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1.1 Introduction 
The subject of this thesis is the evaluation of processes involved in the improvement of 

the quality of care for the chronically ill in several shared care projects, in which the central 
issue is the ‘black box’ of substitution of care. 

The underlying problem is that chronically ill patients often suffer from deficiencies in 
the care delivery they receive. First, they lack continuity of care between primary and 
secondary care (Spreeuwenberg, 1994), which is necessary since they often episodically need 
both care sectors simultaneously or successively. Second, they are confronted with 
insufficient knowledge among professionals in primary care about the long-term treatment of 
chronic illnesses (Ministry of Welfare, Health and Culture, 1991). Third, their number is 
increasing rapidly (Spreeuwenberg, 1994), while care delivery falls short of their gradually 
more demanding expectations (Spreeuwenberg and Eijkelberg, 2000). At the same time, 
opportunities are being missed to elicit these patients’ own views about treatment options and 
to engage them in care decisions (Spreeuwenberg and Eijkelberg, 2000; Schoen et al., 2005). 

Even in 2005, a survey among patients with chronic disease in Australia, Canada, 
Germany, New Zealand, the United Kingdom and the United States reported inadequate 
medication review by physicians, gaps in the physicians’ explanations about side-effects, 
shortfalls in advice on care management at home by health professionals and lack of routine 
help from nurses to manage their care conditions. Although these countries varied widely in 
the aspects put forward, this was not the case where patients with diabetes mellitus were 
concerned. In all six countries, the percentage of diabetics receiving the recommended 
screening tests during the past year fell short. Additionally, sicker adults in these countries 
generally reported failures in the coordination of care at hospital discharge (Schoen et al., 
2005). In view of all this, it seems obvious that those who are in need of more complex care 
are confronted with increased safety risks. 

The solution to these deficiencies may be provided by arrangements of shared care, i.e. 
forms of care delivery in which generalists and specialists work together on the basis of 
agreements about co-operation, responsibilities and management, while the care is directed at 
the patients’ needs (National Council for Public Health, National Board for Hospital 
Facilities, 1995). This definition implies both ‘horizontal’ and ‘downward’ substitution. 
Horizontal substitution means the transfer of care delivery from a more specialised institute to 
a less specialised entity (Spreeuwenberg, 1994), e.g. from secondary care –like a hospital– to 
primary care –like a general practitioner (GP)–. Downward substitution implies the transition 
of care from a more highly qualified care provider to a less qualified one (Spreeuwenberg, 
1994), often from doctor to nurse. These substitutions may allow shared care forms to achieve 
the drastic changes in care delivery and relationships between professionals needed by 
chronically ill people.  

The introduction of this type of care requires restructuring tasks, finding new forms of 
co-operation as well as changes in attitude, mutual understanding and trust. For example, as 
early as 1991, the Dutch government acknowledged the pivotal role of nurses in the care 
delivery to the chronically ill. The government promoted the integration of cure and care 
elements in nurses’ tasks, which involved the delegation of routine medical tasks from 
physicians to specialised nurses willing to carry out these tasks in conjunction with their 
traditional nursing tasks (Ministry of Welfare, Health and Culture, 1991). Another example 
from the early 1990s was the proposal to organise joint consultations by medical specialists 
and GPs in primary care to upgrade GPs' knowledge and expertise on chronic diseases, 
changing traditional relationships between physicians (Vierhout, 1994).  
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So far, however, there is a lack of in-depth knowledge about the key factors influencing 
the change processes that are taking place. This thesis intends to present this information by 
describing and analysing these factors and processes as they unfolded during the development 
and experimental implementation of several projects on substitution of care. In this attempt, it 
takes the viewpoints of several parties involved as the point of reference, viz. the views of 
managers, care providers and patients. It is hoped that this will open the ‘black box’ of 
substitution of care and allow it to be understood in a way that enables lessons to be drawn 
about better ways of leading tomorrow’s health care innovation projects for chronically ill 
patients from start to finish. In this metaphor, the finishing line equals the attainment of 
continuity of each project’s outcome after its formal project term has ended, emphasising the 
management perspective. Only then may the chronically ill really reap the benefits. 

The various chapters of the thesis elaborate on the background and importance of the 
shared care concept and its inherent substitution of care. The remaining sections of the present 
chapter describe the specific research problem underlying this thesis, as well as the research 
questions and the research design and model used. The projects involved are briefly outlined, 
after which further details are presented in the next chapters, including an overview of the 
participants in chapter 2. The final section of this chapter presents an outline of the thesis. 

1.2 Research problem 
The general research problem addressed by this thesis is as follows: 

What role do key influencing factors play in the process of development and 
experimental implementation of various shared care projects from the viewpoints of 
managers, care providers and patients, and what conclusions can be drawn for further 
implementation? 

This means that the subject matter is research into the factors influencing the shared 
care projects described in section 1.5 and the extent to which the conclusions can be 
generalised to similar shared care projects and situations in health care innovation, including 
their follow-up activities. 

The thesis focuses particularly on the management viewpoint because of the expected 
huge dynamic impact of the change management factor on the change processes in shared 
care. Consequently, this factor was studied more comprehensively than the others. Next, the 
care providers’ viewpoints are presented, leaving the patient perspective to the last, in order to 
stress its importance. 

1.3 Research questions 
The research problem described in section 1.2 has been divided into a number of 

research questions this thesis tries to answer: 
1. What key factors influence the process of development and implementation of shared 

care projects from the viewpoints of managers, care providers and patients? Taking 
each of these viewpoints in turn, the question was subdivided as follows: 

Managers 
a. What factors exert positive or negative influences on change processes in 

integrated care from a quality point of view? (chapter 2) 
b. What key factors influence the development and implementation of shared care 

projects? (chapter 4) 
c.  What are the characteristics of the persons who actually determine the outcome 

of shared care projects? (chapter 5)  
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d.  What successful management implementation tactics do these persons use to 
overcome resistance to change? (chapter 5)  

e.  How do they communicate in these projects? (chapter 5) 

Care providers 
f. What are nurses’ views on horizontal and downward substitution, especially on 

the impediments to its accomplishment? (chapter 6)  
g. How do the physicians involved in horizontal and downward substitution look 

upon the nurses’ view about the greatest impediment? (chapter 6) 

Patients 
h. What are patients’ opinions about judge nurse-led shared care? (chapter 7) 
i. What quality issues are regarded as the most important ones by the patients 

when judging nurse-led shared care? (chapter 7) 
 

2. To what extent does the process of development and implementation of one or more of 
the shared care projects described in section 1.5 constitute a ‘learning organisation’, 
especially one characterised by double loop learning? This question was divided into 
some sub-questions, which were particularly investigated from the management 
viewpoint: 
a. How can the influencing factors be useful for change managers as a starting 

point for achieving successful changes? (chapter 2) 
b. How are the key factors linked that influence the development and 

implementation of shared care projects? (chapter 4)  
c. How do the persons who actually determine the outcome of shared care 

projects communicate? (chapter 5) 
 

3. Under what circumstances, to what extent and in what way can the (possibly combined 
or integrated) shared care projects mentioned in section 1.5 be implemented? This 
question was divided into a number of sub-questions relating to the viewpoints of 
managers, care providers and patients: 

Managers 
a. How can the influencing factors be useful for change managers as a starting 

point for achieving successful changes? (chapter 2) 
b. How can structure, culture and power offer change managers a starting point 

for improving their innovative capacity when implementing shared care? 
(chapter 3) 

c.  What successful management implementation tactics do those who actually 
determine the outcome of shared care projects use to overcome resistance to 
change? (chapter 5)  

d. How do the persons who actually determine the outcome of shared care 
projects communicate? (chapter 5) 

Care providers 
e. What are nurses’ views on horizontal and downward substitution, especially 

the impediments to its accomplishment? (chapter 6)  
f. How do the physicians involved in horizontal and downward substitution look 

upon the nurses’ view about the greatest impediment? (chapter 6) 
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Patients 
g. How do patients judge nurse-led shared care? (chapter 7) 
h. What quality issues are regarded as the most important ones by patients when 

judging nurse-led shared care? (chapter 7)   
i. What lessons can be learned for the improvement of nurse-led shared care and 

the qualitative method of focus groups? (chapter 7) 
 
Some questions posed in the subdivision relate to several of the three main research 

questions, which is why they are presented more than once. 
Overall, the above research questions are based on the research model of influencing 

factors, which is explained in section 1.4.2. 

1.4 Research design and model 

1.4.1 Design 
The basic research strategy in the process evaluation was that of case studies. This 

approach is considered appropriate to examine contemporary events in a real-life context over 
which the investigator has little control, since a case study is defined as ‘an empirical inquiry 
that investigates a contemporary phenomenon within its real-life context, especially when the 
boundaries between phenomenon and context are not clearly evident’ (Yin, 1994, p. 13). This 
state of affairs applies closely to the scenario of the shared care projects in this thesis, in 
which the ‘shared care’ phenomenon under study cannot be clearly distinguished from its 
context.  

Within the case study strategy, a multiple case study design was chosen, to enable 
comparison between several projects and to gather the most compelling evidence. In this 
context, data were collected periodically from participating managers and care providers by 
means of triangulation, which means collecting information from multiple data sources to 
corroborate the facts or phenomena (Yin, 1994). Data sources consisted of in-depth 
interviews, questionnaires, documents, reports and observations of formal meetings, whereas 
the interviews served as the main source of information. Additionally, focus groups were 
conducted for the benefit of chronically ill patients who were involved in various projects 
(Krueger, 1988; Morgan, 1993; Morgan, 1997). The rationale behind the use of focus groups 
was that it allows for group conversations about patients’ perceptions, beliefs, attitudes and 
experiences (Basch, 1987; Clarke, 1994; Dilorio et al., 1994), which may improve the 
understanding of factors that play a role in the application of substitution of care. 

1.4.2 Model 
The research into the shared care projects described in this thesis was confronted with a 

chain of continuously changing real-life events, involving many people and organisations. It 
was further complicated by the fact that a number of participants switched to different roles 
and positions due to the substitution issue. One way to examine the inherent change processes 
is by focusing on its key influencing factors. In accordance with this approach, we applied a 
research model that had already been developed on the basis of empirical evidence gathered 
in the evaluation of innovation projects in the early 1990s (van Raak et al., 1993). This model 
distinguishes a number of influencing factors, uses the open-system approach (Burrell and 
Morgan, 1979; Scott, 1992), and shows implicit characteristics of the interactionist approach 
(Strauss et al., 1963). In order to render the interrelationships between the influencing factors 
explicit, the model was adapted to the purpose of this thesis. The influencing factors that are 
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distinguished can be either external or internal and can have a promoting or inhibiting impact. 
The external factors are factors outside the sphere of the project activities. They entail the role 
of authorities –like the government and health insurers–, as well as legislation and societal 
developments. The internal factors are factors that determine change processes within the 
project activities. These factors involve the local context –including culture, power and 
structure–, as well as commitment and change management. Change management involves 
goal-oriented steering of change processes by the management of the innovative project 
activities, mainly the project management. The steering entails the application of change 
strategies and tactics. With regard to the interrelationships between the factors, the adapted 
model assumes that participants learn from experience. This model is presented and specified 
in chapters 2 and 4, and further details are discussed in chapters 5 and 6.    

The adapted model has served as a reference point to investigate the various viewpoints, 
i.e. the views of the management (Otto and de Leeuw, 1989; Mur-Veeman and de Man, 1990; 
van Raak et al., 1993; de Leeuw, 1994; Mur-Veeman et al., 1995; Walburg, 1997; Starren, 
1997; Godfroij, 1998), care providers (Tijssen et al., 1990; van Raak et al.,1992; Barnhoorn 
and Walda, 1992; van Raak et al., 1993; Mintzberg, 1996; Walburg, 1997) and chronically ill 
patients (van den Bos, 1989; Eijkelberg, 1991; Ministry of Welfare, Health and Culture, 1991, 
1994; Post et al., 1993; Waal et al., 1993; Eijkelberg and Savelkoul, 1995; National Council 
for Public Health, National Board for Hospital Facilities, 1995; National Committee on the 
Chronically Ill, 1995; Dutch Patient/Consumer Federation, 1996; Proot and Ritzen, 1996; 
Walburg, 1997). 

However, it should be noted that the patients’ viewpoint has been particularly explored 
by means of focus groups. The outcome of the various viewpoints is presented in the next 
chapters, which also present the major lessons learned. 

1.5 Shared care projects 
The projects discussed in this thesis all aimed at improvement of quality of care by 

means of substitution. They were organised as dynamic, loosely linked care networks, since 
they shared a huge number of participating persons and highly diverse organisations with 
diverging interests. In 1994, the Diagnostic Co-ordinating Centre University Hospital 
Maastricht initiated two projects, in which specialised nurse practitioners played the pivotal 
role in the care network being developed. The project covered the Maastricht region and the 
target group consisted of patients with stable type 2 diabetes and stable Chronic Obstructive 
Pulmonary Disease (COPD) (Diagnostic Co-ordinating Centre University Hospital Maastricht 
et al., 1996, 1997). Later, two further projects were set up which closely resembled the 
diabetes project, mediated by Synchron, the Co-ordination Centre on the Chronically Ill 
Limburg (van Wilderen et al., 1998). The two further projects belonged to the Care 
Innovation Experiment in the North Limburg region. These four nurse-led projects all 
demonstrated downward substitution as well as horizontal substitution. Finally, the fifth 
project was initiated by Synchron and involved a joint consultation project between internist–
endocrinologists of the Department of internal medicine of the University Hospital Maastricht 
and the GPs in the Maastricht region (Synchron et al., 1996). This project involved the 
exclusive use of horizontal substitution. 

Elaborate information on all five projects is presented in the next chapters.  

1.6 Outline of this thesis 
The outline of this thesis follows the order of the three perspectives chosen to structure 

its content, i.e. the management’s view, the care providers’ view and the patients’ view. The 
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management perspective becomes explicit in the next four chapters, gradually turning from a 
general outline into a more detailed description. The perspective of the various categories of 
care providers is discussed in chapter 6 and the patient perspective is the central issue in 
chapter 7. Finally, chapter 8 summarises the conclusions and discusses the most relevant 
issues. 

1.6.1 Management perspective 
Chapter 2 introduces the key factors that influence change processes in various Dutch 

innovative projects to create networks that involve health care organisations and care 
providers. Examples are shown from the data gathered in the above five shared care projects. 
The chapter points out the value of these factors for change managers as they try to 
accomplish successful changes in such projects. In addition, the chapter observes that a 
learning component needs to be taken into account (Senge, 1994). This component is 
incorporated in an adapted model of key influencing factors in change processes presented in 
this chapter, which combines the influencing factors identified in previous research (Raak van 
et al., 1993) and their interrelationships (Senge, 1994). On the basis of this model, several 
recommendations are made to help change managers deal with change processes in shared 
care projects or real-life situations of change. 

Chapter 3 takes a close look at managing the key influencing factors that belong to the 
local context, i.e. power, culture and structure. Relevant general principles and event 
descriptions of the five shared care projects are used to elaborate on this issue, based on the 
assumption that shared care can be regarded as inter-professional working within a network 
context. In addition, the chapter presents practical advice to change managers to improve their 
behaviour in this respect. 

Chapter 4 analyses the interrelationships between the key influencing factors in a nurse-
led diabetes project and a diabetes project involving joint consultations by internists and GPs, 
projects which were finally integrated in one disease management project for the Maastricht 
region. The linkages are analysed using the adapted model of critical influencing factors 
described in chapter 2. On the basis of the analysis, the chapter presents a number of 
suggestions for managers in charge, to change the implementation of usual shared care in 
disease management (Kruijff and Schreuder, 1997; Spreeuwenberg, 1999). 

To overcome the resistance to change that innovation projects on shared care are 
confronted with, chapter 5 explores the role of leadership in two nurse-led shared care 
projects on diabetes in the North Limburg region, which aim for continuation after the end of 
the project term. The characteristics of the persons who actually lead the projects are 
addressed, as well as their use of successful implementation tactics and the way they 
communicate. Some of the lessons learned from the projects are discussed, with the aim of 
improving the continuity of such projects into their follow-up phase. 

1.6.2 Care providers’ perspective 
Chapter 6 explores specialist nurses’ views on the impeding factors that affect two 

shared care diabetes projects they were involved in, one in the Maastricht region and one in 
North Limburg. Their views are compared with those of the physicians involved. On the basis 
of the outcome, conclusions are drawn that could help nurses, doctors and managers 
overcome these impediments in future. 

1.6.3 Patients’ perspective 
Chapter 7 examines the views of a number of patients with type 2 diabetes mellitus and 

COPD on the two nurse-led shared care projects in which they were involved in the 
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Maastricht region, and their judgment on the importance of several quality issues. 
Additionally, the chapter discusses implications of the outcome for the near future, in 
particular the importance of genuine patient participation.  

1.6.4 Managers’, care providers’ and patients’ perspectives 
Chapter 8 presents a summary of the main conclusions drawn in this thesis, based on the 

perspectives of managers, care providers and patients. It also discusses some methodological 
issues, and ends with some comments about innovations in the health care for the chronically 
ill. 
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2.1 Abstract 
This article identifies the promoting and inhibiting key factors that influence change 

processes involved in a lot of Dutch innovative projects on networking in which a number of 
health care organisations and care providers are involved. The major network-internal factors 
are the local context (structure, culture and power), commitment and the change management. 
Their usefulness for change managers is pointed out to initiate successful changes in such 
projects. Examples are shown based on the data gathered from five Dutch shared care 
projects. It is observed that in addition to these factors also a learning component has to be 
taken into account. The resulting model of key-influencing factors in change processes is 
presented, as well as a number of problems and pitfalls change managers are confronted with 
when they come into play with these factors. Finally recommendations are put forward about 
how change managers can cope pro-actively both with these change processes and similar 
situations of change. 
 
