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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 

Figuree 1.1 Potential scope of studied collaborations 

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: Outline of the thesis 

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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