-

Administration-Finance-Publicc Relations-

Informationn Technology-Other-None 

Researchh SeDevelopment-HRM-

Administration-Finanee-Publicc Relations-

Informationn Technology-Other-None 

Costt reduction-exchanging expertise-creating 

economiess of scale- efficiency-creating 

synergy-other r 

Yes-No o 

ResponseResponse Scale 

Yes-No o 

Al ll  salaried-Mostly salaried-Salaried 6c -

Mostly y 

Single-Dual-Group-Primaryy care centre-

Caree institution 

Everyy professional represents himself-

Representativee with limited mandate-

Representativee with modest mandate-

Representativee with full mandate-Manager 

Yes-No o 

Yes-No o 
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"cTT Q.43 Exemption for management Yes-No 
'C'C tasks 

j **  Q 44 Self-coordination of Y-A-A- N 

.££ the collaboration 
c c 

££ Q.45 Substitution of professional Y-A-A- N 

zf\zf\ work 

Q 466 Exchange of professional Y-A-A- N 

expertise e 

Q 477 Existence of formal hierarchy Y-A-A- N 

Q.488 Occurrence of ' turf battles' Y-A-A- N 

ItemItem Item Description Response Scale 

|| Q5O Staffing appropriate Y-A-A- N 

I ?? Q51 Timely availability Y-A-A- N 
RR c 
~~ or resources 

gg Q5 2 Information technology Y-A-A- N 

RR in working processes 

ë ë 
i j j 

,§§ Q53 Use of one multidisciplinary Y-A-A- N 

^^ guideline 

Q544 Integrated care protocol Y-A-A- N 

Q555 Multipl e patient records Y-A-A- N 

Q566 Systematic monitoring Y-A-A- N 

Q577 Monitoring data used for Y-A-A- N 

feedback k 
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(Item)(Item) (Item Description) (Response Scale) 

Q588 Availability organisational Yes-No 

chart t 

Q599 Tasks & responsibilities Yes-No 

described d 

Q.600 Coordinator initiative Physician-Team leader-Paramedic-Other 

workk floor 

Q.611 Coordinator budget holder Yes-No 

Q62Q62 Types of formalised takeovers Multidisciplinary meetings-Team meetings-

takeover-Other-None e 

Q.633 Consultation of outpatient Yes-No 
professionals s 

Q.644 Medical information transfer Referral letter-Phone-Fax-Email-Electronic 
Patientt Record-Other-None 

Q.655 Nursing care information Referral letter-Phone-Fax-Email-Electronic 
transferr Patient Record-Other-None 



Chapterr  7 

Intermediatee care: 
forr better or worse? 
Processs evaluation of 
ann intermediate care 
modell  between a uni-
versityy hospital and a 
residentiall  home 

Thomass Plochg 
Dianaa MJ Delnoij 
Tinekee F van der Kruk. 
Tonniee ACM Janmaat 
Niekk S Klazinga 

BMCBMC Health Services 
ResearchResearch 2005; 5(1 ):38. 

Abstract t 

Background:: Intermediate care was developed in order to bridge 
acute,, primary and social care, primarily for elderly persons with 
complexx care needs. Such bridging initiatives are intended to reduce 
hospitall  stays and improve continuity of care. Although many mod-
elss assume positive effects, it is often ambiguous what the benefits 
aree and whether they can be transferred to other settings. This is due 
too the heterogeneity of intermediate care models and the variety of 
collaboratingg partners that set up such models. Quantitative evalu-
ationn captures only a limited series of generic structure, process and 
outcomee parameters. More detailed information is needed to assess 
thee dynamics of intermediate care delivery, and to find ways to im-
provee the quality of care. Against this background, the functioning 
off  a low intensity early discharge model of intermediate care set 
upp in a residential home for patients released from an Amsterdam 
universityy hospital has been evaluated. The aim of this study was to 
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producee knowledge for management to improve quality of care, and 

too provide more generalisable insights into the accumulated impact 

off  such a model. 

Methods:: A process evaluation was carried out using quantitative 
andd qualitative methods. Registration forms and patient question-
nairess were used to quantify the patient population in the model. 
Statisticall  analysis encompassed T-tests and chi-squared test to as-
sesss significance. Semi-structured interviews were conducted with 
211 staff members representing all disciplines working with the mod-
el.. Interviews were transcribed and analysed using both 'open' and 
'framework'' approaches. 

Results:: Despite high expectations, there were significant prob-

lems.. A heterogeneous patient population, a relatively unqualified 

stafff  and cultural differences between both collaborating partners 

impededd implementation and had an impact on the functioning of 

thee model. 
Conclusions:: We concluded that setting up a low intensity early 

dischargee model of intermediate care between a university hospital 
andd a residential home is less straightforward than was originally 
perceivedd by management, and that quality of care needs careful 
monitoringg to ensure the change is for the better. 

Background d 

Duee to technological developments, better communication facili-
tiess and further differentiation and specialisation of professionals, 
patientt care is increasingly provided outside hospitals. Financiers, 
governmentss and patients advocate this development, as they con-
siderr outpatient care to be more efficient and patient centred [i] . 
Thiss shift has repercussions for chronically il l and elderly patients 
withh complex care needs. First, it is questionable whether optimal 
caree for these patients can be delivered in an outpatient setting. 
Theyy need sufficient time to recover and are often in frail health 
[2] .. Early hospital discharge can present dangers for them. More-
over,, alternatives are often scarce, as the capacity of long-term care 
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facilitiess is either limited or too expensive. What is known as 'bed-
blocking'' occurs when patients whose medical treatment has been 
completedd cannot be discharged because of poor continuation of 
caree outside the hospital [3]. Second, these patients often need care 
fromm health professionals in multiple settings. Consequently, pa-
tientt care journeys encompass multiple transitions from one setting 
too another [4]. Systems of care often fail to organise these transi-
tions,, thus influencing the quality of care [5-7]. 

Bearingg these issues in mind, a plethora of care models have 
beenn developed to substitute hospital inpatient care and to improve 
transitionall  care [8]. Onee model can be described by the term 'in-
termediatee care'. This model refers to a range of services intended 
too bridge acute, primary and social care. I t is considered to serve 
goalss like reducing the length of hospital stays, preventing hospital 
admissionss and readmissions, improving transitions from hospital 
too consecutive settings, and retaining people's independence as long 
ass possible [9]. Still, the benefits and transportability of intermedi-
atee care are ambiguous [9-12]. This can be attributed to the blurred 
definitionn of the concept and the wide range of services labelled as 
such.. Models differ in focus, setting, case mix, staffing, profession-
alss involved, commissioning and context. Hence, it is quite difficult 
too define the concept, to identify best practices and to compare 
differentt settings. Against this background, it is argued that the 
'black-box'' of intermediate care (i.e. the processes of care) should 
bee opened [13]. Process evaluations are therefore warranted and 
promotedd [14,15]. 

Thiss paper provides such a process evaluation of an intermediate 
caree model. The aim was to provide management with information 
too assess and improve the quality of care. Even so, it should also 
providee more generalisable insights into the accumulated impact of 
thee model. In the Dutch health care system, a distinction is made 
betweenn the financing and organisation of acute and long-term 
care.. Acute care is financed either by social health insurance (cover-
ingg about 60% of the population) or private health insurance (cov-
eringg about 40% of the population). Compulsory national health 
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insurancee covers the whole population for long-term care. Health 
caree providers organise their services in networks that are covered 
byy either scheme. Cooperation and coordination of care takes place 
predominatelyy within the acute care sector. 

Butt health care delivery is fragmented in the transition from acute 
too long-term care. To bridge the gap, various intermediate care 
modelss are being set up in hospitals, nursing homes and residential 
homess [16,17]. However, due in part to the division of the insurance 
schemes,, financing is often ad hoc and available only for the dura-
tionn of a single project. 

Thee model evaluated in this study eventually became structurally 
embeddedd in the local health system of the South-eastern Am-
sterdamm district. The Henriètte Roland Hoist House ( H R H H ), a 
residentiall  home, and the Academic Medical Center of the Univer-
sityy of Amsterdam (AMC ) agreed to establish a low intensity early 
dischargee model of intermediate care encompassing transitional 
caree as well as a transfer unit. This model focuses exclusively on all 
AMCC patients who no longer require hospital treatment but are not 
healthyy enough to be discharged to their home situations. It supple-
mentss two more intensive rehabilitation models of intermediate 
caree in nursing homes for stroke and orthopaedic A M C patients. 
Tablee 7.1 describes the model and its local context. 

Methods s 

Aim Aim 
Thee intermediate care model was evaluated at the request of the 
collaboratingg institutions. During the course of 2000, both part-
nerss expressed concerns about how the model was functioning, and 
neededd information to make informed decisions on how to improve 
thee quality of care. This implied that the evaluation should be con-
ductedd from a 'managerial evaluation perspective' [18]. The follow-
ingg questions were addressed: 1) Is the patient population admitted 
too the model in accordance with the ex ante expectations of key 
playerss and staff members? 2) How does the model ensure quality 
off  care? 
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Design Design 
AA process evaluation based on quantitative and qualitative methods 
wass considered the most appropriate and feasible way of answering 
bothh questions. Registration forms and patient questionnaires were 
usedd to quantify the patient population. Semi-structured interviews 
weree conducted to explore the expectations and experiences of the 
keyy players and staff members, as well as to describe how the quality 
off  care is ensured. The project proposal was reviewed by the medical 
ethicall  committee of the AMC in August 2000 and was considered 
nott in need of formal approval according to the Dutch legislation 
onn experiments with human beings. There were no ethical objec-
tionss raised against the study. 

PatientPatient questionnaires and registration 
formsforms (quantitative analyses) 

SAMPLEE Initially , all candidates (N = 189) for admission to the 
transferr unit between 1 October 2000 and 31 October 2001 were in 
thee study. RNs working in the AMC wards selected candidates after 
consultingg the individual patients and their families. Liaison nurses 
att the AMC collected the submitted applications and sent them to 
thee transfer unit for assessment. Using formalised admission criteria 
(Tablee 7.1), the nursing home physician assessed whether a candi-
datee could be admitted to the transfer unit. 162 out of 189 (85.7%) 
candidatess met the admission criteria and 27 out of 189 (14.3%) did 
not.. As researchers, we did not interfere in this process. 
Duringg the assessments, we requested informed consent from pa-
tientss participating in the study. There were two significant differ-
encess between consenting (N = 70) and non-consenting patients 
(NN = 119). The age distribution differed significantly between both 
groupss (chi2 = 12.51; p = .03), and the youngest and oldest patients 
weree less willin g to participate. Moreover, consenting patients were 
lesss likely to be refused for admission than those who did not con-
sent.. Just 2 out of 70 consenting patients (3%) were refused, while 
thiss rate was 27 out of 119 (21%) for non-consenting patients. This 
selectivee non-response can be explained by health status. Patients 
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Tablee 7.1 Characteristic s of the intermediat e care mode l 

FOCUSFOCUS ^ ^ ^ _ « _ _ i ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ _ B a B i ^ ^ ^ ^ _ ^ ^ _ 

Startingg a 'transfer unit' in a residential home for AMC 
patientss whose medical treatment has been completed, 
butt are unfit to be discharged to their homes. The 
unitt should serve as a substitute hospital ward that 
relievess the problem of'bed-blocking' in the AMC and 
improvess transitional care to the home situation. 

AdmissionAdmission criteria ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ _ ^ ^_ 
Al ll  AMC patients are eligible for admission to the 
transferr unit if they meet the following criteria: 
—— Patient is medically stable and curative treatment 

hass been completed; 
—— Patient needs care that can be delivered by one 

nursingg assistant; 
—— Patient is not eligible for other regular care services 

andd cannot go home; 
—— Patient is insured; 
—— Patient does not need daily care and/or intensive 

physicall  therapy; 
—— Patient is not a drug addict, terminally il l or 

comatose,, and does not have A I D S; 

—— Patient does not exhibit disturbing behaviour if he 
orr she is a psychiatric or psychogeriatric patient. 

—— Patient has an official indication for discharge to a 
consecutivee setting. 

TransitionalTransitional care ^ ^ ^ ^ H H ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ H 

Threee AMC liaison nurses control, plan and coordinate 
alll  transitions of AMC inpatients to the transfer unit 
systematisedd by agreed discharge procedures. The 
nursingg home physician, occupational therapist, the 
liaisonn nurse and the head (an RN) assess whether an 
AMCC patient wil l be admitted to the transfer ward. 
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SettingSetting ^^^^^^^^^^^^—mmm^^^^^^—^^^^^^^^^^^^mmmm 

200 Transfer beds located in 10 rooms. The unit was 
establishedd outside the AMC in a residential home in 
thee South-eastern Amsterdam district. This institution 
accountss for no residential home places, 7 places for 
dayy care, 4 community health beds and 218 apartments 
forr assisted living. 

StaffingStaffing _ ^ _ _ ^ ^ _ ^ — ^ _ _ ^ _ _ 
Headd of the transfer unit 1.0 FTE; nursing home 
physiciann 0.33 FTE, registered nurses 0.89 FTE; 
liaisonn nurses 0.5 FTE; occupational therapist 
0.55 FTE; licensed practice nurses 11.61 FTE. Two 
physiotherapistss with a practice in the residential care 
homee are directly available for patients of the transfer 
unit.. An AMC geriatric nursing specialist attends 
multidisciplinaryy meetings once a week. 

ContextContext ^^^^^^^^^^—m—^^^^^^^^^^^^^^^^m^m—mm— 

Thee AMC and Henriëtte Roland Hoist House are 
locatedd in the South-eastern Amsterdam district. This 
regionn accounts for approximately 85,000 residents of 
whomm 7,000 (8%) are older than 65, and 61% belong 
too an ethnic minority. A number of institutions in the 
regionn provide care for the elderly: 1 AMC, 1 nursing 
home,, 4 residential homes, 1 public home-care agency, 
11 public health agency, 1 social care agency, 5 primary 
caree centres and 1 institution for psychiatric care. 