Keywords: change management, learning organisation, change processes, process evaluation, 
shared care, integrated care 

2.2 Introduction 
In the Netherlands, as in the UK, the necessity of integrated health and social care 

services is widely recognised (Øvretveit, 1993; Hampson et al., 1996; Wilson, 1997; 
Spreeuwenberg and Elfahmi, 1998; Tasker, 1998; Raak van et al., 1999). An important reason 
for this is the growing awareness in these countries among governmental, professional and 
care agencies of the increasing demand from patients with chronically ill diseases like 
diabetes and chronic obstructive pulmonary disease (COPD), for a coherent set of different 
care services. Examples of such care services are in- and outpatient hospital care, care of 
family doctors, district nursing, domiciliary care, social support, etc. Care agencies and 
professionals, for example hospitals, family doctors, district nursing and social support 
agencies, are not able to guarantee a high quality of the needed complex care, because they 
are not able to meet all different care demands by themselves. Thus they have to look for 
partners, who can provide that part of care that they alone are unable to give. In addition, in 
view of quality and efficiency arguments, health care agencies seem to be more willing to 
take innovation initiatives, like changes in tasks and task division between individual 
professionals and organisations. One important phenomenon in this respect is substitution of 
care, which means that certain former hospital-based care activities are transferred to other 
care professionals or organisations. Basically, there are two different types of substitution. 
First, horizontal substitution, which means the transfer of tasks from secondary to primary 
care, e.g. from the hospital to the family doctor’s practice, among professionals of the same 
discipline. Second, downward substitution, addressing a transfer of tasks among professionals 
of different levels, for instance from a hospital-based or family doctor to a specialised nurse 
(Spreeuwenberg, 1994). Anyhow, whether co-ordination of tasks or substitution of tasks in 
addition is the issue, integrated care development and delivery compels health care agencies 
to create (organisational) interconnections i.e. networks, which are based on a more or less 
formalised and flexible system of agreements of caregivers. Consequently, such a system 
innovation will always result in different working-methods and ways of communication, in 
obligations that never existed before and in changing attitudes regarding patients and patient 
care as well as health care agencies and professionals. In short, the development of integrated 
care can be conceived of as a series of continuing processes of change. 
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In this article we will explore which factors from a quality perspective positively or 
negatively influence such change processes and, subsequently, how these factors can be 
helpful to change managers as a starting point for realising successful changes. For this we 
rely on research data and practical experiences in a large number of Dutch projects aiming at 
the development of integrated and continuing care. We will illustrate our argumentation with 
examples from five so-called inter-organisational and inter-professional ‘shared care’ 
projects, addressing patients with diabetes and COPD. Although our experiences and 
examples concern health care, we are convinced that our findings will be broader applicable 
to other organisations and sectors of society, because we reveal promoting and inhibiting 
factors on change processes at a higher level of abstraction. 

Below we will first briefly typify the Dutch health and social care system to picture the 
context within which care agencies are functioning. Subsequently, the aforementioned shared 
care projects will be described. Next a discussion follows on promoting and inhibiting factors, 
which results in a general model to be used for diagnosing situations of change. Thereafter the 
question is addressed to how these factors can be used as a starting point for managing and 
controlling situations of change. We end up with a description of some practical 
recommendations and draw our final conclusions. 

2.3 The Dutch health and social care system 
The health and social care sector in the Netherlands can be considered a system, 

comprising a combination of elaborate government regulation on the one hand, and the 
mainly private/statutory provision of financing and care facilities on the other hand. 

Since the 1970s state intervention has been growing by introducing financial and 
planning legislation, by formulating a huge number of policy measures and by launching a 
number of policy plans regarding the whole system (Raak van and Mur-Veeman, 1996). One 
important system feature is a structural split along different lines. The first line runs along the 
separation between planning and financing, the former falling under central government and 
advisory bodies (including provincial and local governments), while the latter is 
predominantly the responsibility of health insurers, nevertheless in the context of government 
legislation and regulation. The second structural split is along acute (e.g. family doctors, 
hospitals, physiotherapists, pharmacists) and long-term care (e.g. nursing homes, district 
nursing agencies, family care agencies) which are falling under different insurance schemes: 
the Sickness Fund Act (ZFW) and the Exceptional Medical Expenses Act (AWBZ), 
respectively. It is not allowed to transfer money from one scheme to another.  

Providers (health and social care agencies and professionals) are all private not-for-
profit foundations or private practices of individual and professional help. However, they 
cannot function like organisations in the industrial sector, because their services and financial 
bases are all regulated by the above-mentioned state regulation and financial regimes. 
Because of the growing number of patients with multiple care needs, providers become 
increasingly interdependent in a number of complementary ways. First in regard of the 
transfer of patients and also in respect of the transfer of information, especially patient data 
and information on treatment. Finally, general practitioners (GPs) and district nurses are in 
need of the transfer of expertise on specialist and technical care from hospitals.  

Basically, there are two dominant concerns in the care for multiple-problem patients. 
First, how to contain the cost of professional care, and second, how to save and improve 
quality of care. This also implies the question how to make providers more responsive to 
patient needs of care, to make services more needs-led rather than providers-led. Substitution 
is often considered to be an outstanding solution of those problems. 
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In summary, the Dutch health care sector can be considered a system of high 
complexity and fragmentation, with a lot of stakeholders with different interests and power 
positions. This aggravates the delivery of optimal care to chronically ill patients with multiple 
care needs. 

2.4 The cases: five shared care projects 
We will look at five shared care projects, which started some years ago and are all 

located in the southern province of Limburg. One out of these projects (I) is addressing 
horizontal substitution only. In this project, hospital-based specialists and family doctors 
share consultancy hours for elder patients with diabetes. However, the GP remains primarily 
responsible for the care given in his or her practice. The other four projects focus on both 
horizontal and downward substitution, the former between hospital-based doctor and family 
doctor and the latter between hospital-based doctor and specialised nurse. The specialised 
nurse takes over the usual care given by a doctor, such as a number of patient checks a year 
and instruction how to take medicine. Furthermore she gives for example education about 
coping with the disease and co-ordinates care activities, like a case-manager. The patient care 
is given in the GP’s practice. One out of these four projects (II) is addressing COPD-patients, 
while the other three projects (III, IV and V) concern elder patients with diabetes. Care and 
co-ordination of care are described in a protocol in all five projects, which means that the 
caregivers involved have completed a handbook with agreements and guidelines for treatment 
and task division (Diagnostic and Co-ordinating Centre University Maastricht et al., 1996, 
1997; Synchron, 1996; Wilderen van et al., 1998). The projects aim at structural 
implementation of the shared care models. 

A lot of health care agencies and professionals as well as some insurers are involved at 
the start of the projects. Table I gives an overview. 
 
Table 1 Kind of substitution of each shared care model 
 
Shared care model  Substitution:
 

 
Horizontal 

 
Downward 

I Joint consultation endocrinologist-GP for diabetes patients 
region Maastricht 

 
* 

 
 

II Specialised  COPD nurse region Maastricht * * 
III Network for diabetes patients region Venlo-Velden: specialised 

diabetes nurse 
* * 

IV Network for diabetes patients region Helden-Panningen: 
specialised diabetes nurse 

* * 

V Specialised diabetes nurse region Maastricht * * 
   

 
In the course of the projects the number of participants is steadily raised. Not only the 

number of family doctors has increased, but also the extent of participation of other agencies 
over all five projects. Table 2 shows the participation in the middle of 1998. 
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Table 2 Participants at the start of each shared care model 
 Care: Primary (P) Secondary (S) P&S  Other  
Model GP 1) Nurs. Agency Hospital 2) T&DC 3) Synchron 4) Pat. Org. Insurer 
 
I 

 
* 

 
* 

 
* 

 
 

 
* 

 
* 

 

II * * * * *   
III * * *  *  * 
IV * * *  *  * 
V * * * * * *  
 
1) General practitioner; shared care model IV also pharmacist 
2) Shared care models III and IV also the Office of Innovative Care 
3) Transmural & Diagnostic Centre University Hospital Maastricht (GPs also take responsibility 

for this centre) 
4) Co-ordination Centre on the Chronically Ill Limburg 

2.5 Promoting and inhibiting factors 
Carrying out a shared care model requires collaboration and co-ordination between 

independent care agencies and professionals which, therefore, inevitably have to give up part 
of their autonomy, be it often a small part. Practically speaking this appears to be a difficult 
situation for those involved: although in principle they are all willing to co-operate in order to 
improve the quality of their care services, they similarly are afraid to lose too much a part of 
their autonomy. They want to achieve successful collaborative arrangements on the one hand 
and to protect their interests and autonomy on the other hand, which results in a continuous 
tension between the collaboration-needs and the need of individual freedom of decision-
making (Mijs, 1989). In principle, those involved do not want to lose or share power, 
resulting from changing task divisions and responsibilities.  
 

Example 
When preparing shared care model I discussion arises on the definition of 
responsibilities between a family doctor and a hospital-based medical specialist. The 
family doctors’ representatives demand a fat-printed statement in the protocol implying 
that, in the frame of shared care patient consultation and treatment, the family doctor 
will be the first responsible caregiver under all circumstances, as long as patients are 
treated in the GP’s practice. Later on the family doctors appear to be very satisfied 
about the shared care consultation, among others because the medical specialist leaves 
them their original responsibilities. 

 
Different (professional and organisational) cultures and ignorance of each other’s 

cultures appears to be another problem. Developing a common culture in the sense of shared 
ideas and values regarding task fulfilment, division of tasks and responsibilities, common 
spirit and good-fellowship should be stimulated and given time to grow. 
 

Example 
For years on end endocrinologists and nurses specialised in diabetes care in the hospital 
outpatient clinic (case III) are sceptical about comparing these nurses’ expertise in 
diabetes treatment with the expertise of district nurses, specialised in diabetes care. 
Nevertheless, because of personnel problems in the outpatient clinic at a certain 
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moment, by mediation of other project participants, admittance is achieved of a district 
nurse to work and acquire experience in the clinic as a hospital-based nurse specialised 
in diabetes. For this the district nurse also follows an additional course concerning 
diabetes education. The daily collaboration and communication contributes to mutual 
understanding and shared values between the different nurses, as well as between the 
newly apprenticed nurse and the endocrinologists of the outpatient clinic diabetes team. 
Afterwards, as soon as the initiative is taken to start a new shared care project (case IV), 
this nurse becomes immediately involved by the diabetes team. As a result she works in 
this project as a specialised diabetes nurse, still being an employee of the district-
nursing agency in the region. 

 
In addition to problems of power and culture there is a third question, which concerns 

structure. For, shared care must be organised with the help of structural arrangements and 
material means. Often, new structures intervene with old ones and are threatening to 
established and safe positions. Notwithstanding this circumstance, building a new structure is 
almost always the first issue carried out, because changing the structure seems to be more 
concrete and easy than changing culture or power. To realise shared care, agreements have to 
be made about whom to involve, the division of tasks and responsibilities, the practical 
execution of tasks, communication patterns and co-ordination, for which instruments like 
protocols must be developed. 
 

Example 
At the start of two shared care projects (cases II and V) a project manager is appointed 
on the initiative of the (academic) hospital to start the preparatory phase (gathering 
information about bottle-necks and ideas of health care professionals, agencies and 
patients) concerning care for the chronically ill. Half a year later he appoints a project 
co-ordinator, working with the Transmural and Diagnostic Centre University Hospital 
Maastricht (T&DC). Neither functionary possesses any hierarchical competencies. 
Especially the project manager has to inform and to negotiate with potential 
participants. Family doctors and the district-nursing agency show a waiting attitude. 
One of the issues for them is the matter of financial support and financial contribution, 
respectively. After one year bargaining and informing, the project manager and the 
project co-ordinator recommend to start a small-scale project with downward and 
horizontal substitution of care for diabetic patients (case V) and a second project for 
COPD patients later on (case II). In these projects a variety of stakeholders have to be 
involved: the regional family doctors’ association, the hospital (medical specialists and 
nursing staff) and clinical departments of the medical faculty affiliated with the hospital, 
the district nursing agency as well as the local insurer, the provincial patient platform 
and the Co-ordination Centre on the Chronically Ill (Synchron). A guiding committee 
for advice is installed. Later on a second guiding committee comes into existence to 
advise on the evaluation research, which will be executed by two university 
departments. To co-ordinate the diabetes project (case V) and the shared consultation 
project initiated by Synchron (case I), and to streamline the communication between 
both projects running in the same region, an additional guiding committee (policy group 
shared care diabetes) is installed. In the meantime the project manager succeeds 
persuading the district-nursing agency to take part of the project (cases II and V). Also, 
after approval of the project plans (cases I, II and V) by the regional family doctors’ 
association, and a steering committee for shared care projects in the region, the family 
doctors are asked to sign up for the projects. They are already familiar with these 
projects, because of the introduction hereof during an additional schooling course 
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organised for them about diabetes treatment, based on joining forces between primary 
and secondary care. Next a protocol group with professional caregivers specialised in 
diabetes and staff as well as a representative of the diabetes patients’ association is 
installed, in charge of the development of two collaborative protocols (cases I and V).  
It takes another six months before these protocols are completed, approved by the 
participants involved and published. 
By analogy, the third shared care protocol (case II) is developed afterwards and in due 
time followed by composing a policy group shared care COPD.  

 
Building this rather complex structure of an inter-agency network for shared care has 

appeared to be a time-consuming job. It took two years to get all different participants on one 
line, because ideas on who is allowed to do what and who is responsible for what, how to 
deliver the best care and who is allowed to control whom, appeared to substantially differ. All 
changes in task divisions, financial support and contributions etc. had to be negotiated. There 
was a lot of competition between the different projects; professionals and care-agencies felt 
threatened in their autonomy or had little confidence in the other participants’ intentions.  

Therefore, changing structures in a situation where hierarchical power is lacking, seems 
to be more or less concrete and easy, but in fact it is not, just because structure is firmly 
interwoven with power and culture. The change management (in cases II and V mainly the 
project manager), has inevitably to create commitment first in order to get support for the 
intended changes. This means that the parties involved are willing to change and feel 
responsible for the progress of the change processes. To achieve this, change managers have 
to model structure, culture and power relationships, which will below referred to as local 
context in such a way that barriers to change are minimized.  

While making the first steps towards shared care working, the parties involved have to 
learn to handle their tasks and task division in another way, to differently approach each other 
and to develop different attitudes. For instance the doctor has to revalue the nursing 
professional and individual caregivers have to inform other persons involved about their care 
activities, which is, up to now, still unusual. What we mean and advocate is learning by 
making mistakes, accepting mistakes, taking risks, adopting openness, developing innovation 
mindedness, in short, a continuous learning process as pictured to explain the concept of the 
learning organisation (Morgan, 1986; Leeuw de, 1994; Senge, 1994a, 1994b). Learning 
organisations promote (the quality of) learning processes on individual level as well as on 
group level. The management has to guide and promote these processes and similarly be part 
of them. Managers also have to adapt their own behaviour or the behaviour of other 
managers, relying on observation of learning processes and their effects in their own 
organisation. This is called ‘meta-steering’ (Leeuw de, 1994).  Actually, a great deal of 
organisational steering processes is management of managers (Otto and Leeuw de, 1989). 
Another important aspect of the concept of the learning organisation is the distinction 
between several types of learning (Swieringa and Wierdsma, 1990; Duren van and Manen 
van, 1992). First, single-loop learning focuses on ‘learning new rules’. Second, double-loop 
learning concerns acquiring new insights and views, which the rules underlie. Third, triple-
loop learning or meta-learning, addresses the above described meta-steering processes in 
which learning to change the underlying principles is the case. Real effective learning takes 
place with double-loop and meta-learning. 

 

Example 
The project group (case III) discusses the patient target group. It is agreed to include all 
diabetes patients from the region. However, in the written proposal of the project the 
focus is on increasing the number of well-regulated elder diabetes patients while at the 
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registration forms used by the subsidising organisation also the category not-well 
regulated diabetes patients is filled in. This obscurity is not removed and even grows 
when a group of family doctors, during a presentation by the specialised nurse of the 
shared care model they will be going to work with, refuses to co-operate unless the 
target group comprises only not well-regulated patients. In their opinion it is a waste of 
energy and time if the project pays attention to already well-regulated patients. They 
make clear that they were not acquainted with earlier agreements on the target group 
and refuse to change their mind. A lot of discussion and irritation follows: the 
specialised nurse is off stroke, the project manager threatens to return his portfolio and 
subsequently the conflict is sharpened by correspondence between the family doctors 
and the project manager, in which mutual displeasure is shown. Next, the project 
manager collects the protocol group to discuss the risen irritations. When the persons 
involved are calmed down, they make agreements again. The family doctors’ 
representative promises to feed back the information to his colleagues, while the project 
manager states not to threaten with portfolio return anymore. However, afterwards he 
asks every participant to sign the minutes. This is not appreciated, because it is 
considered a misplaced expression of using a power strategy to oblige participants, to 
which the project manager wakes up. Nevertheless it comes to a compromise: the 
original target group will be maintained, but the family doctors concerned agree to give 
well-regulated patients the opportunity to learn how to check their blood sugar levels by 
themselves. Furthermore, the caused turmoil leads to a more accurate final edition of the 
protocol. 

 
In this example several learning processes can be observed. On individual level, the 

family doctors’ representative learns to give better feedback to his colleagues about 
agreements in the project group. The project manager learns not to threaten with portfolio 
return anymore and not to compel the participants to sign the minutes. On group level, the 
project group learns to better describe the patient target group and to generally formulate clear 
statements. The group also learns that information processing deserves secure attention. On 
individual as well as on group level, the learning process is not only single-loop, but also 
tends to double-loop learning: the participants obtain the insight that their measures of ‘what 
is good’ appear to be wrong. This learning process results in changing insights and views 
behind the rules. 

Above, we have outlined some major network-internal factors, namely the local context 
(structure, culture and power), commitment and the change management, which influence 
organisational change processes. In our view these factors trigger learning impulses to foster 
organisational learning processes. Thus, they are basic components of our model of promoting 
and inhibiting factors in change processes (Figure 1). Of course, the external environment 
also plays a part. Therefore, we have included external factors as part of our model. Since we 
focus on internal factors in this article we will not elaborate on this issue. 
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Fig. 1 Model of influencing factors with changes in (shared) care 

 

2.6 The game of influencing factors 
When getting involved in a change process the management should reflect from which 

perspective or vision they are going to work. It seems self-evident to choose a change 
perspective, which is fitting well to the specific change situation, but in practice this seems 
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often to be forgotten. In a network situation, in which hierarchical relationships are lacking 
and participation of those involved is more or less dependent of their own free will, the 
cultural-political vision and the evolution-perspective (Barnhoorn and Walda, 1992) are most 
useful. Following the cultural-political vision, those involved need to participate in shaping 
the changes and have sufficient discretion to decide on the course to be chosen. Change 
managers should support the implementation of the changes agreed upon, but they draw the 
line to the operational workers’ discretion. The evolutionary perspective follows naturally 
from the former vision, but goes further. When drawing on the evolutionary perspective, it is 
the operational level, which also decides upon the course of the innovation. In the case of 
shared care, this means that the caregivers themselves, and not the change managers, are 
responsible for the course and progress of the change process. This is often difficult to 
practically be carried out, because of, first, the tension between pressure of work and change 
activities and, second, the tension between change objectives and self-interests. 

Working from one of the above perspectives has clear consequences on how to deal 
with the change process. The change management has to use more indirect strategies and 
tactics. In order to get commitment and support the change manager has to play the game with 
the local situation and the learning organisation concept by: 

• Developing new and better fitting structures. 
• Reducing cultural differences and building a new common culture. 
• Changing power positions and power relations. 
• Giving impulses to learning processes according to the principles of the learning 

organisation. 

2.6.1 Playing with structures and structuring 
In developing new structures from the aforementioned perspectives, it is undesirable to 

introduce innovations without using the operational workers’ expertise. If not, the workers 
will block the innovation and no changes in task division, communication patterns or co-
ordination will be achieved. Our five cases demonstrate how the workers’ expertise is used to 
shape new structures. 

Example 
In all cases the selected network-structure is the adhocracy (Mintzberg, 1996) that fits 
advanced innovations. For developing the shared care models an appeal is made to the 
expertise of different professional workers like doctors, nurses and other paramedical 
workers. These professionals jointly decide on task descriptions, task divisions, 
communication patterns and mutual co-ordination. Decisions upon widely acceptable 
forms of horizontal and downward substitution are made after intensive discussions.  
 
