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1.1 Health inequalities

Over the past three decades, health inequalities have emerged as an important theme in public 

health policy in the Netherlands and abroad (1;2). In this thesis, inequalities in health refer to 

the systematic differences in health between different socio-economic groups within a society. 

These differences are not simply a dichotomy -- at all levels of socio-economic status (SES), 

health and illness follow a social gradient: the lower the socio-economic position, the worse 

the health (3). 

In 1985 health inequalities was one of the ‘Health for All’ objectives formulated by the 

WHO European region. By the year 2000, the actual differences in health status between 

groups within countries was to be reduced by 25%, by improving the health of disadvantaged 

groups (4). The aim of tackling health inequalities was restated in the Health 21 strategy for the 

European region which stated that the gap in life-expectancy between socio-economic groups 

should be reduced by at least 25 % by the year 2020 (5). Up until this year, however, health 

inequalities between socio-economic groups have not decreased either in the Netherlands or 

in many other European countries (6). 

Moreover, health inequalities in the Netherlands are persistent. Nowadays, people with the 

lowest socio-economic status live six to seven years less and spend 16 to 19 years longer in 

poor health compared to those from the highest socio-economic group (7). People from lower 

socio-economic groups report more health problems, including diabetes mellitus, depressive 

disorders, asthma/COPD and back complaints (8). They also report a poorer perceived general 

health (8). The inequalities are mainly caused by a higher exposure of lower socio-economic 

groups to a wide range of unfavourable material, psychosocial and behavioural risk factors (6).

1.2 Health inequalities in The Hague

The differences in health expectancies in the city of The Hague are among the highest reported 

in the Netherlands. The Hague is the third largest city in the Netherlands with 450,000 

residents of whom 150,000 live in the so-called ‘deprived neighbourhoods’. These deprived 

neighbourhoods are characterised by a high percentage of immigrants, low incomes and high 

unemployment rates (see figure 1.1). 

In accordance with the national trend, roughly ten years ago The Hague’s health monitor 

showed that morbidity is related to the socio-economic status of neighbourhoods. The mortality 

rates in the deprived areas are much higher than in the more prosperous neighbourhoods. These 

inequalities in health are confirmed by the 2002 health monitor. It is in this year that health 

inequalities first become a specific focal part of the local government coalition agreement. A 

sum of 1.9 million Euros is made available for the period 2003 to 2006 for the purpose of 

tackling health inequalities. Subsequently, a programme for tackling health inequalities (PTHI) 

which aimed at improving the health of the residents in deprived neighbourhoods, is initiated. 

PTHI becomes the responsibility of the aldermen of welfare, public health and emancipation. 
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1.3 The programme for tackling health inequalities 
(PTHI): a brief overview 

PTHI is run by the Department of Education, Culture and Welfare (OCW). A project leader is 

appointed for the daily management of the programme and is employed by the Department 

of Community Care and Public Health. In addition, there is also a project coordinator working 

in the Municipal Health Services (GGD) department for health promotion. The task of this 

coordinator is to establish the programme firmly in the target neighbourhoods. The intrinsic 

steering and progress monitoring falls under the responsibility of a steering committee, with 

the director of Public Health as the acting chairman. This steering committee is made up of 

policymakers (and managers) working in the field of health promotion, public health, and the 

major cities policy (GSB). As well as the services at local authority level, a local organization 

for the promotion of health and welfare services – Stichting ter Ondersteuning van de 

Gezondheidszorg en Maatschappelijke Dienstverlening in Den Haag, hereafter STIOM – also 

plays a role in the development of the programme. 

PTHI is targeted at six deprived neighbourhoods in order to improve the health of residents 

who are socio-economically deprived. In order to develop the programme, a neighbourhood 

approach is employed. Because deprivation is concentrated in certain neighbourhoods, these 

neighbourhoods are considered to be a “gateway” for initiating activities. Neighbourhood 

based programmes are thought to be popular among policy-makers because they: (1) are 

assumed to be an efficient means of targeting the most deprived individuals, (2) provide a 

context for involving local people in identifying local problems and delivering solutions (10). 

10
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In general three working principles are ascribed to the neighbourhood approach; 

intersectoral collaboration, professional integration and community participation. The policy-

makers in The Hague intend to develop the programme along these working principles. In 

2002 at the start of the programme, several meetings are organised with local healthcare 

professionals and local residents in each of the targeted neighbourhoods. During these 

meetings, epidemiological data on the five most prevalent health problems (i.e., cardiovascular 

disease, lung cancer, accidents at home, psychosocial problems, behavioural and development 

problems with children) in the neighbourhoods are shared with the local professionals. The 

top five health problems initiate the debate on whether these health problems are recognised, 

what their main causes are, and how they might be remedied. The interactive dialogue results 

in the specification of the overall objective into four themes: physical activity and healthy 

nutrition, pedagogical support, information on and access to health care and strengthening 

primary care. These four themes are adopted and become the stated programme objectives.

Furthermore, to address the four themes, three lines of action are formulated; healthy 

lifestyle, healthy environment and improved quality of primary health care. Therefore, on 

each of the four themes, interventions should encourage healthy behaviour at individual level, 

should improve the environment in which people live, and should improve primary care supply 

with the services that residents of the neighbourhood actually need.  

1.4 Aim of the evaluation study

Worldwide many comprehensive programmes have been developed to tackle health inequalities, 

including neighbourhood programmes. The “health action zones” in the United Kingdom are 

an exemplary initiative set up as a catalyst to bring stakeholders and communities together 

in a working partnership aimed at improving health in disadvantaged areas (11). Although 

a growing body of experimental studies has been evaluating these initiatives, most of these 

studies have shown only marginal effects. This has led many people to conclude that there is 

little knowledge on what “works” in comprehensive programmes to reduce health inequalities 

(12). Generating such knowledge requires the formidable decoding of the “black box” of 

these complex programmes and studying the mechanisms through which these programmes 

influence population health. 

This thesis concerns an evaluation study of such a complex programme; the neighbourhood 

based programme for tackling health inequalities in The Hague. The general aim of this research 

is twofold. The first aim of the study is to assist policymakers by gathering information and 

generating findings they can use to shape the programme. The second aim of the study is to 

gain insight into the developmental process of the programme in The Hague (PTHI), producing 

valid knowledge (that can be generalised) that contributes to the international debate on 

tackling health inequalities.
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This thesis focuses on this second aim and reports the results of the developmental process 

of the programme. Although many parts of this programme are still going on in the city, the 

present report focuses on its initial phase (2003-2006). 

1.5 Research questions

As mentioned previously, the main goal of this thesis is to gain insight into the developmental 

process of the programme for tackling health inequalities in The Hague. For this purpose, 

the developmental process of the programme is explored through a process evaluation. The 

working principles that are formulated by the policy-makers are linked to three separate social 

systems. Intersectoral collaboration is to be expected within the local authority1. Professional 

integration is to be expected within the local health system. Finally, participation addresses 

the third system: that of the local residents. These three social systems for the basis of this 

research. For evaluating PTHI, the main aim is to explore which processes are dominant in 

these systems during the development of the programme. In addition to the exploration of the 

three social systems, we discuss the scientific consequences of our collaborative design.

The following research questions are formulated: 
1. What is the shared conceptualisation of the programme and its goals by the researchers 

and policymakers? 

2. How does the programme mobilise political priority within the local authority? 

3.  How does the programme mobilise the local health system;  

 a. In general during implementation of the programme ?

 b. With a specific activity called ‘the micro grant financing scheme’? 

4.  How does the programme mobilise the residents through an exercise referral scheme? 

5.  How do the researchers unite the two diverging goals of the research (assisting the 

programme while producing scientific knowledge)?

1.6 Design of the evaluation study

To reveal the development process of the health programme in its real-life context, a single-

case study is adopted. For four years, the process (in which the city of The Hague unrolled 

the programme) is studied using a developmental approach. A developmental approach is 

employed in order to focus on processes and aims for helping providers to improve in the short 

term (13). A developmental approach has a pragmatic development aim, a flexible approach 

to choosing methods but with a preference for qualitative techniques and is non-experimental. 

Concepts and theories are often built up inductively out of the data which the evaluators 

1 The local authority refers to the authority at city level while the other two social system ‘local health 
system’ and the ‘local residents’ refer to another geographical entity; the neighbourhoods.  

12



gathers. Although there are many different types of developmental evaluations, we use the 

‘active evaluation’ in which evaluators do not wait until the end of the evaluation to feed back 

results (13). 

A collaborative research strategy is employed to evaluate the programme in The Hague. 

This strategy is defined as a deliberate set of interactions and processes specifically designed 

to bring together those who study societal problems and issues (researchers) with those who 

act on or are within the boundaries of those societal problems and issues (policy-makers, 

practitioners and individuals) (14). Collaborative research, as a long-lasting partnership of 

researchers and policy-makers, is assumed by many to result in better interpretation and use of 

research findings and to produce policy-relevant knowledge (14-19). To that end, the research 

process is embedded in the specific social or organisational context in which the policy-makers 

are active (14). 

Data collection takes place during 2003 to 2006. The main research methods used for the 

process evaluation: (1) recurrent in-depth interviews with the programme officials, professionals 

and residents, (2) document analyses of municipal documents and neighbourhood projects, 

(3) observations of meetings of the steering group and neighbourhood health panels and (4) 

questionnaires (see table 1.1). 

Table 1.1: Overview of study topics and main research methods. 

Research Methods Chapter 3
How does the 
programme 

mobilise political 
priority?

Chapter 4
How does the 

programme mobilise 
the local health 

system? (in general)

Chapter 5
How does the 
programme 

mobilise the local 
health system? 
(through micro 

grants)

Chapter 6
How does the 

programme mobilise 
the residents 

through an ERS?  

In-depth interviews programme 
officials (n=26)

X X X

In depth interviews members of 
the steering group (n=20)

X X X

In depth interviews professionals 
and project managers (n=14)

X X

Document analyses of municipal 
documents

X X

Observations steering group X X X

Observations Panel meetings X

Participation in programme 
meetings

X

Documents of municipal political 
search system

X X

Interviews participants (n=40) X

Questionnaire participants 
intervention (n=650)

X
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1.7 Outline of the thesis

Following this introduction, chapter 2 presents the conceptual framework we developed in 

order to come to a shared conceptualisation of researchers and policymakers. This framework 

guided the process of formulating the research questions. Chapters 3 to 6 are dedicated to the 

three social systems addressed by the evaluation. Firstly in chapter 3, we explore the generation 

of political priority for tackling health inequalities within the local authority. In chapter 4, we 

present how the programme mobilises the local health system during the implementation of 

the programme. Chapter 5 continues discussing the mobilisation of the local health system 

by exploring the contribution of a micro grant financing scheme that was taken up by the 

programme. Chapter 6 focuses on the mobilisation of residents by focusing on the results 

of one of the main interventions called ‘Exercise on Prescription’. Since the programme aims 

at reaching the most deprived residents, special attention is paid to the type of individual 

reached. To reflect on our collaborative approach in evaluating The Hague’s programme, in 

chapter 7 we explore the dilemmas encountered by researchers in assuring scientific rigour 

while maintaining policy-relevance. Finally, chapter 8 summarises the main findings of this 

research, discusses the methodological considerations, and reflects on the lessons learned for 

comprehensive programmes for tackling health inequalities on a local level. Table 1.2 gives an 

overview of the chapters in this thesis and shows the topics covered in each chapter. 

Table 1.2 Overview of the topics and chapters of this thesis

Chapter Title Research question

2 A neighbourhood-based approach for reducing 
health inequalities in The Hague: the conceptual 
framework.

What is the shared conceptualisation of the 
programme and its goals by the researchers 
and policy-makers? 

3 Generating political priority in order to tackle 
health disparities: a case study in the Dutch city 
of The Hague.

How does the programme mobilise political 
priority?

4 From political rhetoric’s towards professional 
action: a case study on implementing a local 
program on tackling health inequalities in the 
city of The Hague.

How does the programme mobilise the local 
health system?

5 Micro grants as a stimulus for community action 
in residential health programmes: a case study.

How does the programme mobilise the local 
health system with a specific activity called ‘the 
micro grant financing scheme’?

6 Which factors engage people in deprived 
neighbourhoods to participate in exercise 
referral schemes?

How does the programme mobilise the 
residents through an Exercise Referral Scheme?  

7 Collaborative research as seen through the eyes 
of researchers: lessons from the evaluation of a 
local public health programme.

How do the researchers unite the two 
diverging goals of the research (assisting 
the programme while producing scientific 
knowledge)?
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Summary

Background: The neighbourhood-based approach is generally considered a promising strategy 

for tackling socio-economic inequalities in health. However, our knowledge about it effects is 

still limited. This is partly due to the fact that we know little about the intervention itself. The 

main aim of the evaluation of the programme for tackling health inequalities in The Hague, is 

to describe the process of the development of the programme. This should result in scientific 

statements on the value of the neighbourhood-based approach as a strategy for tackling 

inequalities in health. 

Methods: Researchers, together with those who are responsible for the programme (policy-

makers), have developed a conceptual framework. 

Results: This framework indicates that the programme works along three lines: healthy 

lifestyle, healthy environment and improvement of primary health care. The following themes 

are being addressed: physical activity and healthy nutrition, pedagogical support, information 

on and access to health care and strengthening primary care. The interventions are based on 

three principles: intersectoral collaboration, professional integration and participation of the 

local residents. These principles, in their turn, are being embedded in a context that might 

promote these principles. 

Conclusion: The framework shows that, in order to understand the programme in The Hague, a 

‘simple’ effect evaluation, in terms of health or determinants of health, is not sufficient. Instead, 

the core principles also need to be described, as well as the way in which these principles will 

result in concrete activities and the context in which these principles are embedded. Following 

this framework, during the evaluation we will identify factors that account for the success or 

failure of the neighbourhood-based approach.
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2.1 Introduction

In 1985, the WHO European region stipulated in its much talked about policy aims document 

Health for All, that “By the year 2000, the current health inequalities between countries and 

certain population groups will be reduced by 25%, by improving the health of disadvantaged 

groups. Today, however, we realise that the reality is different: health differences between 

socio-economic groups in the Netherlands do not seem to be reduced at all (1). Therefore, 

the need to reduce these health differences through interventions is equally important today 

as it was then.

One of the strategies used for reducing health differences is the so-called neighbourhood-

based approach. One important guiding principle of this approach is that the population plays 

an important role both in defining health problems and in the development and implementation 

of interventions needed to reduce these problems. Moreover, it is important that the causes 

of bad health in a population such as, behaviour, envrionment, etc. are tackled on more than 

one front – which often requires a mulitsectoral policy to be taken (2).

This kind of neighbourhood-based approach is often singled out as promising. However, 

at present we do not know whether it can really contribute to reducing socio-economic health 

differences (3). This is partially due to the methodological complexity of evaluation studies 

surrounding such comprehensive programmes. For example, it has not been easy to evaluate 

neighbourhood-based programmes in a quasi-experimental setting – due to the fact that a 

good baseline assessment is tricky if the interventions have been developed together with 

input from people in the community (4). However, in spite of this, recent studies conducted 

in Eindhoven and Arnhem show that neighbourhood-based programmes can certainly be 

evaluated in a quasi-experimental design. Yet, solving the problems is not that easy. In both 

the above studies, which concurred with the results of studies from abroad, only a minimum 

effect on determinants of health were visible (5,6).   

These negative results are not easy to interpret. They could point to the fact that it is 

not possible for a neighbourhood-based approach to have an effect “failure of intervention 

concept”, for example, because the participation of the local residents has led to non-

effective interventions, but it is also possible that in these programmes the principles of a 

neighbourhood-based approach has not been sufficiently applied (failure of implementation) 

(7). Another possibility is that the approach does not work within the context of these specific 

programmes, for example, because the local residents concerned do not form a social unity. 

In order to answer the questions that arise here, we need to look very closely at the 

neighbourhood-based approach and ask: through which mechanisms and under which 

conditions can a  neighbourhood-based approach influence the health of the residents in the 

neighbourhoods? Because at present we only have limited insight into how this approach 

actually works, it has been decided to concentrate this evaluation study on the process of 

programme development. The guide to this evaluation is a conceptual framework that will 

be drawn up by both the researchers and policymakers prior to the start of the study. The 

framework will specify how neighbourhood-based working aims to achieve health gains. The 
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framework will build forth on more general models for the evaluation of health promotion 

interventions (8-10). 

This conceptual framework will be further described in this paper. Firstly, the essential 

elements of the programme and are included in the evaluation will be described. These 

elements will then be integrated into one framework. The paper will end by reflecting on the 

value of evaluating a neighbourhood-based approach for tackling health inequalities. 

2.2 The conceptual framework 

For the purpose of evaluating the programme, the conceptual framework has been 

constructed according to the ‘theory of change’ approach. This approach requires that before 

a worthwhile evaluation of a changing process can be made, the assumptions that have 

driven the process are specified. This means that the people involved need to explicity outline 

the theories, expectations and hypotheses regarding how the interventions will contribute 

to the final objective (11-12). This has taken place in The Hague in discussions between the 

policymakers and the researchers of the programme. The following four questions acted as 

the guiding principles for these discussions:  

I) What is the final objective of the programme? 

II) What are the interventions that need to be developed in order to achieve this final 

objective? 

III) From which principles will these interventions be developed?  

IV) What is the context within which the programme will be developed? 

The outcomes of these discussions can be seen as the building blocks for the conceptual 

framework. Each of the above four principles will be discussed in the next section, first 

separately and subsequently integrated.

I. The final objective of the programme
The final objective of the programme is to improve the health of the residents of six 

neighbouhoods in the Hague. This will be done through interventions that focus on a number 

of health determinants that will be detailed later. The parameters for this general goal have first 

been set theoretically, consistent with the recommendations of the programme commission 

SEGV-II (3). The Commission has identified three groups of determinants by looking at how 

socio-economic status can have an effect on health: health-related behaviour, material living 

conditions and as well as psycho-social factors. The health of people in lower socio-economic 

positions can be improved by limiting their exposure to health damaging factors -- for example, 

by reducing unhealthy behaviour and by increasing their exposure to factors that encourage 

health promotion – for example, by improving their living conditions. A second strategy that 

is being adhered to in the programme is that of offering extra or differentiated (curative) 

health care to people in deprived neighbourhoods. Both strategies have been combined in the 

programme into three lines of action, healthy lifestyle, healthy environment and improvement 

20



of primary health care. The action line ‘healthy lifestyle’ is aimed at encouraging healthy 

behaviour at individual level. The action line ‘healthy environment’ is focused on improving the 

environment in which people live, for example, the spatial planning of a neighbourhood. The 

action line ‘improvement of primary health care’ aims at improving the coordination of primary 

care supply with the services that the residents in the neighbourhoods actually want. 

After setting the theoretical parameters, the programme is substantiated by defining the 

aspects for which health gains will need to be made. This takes place in discussions, where 

the public are provided with the opportunity to comment, between policymakers from the 

local authority and professionals, and the residents from the target neighbourhoods. Based 

on the outcomes of the health monitor of the department of epidemiology within the sector 

Education, Culture and welfare (OCW) a top-5 list of the most important health problems in 

the Hague were being highlighted. This list of the top-5 -- cardiovascular disease, lung cancer, 

accidents in and around the home, psychosocial problems and behavioural and developmental 

disorders in children – was presented to professionals in platforms for each neighbourhood. 

The professionals indicated that they recognised the health problems that had been identified 

and then translated the general problems into concrete problems that appeared in their 

neighbourhood. The residents of each neighbourhood were then consulted regarding their 

concrete health problems. The ensuing discussions were conducted in existing platforms as far 

as this was possible. The residents who took part in the discussions could identify themselves 

well with the themes that were put forward. Ultimately, these consultation rounds led to 

the definition of four action themes as follows, (1) physical activity and healthy nutrition, 

(2) pedagogical support, (3) information on and access to health care and (4) strengthening 

primary care. 

II. Interventions
Each year the programme subsidised a number of interventions relating to the four themes. 

On this point, the policymakers have listened to comments from professionals about not 

developing new initiatives but to encourage the use of those already in place and to expand 

their scope. In 2004, a total of 14 large-scale interventions (including 7 pilot projects) have 

been subsidised; 7 of the 14 had already started before the programme was initiated. Text box 

1 describes such an intervention. Since 2004 untill 2006, a further 61 small-scale initiatives from 

Text box 2.1 Activity on Prescription (Bewegen Op Recept, BOR)

This intervention aims to encourage physical activity of adult residents living in 

the target communities. This will be done both by individual and multidisciplinary 

approaches.

Those clients who, according to health professionals, will improve their health by doing 

more physical activity, will be given an official prescription for referral to a sport advisor 

and then an activity. The BOR can be used up to 20 times, after which, the client will be 

informed of the possibilities for continuing their physical activity.   
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the neighbourhoods have been subsidised (chapter 5). The small-scale projects are particularly 

aimed at addressing signals coming directly from the neighbourhood residents. 

III. Development of interventions from three principles 
The choice of a neighbourhood-based approach for tackling socio-economic health inequalities 

in The Hague is primarily based on the fact that residents with a lower health status can 

be found in certain neighbourhoods, we can refer to this as the neighbourhood being the 

detection area. At the same time, the neighbourhood can also be seen as a portal for concrete 

interventions (13). Within the framework of health promotion, this approach ascribes in 

general to two central principles: resident participation and intersectoral collaboration (2). In 

the context of the Hague, a third principle has been added, professional integration. What 

these principles mean exactly will be discussed in the next section. 

Resident participation is considered one of the cornerstones of health promotion (10). 

While resident participation seems attractive intuitively, it is actually a complex phenomenon. 

In the literature, for example, there are many different views on the meaning of resident 

participation (14). One of the views is that participation itself should be seen as an aim 

because it improves health on its own (15). This view encompasses a link between the terms 

of resident participation and empowerment. The underlying thought is that people should be 

given more hold over their own lives so that they themselves opt for a healthier lifestyle or, 

where necessary seek effective help in the medical sector. In addition, resident participation 

can be construed as instrumental: by linking up with the social world, support in the target 

group can be achieved that will encourage the implementation of interventions (16).  

In the action programme in The Hague, resident participation has been used up until 

now as a means of linking policies up with the concrete wishes of the neighbourhood 

residents (instrumental use).  This linkage is not however, achieved by involving the residents 

in the choice for and the development of the interventions, but through the mediation of 

professionals in the neighbourhood, such as community workers, physiotherapists, dieticians 

etc. These professionals participate in the so-called neighbourhood health panels. In terms of 

empowerment, the formulation of the term resident participation plays a role where specific 

interventions are concerned, for example, through participation in specific interventions (such 

as Exercising on Prescription). These interventions aims to increase the amount of control that 

the individual has concerning his/her own health. 

Intersectoral collaboration is the second guiding principle of the neighbourhood-based 

approach. Its necessity is prompted by the fact that many determinants of health and health 

inequalities are outside the influential constraint of health care. This implies that, in order to 

achieve a substantial reduction in socio-economic health inequalities, measures need to be 

taken in various policy areas (3). Intersectoral collaboration can be defined as ‘a recognised 

relationship between parts of various public sectors that is brought into effect in order to 

take action on certain issues for achieving better health outcomes in a more effective, more 
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efficient and more sustainable way than when the health care sector itself had worked on this 

issue’ (17). The relationships between the sectors can induce changes in two directions. Whilst 

on the one hand it can result in an improvement in the health determinants, such as a healthy 

layout of a neighbourhood, on the other hand, it can increase the awareness of other sectors 

concerning the health implications of their policies (17). 

In this programme, the intersectoral collaboration is aimed in particular at the realisation of 

a healthy living environment. For this purpose, the programme has been included in the major 

cities policy for the period 2005-2009. In addition, it is expected that the concrete issues that 

come to the foreground from the neighbourhoods will stimulate the intersectoral activities at 

local authority level. One example of this is the signal given out by the residents on the lack of 

play facilities for children. 

Professional integration is not often named as a specific central principle of neighbourhood-

based work. However, in The Hague’s programme this has been done. The principle of 

professional integration is based on such concepts as transmural care and integrated care that 

became common practice in the 1990s in the Dutch health care sector (18). The concept is an 

answer to the widely borne idea that the care supply is too fragmented at present, meaning 

that it cannot sufficiently meet the care needs of the Dutch population.  This is especially a 

problem because people have to increasingly cope with chronic, many different, complex, and 

multiple health problems – and in large cities these are often linked with social deprivation  

factors (19). In order to respond effectively, an integrated care supply is needed, in which care 

providers bundle their expertise and tasks together and harmonise them. This collaboration 

should be realised not only within curative care but is especially relevant for the welfare and 

preventive care sector (20).

In The Hague’s programme, collaboration between professionals such as general practitio-

ners, health promotion and health education (GVO) graduates, district nurses, welfare workers 

etc. and organizations such as the Municipal Health Services (GGD) is seen as an important 

precondition for effectieve interventions. It is thought that this collaboration can be the 

foundation on which to base the health care initiatives in the neighbourhoods. The STIOM has 

played a role in this process since it was founded 10 years ago (21).

IV. Context 
The description of the principles involved in this programme include a number of elements 

that are typical for the situation in The Hague. The STIOM is one example of this because it 

represents laying down a foundation for the further development of professional integration. 

These elements can influence the chance of the programme’s success. For this reason, they 

should be described in detail in the evaluation for the purpose of drawing final conclusions that 

could apply to other situations in future. In other words, the development and implementation 

of the action programme should be placed within a certain context during the process of 

evaluation. So how can this be conceptualised?
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A choice has been made to present the context as a three-way interacting system. The first 

part of the system concerns the residents from the six target neighbourhoods. The second part 

of the system concerns the local authority where the managers and the officials draw up the 

local policy frameworks. The third part of the system consists of the  professionals who are 

implementing the care on a daily basis, who work with each other and who ulitmately are the 

people who have to develop and implement the interventions. 

It is from from this system perspective that during the evaluation, the principles of 

the programme will be studied regarding how they interact with each other and with the 

environment towards achieving the final objective of reducing health inequalities. Therefore, 

for the purpose of developing the principle of resident participation, it would appear to be 

important to look at the different kinds of properties that various neighbourhoods have. 

In this context, what are the existing social networks? What is the ethnic diversity in the 

neighbourhood? Do the residents mix just with people from their own neighbourhood or 

do their social contacts go beyond the neighbourhood where they live? These are examples 

of characteristics that can determine why resident participation is easier to set up in one 

neighbourhood than in another. In addition, intersectoral collaboration develops in interaction 

with the environment and depends on, for example, the attention that policy departments 

already pay to health care themes or the degree in which local authority uses instruments 

for monitoring and achieving the targets (22). Finally, the structure and organisation of care 

providers in the neighbourhoods has been undergoing many changes. Regarding the degree 

to which professional integration is realised, it can for example, make a difference whether 

or not there is already a professional collaborative initiative working in the neighbourhood on 

which the programme can be based.

The elements integrated in a conceptual framework 
The four building blocks that have been described above – final objective, interventions, 

principles and system parts – have been integrated into one framework. Figure 2.1 shows the 

conceptual framework. 

The framework shows that the programme works according to three action lines: healthy 

lifestyle, healthy environment and the improvement of primary health care services. This strategy 

will be applied to a number of health determinants (the central themes): physical activity 

and healthy nutrition, pedagogical support, information on and access to health care and 

strengthening primary care. The development of interventions for these determinants is based 

on three principles: the participation of residents, professional integration and intersectoral 

collaboration within the local authority. These principles in turn are imbedded in a context that 

contains both obstructive and stimulating factors. For this reason, the framework has been 

adjusted from back to front but can also be read from left to right so that it can be argued out 

in which way an intervention can contribute to the final objective of health promotion. 
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2.3 Discussion 

How does the conceptual framework, as presented above, contribute to the evaluation of a 

neighbourhood-based approach for reducing health differences? 

Firstly, the framework provides a perspective from which concrete interventions can be 

evaluated.  The most accepted evaluation is that of the effects of the interventions on the 

determinants of health. In present programme, for example, the aspect of Exercise on Referral 

(text box 1) has been allocated for evaluation like this. However, the framework shows that 

it is equally important to evaluate the degree to which the interventions have been created 

through the principles of  intersectoral collaboration, professional integration and resident 

participation. After all, these principles are ascribed a central role in the general notion of 

neighbourhood-based working and particularly in the programme in the Hague. By making 

the link between the interventions and the evaluation principles more explicit, the degree to 

which the programme has been true to the concept of neighbourhood-based working can be 

clarified. This will encourage conclusions to be drawn that can be generalised – that are based 

on the evaluation of this specific programme – concerning the benefits of neighbourhood-

based working in general. One example of this concerns the evaluation of the neighbourhood 

health panels that have been previously mentioned. The functioning of these panels will 

be evaluated in a comparative case study for the degree in which they (each in their own 

neighbourhood) have succeeded in getting off the ground (chapter 5). 

Secondly, the framework shows how the three central principles are not independent of 

each other but imbedded into the three-way system. In order to generate information than 

can be generalised concerning the way in which those principles can be specified and result 

in interventions, it is necessary to make the characteristics of the system in which the further 

Figure 2.1: Conceptual framework for evaluating the neighbourhood-based Programme for tackling health 
inequalities in The Hague

25

C
 H

 A
 P T E R

   2 
A

 conceptual fram
ew

ork



specification takes place more explicit (10). For the evaluation of The Hague’s programme, this 

means that in the description of the development of intersectoral collaboration, professional 

integration and resident participation, what also has to be analysed is, in which context the 

interventions will take place. For example, in terms of existing collaborative ventures and socio-

demographic characteristics of the neighbourhoods.

Thirdly, the framework focusses attention on the importance of evaluating the development 

of the central principles of the neighbourhood-based programme itself. After all, the principles 

form the basis of the programme. A good formulation can ensure that, once the programme 

is finished, the health promotion initiatives will be taken. In other words, with these three 

principles, the aim will be to establish the programme in the three systems of residents, 

professionals and local authority. For this purpose, the evaluation of the programme will also 

look at how far this establishment has been successful, for example, by comparing the degree 

of intersectoral collaboration before and after the programme.

In conclusion, the researchers and the programme developers (policymakers) of The 

Hague’s programme for tackling health inequalities have together developed a framework 

that explains more explicity the logic behind the programme’s actions. This framework clarifies 

that for a good understanding of how neighbourhood-based programmes work, more is 

needed than just a measurement of the final effect of the intervention, in terms of health 

gain or intermediary aims in terms of determinants of health. Moreover, the central principles 

deserve detailed specifications as well as the way in which these principles result in concrete 

activities and the context in which they can be further worked out. In this way, it should be 

possible to identify both success and failure factors of neighbourhood-based working. 

Whether or not this framework will ultimately help in getting to the bottom of the 

neighbourhood-based approach, will largely depend on the results of the programme 

evaluation. Nevertheless, we hope that the description of the framework will in itself contribute 

to the development of research into the evaluation of a neighbourhood-based approach for 

tackling health inequalities.
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Abstract 

Objectives: The problems associated with tackling health disparities are a major challenge for 

public health policymakers (1;2). Politicians should pay attention to this issue regarding the 

enactment of policies and the allocation of resources. Our objective for this prospective study 

was to study the factors that determined the success of a recent initiative to generate political 

priority for the problem of health disparities in the city of the Hague, the Netherlands.  

Methods: Prospective design. The qualitative data collection included interviews, document 

analyses and observations. 

Results: Crucial for the success of this initiative was the presence of powerful, inspired 

and credible actors. To achieve political priority for tackling health disparities, these actors 

effectively presented scientific evidence on the subject and framed the issue in the light of 

shared values, priorities, and policy principles. Finally, they were supported by the national 

context, including scientific research on health disparities.  