CommissioningCommissioning ^ W ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ B M ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 

Thee local public insurer structurally finances the 
transferr unit. The annual budget is 758,205 euros. 
Transitionall  care is financed by the AMC budgets. 
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whoo did not meet the admission criteria were more seriously il l and 
lesss inclined to participate in the study. Of the 68 positively assessed 
patientss who consented, 54 were actually admitted. During the as-
sessmentt period 2 patients died and 12 were discharged to another 
destination.. The sample is shown in figure 7.1. 

DATAA COLLECTION Two registration forms and two patient ques-
tionnairess measured process parameters. The first form, filled in 
beforee the assessment procedure was started, recorded 'medical di-
agnosis',, 'reason for hospital admission', 'reason for application' (re-
habilitation,, waiting for admission to a nursing home, waiting for 
admissionn to a residential home, oncology, wound therapy, other), 
andd 'name of the submitting AMC ward'. After the assessment pro-
ceduree 'refusal or admittance to the transfer unit', 'date of hospi-
tall  admission', 'date of hospital discharge', 'discharge destination' 
(transferr unit, home, nursing home, residential home, other) were 
registered.. The second form was filled out at discharge from the 
transferr unit. In this form 'destination of discharge' (home with 
orr without home care, nursing home, residential home, hospital, 
other),, 'experienced burden of care in relation to the expected bur-
denn of care based on the application' (the head of the unit gave his or 
herr assessment), 'whether the patient was in the appropriate place' 
(thee head of the unit gave his or her assessment), and 'care delivery 
problemss experienced' were registered. 

Duringg the assessment procedure, the patients filled out two ques-
tionnaires,, assisted by a researcher if necessary: the 36-item short-
formm health survey (SF-36) and the Groningen Activity Restric-
tionn Scale (GARS). The SF-36 is includes one multi-item scale 
measuringg eight health concepts: 1) limitations in physical activi-
tiess because of health problems; 2) limitations in social activities 
becausee of physical or emotional problems; 3) limitations in usual 
rolee activities because of physical health problems; 4) bodily pain; 
5)) general mental health (psychological distress and well-being); 6) 
limitationss in usual role activities because of emotional problems; 
7)) vitality (energy and fatigue) and 8) general health perceptions 
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Figur ee 7.1 Flowchar t 

[19,20].. The GARS aims at measuring both the ADL and instru-
mentall  ADL disability in community-based studies with respect to 
thee aid and services provided by professional home help and district 
nursingg agencies [21,22]. 

DATAA ANALYSI S We analysed the quantitative data using SPSS 10.1. 
Wee used T-tests and chi-squared test statistics to assess significance. 

Semi-structuredSemi-structured interviews (qualitative analyses) 
SAMPLEE We interviewed 21 key players and staff members selected 
'purposively'' for their positions, disciplines and institutions. Al l dis-
cipliness involved were represented in the study. In addition, nursing 
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assistantss were selected on the basis of gender, age, ethnicity and 
workk experience. It was not feasible to interview them all. This ap-
proachh resulted in the sample presented in appendix 7.1. 

DATAA COLLECTION We interviewed the respondents at their places 
off  work using an interview guide (see appendix 7.2), which was de-
velopedd around the research questions. During the interviews, the 
guidee was used in an informal and flexible way in order to prevent 
thee researchers from imposing their own preconceptions. The in-
terviewss took approximately one hour each; they were recorded and 
laterr transcribed. One researcher coded the transcripts and wrote 
memoss to systematise the analysis. We completed the data collec-
tionn after finishing 21 interviews - all disciplines working with the 
modell  were then represented and no new findings were expected. 

DATAA ANALYSI S We used open and framework approaches to anal-
ysee the interviews. Building on respondents' perceptions, we con-
ceptualisedd the dynamics underlying the admittance of patients to 
thee transfer unit. To interpret quality assurance activities and their 
implementation,, a theoretical framework was explicated. On the 
basiss of a typology of quality systems consisting of five elements 
(structurall  assets, allocation of responsibilities, protocols, informa-
tionn transfer and monitoring/feedback cycles) we identified existing 
qualityy assurance activities in the model. We contrasted respondents' 
notionss on the implementation of the model with recent knowledge 
onn effective implementation [23,24]. 

RIGOURR To monitor and consider the rigour of the interviewing 
process,, we used several strategies to rule out validity threats [25]. 
First,, due to our sampling strategy we were able to identify respon-
dentss who gave socially desirable answers. We noticed that three of 
themm were much too positive about the functioning of the transfer 
unitt and were defensive in their responses. Second, we conducted 
memberr checks by asking respondents to validate transcripts and 
interpretationss of their interviews. Respondents had few actual cor-
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rections,, which we adopted without discussion. Third, we aimed 
forr 'triangulation'. We verified respondents' essential statements by 
contrastingg them with our quantitative data, local documents and/ 
orr international and Dutch literature. Finally, we solicited feedback, 
fromm a variety of senior and other researchers (peer review). The re-
searcherss in the team systematically monitored the data collection, 
analysiss and emerging findings. Colleagues at the Department of 
Sociall  Medicine and the Dutch National Institute of Health Ser-
vicess Research reviewed earlier drafts of the manuscript. 

Results s 

ForeseenForeseen versus actual/perceived patient population 
Thee target population was described in the initial intermediate 
caree model [26]. AMC patients whose medical treatment had been 
completedd but who were unfit to be discharged to their homes - the 
bed-blockers-- were eligible for admission to the unit. Admission 
criteriaa further specify this target population (table 7.1). Quantita-
tivee as well as qualitative data were used to verify whether members 
off  this target population were actually admitted to the unit. 

THEE QUANTITATIVE PROFILE OF THE PATIENT POPULATION Dur-
ingg the 13 months of the study, 189 candidates were assessed (table 
7.2).. The majority were female, single and older than 65. Apart 
fromm this, the profile of these candidates was more heterogeneous. 
Althoughh the most prevalent diseases were cardiovascular diseases 
andd cancer, candidates suffered from a variety of different diseases. 
Thiss was also shown by the diversity of the submitting clinical wards 
andd the various reasons for application. A relatively small number of 
candidatess were waiting for placement in a nursing home (N =33) 
orr residential home (N = 3) and could be identified as bed-blockers. 
Thee 'Health-related quality of life' (SF-36) and the Activities of 
dailyy living' (GARS DL-scale) were filled out by 59 of the 70 partici-
patingg patients. Their scores were comparable with those of a popu-
lationn in a British geriatric day hospital and a population in a Dutch 
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communityy GP ward for recuperating elderly people [27,28]. 
Thee 70 patients participating in the study had an average length 

off  stay (LoS) in the AMC of 31.8 days (range 3-109; stdv 22.2). The 
544 out of the 70 patients participating in the study who were actu-
allyy admitted to the transfer unit stayed there for an average of 46.5 
dayss (range 0-340). This average lies within the maximum of three 
monthss LoS. Looking back on their stays, the head of the transfer 
unitt considered 12 of the 54 patients (22.2%) to have needed more 
caree than had been expected, and 5 patients (9.3%) to have needed 
lesss care than had been expected. For 6 of the 12 more serious pa-
tientss (11.1%) and for 3 of the 5 less serious ones (5.6%), the head 
alsoo considered the transfer unit to have been inappropriate. The 
finall  discharge destination was home (N = 18; 33.3%), home with 
homee care (N = 18; 33.3%), hospital (N = 6; 11.1%) or elsewhere (N = 
12;; 22 .2%). 

MOREE COMPLEX PATIENT LOAD THAN ANTICIPATED R e s p o n d e n ts 

feltt that a patient population with a heavier burden of care than 
anticipatedd had been admitted to the transfer unit. Respondents 
experiencedd a limited inflow of bed-blockers: 

TheThe focus of the model was to reduce the problem of bed-blocking in 
thethe AMC. Now we notice we admit hardly any bed-blockers to the 
transfertransfer unit... In practice it seems there are no bed-blockers in the 
AMC.AMC. (respondent 10) 

Thiss perception was difficult to verify in the quantitative data. Based 
onn the discharge destinations, just 36 out of 189 candidates (19%) 
couldd be considered as bed-blockers. This seems to be opposed by 
thee average LoS in the AMC of 31.8 days, which is three times the 
averagee LoS of patients in the AMC in 2001 (9.4) [29]. However, 
thee high standard deviation (22.2) and the median of 24 indicate 
thatt outliers are increasing the average LoS. Moreover, average LoS 
iss an indicator of bed-blocking, not a valid measure. 

Too support their perception, respondents put forward two expla-
nations.. First, respondents felt the target population envisioned in 
thee design of the intermediate care model either did not exist in the 

158 8 



AMCC or was smaller than expected. An initial assessment of the size 

off  the target population did not take place. This implies that the rel-

evancee of the intermediate care model may have been overestimated 

fromm the outset: 

YouYou instinctively know the size of this patient group....As far as I 

know,know, there were no data available [during the planning of the trans-

ferfer unit], (respondent 8) 

ProcessProcess parameter Outcome e 

Gender Gender Malee N = 72 38.3 % 
Femalee N = 117 61.7 % 

AgeAge distribution << 65 years N = 34 18.3 % 
65-699 years N = 21 11.3 % 
70-744 years N = 19 10.2 % 
75-799 years N = 40 21.5 % 
80-844 years N = 33 17.7 % 

>> 85 years N = 39 21.0 % 
Missingg N = 3 

HomeHome situation Livingg alone N = 160 84.7 % 
Livingg with a partner N = 29 15.3 % 

MedicalMedical diagn oses Cardiovascularr diseases N = 44 
Cancerr N = 37 
Otherr N - 108 

23-3 3 
19.4 4 

57-3 3 

ll7A 7A 
37.8 8 
19.2 2 

1.8 8 

5.8 8 
18.0 0 

% % 
% % 
% % 

% % 
% % 
% % 
% % 
% % 
% % 

ReasonsReasons for application Recoveryy after surgery N = 30 
Rehabilitationn N = 65 

Waitingg for a nursing home N = 33 
Waitingg for a residential care home N = 3 

Oncologyy therapy N = 10 
Otherr N = 31 

Missingg N = 17 

Tablee 7.2 Characteristic s of assesse d candidate s 
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Second,, respondents suggested that the assessment procedure took 
tooo long. The model is only appropriate during a short period of 
patients'' care episodes because their care needs vary. Therefore, the 
transitionn from the AMC to the unit must be flexible and fast, and 
thiss was not achieved in practice. The period between application 
andd discharge took on average 8.7 days (range 1-39). Moreover, 
inn the study group, 14 out of 68 patients meeting the admission 
criteriaa were not discharged to the transfer unit. In the meantime, 
patientss died (N = 2), went home (N = 5) or were admitted to an-
otherr institution (N = 7). This implies that 20% of the inflow was 
cancelledd during transitional care processes. 

Respondentss considered the main reason for delays to be the 
limitedd availability of the nursing home physician (only three af-
ternoonss a week), whose authorisation was needed for admission. 
Anotherr reason mentioned for delays was discharge planning in the 
AMC.. Time was sometimes lost waiting for the medical applica-
tion/referrall  forms. Due to the limited inflow of targeted patients, 
fillin gg transfer beds became problematic. Too avoid empty beds, re-
spondentss felt that admission criteria had been applied subjectively. 
Inn their opinion, restrictive application of inclusion criteria was not 
inn the financial interests of the collaborating institutions: 

ThereThere is a negative spiral nobody in health care can ignore. (...) On the 
oneone hand you must deliver a certain volume of care. On the other hand 
youyou have your human resources. When you fail delivering this volume 
ofof care you will  loose personnel, as you earn not enough money. (...) 
WhatWhat happens? You can admit even less patients. So, you must com-

promise,promise, (respondent 6) 
Thee HRHH maximised production to prevent budget reductions. 
Thee AMC optimised the turnover of patients to be in a better posi-
tionn for the annual budget negotiations with insurers. These inverse 
incentivess may have resulted in admitting patients with a heavier 
burdenn of care to the transfer unit: 

II  think the patient population admitted to the transfer unit has a 
heavierheavier burden of care than was originally expected, (respondent 8) 
TheThe medical aspects become more serious. Although the patients medi-
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calcal treatment has been completed, their health is still frail. 
(respondent(respondent 6) 

Thiss perceived pattern was partly supported by quantitative data. 
Accordingg to the official hospital statistics bed-blocking days in-
creasedd from 2,818 days in 2000 towards 3,315 days in 2001 while 
bed-occupancyy rates decreased from 61.5% in 2000 to 57.5% in 
20011 [29]. This may indicate that hospital discharge of bed-block-
erss is postponed to maximise bed-occupancy rates, which supports 
thee hypothesis of the respondents. However, the severity of the 
self-reportedd health status of the patients (SF-36) did not change 
duringg the study. 

QualityQuality of care 
Almostt all respondents felt there was insufficient quality of care as-
surancee and questioned the functioning of the model: 

ItIt  works, but if a few things go wrong it doesn't work anymore - then 
thethe quality of care goes down fast, (respondent 11) 
ItIt  doesn't function like it should, but in the past it was worse. 
(respondent(respondent 17) 

Althoughh we cannot verify these quotes, we assume that the inter-
mediatee care model functions poorly because it was mentioned by 
thee majority of the respondents. Two key players (respondents 6,io) 
gavee an overall explanation for the poor functioning of the model. 
Theyy highlighted contextual differences between the HRHH and 
thee AMC as the main stumbling blocks. Setting up and implement-
ingg intermediate care requires a certain level of know-how and 
expertise.. In the AMC, these kinds of requirements could easily be 
met,, while in the HRHH they could not. Initiators took this differ-
encee for granted, thereby overestimating the organisational capacity 
off  the HRHH: 

II  don't think all of the consequences [of setting up a transfer unit] were 
foreseen...Thereforeseen...There was no experience available of caring for these patients 
inin another setting, (respondent 6) 

Thiss overall explanation is supported by respondents' thoughts on 
thee implementation and on the nursing staff mix. Because the in-
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terviewss were planned to take place throughout the study period, 
wee noticed during the course of 2001 that all planned working 
processess and quality assurance activities were put into place. The 
respondentss interviewed early in the study reported fewer activi-
tiess than those interviewed later. Table 7.3 presents the processes 
andd activities categorised in the five dimensions of a quality system. 
Althoughh these activities confirmed the existence of quality of care 
assurancee practices, the rather late implementation suggested oth-
erwise.. Respondents said that people don't work enough according 
too the agreed working processes and quality assurance practices, and 
concludedd the implementation process was flawed: 

OnOn the transfer unit, the wheel is reinvented every day. Because people 

dontdont work according to the agreements, the implementation has been 
flawed,flawed, (respondent 6) 

Inn the implementation literature, good preparation - involving the 
relevantt people, developing a proposal for change and selecting a 
sett of multifaceted strategies - is emphasised [23,24]. Even so, the 
necessityy of an open culture for change and involved management 
iss underscored. Contrasting these insights with our data revealed 
shortcomingss in the implementation. First, the initial intermedi-
atee care model lacked a detailed implementation strategy. Various 
respondentss who had worked in the unit from the start confirmed 
this.. Second, it can be questioned whether all relevant people where 
involvedd soon enough. Chief executives confessed they involved 
thee nursing home physician too late. Also, nursing assistants said 
theyy were insufficiently prepared. Third, there seemed to be a lack 
off  communication, resulting in a 'closed organisational culture' and 
resistancee to change. Finally, involvement by management was con-
sideredd insufficient. There was criticism that supervision and con-
troll  was too lax to bring about the desired change. This lack of man-
agementt was partly due to discontinuities in leadership. Although 
fourr persons headed up the unit from the start, reorganisation of the 
entiree residential home distracted chief executives. Al l these short-
comingss were reflected in the following quotes: 

AtAt the start, there was very little idea of what might happen. 

