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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-
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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; 
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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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