In addition, the change managers have to give support by providing financial and 

personnel means, like administrative assistance for network activities, and offer the 
participating professionals extra training facilities, whereas caregivers will often get new 
operational or managerial tasks. 

Example 
In all five cases an administrative support structure is offered (secretary, organisational 
advice, accommodation etc.), especially by Synchron and T&DC and the Office of 
Innovative Care. One of the participating family doctors observes in this respect: “I am 
convinced that our shared care project is going to fail, when this support disappears.” 
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Example 
On the initiative of the T&DC the COPD-nurses (case II) are involved in setting up a 
training programme and given the opportunity to follow this training in order to learn 
how to execute lung-function checks. 

 
The change managers, for example a project manager or policy group, can be helpful by 

giving learning impulses like inciting to self-reflection, self-evaluation and openness and by 
setting an example in this respect.  

Example 
The policy group shared care diabetes (cases I and V) sets up a regional evaluation 
meeting, dedicated to give feedback on the projects’ progress to all participants. 
Information is given by the project management as well as by participating doctors and 
nurses. One of the family doctors explains later on that he learned from this 
information. It convinced him that the shared consultancy sessions with the medical 
specialist promote quality of care for all patients with diabetes mellitus. Consequently, 
he enlarged his patient target group for the shared consultation sessions from patients 
with specific problems to all his registered diabetic patients. 

 
Walburg (1997) mentions self-evaluation in the context of the European Foundation for 

Quality Management, which he adapted to suit Dutch companies. This self-evaluation model 
is also applicable in health care. According to the model one possibility of self-evaluation is 
involvement of colleagues. The example below illustrates the employment as a tool once 
more. 

Example 
Two nurses work as a specialised diabetic nurse in the project (case V). After working 
with the shared care model for some time, one nurse manages to observe her colleague 
during a number of her consultation hours with the patients in order to find out whether 
they both are performing their identical tasks and responsibilities in the same way. 

2.6.2 Playing with culture 
Reducing cultural differences and building a new culture may be less concrete, but yet 

has to get special attention. It is important to build a culture, which helps organisations to 
develop as learning organisations (Walburg, 1997). A first step to reduce cultural differences 
is to make those involved being aware that differences of opinion are often based on 
differences of culture. Getting more insight into each other’s (professional) culture is the next 
step. Awareness of and insight in cultural differences, however, is not sufficient. In order to 
close the cultural gap, mutual understanding and accepting the differences have to be 
developed. This can also be considered a learning process, for which the people involved have 
to be made sensitive. 

Example 
During the common multidisciplinary protocol development (cases II up to and 
including V), the nurses and family doctors from the protocol group have got a better 
understanding of their different views and expertise. Yet, those family doctors who 
never met the specialised nurses before show a waiting attitude. They doubt whether the 
nurses will have the 'right’ views on treatment or the ‘right’ expertise to adequately do 
their new tasks. One of the family doctors observed: “I want to know everything about 
what the nurse is doing, what she is advising the patients. For, if things go wrong, I am 
responsible.” Some of the nurses said that they expected some GPs waiting to see which 
way the wind blows. However, it appears that the more doctors and nurses co-operate, 
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the more their mutual confidence is growing. The nurses are more and more called in by 
the doctors on questions concerning patient treatment. Even a combination of protocols 
is applied (cases I and V).   

 
Building a new common culture is just as important. For this to happen it is necessary to 

explicitly work on formulating common views and goals, to align working methods and to 
arrange regular contacts and communication about these aspects among others. This is always 
a step-by-step learning process. 

2.6.3 Changing power positions and power relations 
Changing power positions and -relations may be the most difficult task to be performed 

by the change management. Actually, such changes cannot be realised without changing 
structure and culture. If, for instance, doctors are not able and willing to value the nurses’ 
competence and remain considering their expertise as second-class compared to the medical 
expertise and competency, the transfer of tasks from a doctor to a nurse together with 
corresponding competence and responsibility will never happen. Consequently, no 
substitution of professional discretion is left and there will not be any change of the doctor’s 
power position with respect to the nurse. Care agencies are also afraid to discuss their own 
task domain or transferring part of their tasks, because they consider it loosing power. This is 
the more a barrier to change processes, because power is seldom openly being discussed. 
More often it is the main part of the hidden agenda. Change managers have to be constantly 
alert to signs of power struggles and take this into account when negotiating with the parties 
involved.  

Example 
A choice has to be made about the employability of nurses within one project (case V). 
The project manager gets confronted with a substantial divergence of views between a 
hospital and a primary care agency. At stake are elements like trust, knowledge and 
experience. Both parties want their nurses to be chosen as specialised nurses within the 
project. Several emotionally charged meetings take place in which diverse negotiation 
attempts are undertaken by the change management. Finally a compromise proposal is 
accepted. Two nurses from the hospital will be designated for the particular project 
while two nurses from the home care agency will be assigned to another forthcoming 
shared care project of which the project manager is also in charge. 

 
The above argumentation gives any insight in the problems and pitfalls change 

managers in inter-organisational networks are confronted with when playing with structure, 
culture and power and giving learning impulses for the sake of the change process. It is 
globally indicated what the change management can undertake, but how to structure the 
necessary activities is not explained yet. We will discuss this in the next part. 

2.7 Practical recommendations 
Our recommendations are about how to structure the approach of the change process, 

how to promote the learning capabilities of the professionals and agencies involved and which 
requirements may be placed on the change managers’ capabilities. 

 
In respect of the question how to structure the change-approach it is important for the 

change manager to map the existing structures, cultures, power positions and -relations. 
Examples of relevant questions are (Barnhoorn and Walda, 1992): 
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Structure 
• What inter-organisational relations are already present and what are their functions? 
• How can these relations be characterised: strong or loosely coupled? 
• Does the innovation fit existing structures and to what extent? 
• Who are the parties involved? 
• In what larger structures are the participants embedded? 

Culture 
• What are dominant views and conceptions of the persons involved regarding tasks and 

task division? 
• What problems hinder collaboration and what (course of) change is preferred? 
• To what extent are the participants interested and motivated to change? 
• Is there any vision on goals to be achieved and on change methods? 
• What are the favourite learning styles of those involved? 
• How do participants cope with one another? 
• What (professional) norms and values are regulating the participants’ behaviour? 
• Are there any subcultures? 
• To what extent are the changes looked upon as fundamental and contentious? 

Power 
• What are dominant interests of the parties involved? 
• How do the power dependency relationships look like? 
• What (dis)advantages are resulting from the intended changes? 
• What are the participants’ power positions in the broader society? 

 
Second, besides mapping structure, culture and power, the change manager has to 

stimulate discussions on the change perspective to be preferred in that particular situation. 
Such a discussion needs to result into a decision about the change perspective to be adopted. 
This is necessary to commit the participants to the aims and methods of change during the 
change process. 

Another issue is the planning of the change process. This process has to correspond with 
the adopted change perspective. After adopting the cultural-political or evolutionary 
perspective, blueprint planning is absolutely undesired. In that case, planning ought to be 
loosely and step-by-step instead, whilst the parties involved must fill out the steps in mutual 
discussion and interaction. 

Fourth, it is very important to take account of cultural differences and power issues 
playing a role in discussion and acceptance of new ideas. This has to be constantly monitored, 
while attending the process to prevent a deadlock in cultural clashes and power struggles. It 
will be helpful to constantly make aware the parties of these pitfalls and to stimulate them to 
critically reflect and evaluate the change process. 

The change manager can be helpful here by giving continuous feedback and suggestions 
about what is going on. 

Finally, the change manager needs to constantly emphasise the common goals and 
issues. Especially when professionals are concerned it is necessary to stress quality goals, 
because this is a strong common value. Some suggestions in this respect are: 

• Try to stimulate a common culture, within which all network-members and -teams get 
actively involved in a continuing process of quality improvement, where mistakes and 
problems are considered a challenge to reach improvements (Bomers, 1990; Walburg, 
1997). 
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• Create a solid, preferably cyclic and continuous feedback-system concerning internal 
and external functioning of the organisation next to relevant trends and developments 
(Bomers, 1989, 1990). 

• Take care of appreciation of the members’ contributions to quality improvement and 
show them (Walburg, 1997). 

• Provide (material, personnel and financial) means to achieve quality goals. One 
possibility is the application of knowledge management (Weggeman, 1997; Walburg, 
1997). 

• Get the managers committed to the clients (Walburg, 1997). 
• Stimulate managers to co-operate within networks because of self-interest like in 

business-life (Godfroij, 1998). 
• Create multidimensional teams as basic elements of every learning organisation 

(Bomers, 1990). 
• Organise learning situations linked to a learning cycle and different learning styles 

(Bomers, 1990). 
It has become obvious that working constantly on achieving the attitude that change is a 

continuing and normal process embedded and integrated into the daily task-fulfilment, is the 
ultimate situation change managers can achieve. Performance of the above mentioned 
activities imply a lot of claims on the change managers’ capabilities. Such managers ought to 
be able to carry out change tactics like negotiating, informing adequately and on the right 
moment, persuading and giving support including feedback. 

2.8 Conclusion 
Above we have described change processes regarding the implementation of 

interagency and inter-professional working in the Dutch health and social care system, in 
order to achieve integrated and continuing care for patients with multiple care demands. The 
implementation processes, which are unfolded with the help of examples of still running 
cases, take place in a specific sector, namely that of the human services. Moreover, these 
examples are embedded in the typical Dutch culture of negotiating and compromising 
between parties that do not consider themselves as subordinated. For the larger part, 
hierarchical pressure is absent. Notwithstanding that, we are convinced that our findings are 
broader applicable for two reasons. First, interagency and inter-professional networking is 
often a matter of interaction between relatively autonomous parties. Second, promoting and 
inhibiting factors are identified and conceptualised on a more widely applicable abstract level. 
The main factors, influencing change processes in inter-organisational networks, are the local 
situation (structure, culture and power), commitment and change management, with an 
emphasis on the extent the management succeeds in giving impulses to learning processes of 
the parties involved. It is our suggestion that organisations often focus on so-called ‘single-
loop-learning’ (Argyris, 1977): doing things well, instead of ‘doing the right things’ (Drucker, 
1988). However, as is illustrated by the examples a tendency towards learning is also 
observable at a small scale. Double-loop learning requires a totally different attitude towards 
learning processes, relying on more human-centred and dynamic -continuing change is 
necessary- perspectives. 

Emphasis is on continuous learning and unlearning, the latter addressing critical 
reflection on habits and values, discussion of old fads and fancies and, if necessary, changing 
them into innovative views. The optimal situation is achieved whenever such innovative 
learning processes have become organisational routine. This also requires personal change of 
the individuals involved. For, as Senge (1994) notes, ‘Only by changing how we think can we 
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change deeply embedded policies and practices. Only by changing how we interact can shared 
visions, shared understandings, and new capacities for co-ordinated action be established’. 
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3.1 Abstract 
The Dutch health care sector has become familiar with innovation of care delivery in 

order to meet the changing demand of the steadily ageing population, in need of complex 
care. Innovations often concern the implementation of shared care models, implying 
collaboration and substitution of care. Whereas ageing is a European-wide phenomenon, the 
development of such new care arrangements can be observed not only in the Netherlands, but 
also in the UK, Scandinavia, Italy and other countries. In this article we discuss the 
implementation of shared care, with the help of three concepts: power, culture and structure. 
We discuss the role of these factors from the view that shared care can be considered as inter-
professional working within a network context. The central question is how structure, culture 
and power can offer change managers a starting-point for improving their innovative capacity. 
To illuminate our discussion we make use of a number of event descriptions from five Dutch 
shared care projects.  Also, we give some practical recommendations for change managers. 
 
Keywords: shared care, change management, power, culture, structure, professions, networks 

3.2 Introduction 
In The Netherlands, as in other European countries, major forces push the health care 

sector to innovation of care delivery.  The ageing of the population leads to a considerable 
increase of chronic illness, such as diabetes mellitus or chronic obstructive pulmonary disease 
(COPD). Caring for these chronically ill people requires the combined efforts of a variety of 
care agencies and professionals, in order to integrate all aspects of such a complex care 
demand. The changing demand compelled providers to develop collaborative arrangements, 
often called shared care or integrated care and also to improve quality and efficiency of 
complex care. One of the tools to achieve this, is substitution, i.e. transferring the care to the 
‘lowest level’, so far it is safe to the patient. Basically, there are two forms of substitution. 
First, horizontal substitution, which means the transfer of inpatient to outpatient hospital care 
or from secondary to primary care. Second, there is downward substitution, addressing the 
transfer of tasks among professionals of different levels, for instance from a doctor to a nurse 
(Spreeuwenberg, 1994). 

Nowadays, shared care arrangements have become quite common in The Netherlands. 
They are often organised as ‘projects’, i.e. temporary arrangements, with different care 
providers involved, with circumscribed goals, plans, tools and time schedules (Raak van et al., 
1983; Wijnen et al., 1991). Such projects are widely diffused all over the country. To 
illustrate this, we rely on the ‘databank of innovative projects’, that is developed and managed 
by three Dutch research institutes (Groot de et al., 1999). Currently, this databank comprises 
more than 5.200 project descriptions. We analysed the data of a more detailed study of 353 
projects by Persoon et al. (1996), the majority of which was located in the general care sector, 
e.g. general hospitals, home care organisations, GP practices, social work agencies and 
paramedic practices, all including managers and health professionals. Here, we found the 
following characteristics with respect to target groups, professionals and care agencies 
involved, shared care activities and organisational arrangements: 

• The main target groups are, first, patients with diabetes mellitus and, second, 
patients with cancer or rheumatoid arthritis. The available data indicate that the 
service users’ numbers per project substantially vary, from only a few (e.g. 5) 
persons to a large number of 25.000. 
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• Hospitals, home care agencies and GP practices are the most involved care 
agencies. It is the nursing profession (i.e. hospital and community nurses) that 
plays the main part in shared care. By acting as a liaison nurse or case manager, 
the nurses are the linking pin between the different care agencies and 
professionals.   

• Shared care activities appear to focus especially on organisational activities, such 
as co-ordination, collaboration and application of home care technology, as well as 
shaping the right conditions, such as promotion of expertise and mutual 
consultation between caregivers.  

• Multidisciplinary teams, use of the liaison nurse and protocols are the most 
frequently used organisational arrangements. 

 
Research has pointed out that the implementation of shared care is a long-term and 

laborious process (Hardy et al., 1999). This process appears to be hindered by a variety of  
inhibiting factors, which burden the management involved. Analysis of the factors and forces 
that have an impact here, can help managers to better understand what is going on and how to 
deal with the inherent difficulties and pitfalls. In this article we offer such an analysis by 
exploring the implementation of shared care with the help of the concepts of power, culture 
and  structure, in the context of inter-professional working and networks. The central question 
is how structure, culture and power can offer change managers a starting-point for improving 
their innovative capacity, when implementing shared care.  

Below we first explain our research methods. Next we elaborate on the role of structure, 
culture and power in five shared care projects that we investigated in more detail. 
Subsequently, we will discuss the impact of inter-professional working and networks. We end 
up with some recommendations and draw our final conclusions. 

3.3 Methods  
Implementation can be considered a series of actions and interactions by a variety of 

actors. Reconstruction of actions and interactions is a method to get insight into the 
arguments, strategies and decisions of actors. The interest in this method is growing, based on 
the awareness that insight in the arguments and discussions of actors involved helps better 
understand the processes and the forces lying behind (Fisher and Forester, 1993). Here we 
make use of such reconstructions in the form of event descriptions to illustrate the role of 
power, culture and structure in the implementation process. The event descriptions are derived 
from a research population of five Dutch shared care projects, which have been studied by 
researchers from the University of Maastricht.  

The projects aim at the implementation of shared care to patients with diabetes mellitus 
and COPD. They were experimental projects, with the aim to disseminate their results. One 
out of these projects (I) addresses horizontal substitution only. In this project, hospital-based 
specialists and GPs share consultancy hours for patients with diabetes mellitus type 2. The GP 
remains primarily responsible for the care given in his or her practice. The other four projects 
focus on both horizontal and downward substitution: a specialised nurse takes over part of the 
care, usually given by a doctor, such as physical examinations and (limited) adaptation of 
medication. For this, the nurse followed a special training programme. Furthermore she gives, 
for example, education about coping with the disease and she co-ordinates care activities, like 
a case-manager. The care is given in the GP’s practice. One out of these four projects (II) 
addresses COPD-patients, while the other three projects (III, IV and V) concern patients with 
type 2 diabetes mellitus, as in project I. In all five projects, content, method and procedures 
are described in a protocol of agreements and guidelines for treatment and task division, 
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written by the caregivers involved. The most important participating agencies are a general 
and academic hospital, two regional home care organisations and two regional GP 
associations. Concerning the professionals, 6 specialised nurses, 63 GPs, 10 internists-
endocrinologists and 6 pulmonologists are involved  as well as 559 patients. Compared to the 
characteristics of the broader number of projects we mentioned earlier, namely target groups 
(mainly diabetes patients), caregivers involved (e.g. hospitals, home care agencies, medical 
specialists, nurses, GPs), shared care activities (e.g. co-ordination and consultancy between 
caregivers) and organisational arrangements (such as multidisciplinary teams (e.g. protocol 
groups), protocols and a central role for the nurse), the five shared care projects are typical 
examples of what is going on in The Netherlands in this area.  

For the construction of the event descriptions we made use of documentation study (e.g. 
protocols, minutes, annual reports), observation of meetings  (e.g. policy groups and protocol 
groups) and 58 in-depth interviews (49 professionals and 9 persons with management or other 
organisational functions). 

3.4 The role of structure, culture and power in change processes 
The implementation of change, shared care in this case, is thoroughly affected by 

power, culture and structure. Below we will elaborate on this.  

3.4.1 The role of power 
According to the resource dependence theory (Pfeffer and Salancik, 1978) power, as the 

capacity to influence and steer people into a desired direction, only plays a role in case of 
(inter)dependency between actors. Crucial is that actors perceive themselves as 
(inter)dependent, which means that they see themselves in need of each other’s resources in 
order to achieve their own goals. For this reason they have to establish relations to get hold of  
their resources. Power and power differences are intrinsic characteristics of dependence. Most 
powerful is the actor, whose resources are most needed by the other actors, while the latter do 
not have any alternative to attain such resources from.  

In the experimental projects the GPs were in need of the specialists’ knowledge to 
adequately treat the patients. Also, the GPs did not have any alternative to get this knowledge 
from. Thus, they considered the medical specialists more powerful. Initially, the GPs 
suspected that the medical specialists would abuse this power of knowledge, by taking over 
the GPs’ responsibility in their own practice. This apparently was felt threatening for their 
own task domain, autonomy in their practice and control of their own affairs, which are 
crucial professional values (Freidson, 1970; Hasenfeld, 1992). It was clear that the GPs 
distrusted the aims of the medical specialists.  