Conclusions: The project in the Hague shows that political priority for tackling health 

disparities can be generated at a local level. Key factors for success included framing the issue 

in the light of shared values, and framing the problem and the solution in line with existing 

policy principles. 
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Introduction

The problems associated with tackling health disparities are a major challenge for public health 

policymakers (1;2). Health disparities are rooted in an unequal distribution of power, income, 

goods, education and housing and working conditions (3). Since the distribution of these social 

determinants is influenced by the allocation of public resources, policies for tackling health 

disparities depend on political action (4). Consequently, generating political priority for this 

issue is essential in order to adequately tackle the problem (3;5-7). In particular, the provision 

of investments in sustainable policies, actions and infrastructure (2) is urgently needed.  

In general, generating political priority for policies to tackle disparities in health is difficult. 

Challenges include the fact that the causes of health disparities are complex and include 

health-related behaviour, working and living conditions, and accessibility of health care (8). In 

addition, policymakers were ready to point out that most of these determinants fall outside the 

influence of the health care sector – which implies that intersectoral collaboration with many 

partners would be required (9). Moreover, the impact that the actions of policymakers has on 

health may only be visible after many years (1;10). In some cases, for example, intersectoral 

action on physical environment and nutrition policies to tackle obesity among children in poor 

areas, the health benefits may only be visible after decades. 

Given these complexities, how could political priority for policies to tackle disparities in 

health successfully be generated? In general, theories on agenda setting distinguish various 

types of factors: the way an issue is presented, opportune moments within political contexts 

and characteristics of the issue (11;12). Particular attention has been paid to the role of political 

and bureaucratic entrepreneurs. Empirical studies that look at the way in which these different 

types of factors contribute to the agenda setting for health disparities, --   including the role of 

the scientific community – are vital but remain scarce (13).

The aim of this paper is to explore the factors that determine the generation of political 

priority for tackling health disparities at a local level. Political priority is defined as the degree 

to which (1) political leaders actively pay attention to an issue, (2) the political systems lead 

to programs that address the problem, and (3) these programs are supported by financial, 

technical, and human resources (11).

 In the city of the Hague, the Netherlands, health disparities have been prioritised for 

two council periods in a row. This city of about 475,000 residents is known as the most 

segregated city in the Netherlands (14). The average standardised household income varies 

from 70 percent of the Dutch mean in deprived areas to 220% in non-deprived areas. In 

general, 15 % of households in the Hague live at or below the legal minimum but in the city’s 

deprived neighbourhoods this percentage is as high as 43%. The neighbourhoods with a high 

deprivation score (as measured by income, unemployment, etc.) have a higher mortality rate 

(15). Cardiovascular disease, lung cancer, psychosocial problems and behavioural disorders are 

more common in these areas. 

In 2002, health disparities were explicitly addressed by the Municipal Executive for the first 

time. This attention was prompted by data from the municipal health monitor that showed 
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socioeconomic differences in various health (related) outcomes between neighbourhoods. 

These differences were perceived as a part of, and reflection of, more generalised differences 

in health according to citizens’ individual socioeconomic position). In this paper, the term 

“disparities in health” refers to health differences between deprived and non-deprived 

neighbourhoods. More specifically, our prime concern was with the increased occurrence of 

health problems in disadvantaged neighbourhoods.

This issue then became part of the negotiations on a Policy Agreement to form a new 

Municipal Executive, resulting in a four-year action program (2002-2006) and based on a 

bottom-up, participatory approach. This program fell under the responsibility of the councillor 

for health affairs. During its implementation, the program changed from a public health sector 

initiative to an intersectoral program. From 2006 onwards, both the financial resources for the 

program and the number of policymakers and organizations involved increased (table 3.1).

Since 2002, we have followed the political developments taking place in the Hague. 

This prospective study, together with the successful outcome of the initiative, provides a 

unique opportunity to explore the factors which facilitated political priority for tackling health 

disparities. In this paper, we will systematically assess the role of the various factors involved. 

The following research questions were formulated: 

a. Which actors played a vital role in generating political priority for tackling health disparities? 

b. How did the actors frame the problem and possible solutions in order to gain political 

priority priority?

c. Which aspects of the context favoured the generation of political priority? 

Methods 

From 2003 to 2007, a prospective, single-case study was carried out using semi-structured 

face-to-face interviews, document reviews and observations. 

The key participants were selected according to their role and position. We started with the 

policy community that had initiated the program. One senior staff member who acted as the 

leader of the program was interviewed 23 times. Starting with this person, we then followed 

a snowball method to identify the key actors. Besides the program leader, 13 persons were 

interviewed, with a total of 22 interviews conducted. They included councillors, managers and 

policymakers [appendix 3.1]. A councillor is a public administrator whose function at local level 

is comparable to that of state secretary (or minister) at national level. 

For the interviews, we used open questions based on a list that included the following 

topics: individual engagement in the program, perceived added value of the program, key 

actors, key issues in agenda setting, and factors perceived to promote or to block agenda 

setting. By using this approach, we were able to assess relevant factors from the perspective of 

each individual interviewee. On average, these interviews lasted 1.5 hours, were audio-taped 

and transcribed verbatim. 
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In addition, all relevant documents produced in the years 2002 to 2007 were collected. The 

policy community provided us with formal and informal program documents, as well as the 

non-public minutes of meetings. Additional data was extracted from the political information 

system [Appendix 3.2]. Furthermore, we conducted a series of observations of 17 meetings 

of the programs municipal steering group.  On various occasions, we also observed crucial 

political meetings such as those of the City Council.  

The purpose of observing the 17 steering group meetings was to explore their strategies 

in mobilising political priority. Incidentally, we were also asked to participate as ‘experts’ 

in political meetings, such as that of a committee meeting of city council representatives 

concerned with health care. Our participation in those meetings consisted only of presenting 

our knowledge on health disparities in a PowerPoint presentation and subsequently answering 

questions on this issue. 

Table 3.1: A summary of the Hague’s programme to tackle health disparities

Political priority 2002 2007

1. Draw attention to the issue – 
politicians

- Tackling health disparities is 1 of 
61 priorities in Public Health Policy

Tackling health disparities is the 
main goal of Public Health Policy;

2. Enacting policies to address the 
issue

- A 4-year programme in 6 deprived 
neighbourhoods (150,000 
inhabitants) based on a bottom-
up, participatory approach and 
intersectoral policies

- Continuation of the programme;
- Additional policy agreements on 
intersectoral programmes to tackle 
Health disparities on a city level, 
for instance:
a) programme on health and 

environment (including city 
planning)

b) programme on exercise and 
sport for youth

c) programme on health insurance 
for inhabitants on social 
security

d) health interventions as 
integrated part of work 
rehabilitation courses. 

3. Provision of financial means, and 
human resources

- A budget of € 475,000 per year  
- Programme leader (0.6 fte)
- Implementation coordinator at 
Municipal Health Centre (0.8 fte)

- Contract with neighbourhood 
organization (€ 240,000)

- Active involvement and support 
from the councillor for health

- A budget of € 915,000 per 
year for the neighbourhood 
programme

- A budget of  approximately 
€ ,500,000 per year for the 
intersectoral approach

- Programme leader (0.4 fte)
- Policy advisor at city level (1.0 fte)
- Policy advisor ‘health broker’ at 
neighbourhood  level (0.8 fte)

- Implementation coordinator at 
Municipal Health Centre (1.0 fte)

- Contract with neighbourhood 
organization (€ 540,000)

- Active involvement of the councillor 
for  health and support from the 
City Council
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The interview data, documents and observational data were inductively analysed, following 

an open approach, using axial and selective coding techniques. We used the framework of 

Shiffman and Smith (11).  Based on the analyses why some global initiatives receive priority 

from international and national leaders whereas others receive so little, Shiffman and Smith 

(11) proposed a framework of the main determinants, including; (1) the strength of the actors 

(2) the way in which the issue and possible solutions are framed (3) the political context 

(11;12).  The first author (MS) coded the transcripts of the interviews and compared these with 

the documents and observations to verify, check and complement the analyses. Summaries 

and preliminary analyses of the materials were discussed with the interviewees to check for 

validity and completeness. 

Results

Bearing the research questions in mind, we will describe the results according to three main 

sections; (1) the actors, (2) framing the issue of health disparities and the strategies needed to 

tackle them (3) contextual factors. 

1. Actors
The two councillors involved in the program were crucial for generating political priority. Both 

were strongly committed to the policy aim of tackling health disparities. One of them even 

made health disparities a spearhead of his policy. For both councillors, this commitment was 

based upon their political ideology and vision on the government’s responsibilities:

See, my socio-democratic ideology also plays an important role here, I really want to 

speak up for residents who have not been so lucky. And those well-to-do can manage 

perfectly well on their own. [resp.no.1]

‘I’m observing disparities in health and do feel responsible as local authority. We have 

to do something about it. [resp.no.2]   

One of the councillors (1) had credible records on local public health policy. She is known 

nationally for her neighbourhood orientation on tackling health disparities. This has increased 

her credibility: 

‘Because I have achieved some sort of authority on the subject, I can say, ‘Yes ladies 

and gentlemen, I think we should move in that direction’ [resp. no.1] 

Both councillors represented the needs of residents from deprived neighbourhoods 

and frequently visited local initiatives. Councillor 2 actually lived in one of the deprived 

neighbourhoods, and used this information to introduce himself. He often used the argument 

‘I hear what’s going on in my neighbourhood from people around me, usually on a street 

corner’. He further increased his credibility by taking a critical approach towards the policy 

progress and by involving academics in the political debate. 
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Across the municipality, a number of key individuals at policy level also stimulated the 

health disparities initiative, including the managing director of the municipal health service, 

policymakers and researchers. They were in frequent contact with each other on this issue and 

exchanged information regarding content. They thoroughly supported both the idea of tackling 

health disparities and the guiding principles of the program – especially the participatory 

approach and the emphasis on intersectoral action. In some cases, the stakeholders even 

showed a personal fondness for this approach:

The fact that health disparities appeared in the health monitor, made me think ‘hey, 

that’s exciting, interesting to see if you can mobilise other sectors, outside your own 

domain of health care. …When you speak about intersectoral action in this setting 

it primarily concerns the mobilisation of other sectors…those where you really have 

nothing to say – no voice in the matter. I’m really interested in that mechanism as 

such. [resp.no.4]     

2. The framing of the issue and strategies 
In the initial stage of the process, political priority for this issue was not easily gained. 

Councillor 1 met strong resistance from her colleagues on the Board. Firstly, they raised 

doubts about the severity of health disparities in The Hague compared to the Netherlands as 

a whole. Secondly, they asked for evidence in order to be sure that health disparities were 

not a generic issue, but a structural problem in their city that required a determined and 

locally adopted approach. Thirdly, the moral way in which she spoke about disparities, using 

terms as ‘wrongful’ and ‘unfair’, resulted in a highly political, fundamental discussion around 

individuals’ own responsibility for their health. Opponents argued that health disparities were 

the logical consequence of differences among residents in seizing their opportunities in life, 

and should be considered the responsibility of each individual.  

Three factors were crucial in overcoming the political resistance: 1. presenting the 

information, 2. linking up the issue with shared values and 3. linking up the proposed solutions 

with existing policies. 

Presenting the information
Firstly, epidemiological data were presented in clear figures to demonstrate disparities in 

morbidity and mortality between high and low income neighbourhoods within the Hague. These 

figures were supported by national data. As well as a summary of the policy recommendations 

by a national committee on health disparities [1] these figures were included as a 6-page 

appendix in the white paper on public health policy 2003-2006. Excerpts were used to make 

the message accessible to politicians. 

Mrs X finds the observed health disparities shocking and thinks it is a good idea to 

initiate action plans for a number of neighbourhoods. [doc.no. L] 
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Linking up the issue with shared values
Secondly, councillor 1 reframed the issue of health disparities. In order to gain the support 

of the Municipal Executive, after having observed the political resistance, she avoided using 

the word ‘unfair’. Instead she moved along with her opponents and started emphasising that 

residents themselves are primarily responsible for their health. According to councillor 1 and 

her policy makers, she subsequently convinced her opponents positively by pointing at the 

difficulties of individuals in disadvantaged circumstances regarding taking that responsibility. 

She argued that it is part of the government’s task to shape those circumstances in which  

persons are actually able to pick up the responsibility for their own lives. According to the 

councillor, disadvantaged circumstances are characterised by the environment in the deprived 

neighbourhoods. These include a shortage of sport and exercise facilities, an imminent shortage 

of general practitioners, and air pollution. All these issues had already received political priority 

among the members of the Municipal Executive.

The councillor also pointed out a link with the ideal of ‘participation in society’, as the 

central theme of the policy paper: ‘all of us together make the Hague’. She successfully 

argued that good health should be considered a prerequisite for residents in order to be able 

to participate fully in society. 

Because tackling health disparities is in line with our municipal policy ‘all of us together 

make the Hague’ and full participation in society is the central theme. An important 

prerequisite to this is good health for all residents. [doc.no.H].   

The councillor described her colleagues from the Municipal Executive as being approachable 

and open to discussion  which was an advantage when she pleaded for the government to 

take more responsibility towards tackling health disparities. 

‘It was a very intense political discussion…and I needed 3 rounds of meetings with the 

Municipal Executive to push the policy paper through…’ [resp. no. 1]

Linking up with existing policies
Just as the problem of health disparities was linked with issues already receiving attention from 

politicians, so the proposed strategies for tackling these health disparities were linked with 

policy principles that were widely supported. These principles included that of neighbourhood 

orientation as well as the intention to involve residents in the development and implementation 

of policy. 

Neighbourhood orientation had been a central approach of the Municipal Executive and the 

City Council policies for years. This is partly due to the fact that the city of the Hague contains 

the most deprived as well as the richest neighbourhoods in the Netherlands. These differences 

between neighbourhoods require a targeted approach for each single area. In line with this, 

the councillors are each responsible for appointed neighbourhoods. Moreover, health care is 

partly organized along the lines of neighbourhoods, and supported by an organization for the 

promotion of health and welfare services that is financed by the municipality. 

36



The involvement of residents in policy development was formulated as a core strategy of 

the program. This fitted in perfectly with the policy agreement, in which the involvement of 

residents in the design of local policy was proposed as a core value: 

‘…then for this purpose it is necessary that each citizen, regardless of race,  belief or 

background, is capable of and is required to think, talk about and decide in which 

direction the city is now and should move towards in the future…[doc.no.F] 

However, the principle of involving residents had not been worked out in detail. The 

program has filled this gap by offering an implementation plan that allowed residents to 

be involved through neighbourhood health panels. This implementation plan was greatly 

valued by the Municipal Executive and management team and subsequently received a lot 

of attention. It was frequently mentioned as a good example of how the municipality of the 

Hague involves its residents. 

3. National and scientific context
Between 2002 and 2006, during the execution of programs in the Hague, the national 

government of the Netherlands did not give political priority to the issue of health disparities 

[1]. However, before this period, health disparities had received increasing amounts of 

attention that was largely stimulated by two national research programs which were launched 

by the Minister of Public Health (1989-1993, and 1995-2000) (1). Consequently, the actors 

in the Hague were able to use the knowledge base that had been created by these research 

programs, for example, by bringing in academic experts and referring to the products of these 

programs. 

A second relevant contextual factor was that an orientation on deprived neighbourhoods 

fits the political climate in the Netherlands of the early years of the twenty-first century. At 

Table 3.2: Factors identified as key points for generating political priority

1. Actors

l Inspired, credible and powerful councillors

l Strategic and committed senior policy staff

2. Processes 

l Use of epidemiological data

l Linking up with values that were shared among the coalition members, and with issues that already had 
political priority 

l Political intrinsic discussion

l Linking up the policies to tackle health disparities with existing policy principles that already enjoyed broad 
support

3. Context

l National research programmes

l Popularity of neighbourhood approach (which is assumed an efficient means to target the most deprived 
individuals and to provide a context for involving local people in identifying local problems and delivering 
solutions (27).) 
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that time, politicians were expected to bridge the gap between ‘politics’ and ‘residents’ by 

‘going to the people’. Following national elections in 2006, for example, members of the new 

government visited deprived neighbourhoods over a period of 100 days in order to obtain 

input from residents and organizations for developing new policies.

The factors identified as key points for generating political priority for tackling health 

disparities in the Hague are summarised in table 3.2.  

Discussion

On a national level, the issue of health disparities has been successfully raised on the political 

agendas in Britain (16) and Sweden (17). In the Netherlands, despite widespread attention 

to the issue, and a government statement on the importance of tackling health disparities, 

a consistent program for addressing health disparities at national level has not been put 

into practice (1). Nevertheless, the tackling of disparities in health was prioritised in a few 

municipalities. The aim of this paper was to describe, in a prospective design, the factors 

that determined the success of the priority setting process in one of these municipalities - the 

Hague. We conducted this study because understanding how political priority is generated is 

pertinent to addressing social determinants of health (18). The Hague’s initiative appeared 

to be successful, as the issue of health disparities did gain the attention of political leaders 

and was allocated financial and human resources. Crucial for the success was the presence 

of powerful, inspired and credible actors. To achieve political priority, these actors effectively 

presented scientific evidence. In addition, they framed the issue in the light of shared values 

and priorities, and linked the strategies for tackling this problem in terms of policy principles 

that were broadly supported. Finally, they were supported by the national context, including 

the scientific community and the popularity of the neighbourhood approach among politicians.  

Validity 
The findings of this case study were based on a thorough analysis of a broad range of 

documents, an extensive number of interviews conducted with a wide range of relevant 

participants, and the observation of a number of crucial meetings. This thorough approach 

allowed for interpretations which we could not have come up with if we had had a more 

superficial data collection. This applies in particular to the changes in the way that the issue 

of health disparities had been framed, and how this had contributed to the generation of 

political priority. Despite this approach, small pieces of information were not accessible for us 

as researchers. In particular, the initial negotiations between the Municipal Executive members 

(councillors and mayor) were not available. Consequently, with regard to this phase, we 

were limited to documents and the feedback of councillors. In addition, the interviews were 

unevenly distributed among the key persons. We nevertheless warranted the internal validity 

by triangulating sources (19). As the documents and interviews showed a consistent pattern, 

the lack of some information will not have biased our main conclusions. 
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A case study imposes limits on whether the results can be generalised. The case of the 

Hague does not offer a blueprint for political action that could be copied to local communities 

in other countries – not even elsewhere within the Netherlands. However, we identified some 

elements that may be critical to the success of similar future initiatives elsewhere. The relative 

weight of different elements may vary across countries. The Netherlands, for example, has a 

political climate which is strongly oriented towards a consensus model and ‘open’ debate, in 

which politicians profit from being ‘approachable’. Possibly this is more common in multi-party 

systems such as those found in other West-European countries. 

The role of leading actors
The role of individuals has been recognized as a key to success where issue creation and 

agenda setting is concerned (12;20-22). The case study in this paper was no exception to 

this rule. The actions of the actors reflected the general principle of policymakers acting as 

entrepreneurs, seeking opportune moments to push forward their agendas (12). Various 

actors were considered credible communicators through their expertise, trustworthiness and 

goodwill (23). 

Interestingly, the strength of the actors not only affected how the issue was prioritised, 

but also how the actors ‘used’ the issue of health disparities to strengthen their own position. 

For politicians, electoral benefit plays a role in their actions (12). Both councillors profiled 

themselves as ‘politicians for deprived neighbourhoods’. The health disparities program 

provided opportunities to consolidate this image. For instance, an Open Podium on Health 

was organized just before the local elections in 2006, where interventions and results of the 

program were presented by the councillor. This illustrates that, when framed in a way that 

fits the profile of the politician, politicians can also profit from the issue of health disparities in 

terms of political leadership.  

Framing the issue in relation to common values 
According to Stone, problem definition is a strategic activity in political processes (24). 

A policy message must be tailored to the interest of the parties involved by adapting to 

existing agendas and priorities (25). In order to build consensus among parties, it is critical to 

identify and reintroduce agreements on principles (26). The case study in this paper showed 

how a core feature of health disparities -- namely the fact that it is subject to ideological 

debate – was successfully addressed. In fact, the councillor started the political debate with 

a conceptualisation of health disparities which is common in the scientific literature. In this 

literature, the issue is generally framed as the outcome of the influence of social determinants 

(income, educational level etc.) on health (3). The resulting disparities are generally considered 

to be unjust, in view of the fact that the underlying social determinants are beyond the control 

of the individual (3). When framing the issue like this, the councillor met with major resistance. 

This was because this conceptualisation conflicted with the ideology of some of the political 

actors, who argued that an individual should be held responsible for his/her own life. In 
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reaction to this, the councillor reframed the issue to avoid this ideological debate, by linking up 

the issue of health disparities with shared values. More specifically, tackling health disparities 

was made instrumental to realising the core theme of the coalition agreement, in terms of 

‘Participating in society’. 

The experience of this case suggests that, at a local level, the argument of health disparities 

being unfair might not be sufficient to create political priority among a broad range of political 

streams. Other arguments need to be developed, such as equal opportunities for good health 

as a precondition for all residents to fully participate in society, or the necessity of creating 

conditions in which people can really be held responsible for their own life and health. 

Framing the strategies to tackle health disparities in terms of policies that 
enjoy broad support
In the scientific debate on policies and interventions to tackle health disparities, effectiveness 

seems the dominant criterion for the appropriateness of these policies and interventions (1). 

The case of the Hague illustrates that developing strategies to tackle health disparities goes 

beyond employing the most effective interventions and policies. In fact, the findings suggest 

that if strategies are framed in such a way that they fit within strategies that already enjoy 

political support then this might increase the likelihood that strong actors will indeed succeed 

in generating various resources for these strategies. There is also another core feature of 

health disparities that is important – its multifaceted causes enable solutions to be presented 

in a way that is in line with existing policy.

Whether the resources that have been mobilised in the Hague have resulted in a program 

that has effectively reduced health disparities, goes beyond the scope of this paper. It is 

important to realise, however, that the way the central issue of health disparities obtained 

political priority, influenced the contents of the actual measures undertaken. More specifically, 

the neighbourhood orientation that promoted the prioritisation of the issue of health disparities 

led to the choice for a community-based approach. This might, however, not necessarily be the 

most effective strategy for reducing health disparities. Similarly, while a broad definition of the 

problem may facilitate support by a broad coalition – as illustrated e.g. by policy documents 

in the UK (27) – this might provide too little guidance for the implementation of specific 

measures.  

The Hague exemplifies that political priority for tackling health disparities can be generated 

at a local level. This case-study indicates that framing the issue in the light of shared values, 

and framing the strategies to tackle this issue in line with existing policy principles might be 

a promising strategy to generate political priority. Our case study represents only a start in 

understanding this fascinating issue. We hope our results may inspire researchers to thoroughly 

evaluate similar initiatives in other states or cities. As political priority is imperative for policy 

strategies on social determinants of health, this type of knowledge is essential to improving 

population health and reducing health disparities. 
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Appendix 1: Interviewed respondents, their functions and involvement with the programme on Health 
Inequalities

Function Program
involvement

Organisation Frequency

1 Councillor of Public Health 
2002-2006

Political responsible Municipality of the Hague 1

2 Councillor of Public Health 
2006-2010

Political responsible Municipality of the Hague 1

3 Managing director Chair of the Steering group Municipality of the Hague 2

4 Manager Member of the steering group Municipality of the Hague 2

5 Manager Member of the steering group Municipality of the Hague 1

6 Manager Member of the steering group Municipality of the Hague 2

7 Senior policystaff Member of the steering group Municipality of the Hague 2

8 Senior policy staff Member of the steering group 
until 2005

Municipality of the Hague 1

9 Senior policystaff Program manager Municipality of the Hague 23

10 Health promoter Program executer Municipality of the Hague 3

11 Health promoter Programme executer Municipality of the Hague 3

12 Senior policy staff Collaborative partner Municipality of the Hague 1

13 Director (until 2005) Member of the steering group 
until 2005

STIOM 2

14 Director (from 2005) Collaborative partner STIOM 1
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Appendix 2: Selected documents

A. Health Monitor 2002, 13 
February 2002 

K. 2nd meantime report of the 
programme to the commission 
of SZW&I, 28 October 2003

U. Answer to questions in letter to 
commission MO, 30 November 
2007

B. Policy paper ‘Op uw gezondheid!’ 
2003 - 2006, 27 November 2003 

L. Minutes of the meeting of 
the commission on SZW&I, 5 
November 2003. 

V. Report of meeting of 
government coalition,              
13 December 2007

C. Health Monitor 2006, 16 January 
2006.

M. Letter to the commission on 
SZW&I, 21 November 2003

W. Minutes of meetings of Mayor 
and aldermen, 15 April 2003, 20 
may 2003 and 10 June 2003. 

D. Policy Paper ‘Healthy ofcourse ‘ 
2007-2011, December 2007.

N. Minutes of the meeting of the 
city council, 27 November 2003

X. Minutes of meetings of the 
programs steering group (n=17), 
2003 – 2006.

E. Letter to commission of Welfare, 
Public Health and Emancipation,  
5 February 2002 

O. Recommendation to city council 
of health monitor, 24 January 
2006

F. Coalition agreement 2002-2006, 
11 April 2002.

P. Coalition agreement 2006-2010, 
13 April 2006

G. Letter to commission of Social 
Affairs, Health, Welfare and 
integration, 14 November 2002

Q. Report on programme tackling 
Health Inequalities to commission 
Civil development 1 February 
2007

H. Meantime report and 
corresponding letter to 
commission SHWI, 2 June 2003 

R. Minutes on special meeting 
‘Health Inequalities’ of 
commission MO. 6 February 
2007

I. Report of the meeting of 
governing coalition, 10 June 
2003.

S. report of meeting of governing 
coalition, 13 November 2007

J. Recommendation Concept policy 
paper 2003-2006, 10 June 2003

T. Recommendation policy paper 
2007-2011 to Commission MO 
14 November 2007
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Summary 

Background: It is broadly acknowledged that implementing policies tackling health inequalities 

asks for mobilizing health systems at the local level. The problem of health inequalities is 

diverse, persistent, complex and multidimensional that no one person, organization or 

sector can achieve health inequality reduction on their own (7-9). Moreover, the local level is 

considered a good entry point for both matching health interventions to the health needs and 

for involving the targeted population in their own health (10).In this study we explore how the 

local authority of the city of The Hague aimed to implement its programme on tackling health 

inequalities by mobilizing the local health system.

Methods: We employed a case study drawing on qualitative semi-structured interviews and 

document review. 22 key players were purposefully sampled for their position, organisation and 

their role in de implementation process. Data were inductively analysed against a theoretical 

framework dividing policy implementation into three phases: formulating policy objectives, 

translating policy objectives into interventions, and executing health interventions. More open 

techniques were used to explore how the mobilizing of the local health system worked out in 

each phase.

Results: In reframing the policy objectives, the political and bureaucratic rationale of the local 

authority put in more weight in the decision making than epidemiological data or the view 

of consulted professionals working in the local health system. The translation of the policy 

objectives into health interventions was rather pragmatic and only loosely based on health 

needs and/or evidence. The projects that were granted from the programme not necessarily 

reflected the initial stated policy objectives. The execution of health interventions was primarily 

done by the local authority at arm’s length through two intermediary organizations (STIOM 

and GGD) with limited delegation of responsibilities and resources to the local health system.   

Conclusion: The local authority played a dominant role in implementing the programme 

on tackling health inequalities in The Hague. Despite attempts to initiate and accommodate 

bottom-up initiatives, the municipal administrative plan and control cycle was the major 

rationale for the implementation strategy. Given the resulting limited mobilization of the 

local health system, alternative strategies need to be explored, including strategies with more 

emphasis on decentralization of control and strengthening of bottom-up responsiveness.
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4.1 Introduction

A growing number of countries are moving from acknowledging the existence of health 

inequalities towards developing policies to reduce them (1,2). Many of these policies tend to 

focus on setting explicit targets in areas such as life expectancy, cancer mortality, and smoking 

prevalence, and then to commit relevant stakeholders to meet these targets. This is illustrated 

by the Health Action zones in the UK (3,4). Public health research evaluating these policies is 

primarily focused on the development of the policies and the measurement of their effect in 

achieving targeted reductions in health inequalities.

Notwithstanding the relevance and importance of advancing this body of research, 

attention should also be drawn towards policy implementation. This is as critical as policy 

formulation for having any prospect of reducing health inequalities across populations (5). 

Implementation is then defined as the pursuing of the right course of action to achieve the 

goals of health inequality reduction articulated in authorized policy statements. The few 

studies reported on this topic show that implementation often fails obscuring the attainment 

of desired outcomes (6).

It is broadly acknowledged that implementing policies tackling health inequalities asks 

for mobilizing health systems at the local level. The problem of health inequalities is diverse, 

persistent, complex and multidimensional that no one person, organization or sector can 

achieve health inequality reduction on their own (7-9). Moreover, the local level is considered a 

good entry point for both matching health interventions to the health needs and for involving 

the targeted population in their own health (10). Hence, mobilizing local health systems, i.e., 

the processes and procedures used by local government for activating and bringing together 

of professionals, institutions and resources at the local level to improve the health of the 

population it serves, is essential to devise policies on tackling health inequalities and to foster 

their implementation. Although mobilizing local health systems has become increasingly 

topical for conceiving and implementing public health policies, little is known how this works 

and could be purposefully managed. There is a need to identify processes and dilemmas that 

influence the interaction of local governments with local health systems.

The situation in the city of The Hague, The Netherlands, is interesting in this regard. We 

explored how the local authority implemented its programme on tackling health inequalities 

by mobilizing the local health system in three stages: the formulation of policy objectives, the 

translation of these objectives into concrete health interventions and the execution of these 

interventions. This is articulated in the following research question: How did the local authority 

of The Hague mobilize the local health system to implement its programme on tackling health 

inequalities?

The context of The Hague is interesting in this regard. The mortality in deprived areas 

is 11% higher than elsewhere in the city, and residents in these areas live on average 12 

years shorter in good health (11). The differences in health expectancies at that time were 

amongst the highest reported in The Netherlands. Foremost, the local authority had to 

mobilize a local health system consisting of a broad array of public and private providers. 
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Since the Dutch health system is regulated and financed through a mixture of private and 

public insurance schemes, and municipal budgets, implementation cannot be enforced top 

down, but has to be pursued through engagement and negotiation. At the local level, a broad 

array of public health, primary care, and social care services are delivered by providers such 

as general practitioners, midwifes, pharmacists, dentists, physiotherapists, home care nurses, 

health promotion specialists, youth care physicians, public health officers, and social carers. 

Implementing tasks were primarily executed by two programme coordinators, controlled 

by one programme leader, and supervised by a steering committee consisting of municipal 

administrators who formally decided on subsidizing activities. For the programme in the time 

period of 2002-2006, there was a budget of 1.9 million euro’s made available.

4.2 Methods

A single case study was carried out in the period 2002-2006 using face-to-face semi-structured 

interviews and document review.

Sampling & recruitment

Semi-structured interviews
Participants were purposefully sampled for their position, organisation and role in the 

implementation process. Key municipal administrators including the project leader, programme 

coordinators, aldermen, and several members of the steering committee were asked to 

participate in the study. Key representatives of the local health system were conveniently 

selected by asking the programme leader and coordinators for their main contacts. Potential 

participants included directors, project leaders, health promotion specialists, and general 

practitioners, who were approached by phone and/or email. All agreed to participate or 

appointed a colleague if they were unable to participate themselves. Informed consent was 

not requested as it was not eligible under Dutch law. Appendix 4.1 shows the sample of 22 

participants.