(respondent(respondent 6) 
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StructuralStructural assets 

Descriptionn of required staff 
Facilities s 

AllocationAllocation of responsibilities H ^ ^ H I ^ ^ ^ H I ^ ^ H I ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 

Jobb descriptions 

Jobb assessment interviews 

ProtocolsProtocols H ^ ^ H ^ ^ B i ^ ^ B ^ ^ H l ^ 
Descriptionn of the target population 
Admissionn criteria 
Dischargee criteria 

Routingg of the patients using a flow chart 
Nursingg care plans 

InformationInformation transfer and record-keeping ^ ^ ^ ^ ^ N ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ M H ^ ^ ^ ^ B 

Transferr procedures from the AMC to the HRHH 
Patientt record 
Handoverr procedures during shifts 

MonitoringMonitoring and feedback cycles I ^ B ^ B ^ M Ü I ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ H I ^ ^ ^ H B 

Steeringg group meetings 
Weeklyy multidisciplinary meetings 
Supervisionn by an AMC geriatric nursing specialist 
Patientt satisfaction questionnaire upon discharge from the transfer unit 
Trainingg and education 
Managementt information system 

Tablee 7.3 Qualit y assuranc e activitie s in the transfe r uni t 

TheyThey told us almost nothing about what was going to happen. I had the 

ideaidea they didn't really know, either, (respondent 18) 

AA nursing home physician was represented in the project group, but it 

wasn'twasn't the physician who was going to do the job. I didn't think this was 

veryvery smart, (respondent 2) 

StaffStaff members act differently. Different perceptions, different realities 

cancan be observed, but they're not tried out on each other or debated. 

(respondent(respondent 11) 
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Apartt from the implementation, respondents were also concerned 
withh the nursing staff mix. In their view, the staff was insufficiently 
qualified: : 

AtAt this moment, I do not have a positive image of their expertise, 
(respondent(respondent 8) 

Managerss and staff at the H R HH attributed the lack of expertise to 
thee shortage of skilled nurses. Local figures showed that in 2000, 
nursingg homes and residential homes in Amsterdam had 56 vacan-
ciess per 1,000 nursing staff. This rate is the highest in the Nether-
landss [30]. The managers of the HRHH said they had enormous 
problemss filling  the vacancies. Respondents working in the AMC 
underscoredd this, but also questioned the chosen staff mix model of 
thee transfer unit: 

ƒƒ was and still am disappointed in the nursing staff mix. The number 
ofof staff is okay, but on a ward where discharged hospital patients are 
admitted,admitted, just one RNsupplemented by nursing assistants isn't enough, 
(respondent(respondent 2) 

Limitations s 

Thee process evaluation has its limitations. The large number of 
non-consentingg patients (119 out of 189) has biased the quantita-
tivee results. Most of the non-consenting patients were unable or 
lesss inclined to participate in the study. We attribute this in part to a 
flawedflawed informed consent procedure. Consenting patients had to fill 
outt questionnaires immediately, which made various candidates less 
willing ,, especially the sicker ones. Consequently, healthier patients 
aree over-represented in the sample. This explains why we could not 
verifyy the perception by respondents that the patient population was 
moree seriously ill . 

Thee validity of the qualitative findings is rather high, although 
somee weaknesses were revealed. Because of our managerial evalu-
ationn perspective [18], three respondents seemed to give socially 
desirablee answers. Furthermore, we had the impression that the 
evaluationn became a management intervention in itself (Hawthorne 
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effect).. During the study we noticed that our framework of analy-
sis,, which was implicitly communicated during the interviews, was 
translatedd into management actions. Another weakness is that just 
onee researcher conducted the interviews and analysis. Still, we were 
ablee to overcome these sources of bias because of the combina-
tionn of methods, the purposive sampling procedure undertaken and 
thee comprehensive triangulation achieved. The interviews therefore 
providee a credible exploration of the functioning of an intermediate 
caree model in its local context. 

Overall,, the transportability of the findings to other settings is lim-
ited.. As we conducted a process evaluation, findings only provide a 
detailedd description of the intermediate care model in Amsterdam. 
Nevertheless,, we assume that the accumulated impact of the model 
iss not unique to the Amsterdam model. From this perspective, the 
findingsfindings provide a good starting point for developing and evaluating 
modelss elsewhere. 

Discussion n 

Inn the current climate of health care policy, many stakeholders ad-
vocatee the development and implementation of intermediate care 
models.. However, the widespread popularity of the concept is insuf-
ficientlyficiently supported by evidence. Intermediate care is still in need 
off  evaluation, as the benefits and the deficits of the various models 
aree ambiguous [1-4]. Nevertheless, available knowledge provides 
enoughh do's and don'ts for initiators who want to set up and imple-
mentt intermediate care. Basically, initiators should be cautious. As 
ourr study shows, the accumulated impact of setting up such models 
mayy result in a 'bad practice'. To prevent this, initiators should ad-
equatelyy plan, organise and monitor intermediate care services. The 
followingg issues are important. 

First,, the relevance of an intermediate care model must be clear at 
thee outset and supported by sound information. This was not the 
casee in Amsterdam. The low intensity early discharge model was 
sett up alongside two more intensive intermediate care models for 
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strokee and orthopaedic patients. Consequently, the transfer unit 
wass targeted towards a remnant and heterogeneous patient popula-
tionn within which the number of eligible candidates was smaller 
thann expected. The straightforward conclusion is that one should 
knoww the size and profile of the target population. Apart from 
that,, patients may view intermediate care as unacceptable. Littl e is 
knownn about this topic [31], and this is reflected in the call for more 
userr involvement in intermediate care development [32]. Even so, 
thiss study indicates that the dynamic health status of candidates 
requiress fast and flexible transition processes. Because the health 
statuss of patients can change rapidly, intermediate care services are 
appropriatee for short periods during patient journeys. Moreover, 
poorlyy organised transition processes may increase the average LoS 
inn the acute care setting which undermines achieving the goal of 
earlyy discharging patients. So, detailed knowledge of the care needs, 
desiress and size of the target population is necessary to justify the 
relevancee of an intermediate care model. 

Second,, policy-makers and managers should pay attention to the 
dynamicss resulting from organisational and financial incentives. 
Thesee may influence a broadening of admission criteria to maximise 
bedd occupancy rates, as shown in Amsterdam. In the literature, this 
phenomenonn is also known as 'Roemer's law': a bed built is a bed 
filledd [33-35]- Perverse incentives induce improper use of interme-
diatee care beds, which results in another patient profile than initially 
anticipated.. The changed patient profiles reported in various studies 
supportt this hypothesis [13,36,37]. Continuous monitoring of the 
patientt profile in relation to bed occupancy rates is necessary to de-
tectt and overcome this phenomenon. 

Third,, intermediate care requires a minimum of nursing staff 
too guarantee quality of care delivery. Their skills should meet the 
needss of envisioned patients. This was inadequate in Amsterdam. 
Nursingg assistants gave direct care to patients, while medical and 
registeredd nursing staff headed up the unit. This high percentage 
off  direct care given by relatively unqualified staff is also reported 
inn other studies. It is considered one of the main reasons for the 
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absencee of improved outcomes of intermediate care [13,36]. Other 
studiess as well indicate that nursing staff does matter: those hospi-
talss and nursing homes with the most highly qualified staff provide 
betterr care [38-40]. This underscores the importance of thoroughly 
consideringg nursing staff mix in intermediate care. However, it is 
difficul tt to determine what nursing staff mix is appropriate. There is 
noo minimum standard available. 

Fourth,, the implementation of intermediate care needs to be given 
attention.. It requires know-how and expertise. In Amsterdam, the 
initiatorss overestimated the ability of the staff of the residential 
homee to develop and operate a transfer unit for early discharged pa-
tients.. These homes provide minimal care services for elderly people 
inn stable health. These homes are less prepared to deliver care to 
post-acutee care patients. This is reflected in the less advanced stage 
off  development of quality assurance activities in Dutch residential 
homess [41,42]. Initiators of collaborative intermediate care models 
shouldd be aware of this pitfall and plan a comprehensive implemen-
tationn strategy. Such a strategy must contain multiple approaches 
att different levels, tailored to specific settings and target groups 
[23,24].. Such a strategy should ensure that all requirements are met 
forr delivering good care. 

Fromm a more general perspective, these issues promote a more 
rationall  and evidence-based management of intermediate care. It 
iss acknowledged that the uptake of evidence in managerial practice 
couldd be better [43,44]. As intermediate care lacks a straightforward 
evidencee base, managers run the risk of being persuaded by political 
willingnesss rather than by 'evidence'. Uninformed decision-mak-
ingg is dangerous and may ultimately harm patients; future research 
shouldd fil l the existing knowledge gaps. Steiner [1] identifies three 
keyy questions for intermediate care research: 1) Which services are 
bestt for which patients at which point? 2) Which professionals 
shouldd be involved, doing what at which point? 3) What is the bot-
tomm line financially? 

Ourr findings indicate that these key questions must be answered 
simultaneously.. One cannot properly answer one of the key ques-
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tionss without knowing the answers to the other two. This im-
pliess that research designs should have a broad scope, which as 
ourr study illustrates, is at the expense of rigour. However, creative 
studyy designs are being promoted that try to balance rigour and 
validityy by combining quantitative and qualitative approaches, pur-
pose-collectedd and coincidental data, and multidisciplinary research 
perspectivess [45-46]. These evaluative approaches provide a good 
foundationn for developing the evidence base for intermediate care. 

Conclusions s 

Wee conclude that setting up a low intensive early discharge model 
off  intermediate care between a university hospital and a residential 
homee is less straightforward than was originally perceived by man-
agement,, and that quality of care needs careful monitoring to ensure 
thee change is for the better. 

Thee A M C and H R HH management have taken on these lessons, 
andd the findings of the process evaluation have been translated into 
managementt interventions: consistent use of discharge and admis-
sionn criteria, increasing patient flows by working with a second 
generall  hospital in Amsterdam, increasing nursing and medical 
expertisee on the ward, implementing specific nursing protocols and 
moree systematic monitoring of care. A combined quantitative and 
qualitativee evaluation approach executed in close collaboration with 
thee actors involved was helpful in revealing the underlying mecha-
nismm leading to the shortcomings. 
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Appendixx y.i Interviewed professionals 
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i i . . 

1 2. . 

!3' ' 
14. . 

15--
l 6 . . 
117-7-
18. . 

19. . 
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2 1. . 

RespondentRespondent / Position 

Generall  manager 

Directorr of integrated care 
Headd of care department 
Chairr board of directors 
Chairr medical specialist staff 
Nursingg home physician 
Liaisonn nurses / head discharge unit 
Liaisonn nurse 
Liaisonn nurse 
Geriatricc nurse specialist 
Liaisonn nurse / occupational therapist 
Registeredd nurse internal medicine 
Registeredd nurse / Head of the transfer unit 
Occupationall  therapist 
Physicall  therapist 
Physicall  therapist 
Nursingg assistant transfer unit 
Nursingg assistant transfer unit 
Nursingg assistant transfer unit 
Nursingg assistant transfer unit 
Nursingg assistant transfer unit 

Institution Institution 

H R HH H 

A M C C 

H R HH H 

H R HH H 

A M C C 

H R HH H 

A M C C 

A M C C 

A M C C 

A M C C 

H R HH H 

A M C C 

H R HH H 

A M C C 

H R HH H 

H R HH H 

H R HH H 

H R HH H 

H R HH H 

H R HH H 

H R HH H 

Appendixx 7.2 Interview guide 

—— Can your tell me about your involvement in the intermediate care model? 
(Grandd tour question) 

—— What is the purpose of the intermediate care model in your opinion? 
—— What kinds of patients are admitted to the intermediate care model? 
—— How do you perceive and experience the functioning of the intermediate 

caree model? 
—— How do you perceive and experience the collaboration between the AMC 

clinicall  wards, the AMC liaison nurses and the intermediate care model? 
—— How do you perceive and experience the discharge processes from the 

intermediatee care model to other places? 
—— Does how the intermediate care model functions meet the expectations 

youu had at the start? 
—— Do you have additional remarks you feel are relevant? 
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Chapterr  8 

Discussion n 
Inn this closing chapter, the potential of 'community-based inte-
gratedd care' to function as a strategic vision for health care improve-
mentt towards population health wil l be discussed on the basis of 
thee findings presented in the previous chapters. In the first subsec-
tion,, the final conclusions of each separate chapter wil l be restated 
andd related to the two central research questions. Successively, the 
methodologicall  aspects of the overall thesis are considered. The two 
finall  sections provide an interpretation of the findings and draw 
implicationss for the key players in health care, with special reference 
too the Amsterdam Southeast area. 

MainMain findings 
Thee thesis was split up into a theoretical and an empirical part. 
Thee objective of the former was to theoretically explore the strate-
gicc vision of'community-based integrated care' (What is it?). The 
objectivee of the latter was to empirically explore how the strategic 
visionn of'community-based integrated care' is embedded in health 
caree delivery in the south eastern district of Amsterdam (How does 
itt work?). 