Event 
When preparing shared care model I, discussion arose on the definition of 
responsibilities of the family doctor and the hospital-based medical specialist. The 
family doctors’ representatives demanded a fat-printed statement in the protocol 
implying that, in shared care patient consultation and treatment, the family doctor would 
be the first responsible caregiver under all circumstances, as long as patients were 
treated in the GP’s practice. Later on the family doctors appeared to be very satisfied 
about the shared care consultation, among others because the medical specialist left 
them their original responsibilities. 
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The initial distrust was replaced by trust, since the GPs perceived the medical specialists 
not to make use of their power. The latter did not take over the GPs’ domain. Collaboration 
continued and was successful.  

Implementation of collaborative arrangements also implies the creation and division of 
new key positions. Actors are eager to obtain such positions, since they provide access to 
power resources such as control of decision processes and control of knowledge and 
information, formal authority or control of scarce resources (Morgan, 1986). Thus, 
negotiations on key positions are a common feature of implementation processes.  

Event 
A choice had to be made about the employability of nurses within one project (case V). 
The project manager was confronted with a substantial divergence of views between the 
hospital and the home care agency. Elements like trust, knowledge and experience were 
at stake. Both parties wanted their nurses to be chosen as specialised nurses within the 
project. Several emotionally charged meetings took place in which several negotiation 
attempts were undertaken by the change management. Finally a compromise proposal 
was accepted. Two nurses from the hospital would be designated for the project under 
discussion while two nurses from the home care agency would be assigned to another 
forthcoming shared care project of which the project manager was also in charge. 
 
Again, distrust was the driving force behind this event. Neither actor wanted the other 

party to possess the key position of the specialised nurse. A compromise was the only solution 
to continue. 

3.4.2 The role of culture 
One of the strongest variables, having impact on multidisciplinary teams or inter-agency 

collaboration is the professional and organisational culture (Stott and Walker, 1995). Culture 
is a set of values, guiding beliefs, understandings and ways of thinking that is shared by 
members of a profession or organisation and is taught to new members as correct. It 
represents the unwritten, feeling part of the organisation or profession. The purpose of culture 
is to provide members with a sense of organisational or professional identity and to generate 
commitment to beliefs and values that are larger than themselves  (Daft, 1992). 

Implementation of shared care is always automatically considered by the actors 
involved as an infringement of the own culture. There is fear of misunderstandings, violation 
of the organisational and professional routines and loss of the own identity, whereas the actors 
are often not familiar with each other’s culture. Also, they always assume that the others’ 
cultures substantially differ from theirs and that the others will impose their culture on the 
collaborative partners. 

Event 
During the development of common multidisciplinary protocols (cases II up to and 
including V), those family doctors who never met the specialised nurses before, showed 
a waiting attitude. They doubted whether the nurses would have the 'right’ views on 
treatment or the ‘right’ expertise to adequately perform their new tasks. One of the 
family doctors observed: ‘I want to know everything about what the nurse is doing, 
what she is advising the patients. For, if things go wrong, I am responsible.’  Some of 
the nurses said that they expected some GPs to wait and see which way the wind blows. 
However, it appeared that the more doctors and nurses co-operated, the more their 
mutual confidence was growing. The nurses were more and more called in by the 
doctors on questions concerning patient treatment.  
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Such an initial lack of confidence can be noticed not only between members of different 
professions, but also between members of the same profession with a different organisational 
background. 

Event 
For years on end the hospital-based nurses, specialised in diabetes care (case III) were 
sceptical about comparing their expertise in diabetes treatment with the expertise of 
community nurses, specialised in diabetes care. Nevertheless, due to personnel 
problems in the outpatient clinic at a certain moment, by mediation of other project 
participants, admittance was achieved of a community nurse to work and acquire 
experience in the clinic as a hospital-based nurse, specialised in diabetes care. The 
community nurse followed an additional course in diabetes education. The daily 
collaboration and communication gradually set up a process of developing mutual 
understanding and shared values between the two types of nurses. As soon as the 
initiative was taken to start a new shared care project (case IV), this community nurse 
immediately became involved by the diabetes team. As a result she worked in this 
project as a nurse specialised in diabetes care, still being an employee of the home care 
agency in the region.  
 
The event demonstrates that daily contacts and willingness to learn each other’s 

'language', to learn new knowledge and skills and to respect each other’s views and expertise, 
establish a basis for mutual trust and confidence and for the creation of a common culture. 
This is always a step-by-step learning process, within which self-reflection, self-evaluation 
and openness play a major part.  

Event 
The policy group shared care diabetes (cases I and V) set up a regional evaluation 
meeting, dedicated to give feedback on the projects’ progress to all participants. 
Information was given by the project management as well as by participating doctors 
and nurses. One of the family doctors said later on that he learned from this information. 
It convinced him that the shared consultancy sessions with the medical specialist 
promote quality of care for all diabetic patients. Consequently, he enlarged his patient 
target group for the shared consultation sessions from patients with specific problems to 
all his registered diabetic patients. 

3.4.3 The role of structure 
Structure, in terms of task division, co-ordination mechanisms, positions and grouping 

of positions (Mintzberg, 1983), plays a role in implementing shared care in two different 
ways. 

First, a structure should be established as a tool to prepare and manage the 
implementation process. For the actors involved this structure is decisive for the extent they 
will have a say in the strategies of implementation. Thus, their position in the implementation 
structure is felt as an important basis of power. In our cases the creation of such a structure 
was being extensively negotiated, resulting in a compromise which might not be the most 
efficient structure. 

Event 
To develop shared care to chronically ill, one of the hospitals appointed a project 
manager who was put in charge of stimulating new initiatives. Half a year later he 
appointed a project co-ordinator, working with the Transmural and Diagnostic Centre 
University Hospital Maastricht (T&DC, which can be considered a support structure to 
the processes of developing shared care). Neither functionary possessed any hierarchical 
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competencies. Especially the project manager had to negotiate with potential 
participants. Family doctors and the home care agency demonstrated a waiting attitude. 
One of the issues for them was the matter of financial support and financial 
contribution, respectively. After one year of bargaining and informing, the project 
manager and the project co-ordinator recommended to start a small-scale project with 
downward and horizontal substitution of care for diabetic patients (case V) and a second 
project for COPD patients later on (case II). In order to get support from the parties 
involved, all were invited to join the project: the regional family doctors’ association, 
the hospital (medical specialists, nurses and management) and affiliated clinical 
departments of the medical faculty, the home care agency as well as the local insurers, 
the provincial patient platform and the Co-ordination Centre on the Chronically Ill 
(Synchron). A guiding committee for advice was installed to support the development 
of a working structure for caregivers. The committee spent many hours to develop this 
structure and the procedures to be followed. Extensive negotiations were necessary, 
especially while the management of one of the partners did not feel committed. Later on 
a second guiding committee came into existence to advise on the evaluation research 
which would be executed by two university departments. Finally a joint policy group 
was established to settle policy matters.  
 
The event demonstrates that the establishment of an appropriate implementation 

structure is time consuming, in that all participants have to be put on one line. It took about 
two years to come to agreement and willingness to support this structure. The participants’ 
ideas on who is allowed to do what and who is responsible for what and who is allowed to 
control whom, appeared to substantially differ. All changes in task division, financial support 
and contributions etc. had to be negotiated. In the initial phase there was a lot of competition 
between the different partners. Several caregivers and the home care agency felt threatened in 
their autonomy or had insufficient confidence in the other participants’ intentions. Besides, 
the participants had to learn how to cope with the dynamics of the innovative processes. 

Second, the implementation process creates new structures of care giving, by creating 
different task divisions and new positions, e.g. the specialised nurse, who takes over certain 
tasks from the medical specialists. Consequently, new working routines, views, behaviour and 
communication patterns, in other words, a new culture, will emerge. Also, as is mentioned 
earlier, different power relations will be developed.  

On the basis of our previous research, concerning the establishment of a large number 
of collaborative projects in different care sectors in The Netherlands (Raak van et al., 1993; 
Mur-Veeman et al., 1995), we conclude that the creation of a new structure is almost always 
the first issue that is carried out, because changing the structure seems to be more concrete 
and easy than directly changing culture or power. However, as is demonstrated in the cases, 
the development of new structures also indirectly changes cultures (Schein, 1985) and power 
relations. 

3.5 Discussion 
The above description around events demonstrates the role of power, culture and 

structure in the implementation of shared care in The Netherlands. One could say that the 
extended discussions, ending up in compromises, as well as the absence of hierarchical power 
(“nobody is the boss”), typically fits the Dutch culture of negotiating and seeking agreements 
between all parties involved (based on “everybody being equal”), as it is expressed in their 
famous “polder model”. But there is more, that goes beyond the Dutch views, habits and 
attitudes. What really counts here, and this is from all times and places, is that the impact of 
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power, culture and structure on the development of shared care becomes manifest and should 
be explained in a context of inter-professional working and networks. 

Inter-professional working in health care not only concerns the collaboration between 
members of different professions, such as doctors and nurses, but also between members of 
different subgroups within a profession, such as medical specialists and GPs or hospital 
nurses and community nurses. When the professions or the various groups of one profession 
have unequal power, there might be struggles over tasks or codes of ethics or training or other 
aspects of their role (Rothman, 1979), in other words over power, culture and structure. This 
is particularly the case, when changes in the professional division of labour is at stake. That is 
exactly what happens, when shared care is being implemented. That is why we see the 
professionals involved acting to defend or enhance their own interests and rewards. This 
interaction takes the form of deliberate bargaining, negotiations and accommodation or may 
involve subtle manipulation or overt social control. Here, the core professional values, such as 
service, commitment and calling, that are relying on professional altruism, come under 
pressure. This  is very essential, whereas these values are even more than a matter of high 
moral character. It is a form of competence vital to a profession (Fox, 1989). The struggle 
between this vital competence and self-interests is characteristic for inter-professional 
working. 

In principle, professionals really do have a lot of  room to make their own choices in 
this struggle. For, they dispose of a considerable degree of autonomy, that they wield at work 
and that is carried out in their complex systems of formal and informal social controls through 
which they try to regulate their own individual behaviour (Fox, 1989). For doctors, as 
opposed to nurses, this professional autonomy can be all-encompassing, in that it comprises 
not only clinical autonomy, but also fiscal, practice and organisational autonomy (Light, 
1995). As Mintzberg (1983) pointed out, professional autonomy is not only a high 
professional value, but it is also necessary to adequately perform the professional tasks. The 
reverse is that there is no external compulsion to subordinate the professional self-interests to 
professional altruism, when it is about collaboration with the aim to improve quality, patient-
centredness and efficiency of care. On the contrary, doctors have the discretion to fight for 
their self-interests, when these are at stake. For, when losing their autonomy, they lose a lot. 
To take this step they must trust their partners and not feel threatened by them. 

The lack of compelling forces on professionals towards collaboration is strengthened by 
the fact that the innovation process is carried out in a network-context. This network-context 
not only exists on the micro-level, in the form of inter-professional working, but also on the 
meso (organisational)-level, in that the professionals involved all have an organisational 
background: in this case the hospital, home-care organisation or GP-practice. Usually, 
organisational networks are a tough basket-work of defensive relationships, especially in the 
case of competitive interdependence. Interdependency and power relations belong to the most 
important theoretical themes in the world literature on networks (Oliver and Ebers, 1998). 
These themes explain the ambiguous role organisations play in networking: on the one hand, 
they need one another’s resources to achieve their own goals (Pfeffer and Salancik, 1978) and 
on the other hand they always want to save their autonomy as much as possible. This is called 
institutionalised ambiguity (Mijs, 1989). It is the reason why organisations, when 
collaboration is inevitable, want to have a say in the structuring of the implementation process 
and the collaborative arrangements and do not want to give up their own culture, but rather 
want to impose their own culture to the other participants. On the other hand, they know 
perfectly well that the latter want to do the same. Thus, at least initially, there is no trust and 
confidence. The result is that the organisation members (i.e. both managers and professionals) 
are inclined to keep their commitment to the network as low as possible, namely on the level 
that is absolutely necessary for their own goal-achievement. Their views on what is necessary 
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may change over time. This explains why network-partners regularly change their strategies 
or fail to keep their agreements. 

The above-described role of power, culture and structure in the context of inter-
professional working within organisational networks diminishes the managerial possibilities 
to exert control, in order to steer the collaborative activities to the desired results. Where, 
then, could the starting-points for managerial steering be found? 

3.6 Managerial steering actions 
Inter-professional working within networks requires special managerial capacities, that 

go beyond the more straight-on, no-nonsense style of working in hierarchical-based 
organisations. Within networks, usually managerial steering capacity does not rely on formal 
positions, but rather on personal managerial capacities. Empathic abilities, patience and 
endurance are indispensable in addition to communicative skills and personal authority (Raak 
van et al., 1993), also because mutual trust, as the cornerstone of inter-professional and inter-
organisational working in health care, should be stimulated.  

The first thing for managers to do when working with professionals is to seek the 
optimal balance between the latters’ altruism and self-interests. All caregivers will always 
agree with the prerogative of quality and patient-centredness. However, daily practice is 
different, because there is more. It makes no sense to deny the professional self-interests as an 
important incentive for action. Trust will be furthered, when managers speak openly on this 
and show that they accept and respect it. In addition, stressing their professional 
responsibilities for quality of care and their core professional competence, can help them see 
the relativity of their self-interests. Also, it takes time for them to learn to openly speak on 
this by themselves and the manager can help them by setting an example. 

Second, it is necessary to be aware of  the different components of autonomy. In 
different situations, different components can play a role. For professionals, often clinical 
autonomy and also practice autonomy is more important than organisational autonomy.     

It might be sensible to separately work on changing the different components of 
autonomy or to respect one component and just try to change another. 

Third, one should be aware that power and power struggles are quite normal in 
organisational life. Although this has not always been accepted -“power is not rational and 
thus illegitimate”-  power and the use or abuse of power is just human, in that it is human to 
submit to self-interests at the expense of the interests of others or higher shared interests 
(Butcher and Clarke, 1999). The trick is to manage this as a balancing act between the two 
motives of professionals, i.e. altruism and self-interests, and between the two sides of the 
institutionalised ambiguity of organisations, i.e. the need of each other’s resources, and the 
need to protect their own autonomy. This may be the most political task to be performed by 
the change management and others involved, but being a good politician is part of the job of a 
manager. Political behaviour can also imply a careful and reserved use of potential power, 
like the medical specialists did in the first event description, or elaborate and careful 
negotiations, taking all parties seriously, such as happened in the second event.  

Fourth, it is very important to work on the establishment of a common culture as a basis 
for trust and commitment. Elements of a common culture not only are common goals, e.g. 
quality improvement or improving finance and respect for self-interests, but also common 
ways of working and assessment, even in the daily professional practice, as is demonstrated 
by the following event. 



 

48  Chapter 3 

Event 
Two nurses work as a specialised diabetes nurse in the project (case V). After working 
with the shared care model for some time, one nurse manages to observe her colleague 
during a number of her consultation hours with the patients in order to find out whether 
they both are performing their identical tasks and responsibilities in the same way. 
 
This event can be considered a break-through of the clinical component of professional 

autonomy and therefore worth mentioning. It is still a step that usually has not been taken by 
doctors. To establish self-evaluation as a part of common culture, it is important not only to 
create a solid and continuous feedback system concerning procedures, interactions, problem-
solving and results, but also to foster learning behaviour. In addition it should be considered 
normal to give support, e.g. by providing financial and personnel sources, like administrative 
assistance for network activities, and by offering the participating professionals extra training 
facilities. This happened in all five shared care projects we studied. 

Event 
In all five cases an administrative support structure was offered (secretary, 
organisational advice, accommodation etc.), especially by Synchron (a supporting office 
for care of the chronically ill), T&DC and the Office of Innovative Care. One of the 
participating family doctors observed in this respect: “I am convinced that our shared 
care project is going to fail, when this support disappears.” 

Event 
On the initiative of the T&DC the COPD-nurses (case II) were involved in setting up a 
training programme and given the opportunity to follow this training in order to learn 
how to carry out lung-function checks. 
 
Fifth, building structures is more than making an outline or drawing an organogram. 

The implementation of new structures results in changes of task domains, changes in power 
relations and compels cultural changes. When designing structures it is necessary to look at 
alternatives and to consider the pros and cons. Involving the participants in the structural 
development can help to get better insight into the consequences for the different parties and 
to make clear what they are talking about. It also fosters commitment and trust, as is 
demonstrated by the following event from our shared care projects. 

Event 
In all cases the selected network-structure was the adhocracy (Mintzberg, 1983), that 
fits advanced innovations. For developing the shared care arrangements an appeal was 
made to the expertise of different professional workers like doctors, nurses and 
dieticians. These professionals jointly decided on task descriptions, task divisions, 
communication patterns and mutual co-ordination. Decisions upon widely acceptable 
forms of horizontal and downward substitution were made after intensive discussions. 
 
In developing new structures in health care networks, it is even undesirable to introduce 

innovations without using the operational workers’ expertise. For, the professionals and 
organisations involved still have their high autonomy and will not hesitate to use it in order to 
safeguard their own interests. Without any commitment to the innovations to be implemented, 
the workers will block the innovation and no changes in task division will take place. 

Finally, managers who are responsible for fostering shared care activities, should also 
be rational in addition to being empathic and emotional. They must deliberately plan their 
own goals, plan their change strategies and care for getting the right information at the right 
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time, e.g. by constantly mapping power, culture and structure as they develop during the 
implementation process. Examples of relevant questions are listed in Table 1. 

 
Table 1 Mapping structure, culture and power: relevant questions 
Power 

- What are dominant interests of the parties involved? 
- How do the power dependency relationships look like? 
- What (dis)advantages are resulting from the intended changes? 
- What are the participants’ power positions? 

Culture 
- What are dominant views and conceptions of the persons involved regarding tasks and task 

division? 
- What problems hinder collaboration and what (course of) change is preferred? 
- To what extent are the participants interested and motivated to change? 
- Is there any vision on goals to be achieved and on change methods? 
- What are the favourite learning styles of those involved? 
- How do participants cope with one another? 
- What (professional) norms and values are regulating the participants’ behaviour? 
- Are there any subcultures? 
- To what extent are the changes looked upon as fundamental and contentious? 

Structure 
- What inter-organisational relations are already present and what are their functions? 
- How can these relations be characterised: strong or loosely coupled? 
- Does the innovation fit existing structures and to what extent? 
- Who are the parties involved? 
- In what larger structures are the participants embedded? 

3.7 Conclusion 
Structure, culture and power are broad concepts that are applicable in a variety of 

situations within different contexts. To really understand them and make them a starting- 
point for change management concerning the implementation of shared care, it is necessary to 
get insight into the underlying forces. We argued that the motives of professionals and the 
balancing forces within networks explain the interactions between the participants involved, 
the reasons for distrust, the necessity to establish trust and the time-consuming work of 
bringing the parties involved together. But we also demonstrated that these processes can be 
influenced and steered, by taking power, culture and structure as a starting-point for 
managerial actions and by constantly being aware of the way professions and networks colour 
the interactions, conflicts and solutions. Managing power and power relations may be the 
most difficult task to be performed by the change management. One important reason is that 
power is seldom openly being discussed. More often, it is the main part of the hidden agenda. 
Change managers have constantly to be alert to signs of power struggles and take this into 
account, when they are building structures or developing common cultures. For, structure and 
culture are firmly intertwined with power. For this, political awareness should be a 
mainstream managerial competency. 
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4.1 Abstract 

Background 
In order to improve the quality of care of chronically ill patients the traditional 

boundaries between primary and secondary care are questioned. To demolish these 
boundaries so-called ‘shared care’ projects have been initiated in which different ways of 
substitution of care are applied. When these projects end, disease management may offer a 
solution to expand the achieved co-operation between primary and secondary care. 