Document review
Documents were continuously collected during the study period. Participants drew our 

attention and/or provided us hard copies of documents. Furthermore, documents were found 

via the Internet and downloaded from websites of relevant stakeholders (e.g., www.denhaag.

nl, www.welzogezond.nl, www.lijn1haaglanden.nl, www.stiom.nl). Selected documents 

included a broad array of public information, official policy reports, fact sheets, working 

documents, research and discussion papers, minutes of meetings, slides of presentations given 

during conferences, and professional literature. TP and MS selected the documents when they 

considered it (or parts of it) relevant with regard to the research question (see appendix 4.2).

48



Procedure
Two researchers (TP and MS) interviewed the participants face-to-face in a convenient 

environment of their choice, most often their working office. Five interviews were conducted 

by two researchers and the rest by one. Interviews gave the participants the opportunity to 

give an account of their experiences and share what was important to them concerning the 

implementation of the programme on tackling health inequalities. A topic list was developed 

on the basis of the research question and used to guide the interviews. It contained rather open 

questions thus leaving room to encourage participants to expand and clarify their answers. The 

interviews took approximately one hour each, were recorded, and later transcribed verbatim. 

Researcher’s observation and reaction notes were recorded after each interview. Additionally, 

the document review was used to verify personal accounts and statements.

Data analyses 
We inductively analyzed the interview data and documents against a simple theoretical 

framework to describe the mobilizing process in three stages of policy implementation (see 

figure 4.1). As defined earlier, policy implementation is the pursuing of the right course of action 

to achieve the goals of health inequality reduction articulated in authorized policy statements. 

It essentially means formulating policy objectives, translating these stated policy objectives 

into concrete health interventions and investments, and then managing (or governing) their 

execution. Within each stage, we analyzed how the local authority mobilized the local health 

system, i.e., activating and bringing together of relevant professionals and institutions, and 

what rationales and interests were leading in this process clarifying the ultimate outcome. The 

analyses were performed by TP. MS read all transcripts, discussed and confirmed the findings 

in co-operation with TP. For additional validation, the findings were presented to the research 

team, and other colleagues working at the department of social medicine.

Figure 4.1: Analytical framework
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4.3 Findings

Formulating policy objectives
The primary objective of the programme as stated in the political assignment was improving 

the health of residents living in deprived neighbourhoods of The Hague (b). This objective was 

reframed into more practical terms for developing the programme, whereby three rationales 

were critical.

First, epidemiologists of the municipal health service extracted from several municipal 

monitors such as the health monitor and the youth monitor, the five most prevalent health 

problems in the city. Notwithstanding slight differences amongst neighbourhoods, the top 

five included heart disease (related with diabetes type 2), lung cancer, accidents at home, 

psychosocial problems, and behavioural and developmental problems amongst children (b).

Second, at the start of the programme in 2002 professionals such as physiotherapists, 

midwifes, general practitioners, community workers, health promotion specialists, social 

workers, and mental healthcare workers were consulted, and put forward four themes: 

information on healthcare and access to care, healthy diet and physical exercise, pedagogical 

support, and strengthening primary care (b). As such, the professional focus was more on 

preconditions supporting the functioning of the local healthcare system rather than addressing 

the top five health problems per se.

Third, municipal administrators basically took over the four themes of the professionals, 

but considerably specified them by adding criteria for guiding the decision making process on 

what health interventions to be supported and implemented (see table 4.1). Conceptually, a 

link was made with so called “action lines” (criterion 2), derived from the recommendations 

of the Dutch national committee on tackling health inequalities (12). The other criteria were 

more administrative and procedural in nature, but also confined the practical focus of the 

programme.

Table 4.1: Criteria 

Criterion 

a. The intervention focuses on one of the themes reflecting the needs of residents and healthcare 
professionals;

b. The intervention is worked out alongside healthy lifestyle, healthy environment and quality improvement of 
care and is therefore called ‘innovative’; 

c. Assumingly, the intervention positively contributes to health inequality reduction;

d. The intervention provides opportunities for intersectoral policy across healthcare, welfare and other policy 
areas;

e. The intervention increases the self-support of residents;

f. The intervention has an acceptable price, volume and quality ratio;

g. The results of the interventions can be measured in terms of process and/or outcome indicators;

h. The intervention has a good prospect of structural implementation on the long run;

i. The intervention can be executed in one or more neighbourhoods;

j. The intervention has an added value to the existing supply of health, care and welfare services in the 
neighbourhoods.
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When reflecting on the reframing, various municipal administrators notified that 

epidemiological realities played a minor role. They clarified this by the innovative nature of 

the programme as articulated in the desire to mobilize the local health system. The four 

professional themes were quite easily adapted without much debate. This lack of debate was 

attributed to unease amongst municipal administrators to keep the mobilization process going 

and purposefully use it for reframing the programme objectives.

“I thought it was interesting that in the beginning there was a top five of health 

problems based upon epidemiological data. Diseases like heart problems, smoking etc. 

These were the biggest problems in the neighbourhoods. But during the interactions 

with the professionals and residents, there were other themes highlighted. So, what 

are you going to do as a local authority? You want to mobilize the local health system, 

and therefore the themes are important. However, the epidemiological data suggest 

other themes.” (Participant 6)

Moreover, this was also attributed to the functioning of the steering committee. Most 

members of the steering committee said they missed conceptual debate on reframing the 

programme objectives. Discussions within the committee predominately concerned the 

shaping of bureaucratic procedures and processes, i.e., how to adequately running the 

programme in accordance with bureaucratic and administrative rules. Further specifying the 

four themes as put forward by the professionals was insufficiently done to obtain clear and 

concrete objectives. This was also attributed to the membership of the steering committee 

where key figures from the local health system were not represented.   

“In my view, the steering committee is not functioning as it ought to be. The committee 

is busy with internal administrative procedures.” (Participant 14)

“There is a lack of dialogue within the steering committee on the content. The 

programme leader is searching this dialogue, but outside the steering committee.” 

(Participant 12)

Last, participants notified that the reframing did not result in explicit targets or outcomes 

set in terms of health inequalities reduction. Most municipal administrators were reluctant in 

doing this, as they considered it impossible to achieve measurable reductions within the 2002-

2006 timeframe.

“If we succeed in keeping this theme on the policy agenda and invest at least five 

more years in tackling health inequalities. At that time we can set targets in terms of 

percentages reductions in health. I do not see that happen within those five years.” 

(Participant 12)

“At the outset, [we knew] that this problem cannot be tackled within the four year 

period of the Alderman for health. It just takes more time. (…) In my view, this is a 

structural problem that needs structural attention.” (Participant 7)
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As a result, the municipal rationale was leading in specifying the four themes put forward 

by the professionals. The reframed programme objectives were more on the process (e.g., 

creating support for the programme amongst healthcare professionals, and designing 

appropriate subsidy procedures) than on the content (i.e., what health targets should be 

explicitly set in terms of health inequality reduction and how will they be accomplished).

Translating policy objectives into interventions
In theory, the set of criteria shown in table 4.1 should guide the translating of objectives 

into health interventions. In practice, the criteria were loosely applied. This is reflected in the 

projects that were funded (see table 4.2a + 4.2b). The link between the criteria and funded 

projects is equivocal, which was also notified by the participants. Their main criticism was 

the inability to check whether the granted interventions most effectively contribute to tackle 

health inequalities.

“The question is whether health inequalities are reduced with the interventions currently 

supported by the programme. I believe that there is no straightforward justification for 

the decision making process underlying the granting of projects.” (Participant 11)

“There are overviews of granted projects, which give me concrete insight in the 

interventions employed. However, I am more interested in assessing whether these 

interventions are needed. Are these the interventions related to our objectives which 

we want to meet? (Participant 6)

Table 4.2a: Projects funded by the programme in 2003 (source: Kadernota 2003)

Project Description Provider(s) Target population Programme funding 
in 2003

Community-based information 
& advise

Opening easy accessible information points in the neighbourhoods to inform 
residents/patients on community activities.

STIOM Adults with healthcare demands € 5.000,-

Youth care in the neighbourhood Two youth care professionals, based at a GP practice, provide youth care 
to ethnic youth and their families in collaboration with GP’s, and ethnic 
community organisations.  

STIOM Youth from ethnic minority background with 
psychosocial problems

€ 10.000,-

At the frontiers Suicide prevention amongst youth with an ethnic background by 
strengthening their identity in relation to Dutch society

Bureau Public health Youth from ethnic minority background with 
psychosocial problems

€ 26.600,-

Triage in general practice To reduce the inappropriate use of general practitioners by substituting the 
selection of urgent patients to practice assistants. 

Bureau Public health General practitioners & adults with healthcare 
demand

€ 20.000,-

Web based Care portal Making information on the local health system available on the website of 
the local authority of The Hague.

Local authority All residents & professionals in The Hague € 10.000,-

Booklet healthcare in The Hague To reprint a booklet with information on healthcare supply in The Hague in 
seven foreign languages.

Municipal health service (GGD) Migrants, expats & foreign delegates € 11.662,-

Dutch classes for ethnic minority 
peer group educators  

Improving the mastery of Dutch language by ethnic minority peer group 
educators in two series of 8 classes.

Municipal health service (GGD) Ethnic minority peer group educators € 6.970,-

Healthy ageing Providing an educational course to elderly with an ethnic background on self 
management, prevalent elderly health problems, and healthy ageing. 

Municipal health service (GGD) Elderly ethnic minority groups € 3.980,-

‘Gaming rules’ project Changing the development of children with a high risk on behavioural 
problems by offering an integrated mix of interventions. 

Municipal health service & Youth 
care (GGD)

Children with a high risk on behaviour 
problems & their parents

€ 21.000,-
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When reflecting on granted projects, participants said that at least three rationales, 

other than the ‘managing by objectives’ rationale, underpinned the translation process. First, 

municipal administrators, supported by local professionals, decided to fund already existing 

interventions in order to keep them upright and/or to give them more time to get structurally 

embedded in the local health system.

“I said that the budget was insufficient and asked whether the local authority had ideas 

for funding. […] Then, they came up with funding from the programme on tackling 

health inequalities. The funding was not that much. Besides, I support the objective of 

reducing health inequalities. Thus, it fits in with my project.” (Participant 22)

Second, subsidized projects should lead towards quick and visible wins. This was considered 

important for maintaining political and community support. Arguably, this is one of the reasons 

subsidizing the broadcasting of local television programmes. Apart from promoting health, 

both television programmes highlighted granted health interventions, and thus seemed to 

serve electoral purposes as well.

“The desire of the alderman for health is especially many visible activities.” (Participant 

12)

Third, municipal administrators said the programme budget had to be quickly spent 

preventing budget cuts the next year. The bureaucratic logic of municipal procedures is that 

saved money will not automatically add up to the budget for the next year. This clarifies the 

differences in granted pillar projects and the short-term projects in 2003 (see table 2a + 2b).

Table 4.2a: Projects funded by the programme in 2003 (source: Kadernota 2003)

Project Description Provider(s) Target population Programme funding 
in 2003

Community-based information 
& advise

Opening easy accessible information points in the neighbourhoods to inform 
residents/patients on community activities.

STIOM Adults with healthcare demands € 5.000,-

Youth care in the neighbourhood Two youth care professionals, based at a GP practice, provide youth care 
to ethnic youth and their families in collaboration with GP’s, and ethnic 
community organisations.  

STIOM Youth from ethnic minority background with 
psychosocial problems

€ 10.000,-

At the frontiers Suicide prevention amongst youth with an ethnic background by 
strengthening their identity in relation to Dutch society

Bureau Public health Youth from ethnic minority background with 
psychosocial problems

€ 26.600,-

Triage in general practice To reduce the inappropriate use of general practitioners by substituting the 
selection of urgent patients to practice assistants. 

Bureau Public health General practitioners & adults with healthcare 
demand

€ 20.000,-

Web based Care portal Making information on the local health system available on the website of 
the local authority of The Hague.

Local authority All residents & professionals in The Hague € 10.000,-

Booklet healthcare in The Hague To reprint a booklet with information on healthcare supply in The Hague in 
seven foreign languages.

Municipal health service (GGD) Migrants, expats & foreign delegates € 11.662,-

Dutch classes for ethnic minority 
peer group educators  

Improving the mastery of Dutch language by ethnic minority peer group 
educators in two series of 8 classes.

Municipal health service (GGD) Ethnic minority peer group educators € 6.970,-

Healthy ageing Providing an educational course to elderly with an ethnic background on self 
management, prevalent elderly health problems, and healthy ageing. 

Municipal health service (GGD) Elderly ethnic minority groups € 3.980,-

‘Gaming rules’ project Changing the development of children with a high risk on behavioural 
problems by offering an integrated mix of interventions. 

Municipal health service & Youth 
care (GGD)

Children with a high risk on behaviour 
problems & their parents

€ 21.000,-
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Consequently, the projects that were granted not necessarily reflected the primary policy 

objective of tackling health inequalities. The translating process seemed to be rather pragmatic 

(i.e., granting interventions that pop up in the local health system) only loosely dealing with 

health needs based and/or evidence (i.e., granting those interventions that address the most 

pressing health problems as articulated in the policy objectives, and are effective as shown 

by research).

Executing health interventions
To execute health interventions, the local authority mobilized the local health system, in 

particular the municipal health service (GGD)1 and the Foundation to support healthcare and 

social care in The Hague (STIOM2). Both organisations provided infrastructures for mobilizing 

the local health system. So, it was very likely and pragmatic to contact both organisations. 

Some municipal administrators pinpointed the availability of STIOM being one of the enabling 

factors of implementing the programme.   

“I was really on my own and puzzled by the question how to build the programme. 

So, you start orienting and calling organizations in the local health system. The 

organizations that deserved most to receive a phone call were the municipal health 

service, STIOM and later on foundation BOOG3. (Participant 1)

1 The municipal health service is officially integrated within the local authority department of Education, 
Culture and Welfare and delivers public health services (i.e., health promotion, infectious disease control, 
and epidemiology) in the city.

2 STIOM is a project and developmental organization founded in 1994 with the objective to support 
primary care in The Hague by community-based working, health networking as well as starting innovative 
projects (www.stiom.nl). STIOM runs platform meetings on a monthly basis attended by local healthcare 
professionals working in the deprived neighbourhoods (e).

3 Foundation Boog is an organisation providing social care in The Hague with specialized expertise in 
community building (f).

Table 4.2b: ‘Pillar’ projects funded by the programme in 2003-2006 (source: Evaluation report 2003-2006) 

“Pillar” project Description Provider(s) Target population Programme funding 
2003-2006

Micro grant scheme To fund small scale initiatives of residents and community workers in order 
to stimulate innovation and community health action.

Many Many € 360.000,-

Exercise referral scheme Patients are referred to a 20-week exercise programme by a general 
practitioner (GP) or other health professional.

STIOM Inactive adults € 445.000,-

Healthcare consultants for ethnic 
minority groups

Consultants provide advice and information on health and healthy living to 
patients with an ethnic minority background during individual consults or  
when consulting a healthcare professional 

Foundation primary healthcare 
centres The Hague

Ethnic minority groups with  healthcare 
demands

€ 248.505,-

HOPLA A campaign stimulating healthy diet and physical exercise to stabilise the 
prevalence of overweight amongst children in the age of 0 to 6.

Municipal health service / youth 
network

Children aged 0 to 6 years old and their parents € 48.600,-

Children’s symphony Providing 11 classes to educate parents in stimulating their children in their 
health, language and physical development. 

Coordinated by foundation BOOG 
(social care and community 
building)

Parents and children aged 0-3 years living in 
deprived neighbourhoods

€ 8.000,-

Educational Television Two television series on healthy diet and physical exercise broadcasted on 
local television.

ETV local television All citizens in The Hague € 115.000,-

The ‘home doctor’ Informing the public on little health problems to stimulate their self-support. Municipal health service Adults € 26.000,-
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Nonetheless, several participants also criticised the close collaboration with the municipal 

health service (GGD) and STIOM. Both organisations gradually functioned as intermediary 

organisations towards other care providers in the local health system putting the local authority 

at arm’s length of the execution of the programme. Both organisations could thus influence 

the implementation process whilst also safeguarding their own interests. This is illustrated by 

the fact that both organizations executed most of the granted projects, and thus consumed 

most of the programme budget (see table 4a + 4b).

Using the infrastructure of STIOM meant that networks did not have to be constructed 

anew for the programme, but it also restricted the scope of the programme to the existing 

network. Care providers not attending platform meetings were not actively mobilized. This 

problem surfaced, when STIOM encountered serious financial problems. According to the new 

director, STIOM had lost sight of its core business, i.e., signalling health-related issues in the 

neighbourhoods and then to communicate these to the local authority or healthcare insurers. 

Instead, STIOM developed projects top down without prior support of the local healthcare 

professionals. In the long run, STIOM lost their support, did insufficiently succeed in acquiring 

new funding for projects and ran out of finance.

“What I concluded was that STIOM got funding for developing projects. But STIOM 

was never explicitly asked by local providers to do that. (…) So, providers [in the local 

health system] perceived STIOM as being arrogant trying to dictate what they should 

do. So, providers not automatically implemented the projects developed by STIOM.” 

(Participant 15) 

The close relationship of STIOM with the local authority even strengthened this negative 

perception. Local healthcare providers, especially primary care providers such as general 

practitioners, saw STIOM as a policy instrument of the local authority. They perceived that the 

Table 4.2b: ‘Pillar’ projects funded by the programme in 2003-2006 (source: Evaluation report 2003-2006) 

“Pillar” project Description Provider(s) Target population Programme funding 
2003-2006

Micro grant scheme To fund small scale initiatives of residents and community workers in order 
to stimulate innovation and community health action.

Many Many € 360.000,-

Exercise referral scheme Patients are referred to a 20-week exercise programme by a general 
practitioner (GP) or other health professional.

STIOM Inactive adults € 445.000,-

Healthcare consultants for ethnic 
minority groups

Consultants provide advice and information on health and healthy living to 
patients with an ethnic minority background during individual consults or  
when consulting a healthcare professional 

Foundation primary healthcare 
centres The Hague

Ethnic minority groups with  healthcare 
demands

€ 248.505,-

HOPLA A campaign stimulating healthy diet and physical exercise to stabilise the 
prevalence of overweight amongst children in the age of 0 to 6.

Municipal health service / youth 
network

Children aged 0 to 6 years old and their parents € 48.600,-

Children’s symphony Providing 11 classes to educate parents in stimulating their children in their 
health, language and physical development. 

Coordinated by foundation BOOG 
(social care and community 
building)

Parents and children aged 0-3 years living in 
deprived neighbourhoods

€ 8.000,-

Educational Television Two television series on healthy diet and physical exercise broadcasted on 
local television.

ETV local television All citizens in The Hague € 115.000,-

The ‘home doctor’ Informing the public on little health problems to stimulate their self-support. Municipal health service Adults € 26.000,-
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local authority was implicitly imposing their health policies via STIOM, and thus withdraw their 

support for STIOM.

“Care providers like or dislike STIOM. Aversion is nurtured by the impression that there 

seems to be a strong imperative of the local authority behind STIOM. (…) An ideological 

drive on how the local health system in deprived neighbourhoods should look like. This 

will not work. (Participant 20)

Even so, the local authority itself was critical about the functioning of STIOM, which was 

illustrated by setting up the micro grant financial scheme in the targeted neighbourhoods. 

For this scheme, the local authority set up its own infrastructure alongside the one of STIOM 

to activate and bring together local healthcare professionals and community workers for 

initiating small scale initiatives (13). Municipal administrators questioned whether STIOM had 

the expertise and capacity to mobilize the local health system. This criticism was also raised 

against the role of the municipal health service.

“It cannot be that one small institute like STIOM is running the programme for the 

whole city with just a few people.” (Participant 3)

This was one major reason for the local authority to mobilize and invest in the relation 

with another organization, i.e., foundation Boog, a provider of social services with expertise in 

community building (f). So, the local authority mobilized two intermediary organizations rather 

than the whole local health system. This restricted the scope of the programme and kept the 

local authority on arms length of the care professionals working in the neighbourhoods.

4.4 Discussion

The case study in The Hague reveals that the local authority intended to implement the 

programme on tackling health inequalities by mobilizing the local health system, through two 

intermediate organizations (STIOM, GGD). The local health system was partially activated and 

brought together in the three phases of the implementation process. However, the rationale 

of local policy making, a mixture of political and bureaucratic notions, seemed to override 

other rationales in factual decision making.

This finding fits in with the few research studies showing that implementing policies 

tackling health inequalities is often obscured (5,6) It is also in line with the debate on evidence 

based policy making criticising governments for the way they are designing and implementing 

policies on tackling health inequalities making meaningful evaluation impossible, and thus 

undermining the building of a proper evidence base . As stated in a UK paper: Governments 

would rush in with insufficient thought, do not collect adequate data at the outset, do not 

formulate clear objectives, make numerous changes to the policies and its objectives and do 

not maintain the policy long enough to know whether it has worked (4). 

Despite that our case study partially feeds this criticism, we believe that a more nuanced 

interpretation of the findings is justified. Like various policy researchers notify, health policy 
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making is not a linear and rational process moving from formulation towards implementation, 

but rather an incremental, disjointed and messy one (14,15). Policies are developed within a 

pre-existing context with multiple stakeholders having multiple, often diverging, interests that 

effectively limits opportunities. Furthermore, execution of municipal programmes has to abide 

to the rules of the municipal plan and control cycle which is not designed to be flexible and 

facilitative towards ad hoc responsive reactions, but is based on well planned and transparent 

use of public resources. As such, ambiguity is an inherent aspect to policy making which 

should be taken as the starting point for researchers rather than the endpoint for criticising 

policy makers. In this perspective, health targets setting alone will not suffice to achieve 

measurable reductions in health inequalities. To become a meaningful steering mechanism for 

local heath policies tackling health inequalities, health targets must be consciously embedded 

in the planning and control cycles of local authorities. This does not only mean securing that 

targets make sense for the policy context within which they are employed, that they are closely 

monitored, and that the results are consciously communicated with the public (3). It is merely a 

matter of focussing on those other rationales that seem to override the rationale of ‘managing 

by objectives’ (i.e., health targets setting) and especially learning how to purposefully align 

them with each other.

Our findings suggest that this purposeful alignment asks for considerable investments in 

the administrative capacity made available by local authorities. In this regard, it is important 

to notify that municipal administrators in The Hague succeeded in continuing the programme 

for the period 2007-2011 (16). Moreover, the new alderman for health has invested in 

implementing the programme by increasing the capacity of its administrative workforce 

as well as strengthening the infrastructure for mobilizing the local health system by letting 

STIOM merge with a local development organisation for primary care called Line One which 

is considered by the professionals more as “their own” support organization rather than 

a municipal agency. This organisational structure underlines the relevance of developing 

effective strategies to mobilize the local health system. Local authorities especially need 

(scientific) support in developing strategies with more emphasis on decentralising control 

and strengthening bottom up responsiveness to successfully implement effective policies 

reducing inequalities in health. This seems even more important when local health systems 

lack an existing infrastructure for actively involving and bringing together of local healthcare 

professionals.

In future it might also be advisable to make sure that interests are well balanced in the 

steering group that monitors the development and execution of a programme like the one in 

The Hague: getting embedded in the logic of municipal administrators and the municipal plan 

and control cycles seems one of the limiting factors of executing a programme on tackling 

health inequalities. 
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4.5 Conclusion

Political systems and professional systems may have common value systems and a common goal 

of reducing health inequalities. However, decision making procedures, organisational structure 

and cultures differ. Interacting may help to address this, but working at arm’s length via 

intermediary organizations does not necessarily provide the panacea for success. Implementing 

a programme via a local authority is not the execution of a plan in a hierarchical organization. 

It has more the character of a continuous negotiation process. As such, strategies that allow 

local authorities to delegate actual control in terms of responsibilities and accountability of use 

of resources to parties in the local health system need to be experimented with.
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Summary

Background: This paper aimed to explore the contribution of a micro grant financing scheme 

to community action in terms of residential health-promoting initiatives, interorganisational 

collaboration and public participation. The scheme was twofold, consisting of (1) micro 

grants of 500 to 3500 euros, which were easily obtainable by local organisations, and (2) 

neighbourhood health panels of community and health workers, functioning as a distributing 

mechanism.

Methods: Data were collected using three methods: (1) observations of the neighbourhood-

based health panels, (2) in-depth interviews with policymakers and professionals and (3) 

analyses of  documents and reports. 

Results: This study demonstrated the threefold role of micro grants as a vehicle to enable 

community action at an organisational level in terms of increased network activities between 

the local organisations, to set an agenda for the ‘health topic’ in non-traditional health 

agencies and to enable a number of health-promoting initiatives. Although these initiatives 

were attended by small groups of residents normally considered hard to reach, the actual 

public participation was limited. In their role as a distributing mechanism, the health panels 

were vital with regard to the achieved impact on the community action. However, certain 

limitations were also seen, which were related to the governance of the panels. 

Conclusion: This case study provides evidence to suggest that micro grants have the potential 

to stimulate community action at an organisational and a residential level, but with the 

prerequisite that grants be accompanied by increased investments in infrastructure. 
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5.1 Introduction

Over the past two decades, community health initiatives have been a popular approach 

to improve the health of communities (1-3). A central goal of this approach is to stimulate 

community action, whereby citizens and organisations (a) become aware of an existing 

condition or  problem, (b) identify that condition as a priority, (c) institute steps to change the 

condition and (d) establish structures to implement and maintain programme solutions (3). 

Two core strategies to realise community action are interorganisational collaboration and 

public participation. In practice, the record of success for these strategies is mixed. It appears 

difficult to improve interorganisational collaboration, which in public health often occurs in 

coalitions. Current studies show marginal results (4), and the literature provides little consensus 

on which coalition-building factors promote effective collaboration and community change 

(5;6). Obtaining and maintaining the desired level of public participation is also a problem. 

Evaluations have shown that levels of participation are often inadequate for promoting serious 

community action. (2)

In health promotion, micro grant schemes are an innovative way to stimulate community 

action that includes interorganisational collaboration and public participation (7;8). Micro 

grants are small budgets (up to 3500 euros) easily obtainable by local organisations (9) and 

resident groups (7) applied to instigate local health initiatives. The premise of these grants 

is that recipients are able to obtain ‘quick wins’ in their neighbourhood, which in turn 

demonstrate that their efforts make change possible (7). Thus, community action in which 

local organisations and residents are stimulated to act on health is encouraged. The few 

evaluation studies of micro grant schemes show that they can prompt many health-related 

activities (10), enhance the involvement of non-traditional health agencies (8) and encourage 

the short-term involvement of residents (7) . These results indicate that micro grants are a 

promising incentive to stimulate community action. However, little is known of the distribution 

mechanisms and their overall effect. 

The establishment of a micro grant scheme in The Hague provided an opportunity to 

observe its impact and the manner of distribution. In this paper we aimed first at describing 

the impact in terms of initiatives, interorganisational collaboration and public participation, 

and second at exploring neighbourhood health panels as distributing mechanisms. 

5.2 Case description and background

In 2004, the micro grant scheme was initiated within the context of an urban health programme 

aimed at reducing health inequalities in six deprived neighbourhoods in The Hague. The 

municipality initiated the  scheme to facilitate a quick response to small-scale initiatives of 

neighbourhood health and community workers. Community action was expected with regard 

to (1) commitment of the workers in the health field (2) interorganisational collaboration and 
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(3) activities that would respond to the actual needs of residents preferably by their active 

participation. 

A budget of 20,000 euros per neighbourhood was made available for small-scale activities 

(500 to 3500 euros), and the money could be obtained by a simple municipal procedure. 

The policymakers felt that the distribution of funds was the prerogative of the health and 

community workers. Therefore, from 2005 onwards, six neighbourhood-based health panels 

were organised, in which health and community workers were invited to distribute the 

grants. 

The panels met twice a year and were chaired by two municipal health service (MHS) 

workers. The municipality formulated five criteria: (1) the initiative had to concern physical 

activity, health nutrition, pedagogic support or access to health care; (2) it had to contribute 

to empowerment of the residents; (3) it had to be innovative; (4) applicants had to contribute 

ideas about sustaining the initiative; and (5) collaboration between the health and community 

workers was required.  

5.3 Methods

To determine the scheme’s impact, we studied the community action that was achieved. We 

specifically assessed: (1) which micro grant initiatives were granted; (2) how the grants were 

distributed and (3) to what extent the community was mobilised. The micro grants and the 

neighbourhood health panels were evaluated over a two-year period, using three methods: 

observation, in-depth interviews and document analyses. 

Collecting and analysing observations
In 2005, each of the two panel meetings was observed by two researchers (MS/TP/VN/KS) 

and in 2006 by one researcher (MS). To record field notes, a semi-structured observation guide 

was used consisting of seven main topics: strategic vision, leadership, financial incentives, 

neighbourhood information and knowledge, preconditions, structure and decision-making 

process. Observational reports were written and were discussed by the researchers. Emerging 

themes were integrated and led to a description of the features of the panels. 

In-depth interviews
The two MHS health promoters (the chairs) and the involved municipal policymakers were 

regularly interviewed [appendix 5.1]. In addition, ten panel members were invited to in-depth 

interviews. Purposive sampling was used to obtain a cross-section of the members and an 

insight into a broad range of personal perspectives. These members were invited based on the 

type of organisation, neighbourhood, micro grant applications and frequency of attendance in 

the panels and were approached by telephone and email. They were asked for their voluntary 

cooperation and were assured that their information would be assessed anonymously. 
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Interviews were conducted by two researchers (MS and TP). The interview guide used was 

informed by observations of the panels in 2005 and by literature about coalitions.  The final list 

covered six topics: (1) position and organisation; (2) how respondents became involved in the 

panels; (3) vision for the panels; (4) community participation and intersectoral cooperation; (5) 

opinion on this municipal strategy to tackle health inequalities; and (6) content of applications. 

Interviews were audio-taped and transcribed verbatim. To explore the perceptions of the 

respondents, we used an open approach to analyse the interviews. The programme MAXQDA 

was used to facilitate data coding. 

Collecting and analysing documents
Micro grant recipients were asked to write a report for which a format had been constructed 

by researchers and policymakers. It contained 26 items concerning (1) the background of their 

initiative, (2) the process of realisation and (3) the outcomes. Of the 51 reports received, 38 

used the format and 13 did not contain all the items. Ten initiatives did not provide records. 

5.4 Results 

5.4.1 Health promotion initiatives
Although altogether the six panels granted 61 initiatives [appendix 5.2], only one spent the 

entire amount of money available in 2005. In 2006, nearly all the panels spent more money 

than in the previous year but four remained under the limit. The exception was Schilderswijk, 

which was able to exceed the limit through a transfer of budget from other neighbourhoods 

that were spending less (table 5.1). Possibly this was because this panel had the most members 

and enjoyed a history of neighbourhood activities in which workers already knew each other. 