Thee theoretical part has been worked out in two chapters. Chap-
terr 2 describes the strategic vision of'community-based integrated 
care'.. It was reasoned that the limited successes to rationalise and 
improvee the performance in health care stems from a lack of coher-
encee among the various strategies and instruments employed. It was 
alsoo argued that these should be embedded more synergistically in 
healthh care. The strategic vision of 'community-based integrated 
care'' was put forward to achieve this goal. On the basis of com-
munityy information on health needs and beliefs, targets can be 
sett at the local or community level. When these targets are shared 
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betweenn relevant decision makers, the various efforts to improve 
thee performance in health care can be better reconciled. Each deci-
sion-makerr can adapt the vision of 'community-based integrated 
care'withoutt changing the nature and dynamics of their efforts and 
underlyingg rationales. In other words, decision making processes in 
healthh care are directed towards the same goals without prescribing 
thee content of the processes itself. In this way, the strategic vision of 
'community-basedd integrated care' can theoretically contribute to a 
betterr performance in health care. 

Inn the consecutive chapter 3, the tensional relationship between 
doctorss and managers was explored, as it is commonly known that 
thesee can frustrate the uptake of managerial policies, and thus the 
strategicc vision of'community-based integrated care'. The theoreti-
call  analysis, based on a framework that combines theories on 'pro-
fessionalism'' and 'management science', learned that the tensions 
betweenn doctors and managers stem from intrinsic differences in 
thee way (medical) labour is organized and divided. As these cannot 
bee reconciled, the only solution to ease the tensions would be initi -
atingg a constructive dialogue. A twofold agenda was recommended 
forr this dialogue: 1) to develop a shared vision on how to divide and 
coordinatee medical work; 2) to discuss the values, norms and goals 
underlyingg patient care from the patients point of view, both on 
thee individual and the group level. As such, the findings provided 
aa theoretical underpinning of the dialogue between doctors and 
managers,, which is necessary to ease unproductive tensions. In the 
contextt of this thesis, the findings provide two insights. First, creat-
ingg 'integrated care' arrangements is challenging as it runs counter 
too the logic of professionally divided labour. In other words, profes-
sionalss wil l frustrate the uptake of 'community-based integrated 
care'.. Second, the recommended agenda for the dialogue reflects the 
keyy elements of 'community-based integrated care' and illustrates 
whyy this strategic vision might be fertile in improving the perfor-
mancee in health care. 

Thee empirical research objective has been addressed in a series of 
fourr studies in Amsterdam Southeast. The findings of each sepa-
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ratee study were reported in chapters 4 to 7. Chapter 4 explored 
whetherr the strategic vision of 'community-based integrated care' 
couldd be recognised in the governance practices of the municipal-
ityy of Amsterdam and Agis, the major care insurer in Amsterdam. 
Findingss showed that the municipality holds such a strategic vision 
butt with a limited scope. Agis, however, runs major financial risks 
whenn adapting such a strategic vision. Consequently, both leading 
actorss are cautious in targeting health care delivery towards the 
Amsterdamm population health needs, and in enforcing collaborative 
actionn across sectors in which those needs can be met. This is not an 
ideologicall  problem but primarily a practical one, as both actors are 
willin gg but unable. The resulting vacuum in health care governance 
seemss to be created by inadequate devolvement of responsibilities 
too municipalities and care insurers as well as by an imperfect cali-
brationn of an appropriate incentive structure. Shared governance is 
thereforee opportunistically emerging in selected fields where inter-
estss converge and where there is a significant volume of care to be 
purchased.. This implies that some care gaps in Amsterdam wil l be 
resolvedd and others wil l not. 

Inn chapter 5, we explored whether the 30 year old community 
healthh partnership in Amsterdam Southeast had initiated, devel-
opedd and operated collaborative activities from of a 'community-
basedd integrated care' vision. Based on semi-structured interviews 
andd documents, we found that the partnership itself was sustainable 
andd successful overtime. However, the partnership lost its initial 
innovativee nature and narrowed down its strategic focus towards 
elderlyy care. Furthermore, the realised collaborative projects, al-
thoughh enforcing integrated care, lost their community-based char-
acter.. This seemed to be influenced by the incremental introduction 
off  regulated competition in Dutch health care that leads towards 
aa divergence of interests and thus willingness to collaborate. This 
castss doubts on realising'community-based integrated care' through 
healthh partnership working in a more competitive environment. 

Chapterr 6 presented the results of a multiple case study of col-
laborativee initiatives of the Academic Medical Centre / University 
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off  Amsterdam. This university hospital has adapted a 'community-
basedd integrated care' vision as articulated in its Academic Popula-
tionn policy The results indicated that a considerable number of 
277 collaborative initiatives have emerged in 2003/2004. Still, the 
initiativess are loosely 'community-based' and hardly focused on the 
fulll  integration of care services. This suggests that the community 
linkagess of the Academic Medical Centre in Amsterdam could 
bee further developed. The critical factor for success wil l be gain-
ingg the full support of the clinical departments for the strategy, as 
theirr short-term interests are challenged as theoretically explained 
inn chapter 3. Furthermore, it is advisable to monitor the progress 
towardss 'community-based integrated care' on the overall hospital 
level. . 

Thee findings of the last study were presented in chapter 7. The 
conductedd process evaluation showed that setting up intermediate 
caree in a residential home for patients released from the A M C was 
lesss straightforward than originally perceived by management. Due 
too a heterogeneous patient population, a relatively unqualified staff 
andd an impeded implementation process, the model did not func-
tionn as anticipated. The evaluation implicitly underscores the value 
off  the 'community-based integrated care' vision. It could have been 
possiblee to provide valuable information both to substantiate the 
relevancee of the intermediate care model at the outset, and to better 
workk out the intermediate care model in practice. 

MethodologicalMethodological considerations 
Inn the earlier chapters the specific limitations of the theoretical 
evaluationss and the enacted series of four empirical studies have 
beenn considered in detail. This subsection provides some general 
reflectionss on the research methods used and the validity of the 
overalll  findings. 

Thee split into a theoretical and an empirical part was motivated by 
thee present practice of health care performance and improvement. 
Thee two theoretical interpretative studies were done, because there 
iss a greater need for critical reflection on, and synthesis of current 
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knowledgee and theories on health care improvement than focusing 
onn one specific aspect from one theoretical perspective. The current 
bodyy of knowledge and theories is large, though splintered across 
thee various disciplines such as the public health, health policy and 
managementt sciences, health economics, and medical sociology. 
So,, the idea behind the theoretical part was to put the knowledge 
fromm different disciplines together and elaborate on potential im-
provementt strategies from there. This is in line with the overall 
naturee of health services research as an overarching discipline in-
corporatingg the knowledge, theories and methods from different 
discipliness [1-3]. 

Thee empirical part of the thesis was justified by the theoretical 
one.. The case study in the South-eastern Amsterdam district was 
initiatedd to explore how the strategic vision of 'community-based 
integratedd care' withstands in practice. Therefore, a series of four 
exploratoryy studies was executed. The focus was on exploratory 
research,, as it was too early to derive workable hypotheses and to 
testt them. The studies were situated in one geographical area -i.e. 
thee district of Amsterdam Southeast. This was reasonable given 
thee community orientation inherent to the notion of'community-
basedd integrated care'. Furthermore, it provided the advantage of 
studyingg different phenomena in the same context. The studies 
weree purposeful selected in order to include all key players that are 
commonlyy identified as the central actors that make up a health 
caree system -i.e. patients, care providers (professionals and institu-
tions),, financiers, policy makers. In this thesis a study involving 
thee patients is lacking. There was a fifth case study planned in 
collaborationn with the Round Table, a community organisation of 
elderlyy in Amsterdam Southeast, that would have incorporated the 
patientt perspective [4]. The objective was to explore what visions, 
opinionss and assumptions elders hold concerning their own role 
inn navigating health care delivery. Unfortunately, the study failed 
ass the Round Table was ended due to internal turmoil and could 
neitherr be bypassed nor replaced. Apart from the patient perspec-
tive,, one could also argue that an empirical study on the professional 
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perspectivee is lacking. However, this lack is filled by the theoretical 

explorationn in chapter 3, which draws on earlier empirical work and 

otherr research conducted within the department of social medicine 

off  the AMC [5-7]-
Thee research relationships with relevant persons in the field were 

establishedd as a result of the 'academic population' policy of the 
AMC.. This policy encouraged the department of Social Medicine to 
directt parts of its research activities towards the systematic evalua-
tionn of collaborative activities among health care actors in Amster-
damm Southeast [8,9]. As a consequence, research capacity was made 
availablee for the four studies. The deputy director of integrated care 
inn the AMC was a natural partner in this process. From a practical 
perspective,, the four studies were set up to meet the information 
needss of the municipality of Amsterdam, Agis and the Zizo-part-
nershipp in making strategic choices for the (near) future; of the AMC 
inn getting a systematic overview of its collaborative initiatives; and 
off  the responsible managers in resolving the perceived problems in 
thee functioning of the intermediate care model. The relationships 
withh the key participants throughout the study period were produc-
tivee and fruitful . It was never a problem to get people involved and 
willin gg to participate in one of the studies. In order to maintain the 
relationships,, the participants were regularly informed on the prog-
resss of the research and asked for their input. 

Thee methods used in the studies were predominantly based on 
qualitativee inquiry, notwithstanding the additional use of quantita-
tivee approaches in two studies. This qualitative strategy was best 
suitedd to get an 'in depth' understanding of how the strategic vision 
off  'community-based integrated care' is held and why. The mixed 
methodss were warranted as they broadened the scope of the studies 
whichh was necessary to get a full picture (see chapters 6 & 7). So, 
thee thesis included qualitative data collected through semi-struc-
turedd interviews, documents analyses, and incidentally non-partici-
pativee observations, as well as quantitative data collected through 
registrationn forms, validated and non-validated questionnaires filled 
outt during face-to-face interviews. 
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Thee analyses of the qualitative data throughout the thesis was quite 
similar.. Basically, the 'systems thinking' perspective implied that 
thee analyses were focused on understanding how the strategic be-
haviourss and interactions of the studied institutions and individu-
alss influence the 'system', of which they are part, in achieving its 
purposes.. The data were analysed against a skeletal frameworks or 
theoreticall  perspectives that were roughly developed beforehand 
andd if necessary adjusted during the analyses. These skeletons pro-
videdd direction, but left enough freedom and flexibility  for explora-
tionn [10,11]. The strategic vision of'community-based integrated 
care'' was used as the principal skeleton. However, other theories 
weree also used such as business theories on strategic management 
andd networks (chapter 4 + 5) as well as theories on quality systems 
andd implementation (chapter 7). Procedurally, one researcher took 
thee lead in analysing the data whilst assisted and monitored by the 
otherr members of the research teams. The transcripts of interviews 
andd documents were coded, and then summarised in memo's. 

Inn qualitative inquiry researchers try to control and enhance the 
internall  validity by ruling out threats during or afterwards the study 
[12].. Two specific validity threats needed attention during the stud-
ies:: researcher bias and reactivity.*  On the occurrence of researcher 
biass was regularly reflected by the principal researcher. Essential 
inn this regard was that the explored settings, institutions, and in-
terviewedd people represented a wide array of perspectives, ratio-
nales,, disciplines, and opinions. It prevented the researcher for'go-
ingg native' and thus for over-identification with the studied cases 
andd interviewed respondents. Researcher bias could also happen 
byy staying too close to the skeletal framework and imposing it on 
thee perspective of the settings and people studied. However, key to 
thee strategic vision of 'community-based integrated care' is that it 

Researcherr bias occurs when the selection of data fit the researchers exist-

ingg theory or preconceptions and the selection of the data 'stand out' to the 

researcher.. Reactivity is the influence of the researcher on the setting and 

individualss studied [13]. 
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drawss on notions from various perspectives and theories and even 
promotess a flexible and open mind to these (see chapter 2). This 
impliess that the risk of imposing the theoretical framework of'com-
munity-basedd integrated care' on the collected data was minimised 
givenn the very nature of the framework. Nonetheless, researcher bias 
wass curtailed by applying different quality procedures (i.e. member 
check'ss with several respondents, critical peer review by senior re-
searcherss not directly involved in the thesis and experts in the field), 
whichh we used to stimulate reflexivity. 

Reactivityy of the studied settings and people interviewed was 
monitoredd and if necessary encountered. Generally, respondents 
weree keen on being interviewed and to participate in the studies, 
andd to be open and critical. This had partly to do with the confi-
dentialityy created by the research. It was expressed by respondents 
thatt they had confidence in the study and in the individuals in the 
researchh team. Foremost, it was noticeable that the people work-
ingg in the context of Amsterdam Southeast know and trust each 
otherr well. They have a long history of collaborating and built an 
openn culture overtime. Despite that, research tools were used to 
verifyy and monitor the reactivity and resulting threats for the valid-
ity.. First, the purposeful sampling of respondents was helpful in 
identifyingg respondents who were reluctant to be open. It was very 
noticeablee when respondents were not. Their narratives contrasted 
tooo much with the ones of others. Out of more than 75 interviews, 
thiss occurred three times. Second, data collected from other sources 
orr methods of inquiry were used to justify specific statements and 
themess (triangulation). This quality procedure was continuously 
appliedd throughout the analyses. 

Thee external validity or transportability is limited in the sense that 
thee findings cannot be easily generalised beyond the studied set-
tings.. For example, the process evaluation of the intermediate care 
unitt (chapter 7) delivered an overall explanation of what mecha-
nismss and factors might have influenced the functioning of the unit. 
Thesee findings are primarily context specific. This limitation was 
anticipatedd and inherent to the chosen exploratory research designs 
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appliedd in this thesis taking the setting of Amsterdam Southeast as 
aa case study for studying how the strategic vision of 'community-
basedd integrated care' is embedded in daily practice. The principal 
aimm was to provide illuminating ideas, new insights and a deeper 
understandingg of the studied phenomena. 