Objective 
Answering the question: What key factors influence the development and 

implementation of shared care projects from a management perspective and how are they 
linked? 

Theory 
The theoretical framework is based on the concept of the learning organisation. 

Design 
Reference point is a multiple case study that finally becomes a single case study. Data 

are collected by means of triangulation. The studied cases concern two interrelated Dutch 
shared care projects for type 2 diabetic patients, that in the end proceed as one disease 
management project. 

Results 
In these cases the predominant key-influencing factors appear to be the project 

management, commitment and local context respectively. The factor project management 
directly links the latter two, albeit managing both appear prerequisites to its success. In 
practice this implies managing the factors’ interdependency by the application of change 
strategies and tactics in a committed and skilful way.  

Conclusion 
Project management, as the most important and active key factor, is advised to cope 

with the interrelationships of the influencing factors in a gradually more fundamental way by 
using strategies and tactics that enable learning processes. Then small-scale shared care 
projects may change into a disease management network at a large scale, which may yield the 
future blueprint to proceed. 

 
Keywords: shared care, disease management, diabetes care, change management, project 
management, learning organisation 

4.2 Introduction  
In the last ten years Dutch care providers have become interested in so-called ‘shared 

care’ for chronically ill patients. While the traditional scope of generalists and specialists has 
been primary care and secondary care respectively, their boundaries appear to constrain the 
patients’ need of continuity of care to an increasing extent. This impedes the outcome of the 
professionals’ efforts to attain good care delivery. However, self-interest is not the only drive. 

In addition care providers have been motivated by several white papers about 
chronically ill [1, 2]. These papers mainly emphasise two reasons: quality assurance and 
efficiency. Clinical care, co-operation between providers, organisation and continuity of care, 
the attitude of providers and patient orientation in care delivery, need to be improved. Also 
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the growing number of chronically ill patients is requiring the Dutch government to find a 
balance between improvement of care and costs. Their white papers suggest that co-operation 
and substitution of care can be an effective way to deal with this issue. These drives and 
undoubtedly their interaction have yielded a lot of ‘shared care’ projects. Shared care is 
defined as the care in which generalists and specialists work together on the basis of 
agreements about co-operation, responsibilities and management [3]. Traditional care, 
especially for chronically ill, is no longer applicable. Special projects entailing light forms of 
small-scale networks were considered an effective way to organise shared care [4]. In a 
number of these projects a sort of substitution of care has been applied. Substitution of care 
can be established as a horizontal substitution -the transfer of care from the hospital to 
primary care-, and as a vertical substitution -transition of care from a higher to a lower 
qualified provider, often from a doctor to a specialised nurse- [5]. In particular specialised 
nurses have been introduced, initially with special tasks like education and advice, and later 
on as professionals with specific medical tasks and skills additional to their traditional nursing 
tasks. The idea is that they may play a central role in co-ordinating long-term care, executing 
medical routine tasks and are better skilled than doctors to educate and support patients and to 
promote compliance. 

The white papers also suggest that the tension between quality and costs may be further 
alleviated when usual shared care crystallises further as disease management. Disease 
management entails a special form of shared care. This type of management is characterised 
by the focus on one disease, client orientation and a broad scope of activities like prevention, 
diagnostics, treatment, counselling and rehabilitation [6]. These aspects are often less explicit 
in common shared care, which is the most predominantly applied form so far in the 
Netherlands. Disease management is more robust than shared care, has greater impact and is 
applied on a larger scale. 

While development and implementation -experimental application of the developed 
concept- are often linked to usual shared care, dissemination -further application of the 
developed concept, possibly adapted on the basis of the experimental application, on a larger 
scale or elsewhere- requires more co-ordination, more structure and thus a heavier role of the 
management. Other aspects of disease management are quality assurance, transparency, 
benchmarking, feedback to caregivers and authorities and the use of information and 
communication systems. 

In the United States disease management occasionally applies to traditional health care 
providers [7, 8]. These providers can adopt the principles and practices while not giving up 
their independence or join public-private ventures [9, 10].  

From experiences with both small and large scale projects about shared care it has 
become obvious that failure of achievement of the strived for results is no exception. The 
accompanying change processes appear to be peppered with impediments and rather difficult 
to manage, due to divergent interests of a lot of stakeholders. Although the impact of the 
management factor is manifest, its influence has to be recognised and dealt with. Thereupon, 
different viewpoints can be considered like the perspective of the involved care providers or 
patients. However, to get a better grip on the key inhibiting factors and the pointed out lack of 
success, we want to stress the role of the management in this article. Therefore we address the 
question: What key factors influence the development and implementation of shared care 
projects from a management perspective, and how are they linked? To answer this question 
we rely on the data of two related Dutch case studies, in which the concepts of shared care, 
substitution of care and disease management play a role. Below we will first address these 
case studies. Next the methodology and theoretical concepts are clarified, including the 
applied framework that originates from results of former innovation projects. After 
presentation of results as event descriptions and the analyses thereof, recommendations follow 
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on behalf of successful project management on the line from common shared care to disease 
management. 

4.3 Case studies 
The two shared care projects were initiated in 1994 in the Maastricht-region and aimed 

at improving the quality of diabetes care without increasing costs, by introducing substitution 
according to regionally agreed protocols. 

The first project (A) involved the deployment of specialised diabetes nurses to take over 
the routine medical tasks of internists (vertical substitution) and to perform traditional nursing 
tasks during three-monthly patient consultations in the general practitioners’ offices. The 
latter implied a transfer within the medical discipline from the internist in secondary care to 
the general practitioner in primary care (horizontal substitution). The specialised nurse acted 
as a co-ordinator of diabetes care for the target population containing type 2 diabetic patients 
being treated by the internist at the outpatient clinic, who labelled them as medically stable. 
This nurse became the patients’ focal point. In the case of an emergency outside working 
hours the patients could consult the general practitioner, which ultimately remained the 
person responsible for the care of these patients. Once a year they visited the internist at the 
outpatient clinic for a medical check-up. In total 74 patients, 22 general practitioners and 7 
internists-endocrinologists participated in this project. 

 

Model project AModel project A

 
 
The second project (B) comprised the shared consultation by internists and general 

practitioners in primary care (horizontal substitution). The focus was on the recurrent 
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education of general practitioners and the prevention of unjustified referrals. Periodically 
shared consultation hours were conducted in the general practitioner’s office. During these 
consultation hours an internist and a general practitioner saw patients with type 2 diabetes 
mellitus together. The latter person remained responsible for the care of these patients. In total 
250 patients, 25 general practitioners and 5 internists participated in this project. 

 

Model project BModel project B

 
 

At the end of 1999 all participants agreed upon the integration of projects A and B in 
one disease management project. Since 2000 this integrated project was carried out in the 
Maastricht-region. Currently the disease management project strived to attain the participation 
of 50 general practitioners and 3000 diabetic patients. This project mainly entailed: 

 
Aim: 

• effective, efficient, structured and integrated care for all patients with diabetes 
mellitus of the involved general practitioners 

Methods: 
• use of a regionally agreed multidisciplinary protocol for diagnosis and treatment 
• common responsibility for the treatment and counselling by a team consisting of 

an internist-endocrinologist, specialised nurse and general practitioner [11] 
• explicit allocation of patients to the internist, specialised nurse or general 

practitioner depending on the severity of the diabetes and its associated 
complications  

• for those allocated to the specialised nurse: this nurse as co-ordinator responsible 
for cure and care on patient level 
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Organisation: 
• separation of policy and content 
• policy-team consisting of all involved parties including the local patient 

organisation 
• protocols developed by caregivers and agreed by the policy-team 
• central co-ordination by the project management 
• formal contracting between involved parties in respect of general and financial 

responsibilities 
• shared consultancy of internist and general practitioner as a prerequisite for 

participation  
Involvement of clients: 

• feedback from patients by questionnaires, focus groups and patient panels 
Benchmarking and feedback: 

• annual reports at practice level of results by the policy-team to authorities 
including the local health insurer 

Information and communication technology: 
• exchange of information by providers with application of electronic computer 

technology 
Consultation and education: 

• opportunity for the general practitioner to consult the internist or specialised nurse 
• recurrent education of all care providers. 

 

Model project Model project 
diseasedisease managementmanagement
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A general practitioner and an internist were responsible for the projects A and B 
respectively. In practice this implied that each project followed its own routine. However, to 
improve co-operation between both projects and to settle policy matters, additionally a small 
common policy-group was installed that comprised the project managers and other key 
stakeholders. These stakeholders were a member of the regional association of general 
practitioners in the Maastricht-region -speaking as a private person-, a representative of both 
the University Hospital Maastricht, the ‘Green Cross’ home care agency in the Maastricht-
region, the Co-ordination Centre for the Chronically Ill Limburg, Synchron, and the 
Diagnostic Co-ordinating Centre University Hospital Maastricht. After the merger into one 
disease management project the two project managers bore the ultimate responsibility 
together. 

Background information about both cases on rather formal lines is described in the 
Appendix for the period 1994 until 2000, supplemented by information about the project 
structure during this period (Fig. 1 and 2). 

4.4 Methodology and theoretical concepts 
The case study method by Yin [12] was applied, i.e. an initially multiple case study 

design altered into an embedded single case and finally changed into a single case design, or 
more concrete: the separate projects A and B got intertwined and became a disease 
management project. The intended course of action of two cases was enforced to alter into 
one embedded case, which actually contained two gradually interrelated cases and ended up 
in one case. 

Data were gathered periodically by means of triangulation. Data triangulation implies 
the collection of information from multiple data sources to corroborate the same facts or 
phenomena. Data sources included the use of in-depth interviews with participants, written 
questionnaires sent to several involved care providers, observations of project meetings, and 
documents next to reports [12]. 

Inherent to the case study method is the application of a general and a specific strategy 
to analyse the case(s) [12]. In this study the general analytic strategy involved a framework 
for organising data, in which elements of the theoretical concept of the learning organisation 
are embedded (Fig. 3).  

The framework implies an adapted model of critical influencing factors [13], originally 
developed on the basis of gathered empirical evidence by the evaluation of innovation 
projects in the early nineties [4]. While the original model mainly focuses on the influencing 
factors as such, the adapted model also makes explicit their interrelationships. The influencing 
factors can be either external or internal. Both can have a promoting and inhibiting impact. 

The external factors are factors outside the environment of the project activities. They 
entail the role of authorities -like the government and health insurers-, legislation and 
societal developments. 

Internal factors are factors that determine change processes within the project activities. 
Encompassed is a factor involving the local context -including culture, power and structure-, 
as well as factors about commitment and change management. The latter concerns goal-
oriented steering of change processes by the management of the innovative (project) 
activities, mainly the project management. The steering entails the application of change 
strategies and tactics. 

In respect to the interrelationships between the factors the adapted model considers that 
stakeholders learn from experience. Therefore the concept of a learning organisation is taken 
as a reference point. The concept implies the promotion of learning processes on individual 
and organisational or system level, in which experimenting, observing, coping and learning 
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from mistakes are accepted and encouraged [13, 14]. These learning processes need to attain 
at least the level of so-called double loop learning [13, 15, 16, and 17]. This means getting 
new insights from experiences, which imply calling into question and possibly redefining the 
rules about ‘right’ and ‘wrong’ that have been adhered to, or ‘doing the right things’ [13]. 
Double loop learning can change fundamental assumptions about the organisation. The 
consequence may be redefining the organisation’s goals, norms, policies, procedures, or 
structures. This kind of radical learning “calls into question the nature of the course plotted 
and the feedback loops to maintain that course” [17]. According to Argyris [15], double loop 
learning is manifest “when mismatches are corrected by first examining and altering the 
governing variables and then the actions”. These variables are the ones that drive and guide 
such actions and can be deduced by observation. On the one hand this type of learning can be 
distinguished from the basic level, termed single loop learning, which actually occurs when a 
match is created between the organisation’s design for action and the outcome, or when a 
mismatch is detected and corrected by alteration of the action. On the other it underlies “the 
ability of organisations to learn about the contexts of their learning” [17], labelled meta-
learning, meaning when and how they (do not) learn and adapt accordingly  [13, 17].  

The learning component is depicted as a number of curved lines, which connect the 
discerned key-influencing factors (Fig. 3). It is supposed that the external factors influence the 
internal factors top-down in a one-way direction. The link between the internal factors, i.e. 
local context, commitment and change management, may take the shape of a learning cycle, 
triggered off by a learning impulse from the local context. This comprises a learning loop 
from the factor local context to the factor commitment, change management and local context 
respectively. However this can cause the same learning loop backwards, by which the 
learning cycle is completed. Altogether, the internal factors are considered of decisive 
importance. 

An attempt has been undertaken to approach the dynamic complexity of reality more 
closely [13]. It was expected that the findings of the case studies A and B would confirm the 
adapted model.  

In addition to the general strategy the specific analytic strategy of explanation building 
was partially used [12]. The strategy of explanation building entails the gradual building of an 
explanation of the studied phenomenon, implying the stipulation of a set of causal links. In 
the case studies A and B this entails the key- influencing factors and their links as shown (Fig. 
3). The result is a cross-case analysis, next to an analysis of each (embedded) case. These 
analyses mostly occur in narrative form [12]. In this paper, event descriptions were used. 
They allow studying interactions during a sequence of events or one event [18, 19]. On that 
account at first a brief case history of both cases was described on the basis of the gathered 
data sources (Appendix 1). Then the events were carefully selected and analysed. In our view 
this is an indispensable point of departure for further systematic data analyses to be 
conducted. 
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Fig. 1 Adapted model of critical influencing factors in shared care projects 
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4.5 Results 

4.5.1 Data sources 
In-depth interviews were carried out with several persons, from one up to four times 

(Table 1). 
 

Table 1 Respondents in-depth interviews projects A and B 
Respondents Total
Care providers 

• Specialised diabetes nurses 
• General practitioners 
• Internists 
• Dieticians 

2
37
7
3

Staff 
• Staffnurse home care agency 1

Committee 
• Chairman regional association of general practitioners 1

Management 
• Top managers hospital 
• Top manager home care agency 
• Advisor local insurer 
• Project managers 
• Project co-ordinator 

2
1
1
2
1

Total  58
 
Questionnaires (28) were filled in once by the two specialised diabetes nurses (response 

100%) of project A, besides 21 general practitioners (response 84%) and 5 internists 
(response 100%) of project B. In addition observation was performed of formal meetings of 
different groups of projects A and B. Furthermore, documents and reports of participating 
organisations and project management were gathered, like protocols, minutes, (news) letters, 
brochures, policy pieces, despatches and annual reports. 

4.5.2 Event descriptions 
The event descriptions that derived from the cases’ history (Appendix 1), are presented 

below. Following each description the enclosed key-influencing factors and their linkage will 
be analysed. Afterwards the findings will be summarised.  

Event description 1: ’get started together’ 
To participate in projects A and B the regional association of general practitioners 
claimed that only if these projects were presented to the outer world as one package 
would they co-operate and give their support. The other participants accepted this 
demonstration of power (local context) because co-operation of the general practitioners 
was vital (commitment). Moreover this policy was maintained throughout the course of 
the projects. Subsequently the policy-group in charge of both projects (project 
management) set up a protocol group to develop the necessary protocols for both 
projects. Although several providers questioned this joint enterprise they did not 
withdraw. With a substantial helping hand by the project management the protocols 
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were developed and agreed upon within the pre-set term of several months. However, 
the consequence of working under considerable pressure of time was that not all 
participants, among which general practitioners felt equally involved (commitment). 
Therefore the policy-group (project management) initiated a second post-graduate 
course for general practitioners in the particular region in which the projects and new 
developments were further amplified and the internist, general practitioner, specialised 
nurse, staffnurse and dietician played a role. Once again the course met substantial 
appreciation. Thereby an extra impulse was given to alter the traditional culture (local 
context), that performing medical tasks was only the domain of doctors. Subsequently 
interest increased. The number of general practitioners that finally signed up for the 
projects was beyond expectation but not equally divided (commitment). Encouraged by 
the policy-group (project management) the general practitioners’ regional association 
achieved a more balanced grade of participation by mediation (commitment). 
Consequently especially the attitude of providing organisations and providers changed 
vice versa (local context).  

Key factors 
Although the factor commitment seemed considerably influenced by the factor local 

context, i.e. power and culture, straight changes were directed by the project management. 
This management interpreted every circumstance and relevant alteration within and decided 
what change strategies and tactics needed to be carried out to bring about the required 
changes. By the consequent actions, commitment also influenced the local context. Therefore 
the description supported the argument that the project management was the most powerful 
active influencing factor in the development of projects A and B. Yet the outset of the 
projects seemed to be conditioned by the local context and commitment, while the latter 
prevailed. 

Linkage 
 In the narrative two learning loops can be perceived between the internal factors. Both 

start and come to an end at the local context as depicted in the adapted model (Fig. 3). In 
addition, either one is also expanded with a backward in-between loop from the project 
management to commitment. Finally, when the so-called ‘temptation’ strategies and the 
tactics of the project management yielded a balance in commitment and a necessary change in 
power and culture (local context), the start of the project became feasible. The strategy, 
implying the short-term aim to get started, appeared to be related to the choice of the tactics. 
For both projects A and B these entailed going around together, settling a joint protocol group 
for protocol development, organising a second post-graduate course for general practitioners 
and other disciplines, next to mediation. This seems to imply that the basic linkage of the 
influencing internal factors in the adapted model (Fig. 3) is confirmed, and that the driving 
force of the project management induced the linkage. Application of a change strategy and 
related tactics appeared to be one reason. The way these were carried out another. The 
narrative indicates that the project management possessed skills to steer towards the intended 
outcome. The acquired level of learning tends towards double loop learning. The prerequisites 
to get started with the shared care projects were understood by the project management, 
which required rethinking the used tactics and changing policy accordingly. 

Event description 2: ‘project managers forced to work together’  
Initially the news of the existence of project B surprised the project management of 
project A. The policy-group (project management) of these projects was set up once this 
management considered project B as competitive and acted accordingly. The reason 
was that both looked for participation of general practitioners in the same region and the 
design of project B was familiar to general practitioners, while the design of project A 
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was rather unfamiliar to them. The policy-group asked the project managers to pay 
attention to their interrelationship. All involved persons got to know each other better 
and the management of project A recognised and appraised the support of the 
management of project B. Finally the shared insight that both needed each other to 
continue, yielded discussion about integration of both projects into a disease 
management project. In mutual co-operation they launched its development during 
meetings with potential participants (commitment). This implied coping once more with 
the traditional domain of tasks reserved to doctors (culture and structure) and the power 
of various players in the field like physicians and the local insurer (power). 