Table 5.1: Overview of the panel members and applications per neighbourhood

Neighbourhood Total number of 
meetings

Mean number of 
participants per meeting

2005 Budget spent 
(in Euros’)

2006 Budget spent 
(in Euro’s)

Schilderswijk 4 10 25.896 25.230

Bouwlust 4 8 18.954 12.826

Laak 4 6 7257 12.397

Moerwijk 4 6 9106 13.047

ReVa 4 7 10.587 20.562

Transvaal 2 5 7197 13.883

The majority of initiatives was directed at physical activity and nutrition, and were 

occasionally combined with pedagogic support (table 5.2). Initiative examples included cooking 

healthy food in the community centre, setting up exercise courses and becoming familiar with 

local facilities. The most frequently used communication channels were courses with multiple 

sessions in which participants learned skills like cooking or exercise (table 5.2).  
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In 2005 one third of the granted initiatives was financially sustained. In 2006 this applied 

to almost 50 % of the initiatives. Of these 15, eight became self-sustaining through regular 

budget and contribution fees. Seven initiatives were financially sustained by other funds (albeit 

temporarily). There appeared to be a tension between the expectations of the policymakers 

and applicants regarding this issue of financial sustainability. In the interviews  health and 

community workers expressed their concerns about the continuation of successful initiatives; 

they felt this was the responsibility of the municipality. However, the MHS health promotors 

argued that they could not be held responsible for this, as the number of initiatives was simply 

too large to stay informed on (the successes) of all of them. Besides, in contrast according to 

the formulated criterion by the MHS, applicants were supposed to generate possibilities to 

financially sustain initiatives themselves. 

5.4.2 The distribution mechanism: neighbourhood health panels 
In addition to the two MHS chairs, the panels consisted of health and community workers active 

in the neighbourhood, such as library workers, dieticians, social-cultural workers, community 

centre workers, youth health care nurses and pharmacists. The number of members varied per 

neighbourhood from 4 to 15 (Table 5.1), and most of the applications came from them. Only 

two external organisations applied for a grant. Individual residents were not directly involved 

in the applications; not being legal bodies, they were not able to apply on their own, nor were 

they represented in the panels by residents’ organisations. 

In two panels, the meetings were attended only by applicants. Nevertheless, some members 

demonstrated commitment to the health panels by attending on a regular basis without ever 

applying for a grant. In one neighbourhood (Transvaal), the panels were stopped after two 

meetings due to too few participants. 

Table 5.2: Theme and nature of the micro grant initiatives

Nutrition Physical 
activity

Combination 
physical 
activity & 
Nutrition

Pedagogic 
support 

(sometimes 
combined 
with Nu & 

Pa)

Mobilisation 
and familiarize 

with 
neighbour-

hood facilities

other Unknown

‘05 ‘06 ‘05 ‘06 ‘05 ‘06 ‘05 ‘06 ‘05 ‘06 ‘05 ‘06 ‘05 ‘06

Skills training 4 2 1 3 2 2 1 3 1

Information 1 1 1 1 4 3 1 1

Community building 1

Facilitating 2 2 1 2

Positive feedback 1

Combination 2 1 1 1 2 1

Other 1 3 1 1 2

Unknown 2 1 1

total 6 3 4 5 4 5 2 4 7 7 6 7 1
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It was observed that discussions about the applications were based on five main criteria: 

match with one of the action themes, empowerment, innovation, continuation and cooperation. 

However, the criteria were managed unsystematically. In some cases, for example, sustainability 

was interpreted as a kind of empowerment on the part of the participants, and in others it 

was seen as financial maintenance of the initiative. Furthermore, the significance ascribed to 

the criteria fluctuated. Within some initiatives, the chair stated that participants should not 

expect the initiative to become ‘sustained’ but said ‘this should not stand in the way’. Other 

initiatives were returned to the applicants in order for them to rewrite their application on the 

point of sustainability. These deviations could be explained by the fact that the criteria were 

not described in a vision document by the municipality, nor was their meaning communicated 

to the panels. Furthermore, neither the interpretation nor the significance of the criteria was 

discussed among panel members; hence, the precise content of the criteria remained vague.

‘And sustainability, what does it mean? That the initiative is being connected to 

something else, or along those lines?’ [Resp. no. 4]

Also the criterium ‘innovative’ was interpreted differently by the participants. More 

specifically, respondents questioned the surplus value of this criterium and referred to previous 

successful initiatives that had to stop because of a lack of budget. Starting new initiatives while 

these ‘old’ initiatives were stabled was considered a shame. One other worker remarked that 

the criterion ‘innovative’ was just for show. This opinion was shared by of one of the chairs, 

who had few expectations of the innovative character of the applications.

‘Innovative? Nonsense! I’ve worked  in this field for years and I just invent a formulation, 

one that sounds innovative’. [Resp. no.2]

‘There are already a lot of these kinds of activities in the neighbourhood; it is of course 

also a way of getting extra financial means’. [Resp. no. 11]

Finally, observations and interviews with health and community workers showed that 

members’ perceptions were mixed when it came to judging the applications of their fellow 

neighbourhood workers. On the one hand, respondents were enthusiastic about the possibilities 

to actually say something about the proposals and about the fact that democracy was being 

brought back into the neighbourhood. On the other hand, some respondents were reserved 

during the meeting when it came to judging the applications critically; they mainly wanted 

to be supportive of each other. Others said they felt hesitant to judge critically when the 

proposals were not in their field of expertise. 

‘What I think is difficult is when they ask you, for example, to critically judge an 

application by a primary school that wants to cook with children.’ [Resp. no. 2 

Programme manager Refugee organisation] 

However, most respondents experienced that the critical capacity to judging the applications 

somewhat increased over time. Observations revealed that the level of discussion increased as 

well, confirming the perceptions of the panel members. 
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5.4.3 The impact on mobilising the community 

Interorganisational collaboration
The micro grants catalysed network possibilities for the panel members by offering them a 

platform to meet new contact persons, to discuss their initiatives, to learn from each other and 

to increase their knowledge of what was going on in their neighbourhood.  

‘I never knew that these kinds of activities existed for the elderly.  [Resp. no. 4]

‘I think it is a good thing because you hear from each other what everyone is doing and 

because you learn from each other.’ [Resp. no. 8]

In addition, the health and community workers felt that the panels and the availability of 

the micro grants, stimulated connections. Many respondents indicated that the collaboration 

the community workers were ready to collaborate, but were still looking for opportunities. 

‘Collaboration has to grow, but everybody is trying and is open to the suggestion.’ 

[Resp.no.2]

‘I didn’t  start new collaborations, as I don’t have the time. But it would be possible 

with the community centre “de mussen”, for example.’[Resp. no. 4]

Observation notes revealed the importance of chairs as mediators. They often took the 

lead in negotiations regarding possible cooperation between members, or connected the 

applicants to other workers in the field. 

Commitment of the workers in the field to municipal activities on health promotion
The micro grants appeared to affect commitment in the field on two levels: (1) they served as 

a catalyst in setting an agenda of health issues and (2) they provided the municipality with a 

network within the neighbourhood. 

Firstly, the micro grants appeared to serve as a catalyst of putting health issues and 

reducing inequalities on the agenda of both traditional and non-traditional health agencies. 

This alternative financing scheme attracted eight different types of organisations, including 

non-traditional health agencies; agencies that normally do not actively anticipate on health 

issues such as residents’ organisations and (Table 5.3).  Some health and community workers 

mentioned that the scheme inspired them to take action. 

‘I have no knowledge of health-related issues. But if I hear that it can be simple and is 

close by, and I hear from others what they are doing, then I feel motivated and inspired 

to do something with the health topic as well.’ [Resp. no. 2]

One community worker told us that these initiatives opened doors within her own 

organisation in such a way that she expected the theme of health would subsequently receive 

more consideration. Another professional mentioned having an initiative in which ‘health 

issues’ were poorly represented but that the micro grants had created attention. 
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‘The issue of health was only moderately represented and  not based on current 

practice. Now I’ve made the suggestion to bring it up to date.’[Resp. no. 7]

Secondly, the micro grant applicants and the panels provided the municipality with a 

network. This network was useful to the municipality in order to organise their interactive 

policymaking. For example, the network was used to fine-tune the content of the white 

paper for Public Health 2007-2010 to the actual issues and needs in the neighbourhoods. The 

micro grants stimulated this networking in three ways. In the first, the health and community 

workers were motivated to join the panels in order to meet other workers and expanding 

their network.  In the second, MHS health promoters impressions were that the municipality 

became more approachable due to the regular contacts involving grant applications. They 

believed that the health and community workers they met were eager to hear from them how 

things ‘work’ within the municipal organisation. Third, the community workers were motivated 

because of the mere fact that money was available through which actual ‘something could be 

done’. Money (or grants) serving as a carrot to create networks was one of the main goals of 

the municipality.   

‘My most important idea was to give the MHS health promoters  a position in the field. 

The idea was that these are people you can do business with. This was important in 

order to get input from these workers on what is going on in the neighbourhoods. And 

if you want to organise something, you can easily use the network that was created. 

Yes, it is about buying support.’ (Resp. no. 14)

Activities that respond to the actual needs of the residents
In the interviews, health and community workers expressed a wish to connect, in their everyday 

work, with their target group. Although not all panel members, such as the pharmacists, were 

directly in contact with their target group, in general they felt that operating in this manner 

helped them to tailor the initiatives to residents’ needs.     

‘An advantage is that you are working close to your target group; you have got a lot 

of contact, get a lot of information. Changes in the society are immediately noticeable.’ 

[Resp. no. 1]

However, it appeared that residents were not always the direct stimulus for new initiatives. 

Health and community workers started the initiatives based on various signals, ranging from 

needs mentioned directly by the target group (in the library or community centre) but also on 

indirectly communicated needs via schoolteachers or newspapers. Then, when applications 

were discussed, there was, likewise, little attention for the involvement of residents; and then 

more focused on attendance rather than involvement in the development of initiatives. These 

observations that the issue of participation of residents was not elaborated were confirmed 

by the chairs, who had the impression that health and community workers often suggested 

their own ideas. 
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‘You never know if it really addresses the problems of the target group or their needs.  

The municipality thinks we know everything.’ [Resp. no. 2]

The activities did motivate many residents to attend, and most initiatives reached up to 

fifty residents (table 5.3). However, the intended actual public participation was low. Of 

the 61 initiatives, 21 reported having involved residents in the development of the activity. 

Eighteen initiatives reported not having involved residents. For 23 initiatives, the result was 

not clear. Most applicants, however, considered the level of participation satisfactory. They felt 

attendance in the initiatives was an enormous step for certain target groups, such as those 

that were really isolated. For them, public participation was, for example, operationalised as 

visiting a neighbourhood health institution. 

‘It seems basic, but I experienced that for a couple of women it was literally the very 

first time that they had ever used a street-car. It’s  that basic in these neighbourhoods.’ 

[Resp. no. 3]

Other workers (e.g. the pharmacists) said they did not work with the concept of community 

participation or they still struggled with the concept of ‘public participation’ in relation to the 

development of activities.

‘Involve the residents? I find that difficult. How do you involve residents?’ [Resp. no.7]

‘It is a nice idea when it originates from residents…[but] if they were to do it, I wonder 

how that would go.’ [Resp. no. 1]

Table 5.3: Mobilisation of local organisations and residents

Number of receivers of the grants per organisational type 2005 2006

Municipal health Service 1 1

Welfare organisations 12 11

One-issue foundations 3 3

Development organisations 5 4

Other foundations 2 3

Resident organisations & community organisations 3 6

Regular health care providers 2

Schools 2

Club 1 1

Profit organisation (event bureau) 1

Reached residents that attended the activities

0 1 1

01-20 8 9

21 – 50 6 5

51 – 100 2 3

≥ 100 7 4

Unknown 5 10
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5.5 Discussion

This study demonstrated that micro grants are a viable means to enable community action. 

The scheme facilitated a considerable number of initiatives, enabled commitment and set an 

agenda for health issues. However, on actual interorganisational action and public participation 

certain limitations were seen.  

Commitment / Setting an agenda for health 
The availability of grants, served as an incentive for workers to join the panels in which the micro 

grant applications were discussed. The community workers developed skills and experience 

through increased networking and information sharing. These are considered crucial steps in 

the process of activating communities (3). The power of the panels with regard to learning 

was however not fully exploited. The workers were reserved in being critical on each others 

work. Concurrently, the intention to learn from each other was hampered. A judgement by 

independent workers or anonymous reflection on the proposals might be helpful. Nevertheless 

the network fuelled a process in which health inequalities entered the agenda of a variety 

of organisations and increased commitment with regard to related municipal activities. In 

accordance with evaluations of other micro grant programmes (10), this scheme has been seen  

to attract organisations from multiple sectors. This is important, since improving community 

health goes beyond the capability and resources of any single sector. Because of the limited 

number of conditions that accompanied the granting process the municipality was able to 

adapt to existing agendas and priorities. This is significant in the public health sector (11), as 

different departments have diverse and occasionally even conflicting priorities (12). 

Interorganisational collaboration
The actual collaboration between health and community workers was limited. This could 

be due to the initial stage of development of the panels. However, the municipality could 

have supported the health panels on this point more thoroughly, for example by making the 

fundamental set of collaboration issues an agenda point. In the panels a common definition 

of the problem, identification of resources and establishing ground rules were not addressed 

in the panels. The absence of these generic issues in the discussions that generally precede 

collaboration activities (13) limited possibilities to sustain collaboration. Besides, actual 

collaboration could be hampered by the fact that the panel members were competitors in 

the granting process. The municipality might tackle the competitive elements by making 

collaboration an requirement for obtaining a grant.  

Public participation
Community and health workers were able to experiment with small-scale initiatives in which 

they were able to respond to needs of specific and small resident groups that normally are 

difficult to reach. According to the applicants, the attendance of residents in these initiatives 
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was a first step to actual participation. This could be considered an alternative to the top-down 

approach, which has failed to resolve many local problems (14). Participation is known to have 

certain predisposing factors, such as sufficient awareness, and knowledge and skills (15) . 

Nevertheless, it appeared to be a challenge for the workers to turn this attendance into 

actual resident participation. Although resident participation was an important aim, the lack 

thereof could be explained by the governance of the municipality: namely, the residents 

were not directly represented by their own organisation; they were not able to apply for 

grants on their own behalf; and there was no vision developed on how to involve them in 

the application and development of the initiatives. The support of the administrative system 

is important for participation (15;16). Workers could be trained for example, in certain skills 

needed to maximise public involvement (17-19) . Another way to stimulate participation is 

to open the micro grant scheme to residents. Other studies have demonstrated that support 

by neighbourhood outreach workers, functioning as ‘connectors’, does help in applying for 

grants. (7). 

Confusing objectives
The objectives of the scheme were formulated rather loosely, leaving room for different 

interpretations of goals and criteria. Apart from the aforementioned concept of community 

participation, two prominent examples are the concepts of innovation and sustainability. 

Firstly, the mere formulation of the criterion ‘innovation’ seemed in this project not to have 

resulted in innovative initiatives. The criterion ‘innovation’ was not considered an important 

goal, by the community workers, as existing successful initiatives had to be stopped because 

of a lack of financial means. As a result of this confusion some workers became sarcastic about 

the criteria which can not be considered constructive. In order for the micro grant scheme to 

be effective it seems necessary to elaborate on goals and criteria together with the health and 

community workers. They can help to tune the criteria to their daily practice. 

Secondly, the criteria of sustainability was surrounded by vagueness. If the micro grant 

scheme is about planting ‘seeds’ in order to see what might be effective in health promotion, 

the municipality should organise a ‘chain of research and development’ in which successful 

initiatives are identified and widely implemented. This responsibility can explicitly given to 

the field by making the workers more responsible for sustainability by stimulating ownership 

for example. Applicants could be motivated to mobilise additional community resources. An 

example of this was seen in the Healthy Carolinians Partnerships, in which micro grants were 

supplemented by resources that each organisation contributed to the project (10). A criterion 

of the programme could be that the applicants must contribute in-kind labour for each grant 

they receive. 

A limitation of this study is that reports of the initiatives were not all received (or not in 

the right format). This restricted the available information. Normally the receivers of municipal 

grants up to 50.000 are not asked to writing such a report. Furthermore, the panel members 

were not managers but workers of at the operational level. They are not used to write these 
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kinds of reports. Our experience suggests that in order to obtain full insight into these kinds 

of initiatives, one should not rely on administrative forms filled out by those who carry out 

the projects. Instead, additional data collection seems to be necessary, such as oral interviews 

among the fieldworkers. Furthermore, the results cannot be contextually generalised to other 

countries since they may differ in the conditions described in this paper, including the possibilities 

of structural funding and the competences of community workers. We nevertheless hope that 

the lessons we learned might be useful for those who want to develop similar interventions. 

5.6 Conclusion

This case study provides evidence to suggest that micro grants have the potential to stimulate 

community action at an organisational and a residential level. The availability of grants is 

supportive but not sufficient, hence we need other ‘things’ to organise a successful chain of 

action through which successful projects are recognized and are more widely implemented, 

and to organise public participation. Therefore, in order for micro grants to be optimally 

effective, they must be accompanied by investments in infrastructure such as training of 

professionals, supporting professionals in initiating collaboration, and providing information 

on how to obtain structural funding. 
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Appendix 5.1 Interviewed professionals

Position Organisation Frequency that 
respondent is 
interviewed

1 Store manager & library worker Library

2 Programme manager Refugee organisation 1

3 Outreach worker Institution for Community outreach work 1

4 Pharmacist Pharmacy 1

5 Community worker Community centre 1

6 Physiotherapist Welfare institution 1

7 Project manager STIOM 1

8 Nurse Mother and child health care centre 1

9 Community worker Community center 1

10 Team coordinator Welfare institution 1

11 Health Promotor (Chair) The municipality of the Hague 3

12 Health Promotor (Chair) The municipality of the Hague 3

13 Senior policy staff The municipality of the Hague Recurrently

14 Senior policy staff The municipality of the Hague 2
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Appendix 5.2 Initiaties that were financed by the micro grant financing scheme in 2005/2006

Initiatives 2005 Budget Organisation Nature of activity Theme Reach Com Part** Sustained

1 Cliff & Water for fathers & sons 2.180 Welfare work  Schilderswijk Skills training Pedagogic support 0 Y N

2 Cooking course for children & 
information for residents

3.500 Institution BOOG Skills training Information Lifestyle (nu & pa) & inf./access health care X X X

3 Cooking club reVa 560 Foundation Vóór Skills training Nutrition 11 Y Y 

4 IESA for Moroccan women 3.500 Welfare work centre Information + activities Mobilisation & familiarize with neighbourhood facilities 11 Y Y

5 IESA voor Somali women 3.500 Welfare work centre Information + activities Mobilisation & familiarize with neighbourhood facilities 8 Y Y

6 IESA voor turkish women 3.500 Welfare work centre Information + activities Mobilisation & familiarize with neighbourhood facilities 13 Y Y 

7 Women’s group & final activity 1.500 Welfare work Centre Information Lifestyle (nu & pa) Pedagogic support 15 + 220 X N

8 Staying healthy in difficult situations 
for refugees

2.890 Foundation for refugees Information Skill training Psychological 5 N Y 

9 Discover the city and the 
countryside for refugees

3.335 Foundation for refugees Guided walk tour Mobilisatation & familiarize with neighboorhoud facilities 18 P 1 
Ev 1

N

10 Health market 450 Welfare work for the elderly Information Healthy lifestyle (nu&pa) 100 P 3 N/Y

11 Remedial therapy for women 1.550 Resident platform Skills training Physical activity (and social mobilisation) 23 X y

12 Physical activity & nutrition for 
Fathers & children

1.550 Resident platform Skills training Healthy lifestyle (pa & nu) X X X

13 Neighboudhood walk for migrant 
women

999 Neighbourhood organisation, 
Foundation

Guided walk tour Mobilisation & familiarize with neighbourhood facilities 27 X X

14 Intercultural: information and 
cooking for residents

2.800 Welfare work ‘MOOI Escamp’ Skills training Nutrition 70 X X

15 Information and cooking for 
residents

2.800 Welfare work ‘MOOI Escamp’ Information
Skills training

Nutrition 40 X X

16 Cooking for the neighbourhood 3.500 Welfare work ‘MOOI Escamp’ Skills training Mobilisation Nutrition 120 X X

17 Information & radio broadcasting 
for the Somali

1.450 Radio Dalmar foundation Information Familiarize health and Dutch health care system 123 P4 D6
E 6

Y 

18 Meavita fit Diabetes Mellitus 3000 Meavita residential care Skills training Healthy lifestyle (pa & nu) 0 No Y 

19 Cooking class for elderly migrants 1.330 Meavita residential care  Skills training Nutrition (& loneliness reduction) X X X

20 Healthy in ReVa; teaching package 
for children and parents

3000 STIOM Developing Teaching 
material 

Familiarize with neighbourhood facilities 50 N N

21 Migrant residents get information 
in general practice about healthy 
nutrition 

1940 STIOM Skills training Expertise promotion; cultural specific dietary advice 20
worlers

N N

22 Teenagers Fitness 1.950 Welfare work ‘MOOI Escamp’ Facilitating Physical activity 100 N N

23 All in the Game for children aged 
10 - 12

3000 The Jumpers; basketball club Facilitating Physical activity 300 N Y

24 Fit & slender for migrant women 500 Welfare work neighbourhood 
team 

Information
Skills training

Healthy lifestyle (nu & pa) 14 Ev 6 N

25 Flowers for informal care givers 2.850 CIPO Positive feedback Health Care X X X

26 Youth health and welfare in the 
neighbourhood

3.400 STIOM Facilitating Pedagogic support Improving 1 line, access 20 N Y 

27 Residents panel ReVa X STIOM Consultation Improving 1 line, Information and access HC 40 N Y 

28 Muslims in Motion 3.000 Islamic platform in The Hague Guided walk tour Physical Activity 300 Y N

29 Healthy aging for elderly migrants 3.980 Municipal Health Service Information Familiarize with neighbourhood facilities 2005: 80
2006:44:00

X N

 X: Unknown; not in described in documents 
** Community participation. When documented in the reports the numbers of participants are presented per 
phase. P: Preparation phase, D: Development phase, Ex: Execution phase and Ev: Evaluation.Y: Yes, N: No.
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Appendix 5.2 Initiaties that were financed by the micro grant financing scheme in 2005/2006

Initiatives 2005 Budget Organisation Nature of activity Theme Reach Com Part** Sustained

1 Cliff & Water for fathers & sons 2.180 Welfare work  Schilderswijk Skills training Pedagogic support 0 Y N

2 Cooking course for children & 
information for residents

3.500 Institution BOOG Skills training Information Lifestyle (nu & pa) & inf./access health care X X X

3 Cooking club reVa 560 Foundation Vóór Skills training Nutrition 11 Y Y 

4 IESA for Moroccan women 3.500 Welfare work centre Information + activities Mobilisation & familiarize with neighbourhood facilities 11 Y Y

5 IESA voor Somali women 3.500 Welfare work centre Information + activities Mobilisation & familiarize with neighbourhood facilities 8 Y Y

6 IESA voor turkish women 3.500 Welfare work centre Information + activities Mobilisation & familiarize with neighbourhood facilities 13 Y Y 

7 Women’s group & final activity 1.500 Welfare work Centre Information Lifestyle (nu & pa) Pedagogic support 15 + 220 X N

8 Staying healthy in difficult situations 
for refugees

2.890 Foundation for refugees Information Skill training Psychological 5 N Y 

9 Discover the city and the 
countryside for refugees

3.335 Foundation for refugees Guided walk tour Mobilisatation & familiarize with neighboorhoud facilities 18 P 1 
Ev 1

N

10 Health market 450 Welfare work for the elderly Information Healthy lifestyle (nu&pa) 100 P 3 N/Y

11 Remedial therapy for women 1.550 Resident platform Skills training Physical activity (and social mobilisation) 23 X y

12 Physical activity & nutrition for 
Fathers & children

1.550 Resident platform Skills training Healthy lifestyle (pa & nu) X X X

13 Neighboudhood walk for migrant 
women

999 Neighbourhood organisation, 
Foundation

Guided walk tour Mobilisation & familiarize with neighbourhood facilities 27 X X

14 Intercultural: information and 
cooking for residents

2.800 Welfare work ‘MOOI Escamp’ Skills training Nutrition 70 X X

15 Information and cooking for 
residents

2.800 Welfare work ‘MOOI Escamp’ Information
Skills training

Nutrition 40 X X

16 Cooking for the neighbourhood 3.500 Welfare work ‘MOOI Escamp’ Skills training Mobilisation Nutrition 120 X X

17 Information & radio broadcasting 
for the Somali

1.450 Radio Dalmar foundation Information Familiarize health and Dutch health care system 123 P4 D6
E 6

Y 

18 Meavita fit Diabetes Mellitus 3000 Meavita residential care Skills training Healthy lifestyle (pa & nu) 0 No Y 

19 Cooking class for elderly migrants 1.330 Meavita residential care  Skills training Nutrition (& loneliness reduction) X X X

20 Healthy in ReVa; teaching package 
for children and parents

3000 STIOM Developing Teaching 
material 

Familiarize with neighbourhood facilities 50 N N

21 Migrant residents get information 
in general practice about healthy 
nutrition 

1940 STIOM Skills training Expertise promotion; cultural specific dietary advice 20
worlers

N N

22 Teenagers Fitness 1.950 Welfare work ‘MOOI Escamp’ Facilitating Physical activity 100 N N

23 All in the Game for children aged 
10 - 12

3000 The Jumpers; basketball club Facilitating Physical activity 300 N Y

24 Fit & slender for migrant women 500 Welfare work neighbourhood 
team 

Information
Skills training

Healthy lifestyle (nu & pa) 14 Ev 6 N

25 Flowers for informal care givers 2.850 CIPO Positive feedback Health Care X X X

26 Youth health and welfare in the 
neighbourhood

3.400 STIOM Facilitating Pedagogic support Improving 1 line, access 20 N Y 

27 Residents panel ReVa X STIOM Consultation Improving 1 line, Information and access HC 40 N Y 

28 Muslims in Motion 3.000 Islamic platform in The Hague Guided walk tour Physical Activity 300 Y N

29 Healthy aging for elderly migrants 3.980 Municipal Health Service Information Familiarize with neighbourhood facilities 2005: 80
2006:44:00

X N

 X: Unknown; not in described in documents 
** Community participation. When documented in the reports the numbers of participants are presented per 
phase. P: Preparation phase, D: Development phase, Ex: Execution phase and Ev: Evaluation.Y: Yes, N: No.
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Initiatives 2006 Budget Organisation Nature of activity Theme Reach Com Part** Continued

1 Stop that fall! 10.250 STIOM Information Fall accidents X N Y

2 Coach ReVa 1.500 Institution BOOG Organising Coaching 
trajects 

Mobilisation and familiarize with neighbourhood facilities 0 X N

3 Farmyard Campsite May Holiday 3.373 Welfare work centre Skills training Pedagogic support 20 X Y

4 Fit together 3.494 Welfare work centre Skills training Physical activity 14-32 N N

5 Theater production about poverty 2.000 Welfare work ‘MOOI Escamp’ Skills training Health 15 actors Y Y

Information 500 public

6 Sport activities for  teenagers 2.154 Welfare work ‘MOOI Escamp’ Skills Training Physical activity 45 Ex 25 Y

7 Feeling fit for kids 1.000 Welfare work ‘MOOI Escamp’ Training Healthy Lifestyle (nu & pa) 10 D 8 Y

8 Workshop Cooking healthy 1.545 Zuidwalschool Skills training Nutrition 91 Y N

9 Harro-Palak 1.295 Bar-Aka Foundation Skills training Physical activity 25 Y Y

10 Health care near by 531 Welfare work Schilderswijk Information
About facilities

 Mobilisation and familiarize with neighbourhood facilities X X X

11 More motion among children aged 
5 to 8 

3.400 Welfare work Schilderswijk Skills training
Information

Physical activity
Pedagogic support

19 Y Y

12 Morning discussions in Schilderswijk 3.492 Foundation;  meeting foreign 
women

Facilitating contact Loneliness reduction 8 N N

13 Morning discussions in Transvaal 3.492 Foundation;  meeting foreign 
women

Facilitating Contact Loneliness reduction 2-okt N N

14 Neighbourhood party Moerwijk 500 Neighbourhood organisation, 
Foundation

Information Healthy lifestyle 1350 P & Ex N

15 Cooking together 770 Zuidwalschool Skills training Nutrition 56 N N

16 Gym for pre-schoolers 2.800 Welfare work Schilderswijk Skills training Healthy lifestyle Pedagogic support X N X

17 Gym for pre-schoolers 2.800 Welfare work centre Skills training Healthy lifestyle Pedagogic support 16 N X

18 Beach club for kids 10.652 Halo-jobbing Facilitating sport activities Physical activity 90 N Y

19 Fellow sufferer contact for migrant 
women with breast cancer

6.900 Mammarosa, foundation X Healthy lifestyle Information and access HC 19 D 6 N

20 New start for refugee families 3.500 Foundation for refugees Information Mobilisation and familiarize with neighbourhood facilities 10 families N Y

21 Information youth health care 3.500 Foundation for refugees Information familiarize with neighbourhood facilities 1 N N

22 Integrating in Segbroek 3.520 Foundation fór  Segbroek 
Loosduinen

Contact/manifestatie? Healthy lifestyle
social mobilisation

1600 Y Y

23 Integrating in Segbroek, the 
opening party

3.450 Foundation fór  Segbroek 
Loosduinen

Neighbourhood party Healthy lifestyle 1600 Y Y

24 Complaints and Herbs 5.500 Municipal Health Service Research X X X Y

25 Musically puppet performance 11.430 Library X X X X Y

26 Discover your city, Moerwijk 2006 1.200 Institution BOOG X Mobilisation and familiarize with neighbourhood facilities X X X

27 IESA 2 2.992 Welfare work centre Skills training Mobilisation and familiarize with neighbourhood facilities 17 D 4 X

28 Vitamin market 2.500 Foundation fór  Segbroek 
Loosduinen

Skills training Healthy lifestyle 50 Y Y

29 Women in motion 3.450 Foundation fór  Segbroek 
Loosduinen

Information
Skills training

Healthy lifestyle 30 Y Y

30 Breakthrough in eating patterns 
for health

1.975 Club Arya Samaj NL Information Nutrition X X X

31 Marathon children in LaakNoord 3.500 Institution ‘BOOG’ X Mobilisation and familiarize with neighbourhood facilities? X X X

32 Jeu de boule 325 Neighbourhood platform Facilitating sport activities Physical Activity 30 Y N

X: Unknown; not in described in documents 
** Community participation. When documented in the reports the numbers of participants are presented per 
phase. P: Preparation phase, D: Development phase, Ex: Execution phase and Ev: Evaluation.Y: Yes, N: No.
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Initiatives 2006 Budget Organisation Nature of activity Theme Reach Com Part** Continued

1 Stop that fall! 10.250 STIOM Information Fall accidents X N Y

2 Coach ReVa 1.500 Institution BOOG Organising Coaching 
trajects 

Mobilisation and familiarize with neighbourhood facilities 0 X N

3 Farmyard Campsite May Holiday 3.373 Welfare work centre Skills training Pedagogic support 20 X Y

4 Fit together 3.494 Welfare work centre Skills training Physical activity 14-32 N N

5 Theater production about poverty 2.000 Welfare work ‘MOOI Escamp’ Skills training Health 15 actors Y Y

Information 500 public

6 Sport activities for  teenagers 2.154 Welfare work ‘MOOI Escamp’ Skills Training Physical activity 45 Ex 25 Y

7 Feeling fit for kids 1.000 Welfare work ‘MOOI Escamp’ Training Healthy Lifestyle (nu & pa) 10 D 8 Y

8 Workshop Cooking healthy 1.545 Zuidwalschool Skills training Nutrition 91 Y N

9 Harro-Palak 1.295 Bar-Aka Foundation Skills training Physical activity 25 Y Y

10 Health care near by 531 Welfare work Schilderswijk Information
About facilities

 Mobilisation and familiarize with neighbourhood facilities X X X

11 More motion among children aged 
5 to 8 

3.400 Welfare work Schilderswijk Skills training
Information

Physical activity
Pedagogic support

19 Y Y

12 Morning discussions in Schilderswijk 3.492 Foundation;  meeting foreign 
women

Facilitating contact Loneliness reduction 8 N N

13 Morning discussions in Transvaal 3.492 Foundation;  meeting foreign 
women

Facilitating Contact Loneliness reduction 2-okt N N

14 Neighbourhood party Moerwijk 500 Neighbourhood organisation, 
Foundation

Information Healthy lifestyle 1350 P & Ex N

15 Cooking together 770 Zuidwalschool Skills training Nutrition 56 N N

16 Gym for pre-schoolers 2.800 Welfare work Schilderswijk Skills training Healthy lifestyle Pedagogic support X N X

17 Gym for pre-schoolers 2.800 Welfare work centre Skills training Healthy lifestyle Pedagogic support 16 N X

18 Beach club for kids 10.652 Halo-jobbing Facilitating sport activities Physical activity 90 N Y

19 Fellow sufferer contact for migrant 
women with breast cancer

6.900 Mammarosa, foundation X Healthy lifestyle Information and access HC 19 D 6 N

20 New start for refugee families 3.500 Foundation for refugees Information Mobilisation and familiarize with neighbourhood facilities 10 families N Y

21 Information youth health care 3.500 Foundation for refugees Information familiarize with neighbourhood facilities 1 N N

22 Integrating in Segbroek 3.520 Foundation fór  Segbroek 
Loosduinen

Contact/manifestatie? Healthy lifestyle
social mobilisation

1600 Y Y

23 Integrating in Segbroek, the 
opening party

3.450 Foundation fór  Segbroek 
Loosduinen

Neighbourhood party Healthy lifestyle 1600 Y Y

24 Complaints and Herbs 5.500 Municipal Health Service Research X X X Y

25 Musically puppet performance 11.430 Library X X X X Y

26 Discover your city, Moerwijk 2006 1.200 Institution BOOG X Mobilisation and familiarize with neighbourhood facilities X X X

27 IESA 2 2.992 Welfare work centre Skills training Mobilisation and familiarize with neighbourhood facilities 17 D 4 X

28 Vitamin market 2.500 Foundation fór  Segbroek 
Loosduinen

Skills training Healthy lifestyle 50 Y Y

29 Women in motion 3.450 Foundation fór  Segbroek 
Loosduinen

Information
Skills training

Healthy lifestyle 30 Y Y

30 Breakthrough in eating patterns 
for health

1.975 Club Arya Samaj NL Information Nutrition X X X

31 Marathon children in LaakNoord 3.500 Institution ‘BOOG’ X Mobilisation and familiarize with neighbourhood facilities? X X X

32 Jeu de boule 325 Neighbourhood platform Facilitating sport activities Physical Activity 30 Y N

X: Unknown; not in described in documents 
** Community participation. When documented in the reports the numbers of participants are presented per 
phase. P: Preparation phase, D: Development phase, Ex: Execution phase and Ev: Evaluation.Y: Yes, N: No.
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Summary

Background: Exercise referral schemes (ERS) have become a popular way of promoting 

physical activity. The aim of these schemes is to encourage high risk patients to exercise. In 

evaluating these schemes, little attention has been paid to lower socio-economic groups in a 

multi-ethnic urban setting. This study aimed to explore the socio-demographic and psychosocial 

characteristics of participants in ERS located in deprived neighbourhoods. The second aim 

was to determine which elements of the intervention make it appealing to participate in the 

scheme. 