InterpretationInterpretation of the findings 
Criticss may see 'community-based integrated care' as a fuzzy con-
ceptt that adds nothing new to the existing body of knowledge on 
improvingg health care delivery. The concept of 'community-based 
care'' originates from the W H O declaration of Alma Ata 1978, while 
thee concept of'integrated care' emerged at the end of the 1980's 
[14,15].. However, in this thesis both concepts are not used in their 
originall  senses as 'blueprints' or organisational formats sketching 
thee ideal organisation of health care. Rather, their combination 
iss elevated as a strategic vision that redirects all coexisting ratio-
nalisationn and improvement agenda's in health care towards the 
samee endpoints without prescribing how those endpoints should be 
achieved. . 

Itss promise lies in the recognition that the various approaches and 
theirr underlying rationales to improve the organisation, governance, 
andd ultimately performance in health care have legitimacy and need 
too be acknowledged. Therefore, the only way forward is balancing 
them,, not imposing one over the other. The unproductiveness of 
onee rationale dominating the others is a recurrent phenomenon in 
thee history of health policy and illustrated by the three governance 
modelss that have been in place the last decades. In the 1970's, 
authorss such as Illic h and Mc Keown criticised the downsides of 
self-regulationn by the medical profession [16,17]. In the 1980s, 
thee disadvantages of governmental planning and regulation aimed 
att cost containment became visible [18,19]. Nowadays, there is a 
preoccupationn with governing health care under a market ethos. 
However,, one can predict that this latter governance model wil l 
havee its downsides too. This is illustrated by the mounting evidence 
challengingg the key assumption that people wil l behave as ratio-

181 1 



riall  consumers seeking performance information to purchase health 
planss and/or health care services [20,21]. 

Inn the theoretical section of this thesis, it is argued that the fun-
damentall  differences among the different approaches and their 
underlyingg rationales in health care can neither be removed, nor 
ignored.. Hence, it wil l be more fruitful to take this incompatibility 
ass the start for developing new strategies in stead of the problem 
too be resolved. 'Community-based integrated care' is elevated as a 
strategicc vision that can provide direction in balancing the different 
rationaless in health care and make their coexistence more produc-
tive.. The basic idea is built upon two rules: 1) Clear endpoints must 
bee defined on the basis of population health needs and beliefs, and 
consistentlyy used as the leading principle to organise and govern 
healthh care. 2) Actors in health care must get the freedom to follow 
theirr own logics in meeting those endpoints. In theory, this could 
bee an effective approach to realise more joined and consistent ac-
tionn towards a better performing health care system. Note that this 
leadss to heterogeneity. Health care wil l be organised and governed 
inn multiple ways through markets, governmental regulation and 
professionall  institutions. 

However,, a theoretically sound vision does not guarantee practica-
bility .. 'Community-based integrated care' might be useful for policy 
purposes,, because it unifies and brings people together. But in daily 
practice,, it cannot undo the fundamental differences between the 
actorss involved and the incentive structures within which they op-
erate.. The two aforementioned rules are not easily followed, as il -
lustratedd by the Amsterdam Southeast case study. The case study 
showss that local care providers, the municipality and major sickness 
fundd do successfully collaborate. Though, integrative activities arc 
nott principally initiated and developed from a systematic commu-
nityy health orientation that maximises the health of the Amsterdam 
South-easternn citizenry. The studied health care actors in this thesis 
collaboratee only in fields were they have mutual interests. This is not 
surprising,, as it is commonly known that health care is a business 
wheree individuals earn their living, make a career and gain prestige; 

182 2 



wheree institutions want to secure their future viability; and where 
politicianss and policy makers have an interest to curb public expen-
ditures.. These concurrent and often conflicting objectives hinder 
keyy stakeholders to sign up to programmes that have clear objec-
tivess to maximise population health. Lewis et al. (2000) put it as 
follows: : 

'Rearranging'Rearranging health care rearranges resources and incomes; in a finite 
worldworld this creates winners and losers, and one can expect prospec-
tivetive losers to oppose change that may be laudable on wider grounds. If 
healthhealth policy diminishes the favour of more social interventions and 
programs,programs, the health care constituency -a substantial force in all de-
velopedveloped countries- will  consider itself under siege and will  predictably 
createcreate or highlight alarmist scenarios designed to create support and 
nostalgianostalgia for the status quo, f22] 

Apartt from 'nostalgia for the status quo', the findings also pinpoint 
seriouss flaws in the design of health care delivery in Amsterdam 
Southeastt and the Dutch system more generally. First, the link be-
tweenn public health data and production data was missing. A variety 
off  intelligence was available, though splintered across the various 
actorss and often not specific enough. This is illustrated in the case 
studyy showing the inadequate functioning of the intermediate care 
modell  (see chapter 7). At the outset, a systematic insight in the 
needss and demands of A M C inpatients who ought to be admit-
tedd to the model was lacking. In the literature, this issue has also 
beenn raised and discussed. Performance frameworks are currently 
promotedd and developed within which the link is embedded to vi-
sualisee the contributions of health care to population health [23,24]. 
AA second flaw was in the allocation of responsibilities and tasks. The 
signalledd vacuum in the governance of the local health system in 
Amsterdamm (chapter 4) relate to an imperfect devolvement of gov-
ernancee functions. The municipality and Agis are made responsible 
forr different populations, which intrinsically complicates the occur-
rencee of shared governance practices that direct the entire health 
systemm towards maximising population health. The problem is of 
internationall  relevance, which is increasingly recognised [25,26]. 
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Thiss attention is warranted, since there are more options to allocate 
responsibilitiess and tasks across multiple health care settings. This 
iss illustrated by the care providers in Amsterdam Southeast who 
havee a longstanding innovative tradition, but are less willin g to col-
laboratee and innovate under the pressure of competition. So, there 
iss a growing need for strategic direction from governing agents. The 
lastt flaw in the health system design that seems to undermine the 
uptakee of'community-based integrated care' in health care concerns 
thee incentive structures. In The Netherlands, these are insufficiently 
alignedd to the goal of maximising population health. The munici-
pality,, Agis as well as the care providers are not directly rewarded 
onn the basis of population health outcome measures. This topic is 
currentlyy high on the international policy agenda. Under the label 
off  'pay-for-performance' efforts are put in the development and 
implementationn of outcome measures and rewarding systems that 
triggerr care providers to maximise their contributions to population 
healthh [27-29]. 

Anotherr practical doubt concerns the degree of freedom that ac-
torss should get to meet the defined endpoints. When should one 
actorr start or stop to impose one rationale over the other? This is 
essentiallyy a grey area where the boundaries of each of the coex-
istingg rationales cannot be clearly determined. Hence, the actors 
themselvess should communicate, negotiate and find out in practice 
wheree the boundaries lie. This can only work when all actors have 
aa clear view on the strengths and weaknesses of their own perspec-
tives,, and have some comprehension of the other ones. 

Thus,, the implementation of the strategic vision is not a self-ful-
fillin gg prophecy. From the literature, it might be expected that it 
takess years before the vision is common knowledge, if taken up by 
healthh care actors at all [30,31!. Though, the uptake of the strategic 
visionn does not require new institutions, organisations or bureau-
cracy.. Rather, it can be rolled out as a matrix over the existing health 
caree system, which overcomes a variety of implementation barriers. 
Foremost,, the point wil l be reached that improving the systems of 
caree wil l not suffice. In the context of constrained resources, choices 
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mustt be made concerning what services need to be made publicly 
available.. To make these choices rationally, requires the adoption 
off  strategic visions such as 'community-based integrated care' that 
evaluatee the health care system in relation to its purposes. From this 
perspective,, it is not illusive that decision makers adopt the strategic 
visionn of'community-based integrated care' to make choices. The 
'academicc population' policy of the AMC (chapter 6) and the per-
formancee framework of the Dutch ministry of Health, Welfare and 
Sportss might be indicative in this respect [32]. 

Thiss brings us back to the promise of the vision. Although practi-
call  issues can be raised, the strategic vision is a must for two reasons. 
First,, the practical doubts essentially relate to the complexity of 
healthh care in daily practice. Health care was and wil l always be the 
productt of all actors, their activities and their interactions taken 
together.. In this light, the vision can also be seen and used as a 
diagnosticc instrument to better understand the dynamics and prob-
lemss in health care. It makes one, whether a patient, a professional, 
aa manager, a financier, a policy maker, a politician or a scientist, at 
leastt aware of the strengths and weakness of his/her own perspective 
andd that of others. Second, it is unrealistic to expect that the design 
andd execution of a perfectly rational health care system is possible. 
However,, it is also naive not to recognize the fragmentation and 
inconsistenciess in the numerous efforts to improve the performance 
inn health care. 'Community-based integrated care' may serve as 
strategicc vision that unifies and redirects these efforts towards the 
goall  of population health. 

Implications Implications 
Thiss section discusses the implications of'community-based inte-
gratedd care' as a strategic vision for the various health care actors, 
specificallyy for those residing in Amsterdam Southeast. The overall 
implicationn is that all actors still have to do homework and should 
gett their act together. 
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IMPLICATIONSS FOR SCIENTISTS The findings of this thesis have 
severall  scientific implications. First, as the findings are theoretical 
andd exploratory in nature, there is a need to further substantiate 
themm and test them more thoroughly. For example, can it be rejected 
thatt the identified mechanism explaining the functioning of the 
intermediatee care model also clarifies the functioning of models 
elsewhere?? Another, more general, aspect concerns the practicabil-
ityy of 'community-based integrated care'. How can the strategic vi-
sionn diffuse among health care actors and wil l it really lead towards 
ann improved performance in health care? These questions are com-
plexx and challenging, which brings us to the second implication. In 
orderr to appropriately address them, research designs should have 
aa broader scope, which as our studies illustrate, is at the expense of 
rigour.. However, creative designs are being promoted that try to bal-
ancee rigour and validity by combining quantitative and qualitative 
approachess (i.e. mixed methods), purpose-collected and coinciden-
tall  data, and multidisciplinary research perspectives [33-35]- These 
evaluativee approaches provide a good foundation for advancing the 
evidencee base for improving performance in health care. 

Thee subsequent inference is that researchers must broaden their 
conceptuall  frameworks to include multiple rationales, perspectives 
andd theories. This requires working in multidisciplinary research 
teams.. Foremost, health services research needs to be more firmly 
establishedd as a discipline in the scientific community. Health ser-
vicess research can function as an overarching discipline to disclose 
andd bridge the various disciplinary bounded bodies of knowledge 
concerningg pertinent topics relate to improving the performance 
inn health care. Thus, the scientific community must practice what 
itt preaches. The promotion of integrated care alike, the scientific 
knowledgee production needs to be of an integrated nature as well. 

IMPLICATIONSS FOR THE MUNICIPALIT Y OF AMSTERDAM, 
THEE GOVERNMENT The implications for the municipality of 
Amsterdamm relate to the policy concept 'stewardship'. Good stew-
ardshipp requires that (local) government makes explicit health pol-
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icy,, which includes defining a strategic vision for the future, outlin-
ingg the priorities, exerting influence, generating intelligence and 
sharee knowledge [36]. In this light, the formulated local health 
policyy of the municipality of Amsterdam is a good start, and basi-
callyy the way to go. However, the scope of the enacted policies needs 
too be much broader and more explicit. The municipality must not 
bee reluctant in seizing upon its responsibilities and try to influence 
alll  four sectors in Dutch health care (see chapter 4). It is crucial that 
thee municipality develops a strategic vision (i.e. community-based 
integratedd care) on how the local health system of Amsterdam 
shouldd contribute to and maximise population health of the citizen-
ry.. Besides, the forthcoming Social Support Act ( W M O) as well as 
thee Health Insurance Act indirectly or directly demand more input 
fromm Dutch municipalities in this respect. So, there is a (growing) 
legitimacyy for municipal health and health care policies. 

Thesee policies ideally encompass several areas. First and fore-
most,, the municipality should set the local priorities on the basis 
off  population health needs. This can only be done when the mu-
nicipalityy generates and integrates all intelligence that is needed 
too make informed decisions. More importantly, local politicians 
andd policy makers should be willin g to set those priorities. This is 
oftenn problematic because many priorities are or should be set at 
thee national level (e.g. coverage of the basic insurance, funding of 
caree services). However, the absence of priority setting by the (local) 
governmentt stresses the relationships in the field where physicians 
andd managers together need to set the priorities. The second area is 
thee continuation of the collaboration with Agis and further develop 
theirr shared governance practice. It is very important that both take 
joinedd action to systematically and consistently direct the entire 
system.. Though, the collaborative is only sustainable in the long 
runn when the described vacuum in the governance is filled. Third, 
thee municipality must build consensus among key stakeholders in 
orderr to let them sign up to the goals set. Thereby, influence should 
bee intelligently exerted by using multiple governance models. Last, 
thee aforementioned generation and integration of community in-
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telligencee (public health data + production data) should not only 
servee the information needs of the municipality, but the needs of 
alll  stakeholders. In that respect it wil l be important to see to what 
extentt the municipality can enforce community building around 
healthh themes whilst the philosophy of the new health insurance 
markett is rather exit based than voice based. 

IMPLICATION SS FOR AGIS, THE CARE INSURER / FINANCIER 

Thee findings suggest that Agis cannot govern health care in Am-
sterdamm on the basis of a 'community-based integrated care' vision. 
Thee practical problem is that the competitive advantages of such 
ann approach are absent, at least in the short term. This finding is 
important,, as it challenges the basic idea underlying the new Health 
Insurancee Act. From January 2006, Dutch care insurers must com-
petee for their insured, which would give them the incentive to stra-
tegicallyy purchase those health care services that satisfy (potential) 
clientss the most. In this way, strategic purchasing would increase 
performancee in health care. However, the position of Agis shows 
thatt this is not self-evident. The findings sketch the mechanism 
thatt threatens to manoeuvre Agis, and the other care insurers, into a 
'costt play' instead of a competition on the quality of the purchasing 
functionn within which quality and population health considerations 
playy a role. Notwithstanding the efforts Agis puts into quality issues 
(e.g.. through the collection of data on consumer experiences [37]), 
thee prime incentive wil l be on efficiency, which wil l afreet the nature 
off  their negotiations with care providers. It can be expected that 
caree insurers become less willin g to respect and acknowledge other 
rationaless in health care, which might ultimately be at the expense 
off  the performance in health care as argued in this thesis. 