Key factors 
The pressure of the general practitioners to merge the projects A and B (event 

description 1) urged the management of projects A and B to co-operate. The account showed 
that the project managers became rather preoccupied with settling their interrelationship 
during the projects’ development and implementation. Only after mutual commitment was 
firmly established, they succeeded in focusing on the necessary conditions for the disease 
management project. The project management was obliged to co-operate and stick together to 
bring about the necessary changes in commitment and local context to enable the merger. 
Again commitment turned out to be an absolute precondition to move ahead. However, also 
the local context kept drawing attention. 

Linkage 
The description reveals a backward in-between learning loop from the change 

management to commitment and the local context (Fig. 3). The factors seem to got linked 
because of a change in strategy of the project management. The short-term aim ‘get started’ 
followed by ‘make progress’, gradually altered in the long-term aim ‘continue in the long 
run’. Analogously the applied tactics changed from competitive behaviour, to appraisal and 
finally co-operation. Although this sequence especially appealed to the project management 
of project A, not until all persons involved in the project management of both projects applied 
tactics towards mutual co-operation, could the merger be properly addressed. This brought 
along organising meetings to create support by the broad network of potential participants 
(commitment) and rearrangements in the local context. The attainment of a reversal in policy 
from competition to co-operation and eventually integration, can be classified as double loop 
learning. Acquisition of the understanding that both projects could not survive without each 
other and afterwards proactively propagating the merger of the two, otherwise appears out of 
the question.  

Event description 3: ‘project managers and providers disagree in the meaning they 
attribute to key factors’ 

Episode 1. Within project A the facility to keep professional knowledge and expertise 
of the specialised nurses up-to-date was not arranged for (local context). Taking care of 
appropriate training of these professionals and other involved providers was considered 
important [20, 21]. The issue was raised repeatedly by the specialised nurses and 
discussed (commitment). The management responded that their knowledge and 
expertise met the task requirements in respect to patients included in the project and 
took no action (project management). 
Episode 2. About a year later general practitioners were referring patients to the nurses 
not belonging to the target population to an increasing extent (local context). Then the 
issue of professional knowledge and expertise was again brought forward by them and 
discussed followed by management plans to monitor the nurses for this additional group 
of patients by internists-endocrinologists from the outpatients’ clinic (project 
management). However, the priority of the specialised nurses to take additional courses 
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about co-morbidity to further increase their task performance (commitment), was 
appraised differently by the project management. The management told them that such 
courses were not yet available and the budget of the project left no financial room 
(project management). 
Episode 3. In the final phase of the project, when it became apparent that projects A 
and B would merge into one disease management project with all diabetic patients as 
target population, the project management revealed that the extension with the group of 
patients in the general practitioners’ offices was expected and borne in mind from the 
beginning although the request of the general practitioners to enable this possibility was 
posed (a lot) sooner. Because of research purposes too many changes were intentionally 
avoided, especially in the first year of the project. From the second year on this 
possibility was planned for and agreed upon. The problem was that the nurses got 
caught up somewhat in the middle between the aim of the project and the goals of the 
general practitioners. It was considered quite obvious that further training was necessary 
in accordance with the ambition of the specialised diabetes nurses and training for 
newcomers to the business. This training ought to be developed for which the initiative 
thereupon was taken. However the linkage between the question of the nurses for 
further education and the pressure to treat patients not included in project A was not 
looked at as a matter-of-course (project management). 

Key factors 
The project management dominated the scene and its change. Apparently, in spite of the 

efforts of the specialised diabetes nurses, the importance of the local context and commitment 
was recognised and acted upon by the project management according to a long-term strategy. 

Linkage 
The account shows a complete learning loop from and to the factor local context, as 

well as a partial backward learning loop from the local context to the factor commitment. 
Next an in-between loop from commitment to the change management can be noticed (Fig. 
3). During the first two episodes the nurses linked the lack of an appropriate training facility 
(structure) with their need of further education on co-morbidity in particular (commitment). 
Probably their experiences with the group of patients outside project A boosted this need, 
which they wanted to fulfil instantly to better live up to expectations. They try to put the 
project management under pressure. In the second episode the project management partly met 
the nurses’ request but stuck to the project’s protocol, the required expertise for the target 
group, and the available financial means. Carrying out the agreed upon protocol was and 
remained their main task. This may be called a practical solution valid for the short-term. In 
the third episode it became clear that the target group would be enlarged on behalf of the 
disease management project, which outcome did the project management plan for. Next the 
followed strategy and tactic of the ‘hidden agenda’ were made explicit. At that time a 
fundamental solution was worked out for the education problem of the specialised diabetes 
nurses from a long-term perspective. This implied training considering all aspects of the 
position of the specialised diabetes nurse. The chosen solution tends to underpin the 
assumption of double loop learning by the project management, except for apparently 
confining the conversation with the nurses to discussion. 
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Event description 4: ‘ project management versus providers and patients: when do we 
discuss dialogue’ 

The management of projects A and B often tried to solve barriers by organising 
meetings in which discussion took place but scarcely dialogue (project management). 
Although at first this was taken for granted, gradually it turned out that this was not the 
favoured policy by a number of providers and patient representatives. In particular in 
the final phase of the project more dialogue was evoked by the participants, implying 
group conversations enabling the discovery of insights that might not be attainable by 
its members thinking on their own  (commitment). By degrees the management put 
more emphasis on developing collaborative interdependent relationships within teams, 
in which the application of dialogue was a precondition (project management) [14]. 

Key factors 
Providers and patient representatives gradually questioned the usual practice of the 

project management to discuss matters. When the shared care projects headed towards one 
disease management project they provoked more dialogue. The project management 
recognised this practice and its impact on the future commitment. Consequently the tactic was 
changed towards working as a team in which dialogue happened to be common. 

Linkage  
The narrative reveals an in-between loop from the project management to commitment 

and vice versa. The different views of the project management and the participants slowly 
converged. This was possible because the project management learned from the mistake to 
side-step dialogue too much during formal meetings, which implied unlearning this 
previously established way of communication. The awareness of the project management 
grew that in order to sustain commitment in the long run, building in team elements were 
necessary. The result indicates double loop learning with regard to the participants as well as 
the project management. 

Event description 5: ’health insurers support disease management’ 
The Association of Dutch Health Insurers published a brochure according to which they 
considered disease management as an opportunity to get control of the management of 
providers in healthcare [22] (role of insurers). This external factor was judged by the 
project management to give an impulse to changing the power relationships in projects 
A and B (local context), meaning also a chance to gradually change the involvement of 
the local insurer from rather distant to involved (commitment). Therefore the project 
management started negotiating with the insurer about financial support to secure the 
dissemination phase, acting prudently and with authority. Also the top management of 
key stakeholders, like the hospital and home care agency, was approached likewise 
about the matter (project management). The outcome, to take shared and financial 
responsibility for this phase, enhanced support by all participants, including the patient 
organisation, to continue designing the most suitable integrative project on a large scale. 
This also entailed more central co-ordination, structure and obligations than in the 
shared care projects so far, and a computerised exchange of information by providers 
(commitment). Thereby also existing power relations changed in a more co-operative 
direction (local context). 

Key factors 
The project management took advantage of a favourable external circumstance related 

to the potential role of health insurers around disease management and anticipated what was 
coming. The long-term aim and consequent strategy to settle the necessary conditions for the 
dissemination phase seemed to be the guideline. These conditions belonged to the factors 
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local context and commitment. Finally the applied tactics and its skilful performance proved 
to be successful. 

Linkage 
The exemplification appears to entail evidence about the one-way link between the role 

of the insurers at national level and the regional insurer in the local context, thereby initiating 
a learning loop towards the change management and then backwards again to the local 
context (Fig. 3). In charge was the project management, who aimed at a fundamental solution 
for the issue of shared, also financial, responsibility. The focus was no longer on a short-term 
strategy. The project management demonstrates double loop learning in order to achieve the 
necessary strong shared responsibility by the participants (commitment) and advantageous 
power relationships (local context) for the next phase of projects A and B. Tactics such as 
using an external promoting factor, negotiation and involvement of the top management of 
key stakeholders, turned out to be effective. Supposedly this was also due to the personal 
communication skills of the project management and the attained insight of ‘doing the right 
things’ by key stakeholders. 

Review 
Looking back at the event descriptions at the level of analysis across cases and the level 

of each single (embedded) case, evidence is found for the adapted model (Fig. 3), the 
discerned key-influencing factors and the depicted linkage between them. The evidence 
especially regards the internal key factors change management, i.e. project management, 
commitment and local context, which is also their most likely order. The first factor seems 
responsible for actively linking the factors, while the latter two appear prerequisites for the 
project management to enable successful application of short-term and long-term strategies 
and tactics. However the extent of success of their application apparently also depends on 
double loop learning and noticeable intentions, charisma and skilful communication by the 
persons in charge. It is indicated that long-term strategies and tactics are the most effective, 
especially in case all participants attain the level of double loop learning. Furthermore the 
evidence shows the occurrence of backward in-between learning loops, mainly between the 
factors change management and commitment. Besides not in every circumstance the whole 
learning cycle is completed. Obviously the details of the adapted model depend on the 
particular circumstance. This implies that the applied framework is founded as a basic design, 
which needs to allow for abbreviations and partial extensions. 

4.6 Discussion 
The attempt to approach dynamic complexity of reality more closely by the 

aforementioned adapted model of influencing factors looks promising in case of shared care 
projects [13]. This is particularly noteworthy since the project management of projects A and 
B did not consider the application of the learning concept beforehand. Obviously learning 
processes have been lived through. Nevertheless the analysis of the event descriptions 
indicate that the dynamic nature of the learning component (Fig. 3) necessitates tailoring. This 
tailoring has been realised by the internal factor project management. In fact, the skilful use of 
change strategies and tactics and the intentions behind yielded success. Because of its 
importance, complex nature and moving force in linking the key-influencing factors, this 
factor needs special attention. On the basis of the analysis, several hints can be given to the 
persons in charge. These especially regard the situation of changing the projects’ target of 
usual shared care into further implementation as disease management: 
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Key factor commitment: 
• enhance shared responsibility for the long-term aim of the project by committing 

the top management of the key stakeholders (event description 5) 
• involve relevant care providers and keep them involved (event descriptions 1-3) 
• involve relevant patient representatives and keep them involved (event 

descriptions 4-5), by encouraging and monitoring a patient-centred approach 
continuously  

• focus on team building, which requires dialogue (event description 4) 
• enhance structure by settling regular feedback mechanisms using information and 

communication technology (event description 5) 
• create more obligatory arrangements (event description 5), that tolerate sanctions 

according to the ‘carrot and stick’ method, which implies that behaviour following 
the rules is ‘rewarded’ and breaking the agreements is ‘punished’ [23] 

Key factor local context: 
• cope with those aspects of structure -like protocols and professional training-, 

power relationships in the local network of stakeholders and culture -traditional 
task domains and task divisions, including professional routines-, which hinder 
progress (event descriptions 1, 2, 3, 5) 

Key factor change management: 
• reckon that shared responsibility by the top management of key stakeholders 

probably triggers off goal-oriented steering of change processes, which makes 
them a part of the change management (event description 5) 

• quickly settle competitive relationships between persons who belong to the project 
management (event description 2) 

• solve differing opinions about the meaning of influencing factors between 
managers, providers and patient representatives, and persons within (event 
descriptions 3 and 4) 

• make sure that the project management attains at least the level of double loop 
learning (event descriptions 1-5) 

• use especially change strategies linked to long-term goals with a variety of 
corresponding tactics (event descriptions 2-5), and make them explicit as soon as 
possible (event description 3) 

• pay attention to personal communication skills, personal commitment and 
authority (event descriptions 1-5) 

Linkage of key factors: 
• work out fundamental solutions for hindering internal factors, in which the 

interplay of all key-influencing factors like depicted in the adapted model (Fig. 3) 
is addressed, considering this as a basic design which allows for abbreviations and 
partial extensions -such as in-between learning loops-, depending on the issue at 
stake (event descriptions 3 and 5) 

• pro-actively take advantage of favourable external key-influencing factors, like a 
promoting role of health insurers, in directing a strived for change of scene within 
the internal key factors (event description 5)  

• reckon that iteration and revision are common (event descriptions 1-5)  
• learn from mistakes (event description 3) 
• promote double loop learning by all participants (event descriptions 4 and 5) 
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• deal with the question how to become a learning organisation, which not only 
guarantees individual learning  (event descriptions 1-5), but also organisational or 
collective learning (event descriptions 4 and 5). 

 
Further confirmation for these hints can be found [4, 13, 14, 17, 24, 25, 26, 27, 28, 29, 

30, and 31]. 
However, to keep up with a rate of change that leads to a dynamic equilibrium [32], is 

rather difficult. Therefore we plead for further investigation of the complexity of reality, in 
which continuous change has to be coped with, on the basis of the presented model (Fig. 3). 
In our view this effort should not only take the management perspective as a reference point, 
but also the view of care providers and patients. Moreover application of the concept of the 
learning organisation linked to the factor change management in full, demands study in-depth. 
Finally researchers have to face the fact that the complexity of change processes within 
projects may imply, that the chosen case study design beforehand cannot be dealt with as a 
straitjacket. 

4.7 Conclusion 
The event descriptions of our case studies have made it possible to look upon the key-

influencing factors of the development and implementation of shared care projects, and their 
linkage, from a management perspective. 

The accounts demonstrated change processes involved in starting and implementing 
shared care projects at a small scale, that afterwards turn into one disease management project 
at a large scale. These change processes were dominated by the promoting and inhibiting 
influence of the key factors project management, commitment and local context, and their 
linkage (Fig. 3). Mainly the project management appeared to be largely responsible for this 
linkage. The successful outcome of the processes in the end was particularly due to the 
adequate and active use of change strategies and tactics. While at first short-term solutions 
seemed to be sufficient to solve problems, the more progress was made towards disease 
management, the more the circumstances urged the project management for long-term 
strategies and accompanying tactics. The factors commitment and local context, which acted 
as prerequisites, required an analogue change. This consecutively meant increasingly firmer, 
more obligatory commitments and gradually more solid changes in the local context. 

In general this implies that the project management can be considered as the most 
important key-influencing factor in change processes of shared care activities. In our opinion 
the hints given on the basis of the analysis of the event descriptions should be applied widely. 
We stress that all key factors and their interrelationships need to exhibit a dimension of 
growing obligatory intensity. To achieve this, project managers are recommended to position 
learning as a core characteristic of the project organisation and to fully exploit the key factor 
change management. Active, stringent shared responsibility by all participants in a disease 
management network, triggered by strategies and tactics towards fundamental change, may be 
the new imperative to succeed. This will further challenge the personal commitment and 
communication skills of the persons in charge. Along these lines the end goal of a blueprint 
‘shared care for chronically ill’ to balance out quality and costs, as suggested by the white 
papers [1, 2] we started with, may come available. 
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Appendix 
Diabetes projects A and B: case history and project structure 
Year History activities 
1994 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1995 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The University Hospital Maastricht appointed a professor on integrated care for the 
chronically ill, who was located at the Diagnostic Co-ordinating Centre and organised 
meetings with persons working in the field of care delivery for the chronically ill, to 
list the problems in this area as well as ideas to improve this care. About half a year 
later his inaugural lecture on integration of primary and secondary medical care for 
chronically ill patients took place. Horizontal and vertical substitution was suggested, 
to enable tailored care for chronically ill patients. In congruence with the findings of 
his fieldwork and the position of the key players like the hospital, the regional 
association of general practitioners and the home care agency, he decided to prepare 
for a general project on care networks consisting of several interrelated projects, 
among which project A. Soon thereafter also a fellow research worker was employed. 
In the meanwhile the Co-ordination Centre for the Chronically Ill in the province of 
Limburg, Synchron, carried through an analysis of the bottlenecks in the care delivery 
to chronically ill patients in this province. For each discerned patient category a 
committee was installed, to work out projects to solve those bottlenecks. Following 
the diabetes committee, in which an internist-endocrinologist (hospital), a general 
practitioner (general practitioners’ association), a staff nurse (home care agency), a 
researcher (university), a patient representative (diabetes union) and staff members 
(Synchron) participated, a plan was drawn up on behalf of the improvement of the 
care delivery to patients with diabetes mellitus type 2. This plan entailed a number of 
coherent projects, including the outline of project B. 
A fellow research worker conducted interviews with a number of chronically ill 
patients about bottlenecks in the continuity of care and ideas about their elimination 
in the Maastricht-region. Afterwards the professor and the fellow worker organised 
an invitational meeting about shared care to the chronically ill on behalf of the key 
persons working in this field. Next both wrote an article about starting a small-scale 
project within a network configuration, in which the specialised nurse would take 
over tasks from a physician, according to a multidisciplinary protocol. The preferred 
central co-ordination should be taken care of by a flexible, already operational 
organisation. 
Individual meetings with all participants of the invitational meeting were organised, 
to establish priorities and arrange promises about contributions. Then the professor 
agreed with the key players who should be involved in the development and 
implementation of project A in the Maastricht-region, and that the Diagnostic Co-
ordinating Centre should carry out the central co-ordination task. The agreement was 
accompanied by the warrant that tuning of activities in respect to other similar 
projects in the field of chronically ill patients in the region would be taken care of. 
This also regarded activities of the Co-ordination Centre. In addition decisions were 
made about the necessary consultative bodies, including an advisory committee with 
representatives of relevant national organisations. The Co-ordination Centre would 
take the initiative to start a protocol group to develop the necessary protocol; the 
Diagnostic Co-ordinating Centre would arrange for a formal contract between the key 
stakeholders about the terms of co-operation agreed upon. 
A project and research proposal was rounded off and the professor acquired the 
necessary financial means from national umbrella organisations and regional 
stakeholders like the hospital, home care agency and the Co-ordination Centre. It was 
decided upon to start with project A for the benefit of diabetic patients. Finally the 
project management, e.g. the professor as project manager and the fellow worker after 
being appointed as project co-ordinator, became aware of the presence of project B 
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1996 

by its description in the Co-ordination Centre’s plan. 
Since both Centres relied on the participation of the general practitioners in the same 
region, they decided to install a common policy-group to accomplish gearing of 
activities to one another and joint settling of policy matters. This policy-group 
consisted of key stakeholders next to the project management. 
Preceding and during the development of project B the Co-ordination Centre focused 
on a project about training general practitioners to enhance their knowledge about the 
medical treatment of diabetes mellitus type 2 and multidisciplinary co-operation 
between care providers in primary and secondary care. In co-operation with the 
regional association of general practitioners in the Maastricht-region, the study group 
of training general practitioners in this region and the county general practitioners’ 
union Limburg, the first acknowledged post-graduate course within this project was 
developed and carried out in the Maastricht-region. During the programme the ideas 
about both projects B (initiative Co-ordination Centre) and A (initiative Diagnostic 
Co-ordinating Centre), were presented as well as their preconditions. Agreements 
were reached about their development and participation herein by general 
practitioners. 
Then the regional association of general practitioners requested to present both 
projects A and B to the outer world as one project of the hospital, the home care 
agency, the two Centres and this association together. Otherwise they would not join. 
The policy-group decided to meet this request and to periodically report to the 
diabetes committee of the Co-ordination Centre, that guided the Centre’s diabetes’ 
plan. 
According to the prescribed procedure common in the region, the policy-group 
presented the combined plan of both projects to a regional steering group of 
integrated care. After consent of the initiative the regional association sent the 
combined project to the individual general practitioners and asked them to sign up for 
either project A or B. 
A project manager, i.e. internist-endocrinologist, was assigned for project B and the 
(diabetes committee of the) Co-ordination Centre reached an agreement about 
availability of personnel of the endocrinology section of the hospital on behalf of 
project B. 
Project A organised a meeting to inform the participating general practitioners more 
in detail about its content. 
Subsequently, on behalf of the policy-group, the Co-ordination Centre, in co-
operation with the Diagnostic Centre, installed a protocol group to develop the 
necessary protocols, e.g. one for project A and one for project B. Apart from care 
providers also participation of the regional diabetes union was arranged for. For the 
execution of each protocol a subgroup was formed. Following the protocols’ 
development the protocol group decided on its content, which after some adjustments 
by the policy-group, and approval by the medical ethical committee of the hospital, 
were published. 
Then project A started the recruitment of patients at the outpatient clinic. Due to 
strong inclusion criteria the target population turned out to be very limited. After 
discussion the criteria were enlarged. However, the finally selected target population 
remained smaller than expected. 
The home care agency and the hospital disagreed about the recruitment of the 
specialised diabetes nurses on behalf of project A. Both organisations wanted their 
nurses to be employed. Finally two nurses were employed by the hospital and another 
arrangement regarding the other interrelated projects was made to accommodate the 
home care agency. 