Methods: A mixed method approach was utilized, combining a cross-sectional descriptive 

study and a qualitative component. In the quantitative part of the study, all participants (n=650) 

filled out a registration form containing questions about socio-demographic and psychosocial 

characteristics. Height and weight were also measured. In the qualitative part of the study, 39 

of these 650 participants were interviewed. 

Results: The majority of participants had a migrant background, a low level of education, no 

paid job and a high body mass index. Although most participants were living sedentary lives, at 

intake they were quite motivated to start exercising. The ERS appealed to them because of its 

specific elements: the compulsory character of the referral, supportive environment, financial 

incentive, supervision and neighbourhood setting. 

Conclusions: This study supports the idea that ERS interventions appeal to people from lower 

socio-economic groups, including ethnic minorities. The ERS seems to meet the contextual, 

economic and cultural needs of the lower socioeconomic groups and ethnic minority groups. 

Since the elements that enabled the participants to start exercising are specific to this ERS, we 

should become aware of whether this population continues to exercise after the end of the 

scheme.
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6.1 Background

Many studies have demonstrated the positive relationship between physical activity and health 

(1;2). Despite these benefits, a large proportion of adults in European countries fail to achieve 

the minimum recommendation of 30 minutes of moderately intense physical activity every 

day (3). People in lower socio-economic groups meet the current target less frequently than 

the rest of the population. Within this group, there is an even greater risk among people 

with a migrant background (4;5). This is reflected in the results of various studies that show a 

decreased likelihood of being physically active among residents of deprived neighbourhoods 

(6;7) and a lower likelihood of using sport facilities for physical activity in deprived areas (8). 

This means that major health gains can potentially be achieved in these groups.

Exercise referral schemes (ERS) have become a major way of promoting physical activity 

among primary care patients, especially in the United Kingdom (9-12). The aim of these schemes 

is to encourage and support patients with signs of lifestyle diseases to engage in exercise 

activities, to become aware of the positive effects of physical activity and to produce changes 

in behaviour in favour of an active lifestyle (10). The ERS intervention increases opportunities 

for exercising by providing access to exercise facilities or activities (13). 

ERS have been shown to increase participation in exercise activities in certain populations, 

at least in the short term (14-17). However, little is known about the applicability of the ERS 

for lower socio-economic groups and migrant populations in particular. In general, cultural 

differences and practical problems like language barriers make it difficult to reach these 

groups in health promotion activities. It has been repeatedly shown that some barriers to 

physical activity are unique to women from different racial and ethnic backgrounds (18). For 

example, Muslim women prefer an all-female environment (19). We do not yet know whether 

an ERS is a potentially productive strategy for promoting physical activity among lower socio-

economic groups, including ethnic minority groups. A first step in exploring this further is to 

find out whether the ERS strategy adequately addresses perceived barriers and meets the 

specific needs and living conditions of these groups. 

In this paper we will focus on an ERS in a large city in the Netherlands (The Hague). Since 

2002, this intervention has been used to encourage the patients of general practitioners (GPs) 

living in five deprived neighbourhoods to pursue a more active lifestyle. Patients are referred 

to a 20-week exercise programme by a GP or other health professional. The study described 

in this paper aimed to explore the characteristics of the participants and the elements of the 

intervention that were perceived to be important to their participation in the ERS. 

In view of this aim we formulated the following research questions:

1. What are the socio-demographic characteristics of the participants in this ERS?

2. What are the psychosocial characteristics of the participants (i.e. attitudes, sense of self-

efficacy and social support)?

3. What elements of the intervention make participating in the ERS appealing to the 

participants? 
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Description of the intervention
The ERS in The Hague is the initiative of the organization STIOM, a foundation that is supportive 

to health care and social services in the deprived neighbourhoods of The Hague at the request 

of and in collaboration with GPs and social workers. The patients are between the ages of 24 

and 55, and the GP or other health professionals believe the health of these patients would 

benefit from exercise. When the client contacts the ERS, an appointment is made with a 

‘sport advisor’. This sport advisor carries out an intake and discusses the different activities, 

and together they choose which activity suits the client best. This advisor refers the client to 

one of the exercise groups: swimming, gymnastics, cardio-fitness or dancing. Participants are 

expected to pay 11 euro’s for a 10-week period of weekly exercise sessions. After 10 sessions, 

the participants go back to the advisor, where they have the opportunity to purchase a second 

card for 10 lessons. After the 20 lessons, they return to the advisor to discuss the patient’s 

progress, and receive a certificate. From then on, the clients are expected to have become 

competent enough to engage in exercise activities on their own. 

6.2 Methods

We used a mixed method research design. We used a questionnaire to obtain insight into 

the socio-demographic and psychosocial characteristics of the participants. In-depth interviews 

were conducted among a selection of ERS participants to gain a deeper understanding of the 

elements of the intervention perceived to be important for participation in such an ERS. 

Questionnaire and registration

Participants.
This questionnaire was an integral part of the intake and included all individuals who joined 

the ERS in The Hague between May 2005 and April 2006 (n=650). The four largest ethnic 

groups were made up of Dutch, Turkish, Moroccan and Surinamese participants. Ethnicity was 

defined as being born in the Netherlands, Turkey, Morocco and Surinam respectively. 

Questionnaire and data collection.
At the time of intake (which took place after the referral), a ‘fitness advisor’ filled out the 

questionnaire, which consisted of four types of variables: (1) demographic features, (2) goals 

of the participants and (3) physical activity in leisure time. Section 3 contained question 

that originated from the Short QUestionnaire to ASsess Health-enhancing physical activity 

(SQUASH) (20). The fourth section consisted of 14 statements regarding psychosocial factors 

(overview in Table 6.2). These statements originated from a previous study that contained 

100 statements (21). Based on discussions with fitness advisors, 14 statements were selected 

as the most salient ones. Attitude towards physical exercise was measured using eight items 

about perceived consequences of exercising. Social support was measured by three items. 

Self-efficacy expectations were measured by three items about the difficulties participants 
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expected when finding themselves in challenging situations (e.g. bad weather). A 3-point 

Likert scale was used. Finally, height and weight were measured. Participants were assured 

their answers would be confidential and that the analyses were anonymous. 

Analyses
The questionnaires were analysed using SPSS 11.5 software for Windows (22) and descriptive 

statistics were generated. Differences between the mean scores between ethnic groups in the 

three psychosocial factors of attitude, social support and self-efficacy were tested with Tukey 

HSD and Games Howell (23). 

Semi-structured qualitative interviews

Participants
To address the third research question regarding the elements that make the ERS appealing, 

a selection of the 650 participants were invited for in-depth interviews. We used purposive 

sampling to obtain a cross-section of the population and insight into a potentially broad range 

of characteristics and personal perspectives. People were invited to participate based on their 

ethnic background, the type of exercise, their age and the number of lessons followed. With 

these criteria in mind, participants were approached by researchers visiting the ERS lessons. 

Participants were recruited for the interviews until new themes stopped emerging from the 

data. We ended up with 39 interviews. Participants were asked to take part on a voluntary 

basis and were assured their information would be analysed anonymously. Characteristics of 

the respondents are shown in Appendix 1 (see additional file); all but one respondent turned 

out to be women. 

Procedure
We interviewed the participants in their homes or at the community health centre using a topic 

list, which had been developed around the research questions. The topic list was informed by 

literature and preliminary interviews with sport advisors. These preliminary interviews were 

conducted to gain insight into how sport advisors perceived the barriers and stimulating 

factors that play a role for participants in deciding whether to quit or continue with the ERS. 

The final list covered five topics: (1) personal background, (2) background of the referral, (3) 

past involvement in physical activity, (4) experience with the ERS and (5) experienced effects. 

The interviews lasted an average of one hour. Interviews were conducted by two researchers 

(MS and SA). Two bilingual medical students fluent in Berber, Arabic and Turkish, conducted 

interviews with Moroccan and Turkish participants. The students received thorough training 

from the researchers. All interviews were taped and transcribed verbatim. Interviews done in 

Berber, Arabic and Turkish were translated during the transcription process.
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Analyses
We used an open approach to analyse the interviews to explore the participants’ perceptions 

regarding physical exercise and the elements in the intervention that were perceived to be 

important for participation in an ERS. Two researchers (MS, SA) coded the same two transcripts 

independently of each other, and the two versions were then discussed and integrated. 

Furthermore, one researcher (SA) coded the remaining 37 transcripts and condensed the data 

by summarizing all the elements the participants mentioned. Transcripts were then categorized 

to see how widespread the identified themes were in this sample. Categories were added to 

reflect as many of the nuances in the data as possible. The programme MAXQDA was used 

to facilitate data coding. 

6.3 Results

Socio-demographic characteristics of the participants
Of the 650 participants, 80% were female and between 31 and 60 years of age. It was an 

ethnically mixed group, and included patients who came from 12 different countries. The 

majority (85%) had a Dutch, Moroccan, Turkish or Surinamese background (table 6.1). There 

are some differences between the ethnic groups. Of the Turks and Moroccans, 15% and 

12% had paid jobs compared to 30% and 38% of the Dutch and Surinamese respectively. 

The Turks and Moroccans also had a lower level of education: 66% of the Moroccans and 

84% of the Turks had had no education or primary school only, compared to 18% of the 

Dutch and 36% of the Surinamese. There were also differences in marital status: 84% 

of the Moroccans and 76% of the Turks were married or living together with a partner, 

compared to 41% of the Dutch and 38% of the Surinamese. The mean age of the Turks 

(43) and Moroccans (40) was lower than that of the Dutch (48) and Surinamese (49). Turks 

and Moroccans generally had more children (2.2 and 2.5 respectively) than the Dutch and 

Surinamese (0.7 and 1.2 respectively). Finally, almost all participants suffered from obesity 

irrespective of ethnic background (Table 6.1). 

At the time of intake, 80% to 90% of the participants reported they did not exercise on a 

health enhancing level. A small proportion mentioned exercising (e.g. swimming or gymnastics) 

two hours a week or more. Most participants (81%) did report leisure-time physical activity; in 

particular walking (69%) and biking (18%). However, they mainly did these activities at a low 

to average degree of intensity (table 6.1). Furthermore, the majority of the participants (61%) 

considered their level of activity to be inadequate. 

 At the time of intake, most (between 69% and 88%) participants in all groups reported 

a positive attitude towards the psychological and social aspects of physical activity (table 6.2). 

Although there are some significant differences between the ethnic groups (table 6.2), the 

patterns were inconsistent. 

Participants reported a moderate level of support from their social environment. There were 

no ethnic differences in the perception of social support from family and friends. However, 
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Table 6.1: Socio-demographic characteristics of the participant population (n=650)*

Country of origin Total The 
Netherlands 

(20%)
n=129

Morocco 
-17%
n=107

Turkey
-21%
n=135

Surinam
-27%
n=172

Other
-16%

N=104

Gender

Male 19% 16% 23% 17% 13% 31%

Female 81% 84% 77% 83% 87% 69%

Referred by 

General practitioner 58% 58% 63% 54% 54% 55%

Physiotherapist 22% 16% 16% 34% 24% 14%

Other 20% 26% 21% 12% 22% 31%

Paid job

Yes 38% 30% 12% 15% 38% 21%

No 62% 70% 88% 84% 62% 79%

Education

None 10% 0% 27% 22% 1% 7%

Primary school 36% 18% 37% 58% 34% 33%

Secondary school 14% 20% 8% 7% 21% 11%

Trade school/LBO/VMBO/MULO** 12% 25% 3% 1% 19% 7%

Senior secondary vocational education (MBO) 13% 19% 12% 2% 15% 14%

Higher professional education (HBO) 6% 10% 2% 2% 5% 13%

Marital status

Married/Living together with partner 56% 41% 84% 76% 38% 50%

Single/Divorced/Widow/Widower 44% 59% 16% 24% 62% 50%

Children, mean (sd)*** 1.6 (1.6) 0.7 (1.0) 2.5 (1.6) 2.2 (1.8) 1.2 (1.1) 1.5 (1.5)

Median age 46 48 40 43 49 46

BMI, mean (sd)*** 31 (7) 33 30 33 30 32 (7)

Physical activity during leisure time 

Walking/Biking/Gardening and doing odd jobs

0 h/w 24% 19% 18% 20% 31% 50%

0-2 h/w 23% 19% 26% 28% 20% 14%

2-4 h/w 20% 18% 19% 22% 21% 7%

4-6 h/w 10% 12% 11% 10% 10% 7%

> 6 h/w 23% 32% 26% 21% 18% 21%

Gymnastics/Dancing/Swimming/Other sports 

0 h/w 81% 81% 89% 76% 78% 86%

0-2 h/w 14% 11% 11% 20% 15% 7%

2-4 h/w 3% 2% 1% 4% 5% 0%

4-6 h/w 1% 2% 0% 1% 1% 7%

> 6 h/w 1% 3% 0% 0% 0% 0%

* The percentages are rounded numbers. ** 1 LBO= Lower secondary vocational education,  MBO= 
preparatory secondary vocational education, MULO= advanced primary education *** sd = Standard 
deviation
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Turkish (2.02) participants significantly felt less supported by their partners than the Dutch 

participants (mean 2.25). Most participants appeared to have a moderate to high degree of 

self-efficacy. The Dutch generally reported higher self-efficacy expectations than the other 

groups. For example, they have a higher self-efficacy expectations than the Turks when the 

weather is bad (2.77 and 2.42 respectively) or when they experience stress (2.60 and 2.33 

respectively). 

Table 6.2: Socio-psychological statement scores of the four major ethnic groups regarding attitude, social 
support and self-efficacy

Means of ethnic group Dutch
20%

Mean (sd)

Moroccan 
17%

Mean (sd)

Turkish
21%

Mean (sd)

Surinamese
27%

Mean (sd)

Other
17%

Mean (sd)

Significant 
differences*

Attitudes, pro

1. If I am physically active 
on a regular basis, I 
feel good. 

2.67 (.59) 2.68 (.63) 2.58 (.70) 2.73 (.60) 2.72 (.59) N.S.

3. If I am physically active 
on a regular basis, I 
think less about my 
problems. 

2.46 (.74) 2.55 (.70) 2.52 (.71) 2.71 (.58) 2.57 (.71) D < S

4. If I am physically active 
on a regular basis, I 
meet new people. 

2.69 (.61) 2.72 (.58) 2.61 (.64) 2.73 (.62) 2.66 (.64) N.S.

5. An advantage of 
physical activity is that 
I am out of the house 
more often. 

2.10 (.92) 2.42 (.81) 2.34 (.81) 2.57 (.75) 2.48 (.77) D < M, S, R 

6. I find it enjoyable to be 
physically active on a 
regular basis. 

2.57 (.65) 2.78 (.50) 2.71 (.54) 2.84 (.44) 2.72 (.57) D < M, S 

Attitudes, con

2. Exercising is more for 
men than for women. 

- 1.04 (.23) - 1.27 (.64) - 1.33 (.69) - 1.10 (.37) - 1.33 (.71) D, S < T, R, D < M

7. If I am physically active, 
I feel embarrassed. 

- 1.45 (.75) - 1.41 (.68) - 1.53 (.77) - 1.24 (.58) - 1.43 (.69) S < T

8. I am too old to start 
exercising. 

- 1.06 (.29)  - 1.19 (.49) - 1.27 (.56) - 1.11 (.41) - 1.24 (.59) T > D, S, D < R

Social support

Support from husband/
wife

2.25 (.59) 2.09 (.76) 2.02 (.75) 2.14 (.59) 2.10 (.59) D > T

Support from other 
relatives

2.13 (.84) 2.13 (.81) 2.10 (.80) 2.08 (.84) 2.08 (.77) N.S.

Support from friends 2.02 (.75) 2.07 (.74) 2.04 (.74) 1.98 (.73) 1.90 (.80) N.S.

Self-efficacy 

(confident they will 
exercise regularly)

During bad weather 2.77 (.57) 2.56 (.78) 2.42 (.81) 2.62 (.71) 2.40 (.84) D > T, R

When feeling tired 2.35 (.71) 2.04 (.85) 1.90 (.86) 2.14 (.83) 2.06 (.89) D > M, T
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Appealing elements of the intervention 
In-depth interviews were used to further explore the elements of the intervention participants 

considered to be important for joining the ERS. Five characteristics of the intervention emerged 

and are described below. 

The compulsory character of the referral
About half of the participants highly valued the doctor’s advice that they should become 

physically active. They experienced this advice as being either optional or compulsory. This 

advice was understood differently by the various ethnic groups. Many Dutch experienced the 

advice as being ‘just a recommendation’, which meant it was not experienced as a deciding 

factor in becoming physical active. It helped them find a place where they felt comfortable 

exercising. Many migrant participants, however, experienced the GP as someone ‘who knows 

better’ and participated in the intervention because they were told to do so. 

If the doctor tells me that being overweight is not good for my health and that I have 

to lose 10 kilos, that’s what I’ll do. (Turkish woman, age 53, respondent no. 21)

Specifically among Turkish and Moroccan participants, the referral’s importance concerns 

the social environment. Some female participants said their partners generally did not allow 

them to leave the house, but that they allowed them to participate in the ERS because of the 

significance of the GP’s opinion that the women needed to exercise for health reasons. So for 

these women, the referral appeared to have had the additional effect of providing a legitimate 

reason to exercise. 

Supportive environment
There were strong feelings of shame about body weight among the participants, and in 

particular among overweight Dutch women. Some participants mentioned they did not dare 

go to a sport school because the women who exercise there are all slim. Other participants 

see the small groups in this ERS intervention as a step towards daring to enter bigger fitness 

centres. 

Yes, because I’m not going to jump around among all those slim people. (Dutch 

woman, age 52, respondent no. 13)

Feelings of reluctance also originate from religious and cultural principles. Muslim women 

in particular mentioned feeling embarrassed in mixed-sex groups due to their cultural and 

religious backgrounds. Some of them even refused to participate in fitness lessons when 

the instructor was male or when there were male participants. Some ethnic Dutch women 

also said they preferred female groups to mixed ones ‘just because it feels better´. Some 

mentioned being ashamed of their weight or physical condition as important factors. For both 

groups of women, being in a mixed group would mean they would feel uncomfortable about 

their clothing in front of men, including a male instructor.
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Normally I wear a headscarf. If there were men present I’d have to wear a headscarf, 

now I don’t have to. You don’t have to wear a headscarf and you’re among women and 

because of this you feel comfortable. (Turkish woman, age 22, respondent no. 28) 

In addition to the small groups and their single-sex nature, in order to feel safe, a third 

element in the intervention seems to be important to the participants: they mentioned that 

they consider the ERS to be ideal because it gives them the opportunity to exercise with other 

people who have health problems. Some said they found it encouraging that the group was 

made up of friendly participants with similar health conditions, and this is also mentioned as a 

stimulus for continuing to exercise: ‘If she can do it, maybe I can too.’ 

Financial incentive
Participants paid 22 euro’s for the 20-week period of weekly exercise sessions. The majority of 

the participants perceived these costs as a difficulty. Nevertheless, many of them were prepared 

to pay these costs in order to improve their health. Some found paying for a sport facility to 

be self-evident, whereas others thought it should be paid for by their health insurance because 

they had been referred by their GP. Although the ERS was affordable for many participants, 

they considered the costs of regular sport facilities to be too high and as a barrier to continuing 

to exercise after the ERS. For half of them, it was actually a reason to stop exercising.  

Well, I was enthusiastic about this, because I anyway wanted to start exercising. But a 

fitness centre will cost you around 45, 55, 65 euros, and I can’t pay that. I’ll be honest, 

we have a low income. I don’t have a job, my husband doesn’t have a job and because 

of that you have to get by with little things. So for me, this intervention was a way to 

do this. (Turkish woman, age 50+,  respondent no. 22)  

Supervision by fitness instructors
Supervision by a professional instructor was often given as a reason to participate. Some 

participants considered supervision to be of major importance in light of their health complaints. 

Some participants even think of the ERS as a medical project because of the GP’s involvement 

and because they were referred on account of their poor health. In general, participants 

stressed the stimulus provided by the presence of the fitness instructor, who can give advice 

when necessary. 

... other fitness centres don’t have this – they don’t have time for people who come 

there  exercise. Although they do explain a little that you have to do this 10 times and 

so forth, they don’t have time to talk to you about it. But people with chronic pain 

need this. This is what I think anyway – I can’t speak for others, of course, but I find it 

helpful. (Surinamese woman, age unknown, respondent no. 7)  

Neighbourhood setting.
For many participants, the distance to the sport facility is an important factor, and they prefer 

a facility in the neighbourhood so they can walk there. The Turkish and Moroccan women in 
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particular said they were not familiar with public transportation and preferred to walk to the 

facility. Also, although some people who own a car do not feel put off by having to travel 

some distance, others are motivated by a facility in their own neighbourhood, irrespective of 

having a car.

Sport activities in the evening are not popular among most of the women. Moroccan and 

Turkish women mentioned being anxious about potential gossip within their social community. 

Furthermore, Muslim participants would rather stay at home in the evening to fulfil their 

religious commitments. The evening hours are also not popular among participants with a 

paid job because they are tired after a day of work. However, the main reason the evening 

hours are unpopular has to do with the unsafe neighbourhoods. Participants do not feel safe 

in their neighbourhoods, and for some this is a reason to stay at home. Participants who do 

go out are accompanied by a partner or a group of neighbourhood women. 

6.4 Discussion 

A growing amount of literature shows the extent of use and effects of ERS, however, 

considerably less is known about participant characteristics of the ERS and the participation 

of ethnic minorities in these schemes. Our findings show that the ERS is able to attract people 

from lower socio-economic groups, supporting the evidence of Gidlows recent study that 

residents of deprived neighbourhoods are reached (24). Additionally, this ERS seems to be able 

to attract migrant women who in general experience a poorer health than the ethnic Dutch 

(25). This is important when considered in the light of the work of Harrison who showed that 

ERS are unlikely to contribute to population levels of physical activity for they appear to reach 

only a small percentage of the sedentary population (10). He suggests that the ERS might be 

best reserved for those who are most in need of supervised exercise. This group of migrants 

might be considered one of those specific groups since this intervention seems to meet their 

specific needs by (1) the way of referring, (2) offering a supportive environment, (3) the 

financial incentive (4) supervision by fitness instructors and (5) the neighbourhood setting. 

A limitation of this study is that we have no information on those who do not enrol and 

therefore it is not possible to establish whether or not the participants differ from the general 

population that was referred. The population studied consisted of merely patients who were 

referred and showed up for an intake. Given the  high scores on the psychosocial factors, this 

population seems to be a selective group of individuals who are already motivated to start 

exercising. However, although these respondents can be considered motivated, they were 

living sedentary lives. For this matter it is interesting to understand why they do start exercising 

within this ERS. Our study does present rare insights into the appeal of these schemes for 

this specific lower socio-economic group and in particular to ethnic minorities. Future studies 

should include non-participants as well to see whether our population is a selected group.

In line with other studies of GP exercise schemes (26), we have found that participants 

considered a medical recommendation to be important to their participation. However, 
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with regard to actually providing access to an exercise facility, in these non-Western migrant 

populations, the health professional seemed important not only as a motivator but as a 

facilitator as well, serving as a means to overcome several barriers by providing a supportive 

environment in which individuals feel comfortable. 

The women in this ERS experienced the group activities as supportive, especially when the 

group consisted of participants with similar health conditions. This relates to the findings in other 

studies showing that having someone to exercise with would increase women’s motivation to 

engage in the activity (27;28) especially when they are referred as well (29). This accommodates 

the opportunity to socialise which is considered important. More in general, social support have 

shown to be a strong predictor for physical activity in minority women (30). The referral and the 

group dynamics during the lessons in the ERS appeared to accommodate the feelings of social 

support from instructors and fellow participants and could for some in this group be understood 

as replacement for the low perceived social support from family and friends.

A neighbourhood setting was also one of the elements that appealed to the respondents. 

Other studies have also devoted attention to the proximity to sport facilities (31;32). However, 

the existence of facilities for physical activity does not necessarily imply that the facilities will 

be used, especially by lower socio-economic groups, since it costs money to use them. The ERS 

are a way to guide motivated individuals to the regular exercise facilities by providing access 

to them. However, since aforementioned factors that appeal to the respondents are specific 

to the ERS (referral, supportive environment, supervision etc) it is not self-evident that the 

participants will continue exercising on their own in regular facilities, especially since the costs 

of regular facilities are in general much higher than the own contribution of the ERS. 

6.5 Conclusion 

In short, this study supports the idea that ERS interventions can appeal to people from lower 

socio-economic groups in a multi-ethnic urban setting. At the time of intake most participants 

were aware of the positive effects of physical activity on health, and in terms of attitude, 

social support and self-efficacy they were also quite motivated. Even so, they were living 

sedentary lives. This suggests that this population needs more than being motivated in order 

to become physically active. This ERS seems to meet their specific needs. Moreover, this study 

has shown that specific elements appeal to them: (1) the compulsory character of the referral, 

(2) supportive environment, (3) financial incentive, (4) supervision by fitness instructors and (5) 

the neighbourhood setting. 

For these lower socio-economic and ethnic minority groups, it is possible that when they 

complete the programme, the elements of the ERS that appealed to them might reappear as 

barriers. Effective interventions require adequate resources to support the duration needed 

for physical activity behavioural change (33) This might imply that follow-up projects are 

needed to help participants find activities suitable to them. This also applies to other exercise 

interventions: for interventions to be appealing, not only the referral needs to be perceived as 
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important – we must also anticipate the cultural, social and economic needs of lower socio-

economic and migrant groups.  
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Abstract

Background: In the past, many people have proposed collaborative approaches to public 

health research as a way of bridging the gap between scientific research and policy-making. 

Although current research in this area seems promising, concerns have been raised about the 

consequences for scientific rigour. In this paper we describe and reflect upon our experiences 

as researchers of collaborating with policy-makers in a local programme for tackling health 

inequalities. 

Methods: The qualitative data collection included interviews, document analyses and 

observations. 

Results: The challenges we encountered in meeting scientific standards are described in this 

paper and concern: (1) combining policy and scientific relevance in the research questions, (2) 

obtaining measurable objects, (3) evoking reactivity whilst at the same time trying to control 

for it, (4) warranting independency and (5) competing publication goals for  reporting interim 

goals in short reports and writing in-depth articles for scientific journals. Our experiences have 

shown that it is possible to overcome these challenges when some generic efforts are made. 

Building a shared conceptual framework and adapting organisational arrangements represent 

some of the essential steps involved in this process. 

Conclusion: This study demonstrates that providing these investments are made, the 

collaborative nature of this type of research should not be considered a threat to scientific 

rigour, but rather as a powerful tool for generating valid outcomes that can be generalised. 
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7.1 Introduction

In theory, evidence-based policy is considered the ultimate strategy for public health 

programmes. This kind of policy refers to scientists who produce evidence that is useful 

to policy-makers and to  policy-makers who actually take up the most up-to-date evidence  

provided by researchers to use in their policies. (1;2)  Although these procedures seem self-

evident, practising evidence-based public health policy seems to be a difficult process. This has 

much to do with the so-called gap between scientists and policy-makers as well as the different 

rationalities of both worlds. (3-5) Roughly put, policy-makers want to ‘do’ something about a 

problem while scientists want to understand the problem. Moreover, researchers and policy-

makers have different goals, different attitudes towards what constitutes evidence (6), and 

also have different work cycles. (7) 

A popular recommendation for bridging the gap between researchers and policy-makers 

is to involve the policy-makers closely in the research process (8-11). This approach is known 

as ‘collaborative research’ which is defined as a specific set of interactions and processes 

designed to bring together those people who study societal problems and issues (researchers) 

with those who act on or are within the boundaries of those societal problems and issues 

(policy-makers) and practitioners and individuals) (12).

The assumption that collaboration between researchers and policy-makers leads to better 

public health policy is widely supported (5;13-18). Closer links between research and policy 

are warranted to stimulate better interpretations of research findings (19) and  produce 

policy-relevant knowledge that can be put directly into practice, thus resulting in more 

evidence-informed policy-making (20). Furthermore, collaboration between researchers and 

policy-makers should lead to more ‘policy informed research’ in which the complex reality of 

the policy process is more realistically approached by researchers (5). 