Too avoid this gloomy scenario, Agis could in the first place be 
prudentt in imposing its rationale over the one of the care provid-
ers.. This can be realised by giving a certain degree of freedom in 
thee contractual mechanisms and payment systems through which 
healthh care is purchased. The advantages of more satisfied care pro-
viderss might outweigh the extra costs. For example, care providers 
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wil ll  advise patients and their families to buy Agis health plans, which 
potentiallyy increases the number of insured. Given the uncertainties 
concerningg the ability and willingness of the public to make rational 
healthh plan choices, it might even be a better differentiation strat-
egyy for Agis to get competitive advantages (quality as a marketing 
strategy).. In the second place, the key to good strategic purchasing 
iss linking the contracting of care providers to a good planning. This 
involvess assessing the insured population health needs, formulating 
policiess and priorities, and specifying the models of care that should 
bee provided in light of the resources available [38]. In other words, 
caree insurers have to invest in building regional networks, in mutual 
trust,, in generating community intelligence, and thus to adapt a lo-
cal/regionall  orientation rather than bargaining the lowest price by 
playingg out the care providers against each other. Although a local/ 
regionall  orientation is not the same as a public health orientation 
(seee chapter 4), it wil l bring Agis closer to stimulate care providers 
too contribute to population health. The final requirements in this 
respectt are preventing 'free riding' of competing care insurers and a 
moree firm evidence base for more 'upstream' care models (i.e. health 
promotion,, disease prevention). Both requirements wil l create so 
calledd 'business cases' for population health considerations, as re-
turnss on investment wil l then be more certain and thus profitable. 

IMPLICATION SS FOR THE ZIZO, THE CARE MANAGERS T he 

findingss learn that the future for the Zizo-partnership is uncertain. 
Thiss is primarily influenced by the changing policy context and the 
resultingg vacuum in the governance. To a certain degree, the Zizo-
partnershipp was able to fill  this vacuum itself, which is shown by the 
developmentt and implementation of successful collaborative care 
modelss for the frail elderly and the chronically ill . So, one could 
believee that partnership working is a valuable vehicle to stimulate 
joinedd action among competing care providers. However, the find-
ingss also learn that the (past) successes of the Zizo-partnership can 
bee attributed to the longstanding history of the partnership, the 
mutuall  trust, and the willingness to collaborate as well as the sup-
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portt of the leading governing bodies in Amsterdam. Furthermore, 
thee prospect of more competition, the upscaling of member institu-
tions,, and the currently indistinct support of the same governing 
bodiess is gradually hollowing out the partnership which is illus-
tratedd by the loss of its community-based and innovative character. 
Inn this light, the expectations of health care partnerships must be 
tempered. . 

Nonetheless,, the Zizo-partnership has potential for the future. 
Thee forthcoming Health Insurance Act, the Social Support Act, 
andd the modernisation of AWB Z provide new opportunities for col-
laboration.. It is not illusive that the municipality and Agis wil l de-
cidee to purchase innovative health care services through the Zizo-
partnership.. For them, it might be an efficiënt and effective strategy 
too purchase care programmes that better meet population health 
needss of the Amsterdam Southeast citizenry. The Zizo-partnership 
couldd anticipate and influence its future viability in several ways. 
First,, the partnership could start to integrate available public health 
dataa with the management information gathered for monitoring 
itss collaborative activities and use this information to initiate and 
developp new innovative projects. Second, it is important to adapt 
aa more rational and evidence-based management of collaborative 
caree arrangements. As clear cut information is often lacking, man-
agerss run the risk of being persuaded by political willingness rather 
thann by 'evidence'. Third, the Zizo-partnership could stress and 
communicatee its unique nature and potential to its stakeholders. 
Thee findings show how crucial assets such as know-how, mutual 
trust,, and infrastructure have been built over a period of more than 
300 years and that it is worthwhile to be maintained. Last, the part-
nershipp could broaden its scope by allowing other care organisations 
too participate in the partnership. 

IMPLICATIONSS FOR THE CARE PROFESSIONALS Self-regula-
tionn of care professionals should be guided in the direction of newly 
dividedd medical labour. Professionals must get their act together in 
designing,, managing, coordinating and providing coherent medi-
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call  care trajectories for individual patients. They are the only ones 
inn the health care business who have the expertise, knowledge and 
know-howw to do this on the basis of medical considerations. The key 
problem,, however, is that the professionals have lost the capability 
too do this job well. The (sub)-specialisation has resulted in 'silos' of 
expertisee that are ill-suited to treat the patients of the 21st century 
whoo suffer from more divers, complex, chronic and intermittent 
diseasess and limitations. In this regard medical professionals can 
insufficientlyy fulfi l their responsibility. As shown by the analysis in 
thee third chapter, multidisciplinary teamwork is one solution to this 
problem.. Still, this is not a solution that is practicably full proof. 
Multidisciplinaryy teamwork's effectiveness wil l greatly depend on 
howw the participating professionals deal with 'turf-battles' that are 
inherentt to the logic of professionally divided labour. Similarly, 
conceptss such as the 'soft-bureaucracy' or 'management participa-
tion'' wil l run to this critical problem. Therefore, the best solution 
wouldd be a new division of medical labour within which the medical 
expertisee is professionalized that is necessary to overview and coor-
dinatee present-day care trajectories for individual patients. Exem-
plifyingg in this regard would be general practice and specialties such 
ass geriatrics. This latter solution requires a fundamental rethinking 
off  medical curricula. In practice, this change is emerging, but at a 
veryy slow pace. 

Apartt from reorganising medical labour, professionals should con-
tinuee and improve their communication with the other stakehold-
erss in health care. Thereby, it is important to stick to the agenda as 
proposedd in chapter 3. Professionals should do the job for which 
theyy are trained. It is not good to draw them into management as 
itt decreases the effective time that they can spent on their patients. 
However,, this requires that professionals can rely on and trust other 
stakeholderss in health care to acknowledge their professional values 
andd norms. 

Bothh the 'what' and 'how' questions on the strategic vision of 
'community-basedd integrated care' were addressed in this thesis. It 
wass explored, in theory and in practice, whether this vision can be 
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fertilee in improving the performance in health care. Starting point is 
thatt the limited success to rationalise and improve the performance 
inn health care stems from a lack of coherence among the various 
approachess employed. The vision aims at overcoming the incon-
sistenciess bv aligning the approaches and make their coexistence 
moree productive. This can be done by defining clear endpoints on 
thee basis of population health needs and beliefs and then give health 
caree actors the freedom to use their own approaches and underlying 
rationaless to meet those endpoints. In theory, this could be an effec-
tivee approach to improve the performance in health care. 

Inn practice, the strategic vision of 'community-based integrated 
care'' seems useful to unify and bring people together, but it cannot 
undoo the fundamental differences between the actors involved and 
thee incentive structures within which they operate. This is shown by 
thee findings. In Amsterdam Southeast, the municipality, Agis and 
locall  care providers do successfully collaborate. However, their inte-
grativee activities are not principally initiated and developed from a 
systematicc community health orientation that maximises the health 
off  the Amsterdam South-eastern citizenry. The actors primarily 
collaboratee in fields were they have mutual interests. 

Thiss brings us back to the metaphor of a Tower of Babel in health 
care.. Can the strategic vision of'community-based integrated care' 
functionn as an Esperanto that prevents the deemed failure of im-
provingg the performance in health care, the building of a Tower of 
Babell  alike? The thesis' findings show that the theoretical basis is 
thee same. The strategic vision of'community-based integrated care' 
intentss to facilitate the communication between people who speak 
differentt native languages without imposing one language upon the 
other.. The only 'grammatical rule' is that actors discuss and agree 
uponn the health care goals to be striven for -i.e. maximising popula-
tionn health. In practice, the big challenge is to get people in health 
caree not only to speak this Esperanto, but also to remain persistent 
andd consistent in the resulting building actions. 
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Summary y 

Manyy hold that performance in health care can be improved. Vari-
ouss gaps exist between perceived demands and needs on the one 
handd and the organisation, governance and actual performance of 
healthh care on the other. However, the state-of-the-art on health 
caree improvement indicates that improvement activities and strate-
giess have too limited success so far. This thesis addresses this issue 
fromm a broader 'systems thinking' perspective and therefore contrib-
utess to the literature on health care improvement. It has been built 
uponn the supposition that there is no universal remedy at hand to 
improvee health care delivery and therefore examines the content and 
practicabilityy of the strategic vision of'community-based integrated 
care'.. This vision can be applied to realise more joined and consis-
tentt action ('integrated') towards a better performing health care 
systemm that maximises population health ('community-based'). 

Chapterr i provides a general introduction to the strategic vision 
of'community-basedd integrated care'. It introduces and positions 
thee vision in relation to other visions on health care improvement; 
itt sketches the different concepts and theories on which the vision 
draws;; and discusses how the vision is embedded in prevailing gov-
ernancee practices. It then outlines the relevance of the two research 
questionss that are central to this thesis: 
i )) What is 'community-based integrated care' and how can it theo-
reticallyy bridge the gap between population health needs and health 
caree delivery? (What is it?) 
2)) How is the strategic vision of 'community-based integrated care' 
embeddedd in the organisation and governance of health care deliv-
eryy in Amsterdam Southeast? (How does it work?) 

Followingg both questions, the thesis is split up into a theoretical 
andd an empirical part. The former deals with the meaning, content 
andd conceptualisation of the strategic vision of'community-based 
integratedd care'. The latter deals with issues related to the practica-
bilit yy and actual use of the strategic vision in daily practice. 
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Inn chapter 2, we introduce and outline the strategic vision of'com-
munity-basedd integrated care'. Starting point is the notion that the 
limitedd successes to rationalise and improve the performance in 
healthh care stem from a lack of coherence among the various strate-
giess and instruments employed. We argue that these can and should 
bee embedded more synergistically in health care by adopting the 
strategicc vision of'community-based integrated care'. On the basis 
off  community information on health needs and beliefs, targets can 
bee set at the local or community level. If relevant decision makers 
onn all levels of the health care system share those targets, the various 
effortss to improve the performance in health care can be better rec-
onciled.. The decision-makers (re)direct their improvement efforts 
towardss the same goals without the pressure to change the nature 
andd the underlying rationales of them. In this way, the strategic vi-
sionn of'community-based integrated care' theoretically orchestrates 
synergyy between the various efforts and thus more success in im-
provingg the performance in health care. 

Chapterr 3 provides an exploration of the tensional relationship 
betweenn doctors and managers. It is commonly known that these 
tensionss frustrate the uptake of managerial policies, and thus the 
strategicc vision of'community-based integrated care'. The theoreti-
call  analysis, based on a framework that combines theories on 'pro-
fessionalism'' and 'management science', learns that the tensional 
relationshipp is inherent to the different ways doctors and managers 
organisee and divide (medical) labour. The only solution is to ease 
thee tension as these differences cannot be reconciled. We there-
foree recommend a constructive dialogue that addresses a twofold 
agenda.. Doctors and managers should: 1) develop a shared vision 
onn how to divide and coordinate medical work; and 2) discuss the 
values,, norms and goals underlying patient care from the patients 
pointt of view, both on the individual and the group level. In the 
contextt of this thesis, the findings provide two valuable insights. 
First,, to develop 'integrated care' arrangements (i.e. to orchestrate 
synergyy among the various improvement efforts) is challenging as 
itt runs counter to the logic of professionally divided labour. Second, 
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thee twofold agenda reflects the key elements of'community-based 
integratedd care' and illustrates why this strategic vision might be 
fertilee in improving the performance in health care. 

Chapterr 4 explores whether there is a 'community-based integrat-
edd care' perspective to the governance practices of the municipality 
off  Amsterdam and Agis, the major care insurer in Amsterdam. 
Findingss show that the municipality holds such a perspective but 
withh a limited scope. Agis runs major financial risks when adapting 
suchh a perspective. Consequently, both leading actors are cautious 
inn targeting health care delivery towards the Amsterdam population 
healthh needs, and in enforcing collaborative action across sectors in 
whichh those needs can be met. This is not an ideological problem 
butt primarily a practical one, as both actors are willin g but unable. 
Thee resulting vacuum in health care governance seems to be created 
byy inadequate devolvement of responsibilities to municipalities and 
caree insurers as well as by an imperfect calibration of an appropriate 
incentivee structure. Shared governance is therefore opportunisti-
callyy emerging in selected fields where interests converge and where 
theree is a significant volume of care to be purchased. This implies 
thatt some care gaps in Amsterdam wil l be resolved and others not. 

Inn chapter 5, we explore whether the 30 year old community health 
partnershipp in Amsterdam Southeast had initiated, developed and 
operatedd collaborative activities from a 'community-based integrat-
edd care' perspective. Based on a single case study, we found that the 
partnershipp itself was sustainable and successtul overtime. However, 
thee partnership lost its initial innovative nature and narrowed down 
itss strategic focus towards elderly care. Furthermore, the realised 
collaborativee projects, although enforcing integrated care, lost their 
community-basedd character. This seems to be influenced by the 
incrementall  introduction of regulated competition in Dutch health 
care.. So, the findings cast doubts on the ability of health partner-
shipss to apply the strategic vision of'community-based integrated 
care'' in a more competitive environment. The care providers only 
collaboratee in those areas where they had mutual interests. 

Chapterr 6 presents the results of a multiple case study of collab-
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orativee initiatives of the Academic Medical Centre / University of 
Amsterdam.. This university hospital has adapted a community-
basedd integrated care strategy in 1996. The results indicate that a 
considerablee number of 27 collaborative initiatives have emerged. 
Still,, these initiatives are loosely 'community-based' and hardly fo-
cusedd on the full integration of care services. This suggests that 
thee community linkages of the Academic Medical Centre in Am-
sterdamm could be further developed. The critical factor for success 
wil ll  be gaining the full support of the clinical departments for the 
strategy,, as their short-term interests are challenged. Furthermore, 
itt is better to monitor the progress towards 'community-based in-
tegratedd care' on the overall hospital level than at the level of the 
collaborativee initiatives. 