 
 
 
 

On account of project B it was arranged for that several internists would visit once a 
week the participating general practitioners’ offices to carry out the consultancy-
hours together with the general practitioners. 
The protocol group was disbanded and the contribution by participants financially 
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1997 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1998 
 
 
 
 
 
 
 
 
 
 

settled. 
Foregoing the implementation phase the Co-ordination Centre took the lead in 
organising a second certified post-graduate course. Furthermore extra training for the 
specialised diabetes nurses was considered an issue which needed further attention, as 
well as the nurses’ attainability and reimbursement of expenses. 
The implementation phase of both projects A and B started. The nurses introduced 
themselves to the participating general practitioners. It was announced that except 
from the target population also the nurses, on what account criteria would be 
developed, could see other patients. 
The regional inspection of health care, member of the advisory committee, subscribed 
to the protocol, thus allowing the aimed for vertical substitution without taking 
additional legal measures. Finally the key stakeholders signed a formal contract of co-
operation. 
In project B, the researchers who visited each individual participant explained the 
practical procedure that would be followed. 
The name of the Diagnostic Co-ordinating Centre was changed into Transmural and 
Diagnostic Centre. On this occasion the Diagnostic Centre organised a symposium on 
innovative care and left out project B, about which circumstance correspondence was 
undertaken by the policy-group. However, this group did not function too well 
because of regular absence of one of the project managers. It was settled that the 
frequency of its meetings would drop. Instead both project managers would meet 
every month and report back to the policy-group. It was also arranged that the 
periodically published newsletter about project A henceforth would be replaced by a 
collective newsletter containing information about the progress of projects A and B. 
Extra measures were taken by the internists to promote the selection of patients on 
behalf of project A. It turned out that some of the internists showed reluctance about 
the patients’ inclusion, which issue was talked over and dealt with. Once again the 
problem was discussed about general practitioners that also wanted to consult the 
specialised diabetes nurse for other diabetic patients then those who belonged to the 
project’s target group. The nurses started seeing those patients. Again the issue of 
extra training for the specialised nurses was mentioned but not acted upon. In 
addition the nurses experienced a patient registration problem that endured. It 
regarded the efficiency and time consuming nature of this activity. Until autumn new 
patients were selected for project A. 
A meeting was organised by the Co-ordination Centre in co-operation with the 
Diagnostic Centre for all the participants of projects A and B to evaluate their 
experiences with the implementation of both projects so far. One of the project 
managers put forward the idea about integration of the two projects in the near future. 
Consequently the bottleneck of seeing diabetic patients by the specialised nurses, who 
did not belong to the target group, was discussed again. The use of a transfer form by 
the internist to inform the specialised nurse after the yearly check-up was settled. 
Afterwards the project management of project B wanted to settle certification of the 
shared care model. Then the policy-group agreed upon a combined application with 
project B, in which the Co-ordination Centre took the lead. 
The study group of training general practitioners in the Maastricht-region granted the 
application for certification of both shared care models. Also a financial agreement 
for participation of general practitioners in project A was arranged for with the 
regional association of general practitioners. 
A continuing-education course was organised by both projects A and B on behalf of 
the participating assistants of general practitioners, which was certified by the Dutch 
union of general practitioners’ assistants. 
Some practical problems about the yearly check-up of patients with the internist at the 
outpatient clinic in project A were solved. Again the procedure was discussed to 
enable the specialised diabetes nurses to see also diabetic patients not included in the 
target population during the consultancy-hour in the general practitioner’s office on a 



 

Chapter 4  77 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
1999 

larger scale. This circumstance was particularly allowed for from the second year of 
the implementation phase, under the announcement: “You have to take care that you 
will not sit on the chair of the general practitioner or the specialist”. Once more the 
issue of extra training was raised. The management planned that questions could be 
addressed to the internists-endocrinologists at the outpatient clinic. 
The future of the projects, including ideas about elaboration, became a subject for 
debate. An attempt was made to assign projects A and B, in combination with other 
regional projects, as a national project to enhance further the structuralisation of the 
care delivery for diabetic patients. 
The policy-group decided to adapt the protocols as soon as more clarity was available 
about the dissemination phase. 
Since during the implementation of both projects A and B dealing with foot problems 
of diabetic patients appeared to be a genuine problem, the third certified education 
programme was organised on behalf of the participating general practitioners. 
On the basis of several meetings with participants a proposal was drawn up about a 
regional network in shared diabetes care. This was discussed at a meeting about 
dissemination of project A, which was organised by the Diagnostic Centre. Following 
meetings, in which more attention was paid to dialogue, resulted in further proposals 
about a disease management approach, including the finance of specialised nurses. 
Later on an implementation committee was installed that combined all proposals. The 
outcome was that both projects A and B should be integrated within a disease 
management model. 
So as to be informed about patients’ experiences during the implementation phase, 
patient focus groups were conducted. 
To meet the request of the specialised nurses to take additional courses, the initiative 
was taken to develop an appropriate Higher Vocational Educational-training, also for 
newcomers. 
In the meanwhile the aforementioned proposal was submitted for national subsidy. 
Furthermore meetings were set up with key players like the insurance company, 
hospital and home care agency to accomplish further financial agreements about the 
employment of the necessary capacity of specialised diabetes nurses and overhead 
expenditures. As a result of a positive reaction, the proposal was elaborated and 
meetings with the top management of key players were continued. In addition a new 
protocol was developed by all involved and potential participants, including the 
patient organisation, implying the integration of the protocols of projects A and B and 
the incorporation of new developments in the treatment and counselling of diabetic 
patients. Also an agreement was achieved to exploit an electronic diabetes 
management system to enable multidisciplinary registration. 
Finally the national subsidy was granted and the financial involvement of a number of 
key players, i.e. the health insurer, hospital and home care agency, was attained. Then 
the proposed regional disease management model on diabetes care was introduced 
during a conference organised for all participants in the Maastricht-region, and other 
persons in the province of Limburg interested in the topic. It was agreed upon that the 
two project managers of projects A and B would conduct joint management and that a 
general project co-ordinator would be appointed next to a medical co-ordinator. In the 
end, the management started to visit groups of general practitioners to make practical 
arrangements for the dissemination phase 
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Fig. 1 Formal project structure of projects A and B from 1994-2000 
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5.1 Abstract 
Today’s health care systems are complex and lack integration at various levels, which 

calls for reconsideration of the care delivery process to serve the patients’ needs. Innovative 
forms like shared care projects, in which generalists and specialists work together on the basis 
of agreements, seem promising but still meet a lot of resistance, especially when continuity 
after the end of a project is aimed for. Research on the change processes in such projects has 
shown that change management is the main influencing factor to overcome this resistance, but 
leaves a number of questions unanswered. This paper focuses on leadership aspects of two 
nurse-led shared care projects for patients with type 2 diabetes mellitus, that gradually merged 
in one project. A longitudinal multiple case study was used. The aspects studied comprise the 
characteristics of the persons who actually led these projects, their successful implementation 
tactics and the way they communicated. The outcome shows that the change processes 
involved were guided by several key managers, although the project manager proved to be the 
pre-eminent leader. He was superior to the other key managers in terms of leadership qualities 
like vision, passion, courage, inspiration, innovation and creativity and the use of personal, 
expert and referent power. The tactics used by the managers includes communication and 
education, participation, negotiation, coercion and top management support, and the 
application of these tactics was judged by themselves as predominantly positive. The project 
manager was evaluated most positively, but communication between the managers only began 
to run more smoothly towards the end of the project. Not until then did they appear to 
successfully overcome the main impediments to continuity of the shared care project. The 
paper discusses some of the lessons learned from both projects, which can be used to improve 
the way tomorrow’s shared care innovation projects are led, and makes recommendations to 
achieve continuity after a project term ends. 

 
Key words: shared care, health care innovation, management, leadership, tactics 

5.2 Introduction 
Health care systems and health care institutions are among the most complex and 

interdependent entities known to society [1]. Whereas the fulfilment of the aims of any 
system necessitates co-operation and collaboration between the various parts of the 
organisation of a system [2], the natural tendency in the development of complex 
organisations is towards the opposite phenomena: division, decentralisation and 
specialisation. These processes usually interfere with organisational requirements like 
efficiency and quality goals [3]. This natural tendency can also be seen in health care systems. 
As these systems have gone through unprecedented expansion during the second half of the 
last century, many factors worked to create divisions between various types of health care 
institutions and services on the one hand, and administrators, physicians, nurses and other 
professionals on the other [4]. Without integration at various levels, all aspects of health care 
performance suffer. Patients get lost, necessary services fail to be delivered or are delayed, 
quality and patient satisfaction decline and the potential cost-effectiveness diminishes [5-7]. 

For this reason, all health care systems in the Western world are facing the challenge to 
reconsider the process of care delivery. At many levels and in many ways, programmes and 
projects have been started to develop new concepts to improve the efficiency and quality of 
care. Nevertheless, integration of care will not be achieved easily. The various constituents of 
the health care system differ widely in nature, focus, prestige, size, financial resources, 
educational programme and culture. Managers and professionals have valid reasons to 
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consolidate their own positions in the system, and the positive effects of new forms of co-
operation, collaboration and distribution of tasks are often not clear or unproven. In fact, a 
great deal of resistance has to be overcome. In our analysis of shared care projects, the most 
powerful method to overcome this resistance  has turned out to be that of change 
management, defined as the goal-oriented steering of change processes [8,9]. But, contrary to 
the belief that highly diverse organisations with diverging interests need to be lightly co-
ordinated [10-12], we assume that the guidance has to be explicit, especially when inter-
organisational networks aiming for shared care need to last after the project term ends. After 
all, such networks consist of relatively independent organisations and autonomous 
professionals, interacting and negotiating with each other. Moreover, innovative networks aim 
to facilitate change and not the continuation of stable situations. Therefore, we wanted to 
know more about ways of guiding change. 

The present study focused on the following research questions: What are the 
characteristics of the persons who actually determine the outcome of shared care projects; 
what successful management implementation tactics do they use to overcome resistance to 
change, and how do they communicate? This paper tries to answer these questions on the 
basis of data provided by two cases, and discusses their implications for managing future 
shared care projects. 

5.3 The cases: shared care projects 
The study focused on two shared care projects in the Dutch region of Northern 

Limburg, which were centred on the regional hospital and succeeded in continuing after the 
project term ended. The first project started in 1995 in the town of Venlo and the village of 
Velden, while the second began in 1996 in the town of Helden-Panningen. In both projects, 
nurse-practitioners specialising in diabetes care fulfilled a co-ordinating role at patient level 
and acted as the pivotal care providers. They took over the routine medical tasks from the 
general practitioners and from the internists at the outpatient clinic and carried them out 
during nurse-led consultancy hours in a primary care setting, in addition to their traditional 
nursing tasks [13]. The patients usually visited the nurses every three months and were also 
seen by the general practitioners for a medical check-up once a year.  

Both projects aimed to improve the quality of care for patients with type 2 diabetes 
mellitus who visited a general practitioner, without increasing costs. To accomplish this, a 
multidisciplinary protocol was developed and agreed upon, in which substitution of care was 
the central issue, and which described the division of tasks and responsibilities of all 
caregivers involved [14,15], following a similar initiative centring around the University 
Hospital Maastricht [8]. The projects involved not only nurses, general practitioners and their 
assistants, but also internists, district nurses and dieticians.   

The two projects were initiated and led by an internist–endocrinologist working at the 
regional hospital. The rest of the management structure of the projects consisted of a large 
diabetes project group, a diabetes steering committee and three general committees of the 
North Limburg Care Innovation Experiment, viz. the programme co-ordination committee, 
the care advisory committee and the board. These three general committees were responsible 
for more than twenty health care innovation projects. The project group consisted of the 
project manager, who also chaired the group, several caregivers, staff members and 
management representatives. This group decided on the project plan, the multidisciplinary 
protocol and the course of the project. However, for all formal decision-making and guidance 
issues, the project group needed permission from the diabetes steering committee and the 
general committees, which implied that their authority was rather restricted. The steering 
committee included representatives of the health insurer, the hospital management, the 
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regional association of general practitioners and the regional home care agency. Additionally, 
medical specialists were represented in the general committees. Although these general 
consultative bodies exercised their control at some distance, the multiple positions some 
representatives held in the project structure of the Care Innovation Experiment as such 
complicated matters. Furthermore, the two diabetes projects gradually merged, the project 
terms were extended and the project structure went through changes that led to a structure that 
was suitable for regional implementation. The diabetes project group was transformed into a 
steering committee on diabetes care, and a general regional board of top representatives was 
created.  At that time, a project manager and chairperson were provided for by the home care 
agency, the former project manager became a medical advisor and finally a representative of 
the regional association of diabetes patients was appointed.  

5.4 Concepts and methods 

5.4.1 Concepts 
The research design was based on a conceptual model, developed on the basis of 

empirical evidence collected in an evaluation of innovation projects in the early 1990s 
[16,17]. This model addresses several interrelated influencing factors, external as well as 
internal, and with facilitating as well as inhibiting impacts. For the purpose of this study, we 
focused on the internal factor of change management, in particular the successful tactics the 
change managers used in the projects [18-20]. We also integrated the management function of 
leading, which is inherent in the management process [18,21,22]. The resulting conceptual 
framework is shown in Fig. 1, and its concepts are listed in Table 1. 

 
Fig. 3 Conceptual framework 
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Table 1 List of concepts 
Concepts 
 

Description 

 
Change 
management 
– including 
tactics– 
 
 

 
The goal-oriented steering of change processes by persons responsible for 
project activities by using a project structure, a project plan, change strategies –
viz. outlining desired organisation’s aims– and tactics –viz. managerial means 
or techniques accompanying the chosen strategies–, and behaving as 
outstanding change managers 
  

Successful 
implementation 
tactics 
 
 
 
 
 
 
 
 
 
 
 
 
 

Communication & education: providing solid information about an intended 
organisational change to users and others who may oppose its implementation, 
viz. by one-on-one discussions, presentations in groups, memos and/or reports 
about the nature of the desired for change and its implications & preparing and 
training users –for instance about required new technical knowledge– for the 
promotion of an implementation  
 
Participation: arranging taking part in designing change activities by its users 
and potential opponents, in particular to achieve understanding of a desired for 
change and commitment to it  
 
Negotiation: using formal bargaining to achieve acceptance and approval of a 
desired for change by offering incentives to its opponents 
 
Coercion: using formal power by threatening to force opponents to accept a 
desired for change, for example by losing rewards 
 
Top management support: providing visible support from top management for 
a desired for change, symbolising its importance to all users, including those 
who doubt legitimacy of the change, in order to overcome resistance to change 
 

Leading 
 
 
 

Using influence to motivate departments, divisions and individuals working 
directly with a manager, to achieve the organisation’s goals. This means 
creating a shared culture and shared values, communicating goals to employees 
throughout the organisation, and energising them to perform at a high level 
 

 
The framework of Fig. 1 was used as a general analytic strategy to gather and analyse 

data according to an embedded single case design. This means that one case was followed by 
a highly similar case resembling a branching, which finally unites with the first case [23], as 
both projects demonstrate. 

In order to answer the first research question, we focused on the leadership qualities of 
the persons who actually determined the outcome of the projects [24,18] and their 
management qualities [24,18], as well as the positions they held within organisations and the 
other interests they served. To underline the difference between leadership and management 
qualities, we looked at the sources of power they used, as listed in Table 2, and the level of 
compliance the use of this power engendered within the group of persons involved 
[18,25,26,2]. This means that we emphasised leadership as an interaction process between 
leaders and followers. 
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Table 2 List of sources of power 
Concept 
 

Description 

 
Position power 
 
 
 
Legitimate 
power 
 
Reward power 
 
Coercive power 
 

 
Power to reward or punish subordinates to influence their behaviour coming from 
external sources of a manager’s position in the organisation, being legitimate, 
reward or coercive power  
 
Power stemming from a formal management position in an organisation and the 
authority granted to it 
 
Power stemming from the authority to bestow rewards on other people 
 
Power stemming from the authority to punish or recommend punishment 
 

Personal power 
 
 
Expert power 
 
 
Referent power 
 

Power to influence employees’ behaviour coming from internal sources of expert 
or referent power 
 
Power stemming from special knowledge of or skills in the tasks performed by 
subordinates 
 
Power stemming from characteristics that command subordinates’ identification 
with, respect and admiration for, and wish to emulate a leader 
 

 
To answer the second research question, we focused on the component of tactics as a 

part of the leading function. Our approach built on results of previous research indicating the 
following implementation tactics as the most successful ones in dealing with resistance to 
change: communication and education, participation, negotiation, coercion and top 
management support [18,19,20]. These tactics are listed in Table 1. We wanted to assess 
whether leaders in shared care projects also applied these tactics and if so, how. To this end, 
we evaluated the use of tactics as positive or negative, depending on whether the tactics 
served the project’s aim or worked against it.  Working against the project’s aim meant that 
the manager’s own interest or that of his organisation prevailed, or that it was at least 
questionable whether he was serving the best interest of the project. Additionally, we closely 
studied the tactics of communication, insofar as it was used by leaders in the shared care 
projects. This aspect seemed particularly interesting, since by and large, managers appeared to 
apply this tactics for about 80 percent or more of their working hours [18,27]. The aspects of 
open communication, dialogue and feedback were also addressed, in view of the emphasis 
placed on them by today’s managers in leading companies as a means of building trust, 
promoting learning and solving problems. These communication aspects are listed in Table 3. 