The gains achieved through collaborative research on the policy side seem promising and 

have been widely discussed (21;22). However, the consequences for the quality and relevance 

or appropriateness of evidence from a scientific perspective are less frequently discussed. For 

instance, is it possible, within the context of collaborative research to produce evidence that 

can be generalised to similar settings or which can support further policy-informed research 

in local and similar programme settings? Furthermore, concerns have been raised about the 

independence of the researcher (23) and loss of objectivity (24). Researchers could become 

too committed and uncritically take on the policy-makers’ perceptions due to their active 

involvement and frequent interactions with them. 

Therefore, we should ask: are researchers able to turn these concerns aside? Is it possible for 

collaborative researchers to produce evidence which can be applied in practice while meeting 

the requirements of scientific rigour? These considerations demand a close examination of 

how collaborative research – with the scientist as outsider but in intensive interaction with the 

policy and practice processes – deals with the challenges in balancing and maximising both 

scientific rigour and policy-relevance. 
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The aim of this paper is to consider the challenges that we as researchers encountered 

when collaborating with policy-makers in order to evaluate a local programme on tackling 

health inequalities in the Dutch city of the Hague. Our main focus is on our roles in the 

partnership and in particular on safeguarding validity as a scientific standard. We discuss which 

challenges were met during the different phases of the evaluation research as well as which 

strategies were used to resolve them. 

7.2 Methods

The local programme underlying the evaluation study
Between 2002 and 2006, the city of the Hague in the Netherlands implemented a programme 

for tackling health inequalities in six deprived neighbourhoods (150,000 residents). In line with 

many other comprehensive programmes such as: the Health Action Zones and the Healthy 

City Movement, this  programme was based on three main principles, intersectoral action, 

professional integration and resident participation. The main goal of the programme was to 

improve the health in the deprived neighbourhoods. Further specification of the wider goals 

was supposed to occur during the programme’s implementation. 

Proceeding from these principles, interventions, such as an exercise referral scheme, were 

initiated (25). Furthermore, mechanisms to stimulate resident participation and professional 

integration were developed, such as the micro grant financing scheme (26). 

The principles and methodology of the evaluation study 
Although a growing body of experimental studies has been evaluating this type of 

comprehensive programme, most of these studies have shown marginal effects (27). This 

has led many people to conclude that there is little knowledge on what actually works 

in neighbourhood-based programmes to reduce health inequalities (28). Generating 

such knowledge requires the formidable decoding of the “black box” of these complex 

programmes and studying the mechanisms through which these programmes influence 

population health. This requires the use of study designs other than RCT, including process 

evaluation based on observational data (29). 

Against the background of this debate, we focussed the evaluation study on the processes 

within the program that led to activities aimed at improving the health status of the residents. 

The four year study was financed by external funding. The collaborative evaluation had two 

aims: (i) to gather information and generate findings that policy-makers could use to shape 

the intervention, (ii) to produce knowledge that would contribute to the current international 

debate on tackling health inequalities. The collaboration consisted of five researchers from an 

academic research institute and three policy-makers from the municipality. 

Both quantitative and qualitative methods were employed. More specifically, we collected 

formal and informal programme documents, published work and non-public minutes of 
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meetings. In addition, we conducted many in-depth unstructured and structured interviews 

with stakeholders such as aldermen, policy-makers, and professionals from the field. 

The findings from interim evaluations were discussed regularly with the policy-makers 

in order to support further development of the programme. The partnership infrastructure 

involved: (1) a two-hour group meeting four times a year, (2) monthly and interim ad hoc 

meetings and interviews between the primary researcher (hereafter, MS) and the programme 

manager (3) participation of MS in regular and ad-hoc meetings of the programme itself and 

(4) an office for MS at the municipality for two days a week, alongside her workplace at the 

academic centre.  

Drawing lessons from the researchers’ experiences with the evaluation study  
In order to reflect on the collaborative process, we studied the minutes of the partnership 

group meetings and MS’s notes. These sources were supplemented by interviews and 

meetings between MS and the programme manager in which the collaborative efforts were a 

theme. Following an open approach, we explored the dilemmas and tensions dealt with in this 

process. Consequently, MS wrote several documents on the dilemmas and tensions that had 

taken place. These reports were then discussed by the researchers. The dilemmas and tensions 

that emerged were integrated and organised into three successive phases in the evaluation 

study: (1) framing the problem, (2) data collection and analyses (3) reporting.

7.3 Results

A summary of the different challenges encountered in the various phases of the collaborative 

work and how they were coped with, is given in table 7.1.

Phase 1: Framing the problem

Approach 
Our twofold objective, i.e. supporting policy-makers in the development of the local programme 

whilst at the same time generating scientific evidence, called for specific requirements regarding 

the research questions. Firstly, the research questions had to result in practical knowledge that 

could be applied to the local situation. Secondly, researchers were interested in the ‘working 

mechanisms’ of activities and how the programme would interact with the context? This 

information is needed for the potential transfer of research findings (30;31).

We aimed at formulating policy relevant questions that were also scientifically relevant, 

by co-constructing a conceptual framework. The aim of this framework was to obtain a 

shared conceptualisation of the assumptions, mechanisms, processes and activities behind the 

programme. This resembles the “theory of change” approach (32;33) in which the route of 

action is spelled out so that the evidence of change can be linked to the intervention being 

studied. 
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We succeeded in creating a shared conceptual framework (figure 7.1). On the right  of 

the framework are the specifications showing that the programme works in three areas for 

the purpose of improving health: healthy lifestyle, healthy environment and improvement of 

primary health care. The following determinants of health are addressed: physical activity and 

healthy diet, pedagogical support, information on and access to health care and strengthening 

primary care. The left half of framework shows that the interventions are based on three 

principles: intersectoral collaboration, professional integration, and resident participation. 

These principles are, in turn, linked to three social systems that would be engaged by the 

programme the local authority, the local health system and the local residents.

Figure 7.1: Conceptual framework for evaluating the neighbourhood-based Programme for tackling health 
inequalities in The Hague

Reflections 
Did our framework indeed allow us to formulate research questions that led to scientific  

knowledge? The answer to this question is mixed. In contrast to our first tendency to spell out 

the specific routes of action to improve health, the framework appeared to be quite global. 

The results in terms of health improvement were not specified for various reasons, including 

the prevailing habit in political arenas to formulate broad goals that allow reinterpretation 

over time. Likewise, the mechanisms through which the working principles should contribute 

to the interventions was not specified. Take, for instance, our experience with the concept of 

resident participation. For our research it was important to distil this concept as far as possible 

into measurable objects. However, in our experience, the policy-makers were not able to 

explain their ideas about neighbourhood participation and this remained far more conceptual 

than we would have liked. 

Despite this, we were able to serve the goal of producing scientific evidence, in the context 

of an explorative study and to that end, the co-construction of the framework was helpful 
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in more than one way. Firstly, we learned to speak the same language as the policy-makers. 

Secondly, we were able to conceptualise the approach of the policy-makers and to complement 

their strategies and ideas with concepts from the literature. Thirdly, the framework helped 

us to interpret the role of the working principles in the programme and in particular, their 

connections to other constructs in the corresponding social systems. Intersectoral collaboration, 

for example, gained far less attention than we had first expected. But through our focus on 

the local authority as a social system, we were able to identify another concept (considered 

as preceding intersectoral collaboration) that gained a whole lot of attention from the policy-

maker – that of generating political priority. 

Phase 2: Data collection and analyses 

Approach
Two important threats to internal validity appeared as a result of our collaborative approach. 

In the supporting role, the researchers deliberately evoked reactivity in order to adjust the 

programme. Reactivity concerns the influence of the researcher on the study objects. In 

producing scientific knowledge, this influence of the researcher needs to be controlled in order 

to prevent researchers from being an unwanted cause of variability in the outcome variables. 

One example that illustrates reactivity concerns our interference regarding  neighbourhood 

health panels that were initiated through the programme. The meantime feedback of 

the programme’s results caused reactivity, i.e. the research influenced the course of the 

programme. This occurred after our periodic results were reported and discussed in the health 

panels, bringing changes to the health panels – in fact they were totally reorganised. To judge 

the internal validity it should be clear whether the results were due to the programme itself or 

whether they resulted from the interference of researchers. 

The second threat to validity caused by active involvement is that of researcher bias. 

Research bias concerns researchers imposing their own preconceptions, theories and ideas 

(34). In collaborative research what could happen is that researchers become too committed, 

and uncritically take on the policy-makers’ perceptions due to their active involvement and 

frequent interactions with policy-makers. 

As researchers we were well aware of the challenges regarding reactivity and independency 

issues and employed two main coping strategies. Firstly, MS was embedded in both the 

policy department of the municipality in the Hague, as well as the academic department. 

Secondly,  a “reflection group” consisting of policy-makers and researchers was created. These 

organisational arrangements warranted the dialogue between policy-makers and researchers. 

In both periodical and ad hoc  meetings, research findings and their impact on the  progress 

of the programme were discussed. For example, when meantime reports showed that 

neighbourhood panels did not function on a specific item, a brainstorm session between 

policy-makers and researchers was organised in order to translate the findings into workable 

adjustments. This then clarified which adjustments had originated through the research.
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Reflections 
The organisational arrangements of two workplaces for MS as well as  the creation of a 

reflection group, were primarily meant to create opportunities for mapping the possible 

interactions between the research and the policy process. More than anything else, MS’s  part-

time desk at the municipality office provided access to documents, emails and meetings, and 

enabled her to approach many programme stakeholders. This meant that information could 

be checked and tested with various individuals and reactivity mapped, which benefitted the 

internal validity. Furthermore, through informal conversations that took place in the corridors 

we found out that some practitioners considered researchers to be “police officers” who were 

continuously checking their work. This threatened the validity of our data-collection process 

Table 7.1: Overview of dilemmas and strategies coped with in the collaboration between policy-makers 
and researchers in the Hague, the Netherlands

Phase Issue Who initiated the 
solution

Type of resolution Impact

Formulating 
research 
questions

Combining policy and 
scientific relevance in 
the research questions

Researchers & 
policymakers

Ongoing dialogue
- Building a conceptual 
framework 

Policy and Science
- A common language
- A common point of 
departure 
- A guide for the 
development of the 
research questions 
and developing the 
programme. 

Formulating 
research 
questions

Obtaining measurable 
objects

Researchers and policy-
makers

Scientific
Ongoing dialogue: 
- Intervening of the 
researchers (encourage 
to explicitly state the 
goals)

Science 
Explorative questions
- Insights in the 
struggle of a 
municipality with 
the concept of 
neighbourhood 
participation
 Policy
- Collaborating policy-
makers and researchers 
to further elaborate 
the programme

Data 
collection 
and analyses

Evoking reactivity 
whilst trying to control 
for it

Researchers & policy-
makers

Organisational: 
- work desk at the 
municipality (mapping 
the reactivity)

Science
- Warranting internal 
validity   

Data 
Collection 
and analyses

Warranting 
independency

Researchers Organisational: 
 -work desk at 
academic Center
- reflection group

Science
- Warranting internal 
validity

Reporting Competing publication 
goals of reporting 
interim goals in short 
reports and writing 
in-depth articles for 
scientific journals

Policy-makers and 
researchers

- Co-authorship in 
journals close to the 
local authority
- reporting meantime 
findings as a priority
 

Policy
- Maintaining a good 
image 
Science
A delay of the scientific 
articles
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because of information pre-selection and reticence. However, the same ‘corridor’ conversations 

provided opportunities through which the image of the researchers as police officers was 

negated. These encouraged participants to be more open to sharing their thoughts, which led 

to better data collection and validation. Additionally, MS’s part-time position at the research 

institute was experienced as valuable in this respect. We experienced this physical distance 

to the policy-makers as contributing to upholding our “foreignness” and to safeguarding our 

independence which was beneficial to internal validity. 

Also, the reflection group appeared to be important. The ongoing reporting of research 

findings resulted in discussions that provided a focus on the match between the research 

subject and the programme element studied. We considered this vital to our aim of unravelling 

the black box of the programme, as the programme was adjusted along the way. Our aim 

was to create an open atmosphere. However, informal ‘corridor’ conversations indicated a 

dominance on the part of the researchers. This was confirmed by analyses of the minutes of this 

group’s meeting. As researchers we were searching for clarification and scientific justification 

of the route of action within the programme. In some meetings, the policy-makers were even 

more or less called to account for the strategies they had followed. The researchers placed the 

scientific rationale in the foreground while this might not have been constructive with regard 

to actually obtaining a grip on the policy process – as besides the scientific rationale there are 

also other rationales,   including political ones that are relevant. In our evaluation we were able 

to register this via informal conversations and we steadily developed an understanding of the 

multiple rationales of such a programme (35). 

Phase 3: Reporting and disseminating the findings

Approach
Our final challenge concerned the competing goals for reporting interim goals in short reports 

and in-depth articles for scientific journals. The collaborative agenda in this final stage is to 

translate the research findings into practical solutions and policy recommendations, as well 

as to effectively communicate these to targeted scientific audiences. It has been broadly 

recognised that the conflicting interests of policy-makers and researchers might then surface 

(36-38). In our case, the reporting of meantime findings was more urgent to the further 

development of the programme, which pushed aside the urgency of the scientific production 

that was subsequently delayed. A second tension in publishing was prompted by the difference 

in interests. It is a well known worry that policy-makers may be inclined to accelerate or delay 

publication or even rephrase conclusions for political and strategic purposes, undermining the 

integrity of the researchers (39). We hypothesised that the farther that scientific journals and 

magazines would be removed from the local policy-making arena, the less discussion there 

would be on publishing the findings.
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Reflections
Our first research paper reporting the interim findings was rejected for publication in a local 

periodical on health policy because of the upcoming local elections. The editors, also key public 

health officers in the Hague, considered its content to be potentially harmful with regard to 

getting funding for the health policy sector, which was competing with other municipal sectors. 

A year later, together with the policy-makers, we published an article in that same periodical. 

Although this article demonstrated equally critical findings, it ended with two paragraphs of 

remarks from the policymakers on how they would adjust the programme. In other words, we 

left room for the policy-makers to profile themselves as a developmental programme. 

Articles for scientific journal were written by the researchers. Before submitting these 

articles, the abstracts were discussed with the policy-makers. Until now, our approach has 

resulted in scientific articles (26;40) and has not led to any conflicts with the policymakers . In 

general, the policy-makers had only a few comments on early drafts.The publishing in scientific 

journal appeared to be more in the line of researchers than of policy-makers.  

7.4 CONCLUSION

Our experience with the evaluation of a policy health programme to tackle health inequalities 

has highlighted several challenges that researchers face in their efforts to collaborate with 

policy-makers.  The dilemmas that we experienced as most important have been described in 

this paper and concern: (1) combining policy and scientific relevance in the research questions, 

(2) obtaining measurable objects, (3) evoking reactivity while trying to control for it, (4) 

warranting independency and (5) competing publication goals for reporting interim goals 

in short reports and writing in-depth articles for scientific journals. However, our experiences 

indicate that it is possible to overcome these challenges with some generic efforts. Building 

a shared conceptual framework and adjusting organisational arrangements represent some 

essential steps in this process. 

Our experience with regard to the global conceptual framework is supported by the 

challenges facing the theories of change approach. Defining interim activities and outcomes 

and their relationship to the longer-term outcomes generally seems to be the most difficult 

part (33). In our experience, a global framework can also be helpful in more ways, including 

obtaining a grip on the bigger picture. This is important when acknowledging the complexity 

of this kind of comprehensive programme.

We considered our ongoing dialogue to be essential. In our case this was warranted by an 

embedding of the researchers within the municipality which provides access to information 

and within the university to facilitate peer review and reflexivity. This enabled us to map the 

reactivity and recognise and explore how the researchers’ own actions and beliefs affected 

the situation and the interpretation of the findings. This fits very well into qualitative research, 

where the aim is not to eliminate this influence but to understand it and use it productively 

(34). 
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To actually fulfil the promises of the framework and the dialogue, both the researchers 

and the policy-makers had to go beyond their own routine. A well known characteristic of any 

successful partnership is trust (41). In each of the three stages of our research, there were 

opportunities that contributed to a trusting relationship. First, the motivation to collaborate 

was brought about by a shared vision concerning the core of the research. The shared 

motivation resulted in interdependence, which is a positive step in successful collaborations 

(42). Second, a project group was organised well in advance to understand other points of 

view. Third, discussing the findings with policy-makers prior to their publication helped to 

maintain a good relationship between the parties. 

 Given that collaborative-based research projects are both time and labour intensive 

(43;44), it does enrich exploratory research, as the research itself is grounded in reality (45) 

and enables researchers to have some grip on policy development in this field. The challenge 

for policy-makers is to combine the evidence generated by researchers with political priorities 

and practical actions (46). The challenge for scientists is to gain a greater understanding of 

these realities without losing sight of the complexity involved. In our experience it is possible 

to overcome the challenges faced by scientists when collaborating with policy-makers when 

some generic efforts are made. As such, the collaborative character of this type of research 

should not be considered a failure to good science, but rather as a prerequisite for outcomes 

that acknowledge the complexity of policy programmes. 
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This thesis concerns the process evaluation of the programme for tackling health inequalities in 

the city of the Hague. In 2002 this theme gained political support and was allocated 1.9 million 

euros by the governing coalition. Subsequently, a programme aimed at improving the health 

of residents in the six most deprived neighbourhoods of the Hague, was initiated. Many of the 

programme activities are still ongoing. The present report concerns the evaluation of the first 

episode of this policy (2002-2006). 

The goal of this thesis was to explore the mechanisms through which the programme 

aimed at influencing population health. To serve this goal, the research described in this thesis 

aimed at gaining insight into the developmental process of the programme and in particular 

the activities that were identified in the three social systems in which the programme operated; 

(1) the local authority at the city level and (2) the local health system and (3) the local residents 

on the neighbourhood level. Furthermore, we added a chapter about the evaluation design 

in which we closely collaborated with policymakers from the sector MVZ of the municipality 

of the Hague. 

The following research questions have been formulated: 

1. What was the shared conceptualisation of the programme and its goals by the researchers 

and policymakers? 

2. How did the programme mobilise political priority within the local authority? 

3.  How did the programme mobilise the local health system;  

 A. In general during implementation of the programme ?

 B. With a specific activity called ‘the micro grant financing scheme’ ? 

4.  How did the programme mobilise the residents through an exercise referral scheme? 

5.  How did the researchers unite the two diverging goals of the research (assisting the 

programme while producing scientific knowledge)

In this chapter, the main findings of the study as well as some methodological considerations 

will be discussed. We conclude this chapter with implications for public health policy and 

collaborative research with regard to health inequalities. 

8.1 Main findings

What was the shared conceptualisation of the programme and its goals by the 
researchers and policymakers? 
To guide the collaboration of researchers and policymakers, we co-constructed a conceptual 

framework in order to obtain a shared conceptualisation (see figure 8.1). In this framework, the 

strategies and ideas of the policymakers were complemented by researchers with theoretical 

concepts from the literature. The right part of the framework specifies that the programme 

worked along three lines in order to improve health: healthy lifestyle, healthy environment 

and improvement of primary health care. The following determinants of health were being 
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addressed: physical activity and healthy nutrition, pedagogical support, information on and 

access to health care and strengthening primary care. The left half of the framework shows 

that the interventions are based on three principles: intersectoral collaboration, professional 

integration and participation of the residents. These principles in their turn, are linked to three 

separate social systems: the local authority, the local health system and the local residents.

Our framework clarified that to gain in-depth understanding of such a health promotion 

programme we need to do more than just measuring effects in terms of (determinants) of 

health. Also, the main principles should be made more explicit – just as the mechanisms 

through which they result in concrete interventions and under what conditions. As such, this 

framework guided the research topics that were addressed in the later chapters of this thesis.

How did the programme mobilise political priority within the local authority? 
In chapter 3 we described our explorative study of key factors for generating political priority 

for tackling health inequalities. Two generic processes were identified as key factors. In the first 

process, the presence of strong actors who were able to overcome resistance by strategically 

framing the issue of health disparities. Specifically, initial resistance when health disparities 

were framed as ‘unfair’, gave way to support when the issue was reframed as a prerequisite 

to realising the core theme of the coalition agreement ‘Participating in society’. In the second 

process, the proposed strategies for tackling health disparities were strategically connected to 

policy principles that enjoyed broad political support, for example, the concept of community 

participation. Finally, we identified contextual elements that supported the actions of the 

actors and the processes they initiated, such as the involvement of scientists in the political 

debate. The results imply that such a complex issue as health disparities can be catapulted 

onto the political agenda by framing the issue strategically and embedding the strategies 

Figure 8.1: Conceptual framework for evaluating the neighbourhood-based Programme for tackling health 
inequalities in The Hague
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in existing policy principles. In order to do so, the presence of a strong policy community of 

competent policymakers and aldermen and a favourable context seems vital. 

How did the program mobilise the local health system? 
The role of the local health system in the programme on tackling health inequalities has 

been specified in two chapters (4 and 5). In chapter 4, we explored how the local authority 

of the city of The Hague in general aimed to implement its programme on tackling health 

inequalities by mobilizing the local health system. Our results indicate that the local health 

system was activated and brought together by the local authority in the three phases of 

the implementation process (1) formulating the policy objectives, (2) the translation of these 

objectives into health interventions and (3) executing the interventions. We have found that 

in framing the policy objectives, the political and bureaucratic rationale of the local authority 

put in more weight in the decision making than epidemiological data or the view of consulted 

professionals working in the local health system. The translation of the policy objectives into 

health interventions was rather pragmatic and only loosely based on health needs and/or 

evidence. The projects that were granted from the programme not necessarily reflected the 

initial stated policy objectives. The execution of health interventions was primarily done by the 

local authority at arm’s length through two intermediary organizations (STIOM and GGD) with 

limited delegation of responsibilities and resources to the local health system. The results imply 

that the local authority played a dominant role in implementing the programme on tackling 

health inequalities in The Hague. Despite attempts to initiate and accommodate bottom-

up initiatives, the municipal administrative plan and control cycle was the major rationale 

for the implementation strategy. Given the resulting limited mobilization of the local health 

system, alternative strategies need to be explored, including strategies with more emphasis on 

decentralization of control and strengthening of bottom-up responsiveness.

In chapter 5 we continued the discussion on mobilising the local health system by exploring 

a specific activity taken up by the programme. To involve the professionals in the programme 

more thoroughly, a micro grant financing scheme was employed. The scheme was twofold, 

consisting of (1) micro grants of 500 to 3500 Euros which were easy obtainable by local health 

and community workers and (2) neighbourhood health panels of health and community 

workers, functioning as distributing mechanism. This study demonstrated that first of all, 

the community workers developed skills and experience through increased networking and 

information sharing. These are considered crucial steps in the process of activating communities 

(1). Secondly, the panels fuelled a process in which health inequalities entered the agenda of 

a variety of organisations from multiple sectors. This is important, since improving community 

health goes beyond the capability and resources of any single sector. Thirdly, a large amount 

of health-promoting initiatives were set up. However, although these initiatives were attended 

by many residents, the actual public participation was limited. According to the workers, 

the attendance of residents in the initiatives was a first step towards actual participation for 
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their target group. Attendance by the residents in deprived neighbourhoods was seen as a 

preparation phase in which participant capabilities were developed. Participation is known 

to have certain predisposing factors, such as sufficient awareness, and knowledge and skills 

(2). Nevertheless, it appeared to be a challenge for the workers to turn this attendance into 

actual resident participation. Although resident participation was an important principle, the 

lack thereof might also be partially explained by the applied governance approach of the local 

authority. Residents were not directly participating in the policymaking but were assumed to 

be represented via professionals. They were not able to apply for grants on their own behalf; 

and there was no specific approach developed on how to involve them in the application and 

development of the initiatives. 

How did the programme mobilise the residents through an exercise referral scheme?  
The role of the residents in the programme on tackling health inequalities has been shortly 

discussed in the chapter about the micro grants. The participation of residents in the 

programme was for the greater part limited to attendance to specifically organised activities. 

The exercise referral scheme described in chapter 6 is an example of an intervention in which 

residents participated.    

Because new and effective interventions often reach the more advantaged and this 

programme was targeting the most deprived individuals, we explored the socio-demographic 

(and psychosocial characteristics) of the participants. The aim was to explore the factors that 

promote participation in the population of the deprived neighbourhoods. Exercise referral 

schemes (ERS) have become a popular way of promoting physical activity (3-7). The aim of 

these schemes is to encourage high risk patients to exercise. This study supported the idea 

that ERS interventions appeal to people from lower socio-economic groups, including ethnic 

minorities. The majority of participants had a migrant background, a low level of education, 

no paid job and a high body mass index. The ERS as implemented in The Hague seems to 

meet the contextual, economic and cultural needs of the lower socio-economic groups and 

ethnic minority groups. The ERS appealed to them because of its specific elements: the 

compulsory character of the referral, supportive environment, financial incentive, supervision 

and neighbourhood setting. 

How did the researchers unite the two diverging goals of the research: assisting the 
programme while producing scientific knowledge?
In chapter 7 we described and reflected upon our experiences collaborating with policymakers 

in a local programme on tackling health inequalities. In collaborating with policymakers, the 

challenge for scientists is to gain a greater understanding of policy-making and programme 

implementation without losing sight of the scientific rigour of their research.  During our 

research we encountered challenges in meeting the scientific standards and employed several 

strategies in order to cope with them. The most important were obtaining measurable results, 

evoking reactivity while trying to control for it, warranting independency and competing 

goals of reporting interim findings in short reports versus writing in-depth articles for scientific 
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journals. However, our experience indicates that it is possible to overcome these challenges. 

For the collaboration to be effective, some non-scientific efforts need to be made, alongside 

common scientific efforts. Building a common conceptual framework with policymakers, 

ensuring ongoing dialogue between researchers and policymakers and creating trust between 

the two parties represent essential steps. Eventually, we considered the collaborative nature 

of this type of research not as a threat to scientific rigour, but rather as a powerful tool for 

increasing the grip we had on policy development in this field and thereby generating valid 

outcomes that could be generalised. 

8.2 Methodological considerations

The specific limitations of the various studies have already been considered in detail in the 

separate chapters of this thesis. This section provides some general reflections on the design 

and methods that were used. We were prepared to address our research questions with 

quantitative as well as qualitative techniques. Eventually we used primarily qualitative methods; 

including interviews, document analyses and observations (see table 1.1). For the study of the 

Exercise Referral Scheme, we also used questionnaires. 

The case in this thesis represents a programme ‘in action’. It described and analysed the 

programme as it occurred. Therefore we had no prior focus on an analytic model, but a more 

‘open view’.  We built a global conceptual framework which provided direction but left enough 

freedom and flexibility for exploration. Initially we aimed at studying the development of the 

three working principles: community participation, professional integration and intersectoral 

collaboration. However, when following the lead of the programme we came across research 

questions that, although related to the working principles, had a different focus to what we 

had foreseen. For example, the generation of political priority appeared to get a great deal of 

attention from the policymakers. Whereas as researchers we had first predicted being able to 

do an in-depth analyses of collaboration between municipal sectors. Also, given the time and 

resources spent on the process of generating political priority, the intersectoral collaboration 

got far less attention during the study period than we anticipated.  The freedom provided by 

our ‘open design’ allowed us to refocus on what was beneficial to our aim of unravelling the 

black box of health promoting programmes. We considered our open design as a strong point 

in this research. This was in line with our principal aim to gain a deeper understanding of the 

mechanisms through which such a complex programme is developed. 

In evaluating the programme, the two-fold goal of assisting the programme while producing 

scientific knowledge, posed some scientific challenges for us. In chapter 7 we concluded that it 

was possible to overcome these challenges, especially regarding internal validity. 

In contrast to the internal validity of this research, the direct transportability to other 

settings is less self-evident. However, this is not so much related to the collaborative nature 

of the research, but rather to the single case study design. As a result, the findings cannot 

unreservedly be applied to other municipal programmes that aim at reducing health 

117

C
 H

 A
 P T E R

   8 
G

eneral D
iscussion



inequalities. In contrast to survey studies that rely on statistical generalisation, case studies 

rely on analytical generalisation (8;9). Analytical generalisation concerns the contribution 

of the evaluation to developing theory more generally. We identified some elements in the 

programme that could be important in developing theory. One of these was the choice to 

embed the programme within the local authority. This provided support for the mobilisation 

of political priority but at the same time threw up difficulties in mobilising the other systems 

(community and local health system). Current theories about municipal policy processes still 

have some blanks on how to address the three systems together in one programme. On this 

point, further theory development is needed. Our observations of the policy processes in The 

Hague have contributed to this and are reflected upon in the following paragraphs. 

8.3 Reflections on the results

In this section we reflect on the findings of this study by using our conceptual framework. 

Firstly, the consequence of the choice of the programme to get engaged simultaneously in 

three separate social systems, is discussed. Secondly, translation of the objectives into concrete 

activities will receive  attention. Thirdly, the expected contribution of this whole programme to 

reduction of Health Inequalities is considered. 

8.3.1 Tackling Health Inequalities by engaging three social systems 
simultaneously
In 2002, after the issue of tackling health inequalities received political priority and was 

allocated 1.9 million Euros, the programme had to be built from scratch. As elaborated in 

chapter 2 we developed a conceptual framework around the core themes and principles of 

the programme. When we contextualised these principles, three social systems appeared; 

(1) the local authority, (2) the local health system and (3) the local residents. By engaging 

simultaneously in these three separate social systems, the programme constituted a broad 

approach incorporating political, health care and social factors. 

Engaging  these social systems is considered vital for tackling health inequalities.  Firstly, the 

local authority has to prioritise the health inequalities and allocate financial means and human 

resources in order to initiate a programme (10-13). Secondly, the local health system should 

be engaged to implement the programme. Thirdly, the participation of residents in developing 

and executing the programme is important. In contemporary public health policy this principle 

is considered a health enhancing strategy to reduce inequalities in health (1). Although all 

three systems were meant to be engaged, in practice the dynamics within the local authority 

dominated the development and execution of the programme. This system fully financed the 

programme and employed the manager and the members of the steering group. 

The roots in the local authority (at the city level) had both its benefits and its shortcomings. 

The mere fact that the policymakers were physically located within the local authority enabled 

the anticipation of political ‘windows of opportunities’. In chapter 3 this was considered 
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beneficial for mobilising political priority for tackling health inequalities. However, in later 

stages the political processes and accompanying administrative procedures became a central 

tenet in the programme. During the development of the programme, political priority was 

increasingly perceived by the policymakers as vital for continuation of the programme. To 

this end it was conceived as a phase that precedes the working principle of intersectoral 

collaboration. Consequently, the policymakers’ focus changed from intersectoral policy-making 

to generating political priority. 

Furthermore, the local authority became somewhat dominant in the programme’s course of 

action at the cost of the engagement of the local health system and the local residents. Shaping 

their own programme directions is important for communities in order to gain ‘ownership’ 

and to become actually empowered (1). The stated principles (resident participation and 

professional integration) had to contribute to this. Participation of residents that was aimed 

for via the neighbourhood health panels was only partially realised. Furthermore, the principle 

of professional integration in the local health system was paid only minimal attention. As the 

principles were only to a limited extent realised, the ownership over the programme remained 

with the local authority. 

 The dominance of the local authority over the course of the programme and the limited 

role of the other systems, could have been inherent to the initial stage of the programme. In 

the further development of the programme, the other systems should be engaged more in 

order to get the programme implemented and specific interventions initiated. 