Thee findings of the last empirical study are presented in chapter 7. 
Thee conducted process evaluation shows that setting up an interme-
diatee care in a residential home for patients released from the AMC 
wass less straightforward than originally perceived by management. 
Duee to a heterogeneous patient population, a relatively unqualified 
stafff  and an impeded implementation process, the model did not 
functionn as anticipated. The evaluation implicitly underscores the 
valuee of the strategic vision of 'community-based integrated care'. 
I tt would have provided information to better assess the relevance of 
thee intermediate care model at the outset, and to better work out the 
intermediatee care model in practice. 

Inn the final chapter 8, the potential of'community-based integrat-
edd care' to function as a strategic vision for health care improvement 
towardss population health is discussed on the basis of the findings 
presentedd in the previous chapters. The discussion reveals the sev-
erall  key messages that together make up the central inference of this 
thesis: : 

1)) The fundamental differences among the various strategies and in-
strumentss to rationalise and improve the organisation, governance 
andd actual performance in health care can neither be removed, nor 
ignored.. Hence, it is more fruitful to take the incompatibility as the 
startt for developing new strategies in stead of the problem to be 
resolved. . 
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i)i)  'Community-based integrated care' can theoretically function as 
aa strategic vision that provides direction in balancing the different 
rationaless in health care and make their coexistence more produc-
tive.. The basic idea is built upon two rules. First, clear endpoints 
mustt be defined on the basis of population health needs and beliefs, 
andd consistently used as the leading principle to organise and gov-
ernn health care. Second, actors in health care must get the freedom 
too follow their own logics in meeting those endpoints. 

3)) In practice, the strategic vision of'community-based integrated 
care'' seems useful to unify and bring people together. As notified 
earlier,, the vision cannot undo the fundamental differences between 
thee actors involved and change their vested interests. Therefore, 
healthh system redesign is warranted to facilitate the embodiment 
of'community-basedd integrated care' as a strategic vision in health 
care. . 
4)) For two reasons, the prospects of'community-based integrated 
care'' as a strategic vision in health care are good. First, implementa-
tionn does not require new institutions, organisations or bureaucracy. 
Rather,, it can be rolled out as a matrix over the existing health care 
system,, which overcomes a variety of barriers. Second, the point 
wil ll  be reached that improving the systems of care wil l not suffice. 
Inn the context of constrained resources, choices must be made in 
healthh care. To make these choices rationally, requires the adoption 
off  strategic visions such as 'community-based integrated care' that 
evaluatee the health care system in relation to its purposes. 

5)) The uptake of'community-based integrated care' as a strategic 
visionn in health care is a must. The vision can be used as a diagnos-
ticc instrument to better understand the dynamics and problems in 
healthh care. It makes one, whether a patient, a professional, a man-
ager,, a financier, a policy maker, a politician or a scientist, at least 
awaree of the strengths and weakness of his/her own perspective and 
thatt of others. Moreover, the vision may serve to unify and redirect 
thee numerous efforts to improve the performance in health care 
towardss the goal of population health. 

Thee title 'Building a Tower of Babel in Health Care? Theory and 
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Practicee of'Community-based Integrated Care' is a metaphor for 
thee central inference of this thesis. It questions whether the stra-
tegicc vision of'community-based integrated care' can function as 
ann Esperanto that prevents the deemed failure of improving the 
performancee in health care towards the goal of population health, 
thee building of a Tower of Babel alike. The thesis' findings show 
thatt the theoretical basis is the same. The strategic vision of'com-
munity-basedd integrated care' intents to facilitate the communica-
tionn between people who speak different native languages without 
imposingg one language upon the other. The only 'grammatical rule' 
iss that actors discuss and agree upon the health care goals to be 
strivenn for -i.e. maximising population health. In practice, the big 
challengee is to get people in health care not only to speak this Es-
peranto,, but also to remain persistent and consistent in the resulting 
buildingg actions. 
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Samenvatting g 

Di tt proefschrift beschrijft de resultaten van een onderzoek, binnen 
dee gezondheidszorg naar de hantering van het begrip 'gemeen-
schapsgerichtee geïntegreerde zorg' ('community-based integrated 
care').. Het begrippenpaar 'gemeenschapsgericht' en 'geïntegreerd' 
wordtt vaak in verband gebracht met de primaire doelstelling: een 
opp de behoefte afgestemde gezondheidszorg, die in de uitvoering 
eenn optimale samenhang vertoont. De behoefte aan het gebruik van 
'gemeenschapsgerichtee geïntegreerde zorg' als strategisch hulpmid-
dell  komt voort uit de constatering dat er in de praktijk nog veel 
aann het functioneren van de gezondheidszorg valt te verbeteren, 
zowell  wat betreft het proces als de resultaten, alle inspanningen van 
actorenn zoals professionele dienstverleners, managers, financiers en 
beleidsmakerss ten spijt. In dit proefschrift is onderzocht in hoeverre 
dee strategische visie van gemeenschapsgerichte geïntegreerde zorg 
inn theorie en praktijk als leidraad bij het verbeteren van de gezond-
heidszorgg kan dienen. 

Inn hoofdstuk i wordt de strategische visie van 'gemeenschaps-
gerichtee geïntegreerde zorg' geïntroduceerd en gepositioneerd ten 
opzichtee van andere relevante visies. Daarbij wordt uiteengezet aan 
welkee concepten en theorieën 'gemeenschapsgerichte geïntegreerde 
zorg'' schatplichtig is. Vervolgens wordt het belang van dit proef-
schriftt verantwoord door te laten zien dat gemeenschapsgerichte 
geïntegreerdee zorg' niet zonder meer verankerd is in de besturing 
vann het (Nederlandse) gezondheidszorgsysteem. Een en ander leidt 
uiteindelijkk tot de formulering van de volgende twee centrale on-
derzoeksvragen: : 

i )) Wat is 'gemeenschapsgerichte geïntegreerde zorg' en hoe kan het 
theoretischh gezien de kloof tussen de zorgbehoefte van de bevolking 
enn de feitelijke zorgverlening overbruggen? (Wat is het?) 
2)) Hoe is de strategische visie van 'gemeenschapsgerichte geïnte-
greerdee zorg' verankerd in de organisatie en besturing van de ge-
zondheidszorgg in Amsterdam Zuidoost? (Hoe werkt het?) 
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Opp basis van deze onderzoeksvragen is het proefschrift in tweeën 
gesplitst.. In het eerste gedeelte wordt de betekenis en inhoud van 
'gemeenschapsgerichtee geïntegreerde zorg' als strategische visie voor 
hett verbeteren van de gezondheidszorg theoretisch verkend. Het 
tweedee gedeelte omvat vier empirische studies welke de praktische 
problemenn en het feitelijke gebruik van de visie in de organisatie en 
besturingg van het lokale gezondheids-zorgsysteem in Amsterdam 
Zuidoostt beschrijven en verkennen. 

Inn hoofdstuk 2 wordt de strategische visie van 'gemeenschapsge-
richtee geïntegreerde zorg' nader geduid. Vanuit een systeemperspec-
tieff  wordt een overzicht gegeven van de belangrijkste initiatieven 
tott verbetering van de gezondheidszorg en de daaraan ten grondslag 
liggendee theorieën. Dit overzicht laat zien dat aard, reikwijdte en 
doell  van deze initiatieven uiteen kunnen lopen, waardoor afstem-
mingsproblemenn ontstaan en ten gevolge waarvan de initiatieven 
gezamenlijkk beperkt effect sorteren. Op grond daarvan zou er voor 
kunnenn worden gepleit dat deze initiatieven in hun onderlinge 
samenhangg consistenter en systematischer ingebed worden in de 
organisatiee en besturing van het gezondheids-zorgsysteem. Van-
uitt de visie van 'gemeenschapsgerichte geïntegreerde zorg' wordt 
aangegevenn hoe deze inbedding zou kunnen worden gerealiseerd. 
Uitgangspuntt is daarbij dat alle inspanningen aan effectiviteit win-
nenn wanneer alle betrokken partijen meer samenwerken en dezelfde 
doelenn nastreven. Uit het oogpunt van optimalisatie van de volks-
gezondheidd zouden partijen op gemeenschapsniveau een gezamen-
lijk ee doeloriëntatie dienen te hebben. Daarbij zou dienen te worden 
gefocustt zowel op de vanuit medisch perspectief gedefinieerde be-
hoeftee (health needs) als de opvattingen en wensen van de gemeen-
schapp als doelgroep (health beliefs). Lokale gezondheidszorgpar-
tijenn zouden hun activiteiten op deze dubbele doelstelling moeten 
richtenn om daarmee de nodige samenhang in de zorg te realiseren. 
Eenn en ander zou in theorie tot een beter functionerend gezond-
heidszorgsysteemm kunnen leiden. 

Hoofdstukk 3 presenteert een studie welke de voorgaande theore-
tischee verkenning uitdiept waar het gaat om de bestaande spanning 
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tussenn medische professionals en managers. Dit spanningsveld en 
dee daaruit voortvloeiende conflicten vormen een belangrijk strui-
kelblokk voor de succesvolle implementatie van verbeterinitiatieven 
inn zijn algemeenheid, en die van 'gemeenschapsgerichte geïnte-
greerdee zorg' in het bijzonder. Bij het analyseren van deze proble-
matiekk is gebruik gemaakt van een combinatie van professionalise-
ringstheorieënn en managementtheorieën. De analyse laat zien dat 
dee spanningen zijn terug te voeren op fundamentele verschillen in 
dee wijze waarop medische professionals en managers (medische) 
arbeidd organiseren en verdelen. Aangezien deze verschillen per de-
finiti ee onoverbrugbaar zijn, zit er niets anders op dan dit aspect als 
eenn vaststaand gegeven te beschouwen. Een constructieve dialoog 
iss de meest haalbare methode om het spanningsveld hanteerbaar 
tee maken en, waar mogelijk, weg te nemen. Deze samenspraak 
zouu allereerst moeten leiden tot overeenstemming over de geldende 
normenn en waarden en de te stellen doelen betreffende de te leveren 
patiëntenzorg.. Daarnaast zou de dialoog moeten resulteren in de 
ontwikkelingg van een gezamenlijk standpunt over hoe (medische) 
arbeidd het best georganiseerd en gecoördineerd kan worden. In de 
contextt van dit proefschrift levert deze theoretische verkenning 
tweee inzichten op. Aan de ene kant laat de analyse zien dat het 
bevorderenn van samenwerking in de zorg lastig is omdat het tegen 
dee logica van professioneel georganiseerde arbeid ingaat. Aan de 
anderee kant onderstreept het de potentie van 'gemeenschapsge-
richtee geïntegreerde zorg' als gezamenlijke doeloriëntatie, die door 
dialoogg met onderkenning van elkanders denkkaders vorm krijgt. 

Inn hoofdstuk 4 worden de resultaten van de eerste empirische 
studiee gepresenteerd. In deze studie is onderzocht in hoeverre de 
gemeentee Amsterdam en Agis Zorgverzekeringen (de zorgverzeke-
raarr met het grootste marktaandeel in Amsterdam) de strategische 
visiee van 'gemeenschapsgerichte geïntegreerde zorg' hanteren om 
hett zorgaanbod in de stad aan te sturen. Vooropgesteld wordt dat 
beidee instanties de intentie blijken te hebben om vanuit een 'ge-
meenschapsgerichtee geïntegreerde zorg' visie de zorg in Amsterdam 
aann te sturen. Echter hanteert de gemeente Amsterdam deze visie 
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slechtss met een beperkte reikwijdte. Agis loopt financiële risico's 
wanneerr het de visie zou implementeren. Kortom, beide actoren zijn 
inn de praktijk om hen moverende redenen terughoudend. Ze sturen 
onvoldoendee aan op het realiseren van geïntegreerde zorgvormen, 
diee de volksgezondheid in Amsterdam het beste zouden dienen, 
omdatt zulks binnen de huidige beleidscontext niet goed mogelijk is. 
Doorr een minder adequate regulering van verantwoordelijkheden 
enn het ontbreken van de juiste prikkels lijk t er een vacuüm in de 
sturingg te zijn ontstaan. De gemeente en Agis trekken alleen samen 
opp wanneer hun politieke en/of economische belangen convergeren. 
Indienn dit niet het geval is, ontbreekt hun de noodzaak om vanuit 
eenn 'gemeenschapsgerichte geïntegreerde zorg' visie bepaalde af-
stemmingsproblemenn in de Amsterdamse gezondheidszorg op te 
lossen. . 

Hoofdstukk 5 betreft een studie naar de 30-jarige historie van een 
lokaall  zorgnetwerk in Amsterdam Zuidoost met de naam 'Zorgin-
tegratiee Zuidoost' (ZiZo). Doel was om na te gaan in hoeverre dit 
netwerkk in de loop der tijd samenwerkingsactiviteiten vanuit een 'ge-
meenschapsgerichtee geïntegreerde zorg' visie heeft geïnitieerd, ont-
wikkeldd en opgezet. Op basis van een 'case study' bleek dat het net-
werkk in beginsel meergenoemde visie hanteerde, maar dat het gaan-
dewegg zijn 'gemeenschapsgerichte' karakter verloor. Het netwerk is 
inn de loop der tijd succesvol geweest in het opzetten en ontwikkelen 
vann geïntegreerde zorgarrangementen. Echter, na de introductie van 
dee gereguleerde marktwerking in de Nederlandse gezondheidszorg 
werdenn deze arrangementen niet meer vanuit een public health per-
spectieff  geïnitieerd en gelegitimeerd. Met andere woorden, het wil -
lenn optimaliseren van de volksgezondheid in Amsterdam Zuidoost 
wass gaandeweg geen leidmotief meer bij het opzetten van nieuwe 
samenwerkingsverbanden.. Aldus blijkt uit het onderzoek dat net-
werkenn van zorgaanbieders niet uit zichzelf gaan samenwerken met 
hett oogmerk de volksgezondheid te optimaliseren. 

