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Chapterr  5 

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 

88 8 

http://www.ggdamsterdam.nl


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 
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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 

1 02 2 



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 

103 3 



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 
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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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