8.3.2 From working principles to interventions
Notwithstanding the limited elaboration of the working principles, many interventions were 

initiated on the four themes of the programme: physical activity and healthy nutrition, 

Figure 8.2: Conceptual framework for evaluating the neighbourhood-based Programme for tackling health 
inequalities in The Hague
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pedagogical support, information on and access to health care and strengthening primary care. 

In the logic of the conceptual framework, these activities are assumed to improve the health of 

the residents by improving healthy lifestyle, healthy environment and improvement of primary 

health care. So, does this imply that these activities were chosen on the basis of their expected 

contribution to the ultimate aim of the programme for tackling health inequalities in the 

Hague? The answer is: yes, but to a limited extent. First, in the decision-making process with 

regard to interventions there was limited linkage with the previously established principles and 

stated goals. Second, information on their potential to effectively tackle inequalities in health 

hardly played a role in the selection of interventions. 

(1) The limited specification of goals
In the local authority goals that are globally formulated are common. In this programme, 

the goals were likewise broadly formulated. For example, there was no specification on the 

type of professionals who had to integrate. Nor were the expected number of professionals 

or the level of collaborative activities specified. Instead, ‘professional integration’ was just 

made one of the main global criteria of the micro grant financing scheme. Likewise, the 

number of residents who had to participate and in which stages of the programme was 

also not specified. This approach is in line with the literature about political decision making 

where broad formulation of goals is considered functional. The purpose of this is to mollify 

opponents and allow for reinterpretation over time and across contexts, facilitating a broad 

coalition of support (14-16). In this programme, the broad formulated goals were also in line 

with the neighbourhood orientation as it left room for professionals and residents to influence 

goals and objectives. 

Figure 8.3: Conceptual framework for evaluating the neighbourhood-based Programme for tackling health 
inequalities in The Hague
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However, with the absence of structural development on the working principles, 

participation of residents and professional integration, a specific goal orientation also did 

not occur during the further development of the programme. Since effective implementation 

requires a clear and unambigious policy framework (17) the non-specific goals hampered an 

efficient implementation process. For example, if the main aim of the micro grants would have 

been about planting ‘seeds’ in order to see what might be effective in health promotion, the 

municipality should have organised a ‘chain of research and development’ in which successful 

initiatives would have been identified and widely implemented. Other criteria such as ‘it should 

be financially sustained’ were then not considered important. Now, as concluded in chapter 

five, the micro grants financing scheme was not fully exploited, partly because of objectives that 

were ambiguous. Besides, the non-specific goals also left room for rationales other than the 

two working principles, to lead the implementation process, including municipal procedures as 

discussed in chapter 4. As a result, the plethora of interventions that were initiated appeared 

to be disconnected and were pragmatic responses to perceived opportunities.

(2) A minor role for evidence on effective interventions
Another way to make the implementation process of such a complex public health programme 

effective is to make use of scientific evidence on the effectiveness of interventions (18-24). 

To optimally develop the programme on health inequalities, the Hague deliberately involved 

researchers to bring in the latest insights on tackling health inequalities and by giving back 

meantime results. The programme could, if so desired, anticipate by adjusting the activities 

along the way. This initiative fits the contemporary attempts to committing evidence based 

policy where the most up-to-date findings from research are used to inform policy-making. 

During the last two decades, the uptake of research findings in policy development has drawn 

a lot of attention to the matter (22;25-28). However, observations show that policymakers 

rarely base new policies on findings from research (29;30). This has much to do with the 

so-called gap between researchers and policymakers and the different rationalities of both 

worlds. Both have different goals, different attitudes towards what constitutes evidence and 

have different work cycles (27;31)

However, in bringing in the scientific evidence in the programme development, policy-

makers saw themselves confronted with the other interests that were competing with the 

scientific rationale. The implementation of the exercise referral scheme is an example of 

such a competing interest. The scientific evidence of effectiveness of this intervention was 

limited. Nevertheless, this intervention was financed by the programme for tackling health 

inequalities. Financing this intervention was based on various rationales, including the need 

to finance existing projects that would otherwise have been stopped due to a shortage of 

funding. Furthermore, it played a role in the generation of political priority. The ERS in the 

Hague started in 2002, expanded rapidly and was considered a good intervention for tackling 

sedentary lifestyles by professionals and the responsible alderman. Since the alderman wanted 

noticeable projects, the investment in such an intervention could be considered a strategic step 
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for the generation of political support. Although researchers added some evidence as rationale 

in the decision making process, the choice to finance this intervention was thus not based on 

evidence on its contribution to tackling health inequalities. The scientific rationale appeared 

to be one among many others that were guiding the implementation process. However, the 

policymakers stimulated researchers to execute an evaluation on this intervention (chapter 6).  

In sum, scientific evidence on the effectiveness played a minor role in the programme 

development, despite the collaborative design of the evaluation. However, through the collabora-

tive approach, the policy development and research are coming into closer convergence. In 

the long term this might contribute to evidence based practice where evidence is generated 

locally, as well as generated from the scientific literature. 

8.3.3 Expected contribution to the reduction of Health Inequalities
When the programme started in 2002, the local authority requested its evaluation. In line 

with common evaluation research, evaluation questions tended to focus on impact measures. 

Impact refers to the results of the programme for the people it was intended to serve (32). 

An evaluation of the impact of the programme was however not possible. The series of 

assumptions that link what the programme does to what it is meant to accomplish, could not 

therefore be clarified. Hence, a programme theory could not yet be formulated. While thinking 

through the evaluation possibilities, the policymakers started to think that scientific support 

would help them develop their programme on tackling health inequalities. As a result, a 

process evaluation was born. The actual reduction of health inequalities has not been assessed 

because of the immature stage of the programme and the knowledge that the impact would 

be to limited to measure significant changes over the chosen time period. An adequate effect 

evaluation is only possible and useful when the expected health outcomes are clear and visible 

Figure 8.4: Conceptual framework for evaluating the neighbourhood-based Programme for tackling health 
inequalities in The Hague
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within a reasonable amount of time. Nevertheless, in this short paragraph, some light will be 

shed on the plausible contribution to the reduction of health inequalities. 

In the programme, four themes were formulated ranging from healthy lifestyle to healthcare 

accessibility. Ultimately, foremost lifestyle interventions, such as the exercise referral scheme 

and the HOPLA campaign were financed. These types of interventions treat the symptoms 

rather than the underlying cause of the problem (17). In particular interventions which 

tend to directly tackle some of the causes of the social gradient by improving, for example, 

living conditions (17) were not launched. Therefore, at short term it is questionable whether 

health inequalities are reduced by the programme in question. For example, the study of the 

exercise referral scheme demonstrated that it appealed to women from lower socio-economic 

groups, including ethnic minorities. Specific elements of the scheme enabled the women to 

start exercising and included supervision, low costs and the neighbourhood setting. Since 

this intervention focuses on promoting exercise behaviour by providing an opportunity to 

exercise, it is not unlikely that these women will stop exercising after the scheme has finished. 

Structural changes in the environment seemed to be needed so that participants can continue 

their physical exercise under supervision, at low costs and within their own neighbourhood. 

Since these environmental changes were not directly realised, big wins on health seem to be 

unrealistic.

However, as far as benefits and long term expectations are concerned, the programme 

for tackling health inequalities is promising in the city of The Hague. The policymakers were 

successful in gaining political support that resulted in more attention and funding for policies 

on tackling health inequalities. In the long run, further investment in coordinated actions will  

hold the potential of improving the health status of residents in deprived neighbourhoods. 

Therefore, attention is needed on further specification of the programme’s objectives in order 

to warrant an effective implementation of interventions that are proven effective. Last but not 

least, efforts should be made to upscale the involvement of the other two systems involved; 

the residents and the professionals.

8.4 Implications

8.4.1 Implications for policy
Tackling health inequalities poses particular challenges for policymakers. Since the causes of 

health inequalities are multifaceted, the solutions must be too (24;33). The collaboration of 

many different sectors and organisations and long-term policy is required. The programme 

described here can now be considered in an early stage of policy development for tackling 

health inequalities in the Hague. Both policymakers and the aldermen succeeded in mobilising 

more attention, financial means and human resources, so that tackling health inequalities 

continues to be a political priority in the Hague. This course of action is theoretically in line 

with Dahlgren and Whitehead’s model (2006) which includes seven stages towards action 

in a policy process, starting with measurement, recognition and raising awareness to taking 
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action, isolated initiatives and finally in a more structured development and comprehensive 

coordinated policy. In the present programme the early stages are passed through, giving way 

to a more comprehensive approach. In elaborating this next step in policy development, three 

points should be taken into consideration.

1. Building supporting mechanisms to elaborate the working principles
The conditions needed to develop a programme that is based on the working principles of 

intersectoral collaboration, professional integration and participation of residents requires  

support from the environment. When embedded in the local authority, the policy for  tackling 

health inequalities has to deal with a municipal and political climate. It does not seem  likely 

that the habit to formulate broad goals and the presence of competing rationales in the 

implementation of interventions – including the need of politicians for quick wins and visible 

results – is about to change. Policymakers should be aware of these factors and find ways to 

deal with them. 

For the development of participation of residents, investments should be made for 

example, in educating professionals and community workers. These are investments for the 

long term and do not result in visible products and quick wins. An important step within the 

present programme was to initiate, besides the policy line in which structural interventions 

were developed, the micro grants funding scheme. Although this scheme should be further 

developed, local health professionals and community workers were able to start small scale 

initiatives without interference from the municipal climate (competing rationales and the need 

for big wins).  

In order to be able to implement the programme in a coordinated and collaborative way 

(with various sectors and organizations) specific goals are required. If the power remains 

with the local authority then it seems advisable to divide it more formally into a policy 

development part, focussing on the political arena for generating political priority and an 

executing part focussing on the implementation. These two parts need to act together to tune 

the implementation on the policy developments. But, at the same time, they should operate 

independently so that the implementation is not hampered by global and non-specified goals 

that are typical for the local authority system. A strong coordination role external to the local 

authority might be fruitful to receive the support of all three systems instead of solely the local 

authority. 

Examples of such an external committee can be found in other similar programmes in the 

Netherlands such as ‘Hartslag Limburg’. In the province of Limburg, community networks were 

initiated comprised of representatives of various organisations and residents. These networks 

were professionally supported by a health promoter for the municipal health service, a welfare 

worker and a local bureaucrat.  Their most important task was initiating and implementing 

health promoting interventions. Beneficial to the success of this professional collaborative 

approach was the external sponsoring (34) which is in contrast with the case described in this 

thesis in which all financial means originated from the local authority. 
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2. Start intervening on environmental level (and thus involving other sectors)
To actually reduce inequalities in health, action is required across different organisations and 

sectors. At the start of the programme, intersectoral collaboration was formulated as a working 

principle. At the start in 2002, the programmatic approach seemed to be a fruitful mechanism. 

The local authority is organised vertically and a programme promised to go beyond these 

separate departments. In the end, there was hardly any involvement from  other municipal 

sectors in the development of the programme. This can be easily explained by a shift in the 

efforts of policymakers, from elaborating the working principle of intersectoral collaboration 

to mobilising political priority (as a prerequisite to collaboration). So just using a programmatic 

approach does not appear to be sufficient and a more active approach to involve other sectors 

seems to be necessary. 

Intersectoral collaboration is not just about getting the right people around the table. 

Moreover, the broader institutional context and work towards transforming existing 

organizational structures, processes, and cultures to better support intersectoral collaboration 

has to be addressed. To avoid the perception that Health inequalities are beyond their core 

purpose, sectors including education and work environment should become aware of their 

vital roles in tackling health inequalities. A strong coordination is required throughout  the 

government, possibly not solely from the health department because it may be assumed  

that the problem is only in the health sector. The premise that a so-called health broker, 

institutionalised outside the health department and representing a cross-cutting team, might 

help to overcome a number of key barriers to intersectoral action and foster environments that 

are more conducive to cross-cutting work, is currently being researched by the AMC (35). 

3. Continuing collaboration with the scientific community 
It is important to continue collaborative activities between researchers and policymakers in 

order to bring the scientific rationale into the policy-making process. Although the scientific 

rationale will have to compete with many others, including the municipal climate, a collaborative 

design at least warrants its presence. This supports an evidence based practice. Furthermore, 

collaborative research provides meantime findings that are useful to shaping the programme. 

For example, feedback might help to adjust a policy when necessary. Finally, collaboration 

between policymakers and researchers appears to be supportive for generating political 

priority. In sum, it is important to continue collaboration between these two fields in order to 

develop a strong community that is vital to tackling health inequalities. 

8.4.2 Implications for Researcher
In our study the research questions that arose were primarily exploratory in nature. Hence, as 

the findings are consequently theoretical assumptions, there is a need to further substantiate 

them. For example, does a micro grant funding scheme actually realise community participation 

if investments in governance are being made? Furthermore, we need to test the hypotheses 

that were produced by this study. For example, can we reject the fact that the identified 

mechanisms that explain the generation of political priority also clarify the mobilisation of 
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political priority elsewhere? The policy development for tackling health inequalities and the 

accompanying evaluation studies are complex. This poses an array of difficulties for researchers 

in performing an adequate evaluation. Notwithstanding these challenges, evaluating these 

policies remains of imminent importance since there is still a lack of evidence regarding which 

policies are effective (36).

Effect studies that are still the most common evaluation studies, should be enriched by 

process evaluations. Our study demonstrated the added value, not only in contributing to 

evidence based practice but also on the unravelling of the so-called black-box of interventions. 

Our suggestion would be to invest in both types of evaluations and to tune the evaluation 

questions to that particular stage of policy development. The use of both quantitative and 

qualitative techniques is self-evident and should of course be chosen depending on the nature 

of the research questions. 

Some scientists find it crucial for policy to be designed thoughtfully in order to make 

an adequate evaluation possible. Although this may hold for experimental studies, there are 

certain other types of evaluations that can contribute to an evidence base. The development 

of a logical model underlying the interventions is rarely realised. We suggest not to concede 

the policy process as simply too messy and disjointed for evaluation. We argue that scientists 

who present the policy process as linear and rational – moving from identification of a problem 

to policy development and finally implementation – miss the point of policy development in a 

political arena. In this social system, the scientific rationale is just one among many others. The 

fuzziness is inherent to policy-making. We believe that collaborative research is a powerful tool 

for increasing the grip that researchers have on policy development. The major challenge for 

scientists is to gain a greater understanding of policymaking and programme implementation 

without losing sight of the scientific rigour of their research. 

Finally, in alignment with the aforementioned ‘fuzzy’ policy process, our construction of a 

conceptual scheme in order to obtain a shared conceptualisation needs some attention. Our 

approach was in line with the “theory of change” approach developed at the Aspen Institute. 

In this approach, researchers and programme directors spell out the course of action and its 

underlying assumptions at a micro-theoretical level, so that expected outcomes are transparent 

and measurable. In doing so, we carefully urged the policymakers to formulate hypotheses and 

clarify their strategies and goals. However, the complexity of the issue of health inequalities 

made it difficult for policymakers to specify in advance in more detail how, the programme 

would influence population health. Given this, the basic principle of linking original problems 

and context to activities and intended outcomes was roughly adopted. We merely succeeded 

in creating a global conceptual scheme that provided shared conceptualisation. That it is 

difficult to implement the ‘theories of change’ has also been  experienced by others, such 

as the evaluation of the HAZ (37). For now, we think that we still have much to learn about 

the policy process before we get a grip on the theories of change within. A broad conceptual 

framework can, however, be very helpful and function as a starting point. Efforts should be 

made to actually include more specifications. Therefore, a long-lasting collaboration between 

researchers and policymakers is needed.  
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8.5 General conclusions 

Developing a comprehensive programme for tackling health inequalities takes much longer than 

generally is anticipated. Three years after the Hague programme on tackling health inequalities 

was launched, the three working principles (intersectoral collaboration,  professional integration 

and participation of residents) were still in a developmental stage. As a result we were not 

able to reflect on the value of the neighbourhood-based approach for tackling inequalities 

in health. Our results cautiously suggest that the marginal effects of  such comprehensive 

programmes, as often found by previous effect evaluations, might be due to the prematurity 

of these programmes. For example, in the Hague programme, generation of political support 

alone appeared to be far more time consuming than anticipated. This experience is relevant 

considering that generating political support, although a vital component of programmes 

aiming to tackle health inequalities, is not often stated as a goal of such programmes.

We concluded in this thesis that it seems possible to generate political priority at the local 

level, if accurately done. Generating political priority requires craftmanship and continuous 

attention. Since the local authority cannot achieve health inequality reduction on its own, the 

choice to engage the local health system and the local residents seems a legitimate, albeit 

difficult task. In The Hague, the development of a micro grant financing scheme is an example 

of how this can be realised. Here the local authority’s experiment with decentralising control 

was partly successful. Lessons drawn from this experience indicate that local authorities should 

invest in the development of new strategies to actually mobilise social systems and new 

theories on how to do that effectively should be developed. 

The process of programme development and the choices for particular interventions is 

subject to many competing interests; scientific evidence on the effectiveness of interventions 

being just one among many. It seems that, in order to allow a greater input from the scientific 

rationale in the decision making process, the formulation of explicit programme goals might 

be helpful. This is not a simple task, as local authorities have their own dynamics and tend 

to more generic goals. Therefore engaging local health care systems and residents may form 

an important counter-balance for the influences of the local authority system. To this regard, 

collaboration with researchers might be useful in order to bring in the scientific rationale.    

Nonetheless, even in the absence of a thorough mobilisation of the local health system 

and the local residents many interventions have been implemented. In The Hague, the exercise 

referral scheme was one of these interventions. In this particular case, we found that the 

elements that enabled the participants to start exercising, were specific to this intervention 

and concluded that we should become aware of whether participants continue with lifestyle 

changes after the intervention period. It seems necessary to remain focused on the contextual, 

economic and cultural needs of lower socioeconomic groups in deprived neighbourhoods. 

This stresses the importance of engaging local health systems and local residents in such 

programmes in order to ensure that desired activities are embedded structurally.
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Summary





Over the past three decades, health inequalities have emerged as an important theme in 

public health policy in the Netherlands and abroad. In this thesis, health inequalities refer to 

the systematic differences in health between different socio-economic groups within a society. 

The inequalities are mainly caused by a higher exposure of lower socio-economic groups to a 

wide range of unfavourable material, psychosocial and behavioural risk factors.

As in many other countries, health inequalities in the Netherlands are persistent. 

Nowadays, people with the lowest socio-economic status live six to seven years less and spend 

16 to 19 years longer in poor health compared with those from the highest socio-economic 

group. The differences in health expectancies in the city of the Hague are among the highest 

reported in the Netherlands.  In accordance with the national trend, The Hague’s health 

monitor showed, roughly ten years ago that morbidity is related to the socio-economic status 

of neighbourhoods. The mortality rates in the deprived areas are much higher than in the 

more prosperous neighbourhoods. These inequalities in health were confirmed in the 2002 

health monitor. It was in this year that health inequalities first became a specific focal part 

of the local government coalition agreement. A sum of 1.9 million euros was made available 

for the period 2003 to 2006 for the purpose of tackling health inequalities. Subsequently, a 

programme for tackling health inequalities (PTHI) which aimed at improving the health of the 

residents in deprived neighbourhoods, was initiated. 

Although a growing body of experimental studies have been evaluating these kind of 

comprehensive programmes, most of these studies have shown only marginal effects. This has 

led many people to conclude that there is little knowledge on what “works” in comprehensive 

programmes for tackling health inequalities. Generating such knowledge requires the 

formidable decoding of the “black box” of these comprehensive programmes and studying 

the mechanisms through which these programmes influence population health. 

This thesis concerns the process evaluation of such a comprehensive programme for 

tackling health inequalities in the city of The Hague. First aim of the study was to assist the 

policy-makers by gathering information and generating findings they could use to shape the 

programme. The second aim of the study was to gain insight into the developmental process 

of the programme, producing valid and generalisable knowledge that would contribute to 

the international debate on tackling health inequalities. This thesis focuses on this second aim 

and reports the results of the developmental process of the programme. Although many parts 

of this programme are still going on in the city, the present report focuses on its initial phase 

(2003-2006). 

The core working principles that were formulated by the policy-makers (intersectoral 

collaboration, professional integration and participation of residents), are linked to three 

seperate social systems, the local authority (at city level), the local health system and the local 

residents. Not the working principles were leading in our research, but in stead the most 

salient processes in these three seperate social systems. For evaluating PTHI, the main aim 

was to explore which processes are dominant in these systems during the development of 

the programme. In addition to the exploration of the three social systems, we explored the 

scientific consequences of our collaborative design.
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The following research questions have been formulated: 

1. What is the shared conceptualisation of the programme and its goals by the researchers 

and policymakers? 

2. How does the programme mobilise political priority within the local authority? 

3.  How does the programme mobilise the local health system;  

 a.In general during implementation of the programme ?

 b.With a specific activity called ‘the micro grant financing scheme’ ? 

4.  How does the programme mobilise the residents through an exercise referral scheme? 

5.  How do the researchers unite the two diverging goals of the research (assisting the 

programme while producing scientific knowledge)?

To reveal the processes of the programme in its real-life context, a single-case study 

was undertaken. For four years the process, in which the city of The Hague unrolled the 

programme, was studied. To elaborate the process evaluation a collaborative research 

strategy was employed.  Collaborative research, as a long-lasting partnership of researchers 

and policymakers, is by many assumed to result in better interpretation and use of research 

findings and produce policy relevant knowledge. This thesis reports the results of the process 

evaluation of the programme. By way of starting the collaboration with the policymakers we 

strived for a shared conceptualisation of the program. 

Obtaining a shared conceptual framework
In chapter 2, we introduce and outline the conceptual framework that we as researchers 

co-constructed with policymakers in order to obtain a shared conceptualisation. In this 

framework, the strategies and ideas of the policymakers were complemented by researchers 

with theoretical concepts from the literature. The right part of the framework specifies that 

the programme works along three lines in order to improve health: healthy lifestyle, healthy 

environment and improvement of primary health care. The following determinants of health 

are being addressed: physical activity and healthy nutrition, pedagogical support, information 

on and access to health care and strengthening primary care. The left half of the framework 

shows that the interventions are based on three principles: intersectoral collaboration,  

professional integration and participation of the residents. These principles, in their turn, are 

linked to three seperate social systems: the local authority, the local health system and the 

local residents. 

Our framework clarified that to gain in-depth understanding of such a comprehensive 

programme we need to do more than just measuring effects in terms of (determinants) of 

health. Also, the main principles should be made more explicit – just as the mechanisms 

through which they result in concrete interventions and under what conditions. As such, this 

framework guided the research topics that were addressed in the later chapters of this thesis.
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The mobilisation of political priority within the local authority 
Chapter 3 provides an exploration of key factors for generating political priority. Political priority 

is vital for tackling health inequalities, in particular for investments in sustainable policies, 

actions and infrastructure. In The Hague, two generic processes were identified as key. In 

the first process, the presence of strong actors who were able to overcome resistance by 

strategically framing the issue of health disparities. Specifically, initial resistance when health 

disparities were framed as ‘unfair’, gave way to support when the issue was reframed as a 

prerequisite to realising the core theme of the coalition agreement ‘Participating in society’. In 

the second process, the proposed strategies for tackling health disparities were strategically 

connected to policy principles that enjoyed broad political support, for example, the concept 

of participation of residents. Finally, we identified contextual elements that supported the 

actions of the actors and the processes they initiated, such as the involvement of scientists 

in the political debate. The results imply that such a complex issue as health disparities can 

be catapulted onto the political agenda by framing the issue strategically and embedding 

the strategies in existing policy principles. In order to do so, the presence of a strong policy 

community of competent policy-makers and aldermen and a favourable context seems vital. 

The mobilisation of the local health system
The role of the local health system in the programme on tackling health inequalities is specified 

in two chapters (4 and 5). 

In chapter 4, we explore how the local authority of the city of The Hague in general 

aimed to implement its programme by mobilizing the local health system. We have found 

that in framing the policy objectives, the political and bureaucratic rationale of the local 

authority put in more weight in the decision making than epidemiological data or the view 

of consulted professionals working in the local health system. The translation of the policy 

objectives into health interventions was rather pragmatic and only loosely based on health 

needs and/or evidence. The execution of health interventions was primarily done by the local 

authority at arm’s length through two intermediary organizations (STIOM and GGD) with 

limited delegation of responsibilities and resources to the local health system. The results imply 

that the local authority played a dominant role in implementing the programme on tackling 

health inequalities in The Hague. Despite attempts to initiate and accommodate bottom-

up initiatives, the municipal administrative plan and control cycle was the major rationale 

for the implementation strategy. Given the resulting limited mobilization of the local health 

system, alternative strategies need to be explored, including strategies with more emphasis on 

decentralization of control and strengthening of bottom-up responsiveness.

In chapter 5 we continue the discussion on mobilising the local health system by exploring 

a specific activity taken up by the programme. To engage the professionals in the programme 

more thoroughly, a micro grant financing scheme was employed. The scheme was twofold, 

consisting of (1) micro grants of 500 to 3500 euros which were easy obtainable for local 

organisations, and (2) neighbourhood health panels of health and community workers, 
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functioning as distributing mechanism. The scheme demonstrated the threefold role of micro 

grants as a vehicle to enable community action at an organisational level in terms of increased 

network activities between the local organisations, to set an agenda for the health topic in non-

traditional health agencies and to enable a number of health promoting initiatives. Although 

these initiatives were attended by small groups of residents normally considered hard to reach, 

the actual public participation was limited. The results indicate that this limitation was related 

to the objectives of the financing scheme that were somewhat confusing. We concluded that 

making such micro grants available to the community is supportive but not efficient to enable 

community action. The scheme should be complemented by investments in infrastructure such 

as training of professionals.  

The mobilisation of the residents
The role of the residents in the programme for tackling health inequalities in The Hague has 

been shortly discussed in the chapter about the micro grants. The participation of residents in 

the programme was for the greater part limited to participating in interventions. The exercise 

referral scheme described in chapter 6 is an example of an intervention in which residents 

participated.    

Because new and effective interventions often reach the more advantaged and this 

programme was targeting the most deprived individuals, we explored the socio-demographic 

(and psychosocial characteristics) of the participants of one of the subsidized interventions. 

Exercise referral schemes (ERS) have become a popular way of promoting physical activity. 

The aim of these schemes is to encourage high risk patients to exercise. This study supported 

the idea that ERS interventions appeal to people from lower socio-economic groups, including 

ethnic minorities. The majority of participants had a migrant background, a low level of 

education, no paid job and a high body mass index. The ERS as implemented in the Hague 

seems to meet the contextual, economic and cultural needs of the lower socio-economic 

groups and ethnic minority groups. The ERS appealed to them because of its specific elements: 

the compulsory character of the referral, supportive environment, financial incentive, 

supervision and neighbourhood setting. Since these elements that enabled the participants to 

start exercising are specific to this ERS, we should become aware of whether this population 

continues to exercise after the end of the scheme. This implies that follow-up projects are 

needed to help participants to find activities suitable to them. 

Dillema’s of a collaborative researcher
After describing the main salient processes in the programme for tackling health inequalities 

in The Hague, we added reflection on the collaborative design we used for evaluation. In 

chapter 7 we reflect on the challenges we encountered in meeting the scientific standards and 

the  strategies we employed in order to cope with them. The most important concerned  (1) 

combining policy and scientific relevance in the research questions, (2) obtaining measurable 

objects, (3) evoking reactivity while trying to control for it, (4) warranting independency and 
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(5) competing goals of reporting interim goals in short reports and writing in-depth articles 

for scientific journals. However our experiences indicates that it is possible to overcome these 

challenges with some generic investments. Building a shared conceptual framework and 

organizational arrangements represent essential steps. This study demonstrates that with 

these investments the collaborative nature of this type of research should not be considered 

to be a threat to scientific rigour, but rather as a powerful tool for generating valid and 

generalisable outcomes. 

Implications for tackling health inequalities on a local level
Developing a comprehensive programme for tackling health inequalities takes much 

longer than generally is anticipated. Three years after the Hague programme on tackling 

health inequalities was launched, the three working principles (intersectoral collaboration,  

professional integration and participation of residents) were still in a developmental stage . 

As a result we were not able to reflect on the value of the neighbourhood-based approach 

for tackling inequalities in health. Our results cautiously suggest that the marginal effects of  

such comprehensive programmes, as often found by previous effect evaluations, might be 

due to the prematurity of these programmes during the evaluation period. For example, in 

the Hague programme, generation of political support alone appeared to be far more time 

consuming than anticipated. This experience is relevant considering that generating political 

support, although a vital component of programmes aiming to tackle health inequalities, is not 

often stated as a goal of such programmes.

We concluded in this thesis that it seems possible to generate political priority at the local 

level, if accurately done. Generating political priority requires craftmanship and continuous 

attention. Since the local authority cannot achieve health inequality reduction on its own, the 

choice to engage the local health system and the local residents seems a legitimate, albeit 

difficult task. In The Hague, the development of a micro grant financing scheme is an example 

of how this can be realised. Here the local authority’s experiment with decentralising control 

was partly successful. Lessons drawn from this experience indicate that local authorities should 

invest in the development of new strategies to actually mobilise social systems. In addition 

new theories on how to do that effectively should be developed. 

The process of programme development and the choices for particular interventions is 

subject to many competing interests; scientific evidence on the effectiveness of interventions 

being just one among many. It seems that, in order to allow a greater input from the scientific 

rationale in the decision making process, the formulation of explicit programme goals might 

be helpful. This is not a simple task, as local authorities have their own dynamics and tend 

to more generic goals. Therefore engaging local health care systems and residents may form 

an important counter-balance for the influences of the local authority system. To this regard, 

collaboration with researchers might be useful in order to bring in the scientific rationale.    

Nonetheless, even in the absence of a thorough mobilisation of the local health system 

and the local residents many interventions have been implemented. In The Hague, the exercise 
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referral scheme was one of these interventions. In this particular case, we found that the 

elements that enabled the participants to start exercising, were specific to this intervention 

and concluded that we should become aware of whether participants continue with lifestyle 

changes after the intervention period. It seems necessary to remain focused on the contextual, 

economic and cultural needs of lower socioeconomic groups in deprived neighbourhoods. 

This stresses the importance of engaging local health systems and local residents in such 

programmes in order to ensure that desired activities are embedded structurally.
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Samenvatting





In dit proefschrift staat de wijkgerichte aanpak van gezondheidsverschillen centraal. In de 

afgelopen 30 jaar zijn gezondheidsverschillen een steeds belangrijker thema geworden in de 

openbare gezondheidszorg. Met de term ‘gezondheidsverschillen’ wordt in dit proefschrift 

de systematische verschillen in gezondheid tussen sociaal-economische groepen binnen 

een samenleving bedoeld. Gezondheidsverschillen ontstaan vooral doordat lagere sociaal-

economische groepen in relatief grote mate zijn blootgesteld aan materiële, psychosociale 

en gedragsmatige factoren die het risico op gezondheidsproblemen verhogen. Net als in vele 

andere landen blijken gezondheidsverschillen in Nederland hardnekkig. In 2009 bedraagt de 

levensverwachting voor personen uit de laagste sociaal-economische groep gemiddeld 6 tot 

7 jaar korter dan die voor personen uit de hoogste sociaal-economische groep. Bovendien 

brengen personen uit de laagste sociaal-economische groep gemiddeld nog eens 16 tot 19 

jaar langer in een slechtere gezondheid door. 

Gezondheidsachterstanden concentreren zich vaak in wijken van grote steden. Een van die 

steden is Den Haag. In 1998 laat de Haagse gezondheidsmonitor zien dat de levensverwachting 

van de Hagenaars is gerelateerd aan de sociaal-economische status van de wijken. In 

achterstandswijken zoals de Schilderswijk en het Transvaalkwartier ligt de levensverwachting 

lager dan in de meer welgestelde wijken zoals Westbroekpark/Duttendel en Benoordenhout. 