Inn hoofdstuk 6 wordt een 'multiple case study' beschreven betref-
fendee alle geïntegreerde zorgarrangementen, welke het Academisch 
Medischh Centrum (AMC ) in 2003 onderhield met zorgaanbieders, 
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gevestigdd in haar nabije omgeving. Het doel van de studie was deze 
zorgarrangementenn te identificeren, te beschrijven en te karakteri-
serenn op basis van de 'gemeenschapsgerichte geïntegreerde zorg'. 
Sindss 1996 streeft het AMC naar nauwere samenwerkingsverbanden 
mett zorgaanbieders in de adherente gemeenschap, het zogeheten 
'basiszorggebied'.. In totaal werden 27 samenwerkings -verbanden 
geïdentificeerdd en beschreven. De resultaten laten zien dat deze ver-
bandenn nauwelijks vanuit een 'gemeenschapsgerichte geïntegreerde 
zorg'' visie zijn opgezet. Verder zijn ze maar beperkt gericht op een 
volledigee integratie van zorgprocessen op alle niveaus. Hieruit mag 
dee conclusie worden getrokken dat de activiteiten van het AMC en 
dee zorgaanbieders in de directe omgeving beter op elkaar kunnen 
wordenn afgestemd. Vanuit het AMC als geheel dient de gezamen-
lijk ee doeloriëntatie, zoals verwoord in de zogenaamde 'academische 
populatie'' blijvend te worden nagestreefd en de uitvoering in de 
praktijkk te worden geëvalueerd. 

Dee resultaten van de laatste empirische studie worden gepresen-
teerdd in hoofdstuk 7. Het doel van deze studie was om het functio-
nerenn van de transferafdeling van het Henriëtte Roland Holsthuis te 
evalueren.. Dit verzorgingshuis had deze afdeling in samenwerking 
mett het AMC speciaal opgezet voor 'verkeerde-bed-patiënten'. Dit 
zijnn medisch uitbehandelde patiënten, die nog niet naar huis kun-
nenn en een duur ziekenhuisbed bezet houden. De resultaten laten 
zien,, dat het opzetten van een dergelijke transferafdeling minder 
eenvoudigg is dan het management van beide instellingen aanvan-
kelijkk dacht. Door een heterogene patiëntenpopulatie, relatief laag 
opgeleidd personeel en een mislukt implementatieproces functio-
neerdee de afdeling in de periode 2000/2001 niet naar verwachting. 
Dee onderhavige evaluatie onderstreept impliciet de waarde van 'ge-
meenschapsgerichtee geïntegreerde zorg'. Als de managers deze visie 
inn de praktijk zouden hebben gebracht, hadden ze wellicht een deel 
vann de gesignaleerde problemen kunnen voorkomen. 

Inn het afsluitende hoofdstuk 8 worden de gepresenteerde onder-
zoeksresultatenn besproken in het licht van de in hoofdstuk 1 ver-
meldee twee centrale onderzoeksvragen. De uitkomst hiervan laat 
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zichh samenvatten in vijf kernboodschappen. 
i )) Er bestaan fundamentele verschillen tussen de diverse initiatie-
venn tot verbetering van de gezondheidszorg, welke onoverbrugbaar 
zijnn maar ook niet kunnen worden genegeerd. Het is daarom beter 
omm deze verschillen als een feitelijk gegeven te beschouwen en ze 
vervolgenss als vertrekpunt te nemen voor nieuwe initiatieven. 

2)) De strategische visie van 'gemeenschapsgerichte geïntegreerde 
zorg'' is erop gericht om meer samenhang en synergie tussen de ver-
schillendee verbeteringsprogramma's te creëren. In theorie kan dit 
doorr ze te richten op dezelfde doelen, welke beogen de gezondheid 
vann de betreffende gemeenschap te optimaliseren. Vervolgens wor-
denn de verschillende partijen de vrijheid gelaten om die doelen naar 
eigenn inzicht maar in onderlinge samenhang te bereiken. 

3)) In de praktijk kan 'gemeenschapsgerichte geïntegreerde zorg' 
personenn en instanties bij elkaar brengen, wat tot succesvolle sa-
menwerkingsverbandenn kan leiden. Zoals gezegd vermag zij echter 
niett de wezenlijke verschillen tussen partijen weg te nemen. Ver-
anderingenn in het systeemontwerp van de gezondheidszorg zijn 
derhalvee noodzakelijk om onderliggende belangentegenstellingen 
aff  te zwakken en hanteerbaar te maken. 

4)) Twee factoren zijn in beginsel bevorderlijk voor de ontwikke-
lingg van 'gemeenschaps-gerichte geïntegreerde zorg' als strategi-
schee visie. Allereerst kan de visie worden geïmplementeerd zon-
derr dat het noodzakelijk is nieuwe instituties, organisaties en/of 
(bureaucratiee uitlokkende) geledingen in het leven te roepen. De 
gezamenlijkee doeloriêntatie kan als een raster over de bestaande 
structurenn worden heen gelegd. Bovendien is er behoefte aan strate-
gischee visies zoals die van de 'gemeenschapsgerichte geïntegreerde 
zorg',, welke onder meer een bezinning uitlokken op de prestaties 
vann het gezondheidszorgsysteem in relatie tot de achterliggende 
gezondheidsdoelen.. In dit verband wordt opgemerkt dat het, gezien 
hett toenemende spanningsveld tussen (verbeter)mogelijkheden en 
middelenn onvermijdelijk zal worden om rationeel onderbouwde pu-
bliekee keuzen te maken. 

5)) Verdergaand gebruik van de strategische visie van 'gemeenschaps-
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gerichtee geïntegreerde zorg' blijf t wenselijk. De visie kan worden 
gebruiktt als een diagnostisch instrument en ontwikkelrichting om 
dee dynamiek en problemen van gezondheidszorgsystemen te begrij-
penn en de diverse systeemactoren bewust te maken van wederzijdse 
drijfverenn en (on)mogelijkheden. 

Dee titel 'Building a Tower of Babel in Health Care? Theory and 
Practicee of Community-based Integrated Care' is een metafoor 
voorr de kernboodschap van dit proefschrift. Het stelt de vraag aan 
dee orde of de strategische visie van 'gemeenschapsgerichte geïnte-
greerdee zorg' als een soort van Esperanto kan fungeren, waarmee de 
spraakverwarringg in de gezondheidszorg teniet kan worden gedaan 
enn kan worden voorkomen dat de initiatieven tot verbetering, net als 
bijj  het bouwen van de Toren van Babel, op een mislukking uitlopen. 
Dee strategische visie van 'gemeenschapsgerichte geïntegreerde zorg' 
beoogtt de communicatie tussen de betrokken actoren, die verschil-
lendee talen spreken te verbeteren zonder één taal boven de andere 
tee verheffen. De enige grammaticale regel is daarbij dat de partijen 
inn de gezondheidszorg een continue dialoog dienen te voeren om 
eenn gezamenlijke doeloriëntatie te bereiken en te behouden. In de 
praktijkk is het niet alleen de uitdaging om de mensen in de gezond-
heidszorgg dit 'Esperanto' te leren spreken, maar ook om er op toe te 
zienn deze Voertaal' ook daadwerkelijk gesproken wordt wanneer er 
gebouwdd wordt. 
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Dankwoord d 

Dee mooiste anekdote van mijn promotieonderzoek vond plaats in 
januarii  2006. Ik had zojuist de allerlaatste hand gelegd aan mijn 
manuscriptt - de volgende dag zou ik het opsturen naar de leescom-
missiee - toen het gebeurde. Ik zat achterover te leunen en te ge-
nietenn van het memorabele moment en mijn hoogzwangere vrouw 
Marièllee prees mij totdat ze zei: 'Thomas, ik geloof dat de vliezen 
zijnn gebroken.' Nog geen drieënhalfuur later was Ereza, mijn twee-
dee dochter geboren. Toeval of niet, ze heeft keurig netjes gewacht 
totdatt haar vader eindelijk een punt achter zijn promotieonderzoek 
zettee en de ruimte had om zijn dochter in de armen te sluiten. Deze 
gedachtee maakte me bewust van de onvoorwaardelijke steun, mede-
werkingg en hulp die ik de afgelopen jaren van partner, dochters (hoe 
kleinn ook), familie, vrienden en collega's heb mogen ontvangen. 
Daarvoorr wil ik iedereen oprecht bedanken en een aantal mensen 
persoonlijk. . 

Mij nn eerste persoonlijke woorden van dank zijn gericht aan mijn 
promotorr Prof. dr. Niek Klazinga. Beste Niek, tussen onze eerste 
ontmoetingg tijdens het keuzevak gezondheidszorg in Europa en 
ditt proefschrift gaapt een kloof van bijna 10 jaar. In die tussentijd 
hebbenn we intensief met elkaar samengewerkt, elkaar als mens goed 
lerenn kennen en waarderen. Ik ben je zeer erkentelijk voor alles wat 
jee me hebt geleerd maar vooral ook voor de wijze waarop je dat hebt 
gedaan.. Jouw laissez-faire manier paste goed bij mij. Je liet me de 
ruimtee om mezelf te ontplooien en stuurde bij als je het nodig vond 
off  als ik daar om vroeg. Daardoor leerde ik kritisch reflecteren en 
mezelff  als onderzoeker te kennen. Verder kijk ik met veel warmte 
enn plezier terug aan al die jaren met leuke dingen zoals samen een 
presentatiee oefenen op het Sint Pieter plein te Rome of's ochtends 
vroegg bij jou thuis vergaderen met verse broodjes. Kortom, ik be-
schouww het als een groot voorrecht om bij jou te mogen promove-
ren. . 

Eenn betere copromotor dan Dr. Diana Delnoij had ik me niet 
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kunnenn wensen. Beste Diana, jouw inhoudelijke én persoonlijke 
bijdragee heb ik al die tijd enorm gewaardeerd. Jij bracht een be-
paaldee ontspannenheid, nuchterheid en humor mee die voor mij 
aanstekelijkk werkte en mij hielp om te relativeren. Je combineert 
dezee losheid met een scherpe geest en kennis van zaken, waar ik 
absoluutt mijn voordeel mee heb gedaan. Hoewel ik het betreurde 
datjee wegging in 2002, heeft dat geen enkele afbreuk aan onze sa-
menwerkingg gedaan. Integendeel zou ik willen zeggen. Ik denk met 
veell  warmte terug aan mijn bezoekjes aan het NIVEL en uitstapjes 
zoalss het AH SR congres in Boston. 

Tegenn Tineke, Nelleke, Tonnie, Marian, Paul, Wouter, en Siem 
zouu ik willen zeggen dat ik onze samenwerking enorm heb gewaar-
deerdd en leerzaam heb gevonden. Ik heb kunnen putten uit julli e 
jarenlangee werkervaring in het Amsterdamse wat tot uitdrukking is 
gekomenn in dit proefschrift. Bovenal zijn julli e warme en gastvrije 
mensen,, die me vanaf het begin op mijn gemak hebben gesteld. 
Dankk daarvoor. 

Onyi,, ji j hebt mij laten zien hoe ik succesvol kon publiceren. Dat 
allee artikelen in dit proefschrift geaccepteerd of gepubliceerd zijn, is 
medee jouw verdienste. Daarnaast ben je een fijne kamergenoot en 
vriend. . 

Hett 'physician management clubje' wil ik hier speciaal noemen, 
omdatt ik gaandeweg mijn promotieonderzoek veel aan onze bij-
eenkomstenn heb gehad. Karen, Hedwig, Sylvia, Tineke, Lidwien, 
Sophiaa en Yolande, daarvoor dank. Kiki , wil ik nog apart noemen 
vanwegee onze vriendschap. 
Jeroenn van Thiel en Hans Stegeman dank ik voor het kritische doch 
zinvollee commentaar op conceptversies van mijn manuscript. 

All ee collega's van de afdeling Sociale Geneeskunde wil ik bij-
zonderr bedanken voor de afgelopen jaren. Ik ben en werk met veel 
plezierr op de afdeling. Daarnaast ervaar ik het contact met julli e als 
plezierig,, collegiaal en goed. Melanie en Karien, ik kijk uit naar de 
komendee periode waarin we de evaluatie in Den Haag tot een goed 
eindee gaan brengen. Vera, we hebben de afgelopen maanden veel 
aann elkaar gehad bij de laatste loodjes. Guus, het is nu jouw beurt 
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omm te promoveren. Je verdient het dubbel en dwars. Mary, bedankt 
voorr je interesse, betrokkenheid en vriendschap. Bas, Nathalie, Ka-
ren,, en de andere jonge ouders, het is een geruststellend idee om te 
wetenn dat ik niet als enige chronisch slaapgebrek heb. Saïda, met je 
ontwapendee lach breng je vrolijkheid op onze kamer. 

Dee leden van het netwerk Kwalitatief Onderzoek, in het bijzonder 
Myraa van Zwieten, wil ik bedanken voor de collegialiteit, intervisie, 
enn input. De komende jaren gaan we wat mij betreft gewoon door 
mett het organiseren van intervisiebijeenkomsten en journal clubs 
voorr kwalitatieve onderzoekers. 

Mij nn paranimfen Adinda Liebeton en Jeroen van Wijngaarden zijn 
dierbaree vrienden die zich altijd zeer geïnteresseerd en betrokken 
hebbenn getoond bij het reilen en zeilen van mijn promotieonder-
zoek.. Daarom vind ik het een prettige gedachte dat julli e tijdens de 
verdedigingg naast mij zullen staan. Adinda, ik vind het fantastisch 
omm na Lyon weer in dezelfde stad als ji j te wonen en je regelmatig te 
zien.. Jeroen, in september draaien we de rollen gewoon om! 

Lievee (schoon)familie en vrienden, julli e zullen het geloven of 
niet,, maar ik hebb nu écht mijn deadline gehaald! Daarbij ben ik jul-
liee dank verschuldigd voor julli e geduld en voortdurende interesse. 
Dee komende tijd gaan we de verloren tijd inhalen. Fijn om te weten 
datt julli e er zijn! 

Lievee Paul en Aris, mijn promotieonderzoek kreeg onlangs pas 
échtt een gezicht toen ik julli e vroeg de samenvatting te lezen en 
tee becommentariëren. Ik vond het vervolgens super om te zien 
hoee julli e eindelijk je ouderlijke betrokkenheid handen en voeten 
kondenn geven. Dank voor de onvoorwaardelijke liefde, steun en het 
rotsvastee vertrouwen. 

Allerliefstee Marièlle, Chaja en Ereza. Jullie steun en begrip waren 
onvoorwaardelijk,, onmisbaar, en groots. Marièlle, met alle liefde 
vann de wereld zet ik de laatste punt van dit boek en zeg innig dank. 

Thomass Plochg, april 2006 
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