Deze verschillen in gezondheid worden bevestigd door de gezondheidsmonitor in 2002. Het 

is in dat jaar dat het thema gezondheidsverschillen voor het eerst expliciet wordt opgenomen 

in het gemeentelijk coalitieakkoord (2002-2006). In dit akkoord wordt onder andere tot doel 

gesteld om gezondheidsverschillen te reduceren door de gezondheid in zes achterstandswijken 

te bevorderen. Hiertoe wordt het wijkgerichte programma ‘Gezondheidsachterstand Moet 

Wijken’ opgezet met een budget van 1.9 miljoen Euro. 

De wijkgerichte aanpak is de laatste jaren in populariteit gegroeid. Het zou een effectieve 

methode zijn om met name de laagste sociaal-economische groepen te bereiken met 

gezondheidsbevorderende maatregelen. Zowel binnen als buiten Nederland zijn al vaker 

wijkgerichte programma’s opgezet om gezondheid te verbeteren. In experimentele studies naar 

de effecten van deze programma’s wordt meestal minimaal effect op gezondheidsdeterminanten 

zoals beweeggedrag en voeding zichtbaar. Deze tegenvallende resultaten laten zich niet 

eenvoudig interpreteren. Mogelijk wijzen deze studies uit dat een wijkgerichte aanpak geen 

effect heeft. Maar het is ook mogelijk dat de principes van een wijkgerichte benadering in deze 

programmes onvoldoende zijn toegepast om een gezondheidsbevorderend effect te kunnen 

verwachten. Om dergelijke vragen te kunnen beantwoorden is het nodig om de wijkgerichte 

aanpak nader te onderzoeken en de mechanismen te bestuderen waardoor een dergelijk 

programma de gezondheid van de populatie beïnvloedt.   

Dit proefschrift gaat over de wijkgerichte aanpak zoals die is toegepast in het Haagse 

programma ‘Gezondheidsachterstand Moet Wijken’. Het doel van het onderzoek waar dit 

proefschrift op gebaseerd is, was tweeledig. Het eerste doel betrof het assisteren van de 

beleidsmakers in Den Haag door resultaten te genereren die zij konden gebruiken bij de 

ontwikkeling van het programma. Het tweede doel van de studie betrof het verwerven 

van inzicht in het ontwikkelingsproces van het programma waarbij werd beoogd om 
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valide en generaliseerbare kennis te genereren om zo bij te dragen aan het internationale 

wetenschappelijke debat rondom de aanpak van gezondheidsverschillen. Dit proefschrift is de 

verwezenlijking van het tweede doel en heeft betrekking op de resultaten van de evaluatie van 

het programma. Hoewel sommige delen van het programma nog steeds doorlopen, handelt 

dit proefschrift over de initiële fase van het programma (2003-2006).

Bij de evaluatie van het programma is voortgebouwd op de kernprincipes die door de 

beleidsmakers aan het programma zijn toegekend; intersectorale samenwerking, professionele 

samenwerking en bewonersparticipatie. Deze drie principes zijn vervolgens gerelateerd aan 

drie verschillende sociale systemen; de lokale overheid, het lokale gezondheidssysteem en de 

lokale bewoners. Deze drie systemen vormden de basis voor het onderzoek. In dit onderzoek 

is verkend welke processen in die drie systemen de ontwikkeling van het programma 

domineerden. Uit deze doelstelling kwamen vier vraagstellingen voort. De vijfde (en laatste) 

vraagstelling handelt over de wetenschappelijke uitdagingen waar de dubbele doelstelling 

van dit onderzoek ons voor stelde: het genereren van direct bruikbare én wetenschappelijke 

kennis. 

De volgende onderzoeksvragen zijn geformuleerd: 

1. Wat is de door beleidsmakers en onderzoekers gedeelde conceptualisering van het 

programma en de programmadoelen?

2. Hoe mobiliseert het programma politieke prioriteit binnen de lokale overheid?

3. Hoe mobiliseert het programma het lokale gezondheidssysteem, 

 a.In het algemeen tijdens de implementatie van het programma?

 b.Met een specifieke interventie genaamd ‘wijkactiebudgetten’?  

4. Hoe mobiliseert het programma de bewoners met een interventie genaamd ‘Bewegen Op 

Recept’. 

5. Hoe combineren de onderzoekers de dubbele doelstelling van het assisteren van de 

beleidsmakers tegelijkertijd als het produceren van wetenschappelijke kennis?

Om de ontwikkeling van het programma te bestuderen is een casestudy design 

toegepast waarbij het programma gedurende vier jaar werd bestudeerd. Hiertoe werd 

een samenwerkingsverband opgezet tussen onderzoekers en beleidsmakers. Van dit type 

onderzoek, ook wel ‘collaborative research’ genoemd, wordt verondersteld dat het bijdraagt aan 

de productie van beleidsrelevante kennis en een goede interpretatie van onderzoeksresultaten. 

In de eerste stap van het onderzoek werd dan ook door de onderzoekers en de beleidsmakers 

een gedeeld conceptueel raamwerk ontwikkeld. 

De ontwikkeling van een gedeeld conceptueel raamwerk 
In hoofdstuk 2 wordt het conceptueel raamwerk uiteengezet dat ten behoeve van deze 

evaluatie door de beleidsmakers en de onderzoekers is ontwikkeld. Bij de totstandkoming van 

dit raamwerk zijn strategieën en ideeën van beleidsmakers aangevuld door de onderzoekers 
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met theoretische concepten uit de literatuur. Het raamwerk laat zien dat het programma langs 

drie actielijnen werkt: gezonde leefstijl, gezonde leefomgeving en verbetering van het eerstelijns 

zorgaanbod. Met deze actielijnen wordt beoogd om de volgende gezondheidsdeterminanten 

aan te pakken: bewegen, voeding, opvoedingsondersteuning, en (informatie over) 

toegankelijke zorg. Het raamwerk geeft verder weer dat aan de ontwikkeling van interventies 

op de determinanten een drietal principes ten grondslag liggen: intersectorale samenwerking, 

professionele samenwerking en bewonersparticipatie. Deze principes zijn op hun beurt 

gerelateerd aan drie sociale systemen: de lokale overheid, het lokale gezondheidssysteem en 

de lokale bewoners. 

Het conceptueel raamwerk maakt duidelijk dat voor een goed begrip van de werking 

van wijkgerichte programma’s meer nodig is dan een meting van het uiteindelijke effect op 

(determinanten van de) gezondheid. Ook de centrale principes moeten geëxpliciteerd worden, 

evenals de wijze waarop deze principes resulteren in concrete activiteiten en de context 

waarbinnen deze principes hun uitwerking vinden. Dit raamwerk functioneerde als leidraad 

voor het identificeren van de onderzoeksthema’s die behandeld worden in de hoofdstukken 

drie t/m zeven. 

De mobilisatie van politieke prioriteit binnen de lokale overheid
Hoofdstuk 3 betreft een verkenning naar de sleutelfactoren voor het genereren van politieke 

prioriteit. Voor het reduceren van gezondheidsverschillen wordt politieke prioriteit essentieel 

geacht, met name voor investeringen in duurzaam beleid, activiteiten en infrastructuur. In de 

gemeente Den Haag zijn twee (algemene) factoren geïdentificeerd die een sleutelrol speelden 

bij het genereren van politieke prioriteit voor de aanpak van de gezondheidsverschillen. De 

eerste factor betreft de aanwezigheid van sterke actoren die het thema ‘gezondheidsverschillen’ 

strategisch wisten te positioneren. In het begin werden ‘gezondheidsverschillen’ neergezet als 

‘onrechtvaardig’. Dit stuitte op weerstand bij bepaalde politici. Deze weerstand werd echter 

overwonnen door het thema te herpositioneren. In plaats van gezondheidsverschillen te 

labelen als ‘onrechtvaardig’ werd de afname van gezondheidsverschillen voortaan gelabeld 

als ‘voorwaarde voor het realiseren van het  coalitieakkoord ‘Den Haag, dat zijn we allemaal!’. 

De tweede factor betreft het strategisch koppelen van de voorgestelde strategieën 

voor het verkleinen van gezondheidsverschillen, aan bestaande en binnen de coalitie 

gedeelde beleidsprincipes. Deze beleidsprincipes, zoals het betrekken van bewoners bij 

beleidsontwikkeling, genoten al brede politieke steun in de gemeentelijke coalitie. Naast 

de twee benoemde sleutelfactoren identificeerden wij contextuele elementen die het 

genereren van politieke prioriteit beïnvloedden, zoals de aanwezigheid van nationale 

onderzoeksprogramma’s met betrekking tot de thematiek van gezondheidsverschillen en de 

populariteit van de wijkgerichte oriëntatie in de nationale politiek. 

 Wij concluderen in dit hoofdstuk dat een complex thema zoals gezondheidsverschillen 

op lokaal niveau geagendeerd kan worden door het strategisch te positioneren en de 

oplossingsstrategieën te relateren aan bestaande beleidsprincipes. Om dit voor elkaar te 
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krijgen lijkt een sterke beleidsgroep bestaande uit competente beleidsmakers en wethouders 

én een context die de aandacht voor het probleem van gezondheidsverschillen en mogelijke 

oplossingen stimuleert, noodzakelijk.  

Het mobiliseren van het lokale gezondheidssysteem
In de hoofdstukken 4 en 5 wordt de rol van het lokaal gezondheidssysteem in 

‘Gezondheidsheidsachterstand Moet Wijken’ besproken.

In hoofdstuk 4 wordt verkend hoe de gemeente Den Haag het lokale gezondheidssysteem 

mobiliseerde om het programma te implementeren. Onze resultaten tonen aan dat 

politieke en bureaucratische gebruiken van grote invloed waren op de ontwikkeling van het 

programma. De vertaling van beleidsdoelen naar gezondheidsinterventies vond voornamelijk 

op pragmatische gronden plaats en was slechts beperkt gebaseerd op epidemiologische data 

over gezondheidsbehoeften en/of wetenschappelijk bewijs ten aanzien van de effectiviteit van 

interventies. 

De uitvoering van gezondheidsinterventies was de primaire verantwoordelijkheid van de 

lokale overheid in samenwerking met twee intermediaire organisaties (STIOM en GGD). Deze 

organisaties delegeerden hun verantwoordelijkheden en middelen in beperkte mate aan het 

lokale gezondheidssysteem. De resultaten tonen aan dat de lokale overheid een dominante 

rol heeft gespeeld bij de implementatie van het programma om gezondheidsachterstanden 

te reduceren in Den Haag. Ondanks pogingen om bottom-up initiatieven te initiëren en te 

accommoderen was de centrale sturing vanuit de gemeentelijke organisatie dominant binnen 

de implementatiestrategie. In het licht van de geconstateerde beperkte mobilisatie van het 

lokale gezondheidssysteem zullen alternatieven strategieën moeten worden onderzocht 

waarmee lokale overheden daadwerkelijk verantwoordelijkheden kunnen delegeren naar het 

lokale gezondheidssysteem. 

In hoofdstuk 5 continueren we de discussie over de mobilisatie van het lokale gezond-

heidssysteem op een specifiek onderdeel van het programma. Om professionals in staat 

te stellen gezondheidsbevorderende activiteiten te ontwikkelen en te implementeren zijn 

wijkactiebudgetten beschikbaar gesteld (500 tot 3500 Euro). Er werden  wijkgezondheidpanels 

ingesteld bestaande uit gezondheids- en buurtwerkers om deze wijkactiebudgetten te 

distributieren. De wijkactiebudgetten bleken een middel om organisaties in de wijken te 

mobiliseren door (1) toegenomen netwerk activiteiten tussen de lokale organisaties, (2) het 

agenderen van het thema ‘gezondheidsverschillen’ in organisaties die zich normaliter niet 

met gezondheidsthema’s bezig houden en (3) het stimuleren van gezondheidsbevorderende 

activiteiten. Deze initiatieven werden bijgewoond door kleine groepen bewoners waarvan een 

deel vaak als ‘moeilijk bereikbaar’ wordt bestempeld. De feitelijke participatie van bewoners in 

de ontwikkeling van de activiteiten was echter beperkt. 

We concluderen in dit hoofdstuk dat de beperkte mobilisatie van bewoners  te maken 

heeft met de sturing vanuit de lokale overheid. Bewoners werden bijvoorbeeld niet in 
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de gelegenheid gesteld om zelf een wijkactiebudget aan te vragen en er werd in de 

wijkpanels geen visie ontwikkeld op bewonersparticipatie. Ook concluderen wij dat door 

middel van de wijkactiebudgetten, organisaties in de gemeenschap in actie kwamen om 

‘gezondheidsachterstanden’ aan te pakken. Om deze mobilisatie te continueren én uit te 

breiden naar bewoners zijn de wijkactiebudgetten echter niet toereikend. De regeling zou 

moeten worden aangevuld met investeringen in de coördinatiestructuur. Daarmee zouden 

de activiteiten die gefinancierd worden met het wijkactiebudget bijvoorbeeld beter kunnen 

worden gemonitord. 

Het mobiliseren van de wijkbewoners 
De participatie van bewoners in het programma vond voor het grootste deel plaats in de vorm 

van deelname aan interventies. Eén daarvan is ‘Bewegen Op Recept’, dat wordt beschreven 

in hoofdstuk 6. 

Bewegen Op Recept (BOR) is een interventie waarbij huisartsen hun patiënten kunnen 

doorverwijzen naar een beweegcursus om zo lichamelijke activiteit te stimuleren. Omdat deze 

interventie gericht was op de meest achtergestelde personen (c.q. de moeilijk bereikbare 

groepen) hebben we de sociale demografie en de psychosociale kenmerken van de 

deelnemers aan Bewegen Op Recept (BOR) in kaart gebracht. BOR is een interventie die 

behoort tot de populaire ‘Exercise Referral Schemes’ (ERS). Het doel van deze interventies is 

om hoogrisicopatiënten te stimuleren meer te gaan bewegen. Ons onderzoek ondersteunt 

het idee dat ERS aantrekkelijk zijn voor mensen uit de lagere sociaal-economische klassen, 

waaronder etnische minderheidsgroepen. De meerderheid van de deelnemers aan de Haagse 

interventie BOR had een allochtone achtergrond, was laaggeschoold, had geen betaalde baan 

en leed aan overgewicht. BOR lijkt daarmee te voldoen aan de behoeftes van de lagere sociaal-

economische groepen, waaronder etnische minderheden. Deze interventie was voor hen 

aantrekkelijk vanwege het verplichtende karakter, de ondersteunende omgeving, de financiële 

prikkel, de supervisie en de situering in de buurt. Doordat deze elementen specifiek zijn voor 

BOR, lijkt het minder waarschijnlijk dat deze populatie doorgaat met bewegen na afloop van 

de interventie. Dit impliceert dat vervolgprojecten nodig zijn om de deelnemers te helpen 

beweegactiviteiten te vinden die voor hen geschikt zijn.

Dilemma’s van een ‘collaborative researcher’
Nadat we in hoofdstuk 3, 4, 5 en 6 hebben verkend welke processen in die drie systemen 

de ontwikkeling van het programma domineerden, reflecteren  we in hoofdstuk 7 op het 

‘collaborative design’ van de evaluatie. We beschrijven de uitdagingen die we tegenkwamen 

om resultaten te genereren die beleidsmakers konden gebruiken bij de ontwikkeling van het 

programma en tegelijkertijd ook wetenschappelijke kennis te produceren. Ook bespreken we 

de strategieën die we hebben ingezet om met dit dilemma om te gaan. De belangrijkste 

uitdagingen betroffen; (1) het combineren van beleids- en wetenschappelijke relevantie 

in de onderzoeksvraag; (2) het formuleren van meetbare doelen; (3) het inmengen in de 
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ontwikkeling van het programma én tegelijkertijd waarborgen van de interne validiteit (4) het 

garanderen van de onafhankelijkheid van de onderzoeker; (5) het rapporteren van tussentijdse 

resultaten in korte rapportages enerzijds en het schrijven van diepgaande artikelen voor 

wetenschappelijke tijdschriften anderzijds. Onze ervaring toont aan dat het mogelijk is om 

deze uitdagingen te overwinnen met een aantal generieke investeringen. Het gezamenlijk 

ontwikkelen van een conceptueel raamwerk en het maken van afspraken over de organisatie 

van het onderzoek zijn daarbij essentiële stappen. Dit onderzoek toont aan dat met deze 

investeringen de ‘collaborative’ aard van dit type onderzoek niet moeten worden beschouwd 

als een bedreiging van het wetenschappelijke karakter van het onderzoek, maar eerder als een 

krachtig middel om valide en generaliseerbare resultaten te genereren.

Implicaties voor het bestrijden van gezondheidsverschillen op lokaal niveau
Het ontwikkelen van een omvangrijk programma om gezondheidsverschillen te bestrijden kost 

veel meer tijd dan verwacht. Drie jaar nadat het Haagse programma ‘Gezondheidsachterstand 

Moet Wijken’ is bevinden de drie basisprincipes (intersectorale samenwerking, professionele 

samenwerking en bewonersparticipatie) zich nog altijd in een fase van ontwikkeling. Als gevolg 

daarvan zijn we niet in staat geweest de waarde te bepalen van de wijkgerichte aanpak voor 

het daadwerkelijk verkleinen van gezondheidsverschillen. Onze resultaten suggereren dat de 

marginale effecten van dergelijke omvangrijke programma’s, zoals gebleken uit voorgaande 

effectevaluaties, het gevolg kunnen zijn van de premature staat van deze programma’s. Zo 

kostte het genereren van bijvoorbeeld de politieke prioriteit in het Haagse programma al meer 

tijd dan verwacht. Deze ervaring is relevant omdat het genereren van politieke steun vaak niet 

expliciet wordt benoemd als doel van het programma. 

We concluderen in dit proefschrift dat het mogelijk is om politieke prioriteit te genereren 

op het lokale niveau als dat accuraat wordt gedaan. Het genereren van politieke prioriteit 

vergt vakmanschap en continue aandacht. Algemeen wordt erkend dat voor de bestrijding 

van gezondheidsverschillen vele partijen betrokken moeten zijn waaronder overheidssectoren, 

organisaties uit de wijken en bewoners. Dit proefschrift laat zien dat het betrekken van deze 

groepen geen gemakkelijke opgave is. De inzet van wijkactiebudgetten lijkt een goede methode 

om organisaties en wijkbewoners te betrekken. Een adequate coördinatiestructuur lijkt daarbij 

van groot belang. Lessen die uit dit Haagse experiment met wijkactiebudgetten zijn getrokken 

wijzen er op dat lokale overheden zouden moeten investeren in de ontwikkeling van nieuwe 

strategieën om wijkbewoners en organisaties daadwerkelijk te mobiliseren. Ook zijn nieuwe 

theorieën nodig over hoe dat effectief kan worden gedaan. 

Wetenschappelijk bewijs over de effectiviteit van interventies is slechts één van de factoren die 

een rol spelen bij de ontwikkeling van het programma en de keuze voor specifieke interventies. 

De formulering van expliciete programmadoelen zou een grotere input van wetenschappelijk 

bewijs over de effectiviteit van interventies kunnen ondersteunen. Dit is geen eenvoudige 

taak omdat lokale overheden neigen naar het formuleren van meer generieke doelen. Het 

betrekken van de wijkbewoners en organisaties uit het lokale gezondheidssysteem kan helpen 

om een tegenwicht te vormen tegen de neiging van lokale overheden om ‘globale’ doelen 



te formuleren en kunnen een positieve invloed hebben op het eenduidig formuleren van de 

doelen. Samenwerking met onderzoekers kan nuttig zijn voor bijvoorbeeld het betrekken van 

wetenschappelijk bewijs over de effectiviteit van interventies. 

Echter, ondanks de afwezigheid van een degelijke mobilisatie van de bewoners en het 

lokale gezondheidssysteem zijn in Den Haag veel interventies geïmplementeerd. Bewegen 

Op Recept was één van deze interventies. In dat specifieke geval hebben we elementen 

gevonden van een interventie die de lokale bewoners mobiliseert om te gaan bewegen. 

Omdat juist die elementen specifiek zijn voor deze interventie moeten we alert zijn of de 

veranderde leefstijl van de deelnemers na de interventieperiode wordt voortgezet. Om ervoor 

te zorgen dat interventies tegemoet komen aan de behoeften van lagere sociaal economische 

groepen in achterstandswijken is het nodig om rekening te houden met hun contextuele, 

economisch en culturele behoeften. Dit benadrukt het belang van het betrekken van lokale 

gezondheidssystemen en bewoners in dergelijke programma’s. 
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Dankwoord





Na ruim 5 jaar onderzoek is het proefschrift een feit! Hoogste tijd voor een woord van dank 

aan allen die direct of indirect betrokken waren bij het de standkoming ervan.    

Op de eerste plaats bedank ik mijn promotores; prof. dr. K. Stronks en prof. dr. N.S. 

Klazinga. Beste Karien, de weg naar voorliggend proefschrift was er een vol obstakels, maar 

we hebben de bestemming bereikt! Je hebt me vaak geholpen met jouw vermogen om de 

wetenschappelijke standaarden vast te houden als ik dreigde op te gaan in de ‘praktijk’. Ik 

heb veel van je geleerd, dank je wel! Beste Niek, hartelijk dank voor je betrokkenheid. Jij 

was steeds in staat mijn gedachten te ordenen en in breder perspectief te plaatsen. Na een 

bespreking met jou ging ik altijd weer met veel plezier aan de slag. Ik vind het een eer om bij 

jullie te mogen promoveren.   

Ik wil de leden van de promotiecommissie, prof. dr. W.G.J. Duyvendak, prof. dr. H.F.L. 

Garretsen, dr. M. Koelen, prof. dr. A.P. Verhoeff en prof. dr. D.L. Willems bedanken voor het 

beoordelen van mijn proefschrift.

Bij de start van dit onderzoek is een zogenoemde reflectiegroep gevormd van onderzoekers 

en beleidsmakers die geregeld de voortgang van de evaluatie besprak. De reflectiegroep 

bestond naast Niek en Karien uit; Thomas Plochg (AMC), Isabel Joosen, Barend Middelkoop 

en Mark Waterman (gemeente Den Haag).

Beste Thomas, dank voor je inhoudelijke bijdrage aan dit onderzoek. Heer Plochg, we hebben 

met enige regelmaat verbaal de degens gekruist en elkaar flink lopen dollen. Dankjewel, het 

was me een genoegen! Aan de Hagenaren wil ik zeggen dat ik het super vind dat jullie het 

programma en daarmee de GGD/Gemeente Den Haag openstelden voor evaluatie. Beste 

Isabel, ik heb onze samenwerking gewaardeerd. We hebben voor dit onderzoek samen hard 

gewerkt aan de interviews, de brainstorms en tot slot aan het artikel over politieke support. 

Dank voor al je input!! Barend, jij bracht een kritische blik met je mee op het programma én 

het onderzoek: dankjewel. Mark, bedankt voor je betrokkenheid. Ik heb je nuchtere kijk op 

zaken als plezierig en motiverend ervaren. 

Daarnaast wil ik alle collega’s bij GVO, Epidemiologie en Beleid hartelijk danken voor de 

gastvrijheid waardoor ik me vanaf het begin af aan thuis heb gevoeld. In het bijzonder 

mijn oud kamergenoot Willem Beaumont, Irene van der Meer, Geertje Ariens, Annamarike 

Boersma en de programmacoordinatoren van GMW: Petra Kroon en Stans Kraetzer. Petra, 

dank voor al je input en je openhartigheid. Stans, als de bottom-up approach haalbaar is ben 

jij diegene die de klus kan klaren. Bedankt dat je me regelmatig mee de wijk in nam! 

Dan was er nog de stuurgroep van het programma met daarin onder andere Ton van Dijk, 

Rene van Ewijk en Martijntje Bakker. Ik wil jullie hartelijk danken voor het eveneens warme 

onthaal, het openstellen van de vergaderingen voor mijn observaties en de tijd die jullie 

hebben vrij gemaakt voor de interviews. 
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Van Den Haag weer terug naar Amsterdam, waar ik veel geleerd heb. Lieve collega’s 

bedankt voor de support en gezelligheid (en snoepjes) gedurende afgelopen jaren. Vera en 

Arlette, met jullie kon ik de uitdagingen van het actiebegeleidend onderzoek bespreken. 

Dank daarvoor! Mary, vorige zomer zaten we nog samen te zweten ‘dit gaat nóóit tot een 

proefschrift komen…’ en kijk nu! Bedankt voor je openheid en gezelligheid! Beste Wietske, 

Denise en Uzor, hartelijk dank voor jullie gezelligheid en vriendschap! Uzor, bedankt dat je de 

hulk een beetje in toom hield! Ik kijk uit naar jouw boekje (volgend jaar?)! Inez wat heerlijk 

dat je mijn buurvrouw werd: dank voor je adviezen en moral support tijdens de soms lange 

dagen! Onyi, dank voor je verhelderende kijk op beleid én onderzoek. Janneke, toen jij 2 jaar 

geleden bij sociale geneeskunde kwam werken ging er een extra lichtje branden. Dank voor 

je positieve energie! Anton, bedankt voor je scherpe bijdrage aan het politieke artikel. Noor, 

bedankt voor je praktische ondersteuning de afgelopen jaren. Henriette, bedankt voor je 

geduld en hulp bij de laatste loodjes! Lieve Anke, Conny en Karen, als kamergenoten hebben 

jullie jarenlang vele ups en downs van dit onderzoek met mij gedeeld. Bedankt voor jullie 

steun én gezelligheid! 

Verder wil ik iedereen bedanken die zijn medewerking heeft verleend aan dit onderzoek. Saida 

Absalah voor haar inzet voor de evaluatie van ‘Bewegen Op Recept’. Alle studenten voor het 

uitvoeren van de interviews en het vertalen daar van. Michel Verhagen en Carla Gorbadhan 

voor de fijne samenwerking. Ook gaat mijn dank uit naar de deelnemers van BOR die tijd 

vrij maakten voor de interviews en de sportinstructeurs en –adviseurs van BOR. Panelleden 

van het wijkgezondheidspanel, hartelijk dank voor jullie medewerking! Beste Colleen Higgins 

en Julie Box, hartstikke bedankt voor jullie inzet en flexibele opstelling bij het redigeren van 

de artikelen. Beste Marian Verheul (tiktijger!) bedankt voor de fijne samenwerking bij het 

uittikken van de vele transcripten!

Lieve vrienden voor mij zijn jullie goud waard, fijn dat jullie er zijn! Simone, jij hebt me toen 

ik bij het IVF centrum werkte op het idee gebracht om verder te gaan studeren en daar 

ben ik héél blij mee. Bedankt dat je er altijd voor me bent! Marcel, Niels, Brechtje, Rosalie, 

Jochem (COM’ ers van het eerste uur!) Charles, Rik, Myrte, Elize, Peter, Niels, Marisa mede 

dankzij jullie is het studeren aan de Vu een kleurrijke periode geweest waarin ik mij begon te 

interesseren voor het onderzoek. Bedankt voor jullie interesse, geduld en luisterend oor als 

ik zat te klagen (of weer eens onbereikbaar was) afgelopen jaren! Anne, nadat jij en Marcel 

in januari een wondertje mogen gaan verwelkomen, vieren we verder op in dat jaar ‘25 jaar’ 

vriendschap en dat vind ik heel bijzonder! Lieve Lilian, Jacqueline, Kayleen en Debby allemaal 

van het IVF naar iets anders! Bedankt voor jullie interesse en nu kan ik jullie vraag bevestigend 

beantwoorden: ja, ik ben eindelijk klaar!

Lieve Pap, Mam, Ria en Nico, of het nou een ontsteking is, een gebroken pols, een congres of 

een tripje New York, jullie staan altijd voor mij en Robin klaar. Zonder jullie adhoc oppasacties 

en de meer uitgebreide logeerpartijen had het schrijven van dit proefschrift een stuk langer 
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geduurd. Hartelijk dank!  Ook zussen, schoonzussen en zwagers bedankt voor jullie oppashulp, 

taxiritten en interesse! Elfi, met een gebroken pols typte ik wel erg langzaam in die laatste 

maand en daarom kwam jij me helpen. Je typte niet alleen de discussie voor me, maar hield 

me ook scherp op de redeneertrend. Bedankt!

Lieve pap, al hadden een aantal scheikundige formules in dit proefschrift je goed gedaan 

bewijst je recente opmerking over ‘oude wijken.....’ dat je het thema SEGV inmiddels in de 

smiezen hebt. Je hebt me geleerd om de dingen van verschillende kanten te bekijken, en dat 

kwam me goed van pas tijdens dit onderzoek. Dankjewel! Lieve mam, wat een mogelijkheden 

heb je me gegeven. Ik bewonder je doorzettingsvermogen en je openheid. Dank je voor je 

interesse, je steun en vertrouwen en voor nog veel meer! 

Tot slot, mijn thuisbasis Robin, Doria en Cecile. Robin, het is voor mij een groot geluk om 

samen met jou te leven: you rock my world! Lieve Doria en Cecile, wat een feest om jullie 

mama te mogen zijn. Jullie geven me bergen energie en inspiratie! 
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Melanie Schmidt werd op 19 oktober 1975 geboren te Grootebroek. In 1994 behaalde 

zij haar HAVO diploma aan de Rijksscholengemeenschap te Purmerend. In datzelfde jaar 

begon zij met de opleiding ‘Medische Chemie’ aan de Hogeschool Alkmaar. Na stages op de 

afdeling Medische Microbiologie van het Academisch Medisch Centrum (AMC) te Amsterdam 

schreef zij haar eindscriptie over de Antibacteriële activiteit van natieve en recombinante 

thrombocidines waarmee zij in 1998 haar diploma behaalde. Hierna werkte zij twee jaar 

bij het In Vitro Vertilisatie (IVF) centrum van het VU medisch centrum te Amsterdam. In 

1999 besloot zij een nieuwe weg in te slaan. Ze halveerde haar uren bij het IVF centrum en 

schreef zich in voor de studie Cultuur, Organisatie & Management aan de Vrije Universiteit 

te Amsterdam. Daar behaalde zij in 2002 haar bul. Zij startte nog datzelfde jaar met een 

traineeship bij het dan net opgerichte management development bureau ‘Highselect’. Hier 

kreeg zij de kans om gedurende twee jaar ervaring op te doen bij verschillende organisaties 

binnen de zorgsector. Ze werd gedetacheerd bij GGD Nederland waar zij werkte aan de 

landelijke vaccinatie Campagne en later bij de Landelijke Organisatie Cliëntenraden als 

projectadviseur. In beide functies kwam zij in aanraking met wetenschappelijk onderzoek, 

wat haar inspireerde om van de praktijk over te stappen naar de wetenschap. In 2003 startte 

zij bij de afdeling Sociale Geneeskunde van het AMC met de evaluatie van de wijkgerichte 

aanpak van gezondheidsachterstanden in Den Haag. Sinds juni 2009 past Melanie haar kennis 

van biomedische en sociale wetenschappen enerzijds en haar ervaringen in de praktijk en 

wetenschap anderzijds toe in haar functie als beleidsmedewerker wetenschappelijk onderzoek 

bij het Aids Fonds te Amsterdam. Hier coördineert Melanie de jaarlijkse open subsidieronde 

en ontwikkelt zij beleid op de subsidiering van wetenschappelijk onderzoek en op de vertaling 

van wetenschappelijke kennis naar de praktijk.
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