 

86  Chapter 5 

 
Table 3 Aspects of communication tactics 
Concepts 
 

Description 

 
Open 
communication  
 
Dialogue 
 
 
 
 
Feedback   
 
 

 
Sharing all types of information throughout the organisation, across functional 
and hierarchical levels, both formal and informal 
 
A group communication process in which participants together create a stream of 
shared meaning that enables them to understand each other and to share views. 
This process aims at creating a culture founded on collaboration, fluidity, trust 
and commitment to shared goals 
 
Using communication and evaluation to help individuals and an organisation to 
learn from  things that work and do not work and to improve their work or 
organization 
 

 

5.4.2 Methods 
A longitudinal multiple case study lasting about three years was conducted, with 

periodic data collection during three project phases, i.e. the preparation of the project, its 
implementation and the preparation of its dissemination. Data were collected from several 
sources, to allow triangulation [23]. The main source consisted of in-depth interviews, but we 
also used questionnaires, documents and reports such as protocols, minutes and policy papers, 
in addition to observations of formal group meetings. 

The research population consisted of two specialised nurse practitioners, 12 general 
practitioners, two internists–endocrinologists, two dieticians, two district nurses and five 
management representatives.    

The interviews and questionnaires were largely the same in terms of structure and 
depth, except for the management interviews, which also included supplementary in-depth 
questions. The respondents were asked about their expectations about and experiences with 
the occurrence and impact of the items of the change management factor, changes over time, 
their role and influence compared to other participants, and the lessons they had learned. The 
interviews were tape-recorded and the written questionnaires were sent by post. 

Data analysis partly involved the specific analytic strategies of ‘explanation building’ 
and ‘time-series analysis’, in addition to the general strategy (Fig. 1).  Explanation building 
implies the gradual building of an explanation of a phenomenon that is being studied, while 
time-series analysis traces changes over time. Additional information was gained by 
evaluating the tactics used by each manager as positive or negative, by allocating plus or 
minus signs, respectively. A plus implied that the tactics applied served the aim of the project, 
while a minus signified that the tactics involved worked against this aim. In the latter case, the 
manager’s own interest seemed to prevail, or that of the organisation represented by the 
manager. A third option was that the manager suggested manipulating the course of the 
project in a way that made it questionable whether the project’s best interest was being 
served. In view of the tentative nature of this enterprise, each manager was allocated a 
maximum number of pluses and minuses for each tactics, i.e. one based on the manager’s own 
perspective and one based on the other key managers’ viewpoints, regardless of the number of 
times the tactics was actually found to be applied. The resulting tables should be regarded as 
an overview. 

Our analytical strategies resulted in a cross-case analysis. 
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5.5 Results 

5.5.1 Characteristics 
According to the respondents in both of the shared care diabetes projects, four persons 

played a prominent role in the outcome, i.e. the project manager and three management 
representatives, one from the hospital, one from the home care agency and one from the local 
health insurer. All of them demonstrated leadership and management qualities, used different 
types of power and showed different main interests (Table 4). 

 
Table 4 Characteristics of the persons who determine the outcome of the shared care projects*) 
Characteristics/ Manager
 

Project Hospital Home care 
agency 

Health 
insurer 

LEADERSHIP QUALITIES     
Visionary ++ + + + 
Passionate ++ + + + 
Creative ++ + + + 
Inspiring ++ + + + 
Innovative ++ + + + 
Courageous ++ + + + 
Experimental ++ ++ ++ ++ 
Initiates change ++ + ++ ++ 
Flexible -- -- -- -- 
Imaginative +- +- +- +- 
MANAGEMENT  QUALITIES     
Rational ++ ++ ++ ++ 
Consulting ++ ++ ++ ++ 
Persistent ++ ++ ++ ++ 
Problem solving ++ ++ ++ ++ 
Tough-minded ++ ++ ++ ++ 
Analytical ++ ++ ++ ++ 
Structured ++ ++ ++ ++ 
Deliberate ++ ++ ++ ++ 
Authoritative + + + + 
Stabilising +- +- +- +- 
POSITION     
Position power +- ++ ++ +- 
Legitimate power - ++ ++ - 
Reward power + + + + 
Coercive power + + + + 
Personal power ++    
Expert power ++    
Referent power ++   + 
ORGANISATION INTEREST     
Quality improvement of diabetes care ++ + + + 
Realization of a regional network ++ ++ ++ ++ 
Change of attitude of medical specialists + ++ + + 
Change of attitude in an organization + ++ + + 
Serving public relations + ++ ++ ++ 
Control of expenditures + + + ++ 
Preserving jobs of the nursing discipline + +- ++ +- 
Creation of jobs for nurse practitioners + +- ++ +- 
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*) + = somewhat present/present 
 ++ = strikingly present 
 -  = somewhat absent/absent 
 --  = strikingly absent 

 
In all project phases, however, the most courageous, inspiring, innovative and creative 

person, who also passionately promoted his vision, was found to be the project manager. In 
view of personal power to be the pre-eminent tool of the leader, he succeeded in uniting a 
local network of people working together on the improvement of diabetes care delivery, due 
to his extensive expertise in the medical field of diabetes care. In addition to expert power, he 
was also able to use referent power. This implied that his personal characteristics of ambition, 
dedication and fighting for one’s point of view commanded a degree of identification, respect 
and admiration, with others wishing to emulate the leader to some extent. The reactions of the 
followers showed that they shared his point of view and carried out his instructions. In other 
words, the project manager was considered the pre-eminent leader and the outcome of the 
shared care projects consequently bore the stamp of his personality. But the project manager 
also displayed signs of short temper, restlessness and impatience. Ultimately, none of the 
respondents regarded him as a charismatic leader, rather as an idealist who fought for his ideal 
of optimal diabetes care delivery. He appealed to position power as an internist–
endocrinologist working in the hospital and was considered a spokesman of the hospital for 
some time, although he did not hold a formal management position within the hospital and 
consequently had no legitimate power. In the context of the regional network, his ideals 
appeared to be his main interest, while the management representatives showed that they 
simultaneously served different major organisational interests. The prevailing interest at the 
hospital appeared to be a change in organisational attitude to focus on cure tasks as the core 
business, while the home care agency aimed for the preservation and extension of nursing 
jobs to safeguard continuity, and the health insurer aimed at budget control and regional 
financial responsibility for the shared care enterprise. The only other person who also 
exercised referent power happened to be the first representative from the local insurance 
company. This resulted from this person’s exceptional involvement and supportive attitude in 
regard to all the projects included in the North Limburg Care Innovation Experiment. 

It was especially in the final project phase, however, that all three management 
representatives showed their leadership qualities to greatest effect. In this phase, they 
succeeded in changing their somewhat distant behaviour and signs of opposing reactions into 
an involvement that meant that regional co-operation and responsibility for the shared care 
diabetes arrangement began to prevail. 

5.5.2 Implementation tactics 
The project manager as well as the three management representatives appeared to use 

all implementation tactics we knew from previous research to be successful (Tables 5 and 6), 
although they had difficulty naming them and making clear distinctions between them. 

 
Table 5 Successful tactics applied throughout the shared care projects based on the manager’s own view*) 
Manager Project Hospital Home care 

agency 
Health insurer 

Project phase  
1 

 
2 

 
3 

 
1 

 
2 

 
3 

 
1 

 
2 

 
3 

 
1 

 
2 

 
3 

Tactics of  
communication & education 

+ 
- 

+ +  + 
- 

+ 
- 

 + 
- 

+ + + + 

Tactics of 
participation 

+ + + + + +  + 
- 

+  + + 
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Tactics of 
negotiation  

     + 
- 

    + + 

Tactics of 
coercion 

 
- 

+ 
- 

 
- 

+ + 
- 

    + 
- 

+ 
- 

+ 
- 

Tactics of 
top management support 

+ + + + + +    + + + 

 
*) +  =  application of the tactics in a positive way 
 - =  application of the tactics in a negative way 
 

 
Table 5 also shows that each manager judged the application of his or her own tactics as 

predominantly positive.  

Example of positive view by the project manager on communication & education and 
participation 

During the projects I talked an awful lot, organised and participated in many meetings. I 
guess I wrote whole books and large numbers of letters, based on facts from the 
literature. I was very persuasive due to my knowledge of diabetes medicine, which I 
used of course. 

Example of positive view by the home care agency on education 
We educated persons who were smart and ambitious enough to take on the job of 
specialised nurse practitioner and worked out disputes about the division of 
responsibility between disciplines. 

Example of positive view by the insurer on participation 
I took part in the projects later on. To me, joining them implied advocating shared 
commitment and shared responsibility. 
 
Negative associations were particularly attached to the use of coercion, communication 

and education. Both the project manager and the representative of the health insurer were 
responsible for the negative impact of coercion in all project phases, although apparently all 
four managers applied one or more tactics in a negative way.  

Example of negative view by the project manager on coercion 
In the beginning of 1999 we got entangled in the second big crisis. We were promised 
financial means to continue after the projects’ ending, but no clarity was provided. Then 
I really threatened the insurer that I would end my participation to the project. This is 
not done, but sometimes this is necessary, isn’t it? 

Example of positive/negative view by the insurer on coercion 
Unlike my predecessor I took a hard line doing business, if necessary. In my opinion 
this was not unreasonable. 
 

Table 6 Successful tactics applied throughout the shared care projects based on the view of other 
managers*) 

Manager Project Hospital Home care 
agency 

Health insurer

Project phase  
1 

 
2 

 
3 

 
1 

 
2 

 
3 

 
1 

 
2 

 
3 

 
1 

 
2 

 
3 

Tactics of 
communication & education 

 
- 

+ 
- 

++ 
- 

 
-- 

 
- 

++ 
- 

 
- 

+ 
 

++ 
-- 

  
- 

+ 
- 
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Tactics of 
participation 

 + 
- 

+ 
- 

 + 
- 

++ 
- 

 ++ 
 

++    
 

Tactics of 
negotiation 

    
- 

  
 

   
- 

  
- 

 
- 

Tactics of 
coercion 

+ 
 

++ 
-- 

++ 
-- 

  
 

+ 
- 

    
 

 
- 

 
 

Tactics of 
top management support 

+ ++ ++ 
- 

 
- 

+ 
- 

+++ 
-- 

 ++ + 
- 

   
- 

 
*) + = application of the tactics in a positive way according to one other manager 
 - = application of the tactics in a negative way according to one other manager 

 
Table 6 shows the managers’ judgments of the tactics applied by them. Although there 

were on the whole more positive than negative judgments, the negative views were quite 
substantial, particularly in the final project phase. Overall, the tactics used by the project 
manager and the representative of the health insurer were evaluated as best and worst, 
respectively. The use of the tactics of management support seems to have been valued most 
positively, whereas the implementation of the tactics of communication and education appears 
to have been evaluated most negatively. 

Broadly speaking, the outcome shows that the managers supported the aim of the 
projects, but at the same time had difficulty sticking to it. Occasionally, they all seemed to act 
out of their own interest or that of their organisation, or suggested manipulating the course of 
the projects in a way that made it questionable whether the projects’ best interest was being 
served. However, such attempts to let the projects stray from the agreed aims may have been 
unintended and sometimes even inevitable, due to altered circumstances. Despite their 
inhibiting influence at the time, these attempts were successfully counteracted afterwards. In 
the end, the tactics used appear to have successfully overcome the main impediments to 
continuing the shared care activities. 

5.5.3 Communication 
Of the four key managers, the project manager came out best as regards sharing 

information throughout the term of the projects, although the level of open communication 
that was achieved among themselves left much room for improvement. Notwithstanding the 
fact that the project manager knew how to deal with both formal and informal ways of 
communicating, he became stuck every now and then. This was mainly due to the rules 
governing the communication structure of the North Limburg Care Innovation Experiment, 
which were experienced as non-transparent, impracticable and laborious. The formal 
influence of the project manager on decision-making about management issues of the diabetes 
projects was restricted to the project group itself. The interests of the projects were 
represented in the diabetes steering committee and the general consultative bodies by the 
representative of the hospital management, who was also a member of the project group. 
However, this representative was repeatedly absent at the committee’s meetings, and no 
deputy had been arranged and was even denied. Within the project group, all types of 
information were shared, whether formal or informal. Although a rather open way of 
communication prevailed, some disputes arose which provoked the project manager to cause 
crises in the first two project phases. These crises were evaluated afterwards and lessons were 
learned by mutual feedback. Ultimately, communication ran more smoothly during the final 
project phase, after the project group had been transformed into the steering committee for 
some time. The key managers went through internal differences of opinion, disputes and 
threats to end the project activities, while using hidden agendas to some extent. Initially, they 
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held informal conversations, which actually meant discussions in which they put forward their 
positions, strongly advocated convictions, tried to convince others and built alliances to 
oppose certain views. Gradually they managed to achieve some dialogue, in which feelings 
were revealed as a part of mutual feedback, assumptions were explored, convictions became 
suspended, and some common ground was found. 

Example of the view of the home care agency 
 …. Anyway, now our mind is set on finding solutions together…. 

Example of the view of the hospital 
Participants are more involved now. We have become more like a group. 
 
Apparently, the obstruction policy that characterised the first project phases had been 

necessary to achieve a growing awareness of joint responsibility for the shared care enterprise 
and its continuity after the end of the projects. Together, the managers involved even learned 
to promote scaling up of the projects to a regional level. 

Example of the view of the home care agency 
I learned that you need to communicate with those parties who are necessary to arrange 
things. It’s good to get such projects off the ground by some internists, general 
practitioners and nurses, but to do a good job, all the other medical practitioners in the 
region need to participate too. This means giving more attention to those who are not so 
willing to participate, like the internists’ partnership at the hospital. Otherwise, you 
reach the finish line alone, and in the case of the projects, the project manager’s ideals 
would be lost. With all due respect, the project manager provided for by the hospital 
demanded that people complied with his ideal of diabetes care delivery to the detriment 
of finding solutions. As the chair of the steering committee, you need to unite partners 
or maintain order, which would have been a strange position for this project manager, 
since he operated more as a person than as a spokesman of the hospital. 

Example of the view of the hospital 
I learned that getting one person to initiate and promote innovative projects elicits 
resistance after some time. This arrangement makes you very dependent on this person. 
Now there is a broader commitment. It’s only the scaling up that still has to be carried 
out. But it took a long time to get this far. I think this phasing was necessary, despite its 
adverse consequences. Anyway, if improvement goals are set, people should ask 
themselves what parties to consult, i.e. those that are willing to participate from the 
start, next to those that can be assumed to oppose the projects and should therefore join. 
I also learned that the involvement of general practitioners is troublesome, in terms of 
both content and process. Although they have certain common interests, they all also 
have different interests due to the way they are organised, which impedes the 
development of clear agreements. Notwithstanding this, the regional association of 
general practitioners tries its best. 

Example of the view of the insurer 
I learned that it is very important to prepare the continuity of the projects thoroughly 
and in time. The financial section of the protocol had not been finalised beforehand. The 
top management within the Care Innovation Experiment should have looked ahead 
beyond the terms of the projects. They started to worry about this rather late. This is 
frustrating. Nevertheless, the managers involved in the steering committee showed their 
good will. In the end, they all work for a common goal, regardless of the organisation 
they represent. They even manage to subordinate the interest of the organisation to that 



 

92  Chapter 5 

of the projects. I think this is rather unique. In essence, the outcome of the projects 
depends on persons and the communication between them.  

Example of the view of the project manager 
I learned that it could be wise to keep my mouth shut. I think I did the right thing by 
taking initiatives and stimulating people, instead of using rather provocative actions and 
communication. Now the organisation suits its broad scale, the result obtained can no 
longer be reversed. The motto has become to persevere in the dissemination of the 
shared care arrangement. 

5.6 Discussion and conclusion 
The outcome of this study indicates that persons leading shared care innovation projects 

towards continuation after the project term ends have an arduous task. They have to 
accomplish rather drastic changes to common systems of care delivery, collaborative patterns, 
organisational structure, culture and positions of power in an inter-organisational network 
[28,29]. Some of the lessons learned from our study could be used to improve the way such 
projects are led in the future. 

First, there is the issue of leadership in an inter-organisational network. The data 
indicate that the project manager was the leader of the shared care projects, whereas three 
participating management representatives also demonstrated striking leadership qualities at 
the same time. Although it may be argued that there should never be two captains on one ship, 
the rather complicated, multi-stage, sizeable and non-transparent project structure of the North 
Limburg Care Innovation Experiment may have contributed to this outcome. The project 
manager was not allowed to participate directly in the decision-making beyond the level of 
the project group, unlike the three management representatives, who could decide directly on 
policy matters about the diabetes projects and other projects at a higher level. This situation 
definitely meant that they could not be regarded simply as followers of the project manager. 
To allow a project manager to demonstrate his/her leader qualities to greatest effect, we would 
argue that the project structure needs to be characterised by the utmost degree of transparency 
during all project phases, including the delineation of the project manager’s responsibilities 
and formal authority. This is especially true in the case of a rather sizeable and complex 
network context and if the objective is the continuation of project results after its formal 
ending. To allow good leadership to be demonstrated in future, each health care innovation 
project should at least monitor the transparency of its chosen project structure. 

The second issue is that of the project manager’s leadership qualities. The data show 
that the project manager’s leadership was superior to that of all other key managers involved, 
although the project manager did not possess line authority and was not a charismatic leader. 
This lack of formal authority is comparable to the position power of other project managers 
[8], but the extent of charismatic leadership remains controversial. So far, the concept of 
charisma remains ambiguous and has been used inconsistently, while the attribution of 
charisma to project managers is not a matter of course [30,31]. 

Like charismatic leaders, however, the project manager created an atmosphere of 
change, demonstrated a strong vision about future diabetes care delivery and motivated 
employees to help realise it, while transcending their expected performance [18]. In addition, 
his huge intrinsic motivation and inspiration to succeed, together with his dominant presence 
and energy to fight for the aims of the projects, underline our view that the project manager 
clearly showed charismatic features, i.e. authority. We consider such authority to be an 
essential quality if innovation activities are to be continued after the project term expires. This 
charismatic aspect goes well with transformational leadership. We recommend that future 
project managers use this type of leadership, which involves leaders that rely not only on 
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specific rules, but also on incentives and qualities like vision, shared values, ideas about 
building relationships, giving wider meaning to activities and finding common ground to 
enlist followers in the change process [18,32-35]. It brings about changes in the organisation’s 
mission, strategy, structure and culture, and promotes the kind of innovation in products and 
technology that is necessary in health care innovation. 

When it comes to the intensity of guidance that is needed, the evidence gathered in this 
study seems to disprove the view that highly diverse organisations with divergent interests 
have to be lightly co-ordinated [10-12]. Organisations that participate in shared care projects 
traditionally use a vertical management structure, do not advocate change and are not 
accustomed to projects organised as dynamic, loosely linked networks. When the managers of 
these organisations join a project, it cannot be taken for granted that they will also serve the 
project’s aim wholeheartedly, unlike the project manager. Despite the lack of formal 
authority, the project manager’s leadership indicates that explicit steering of the network is 
necessary to guide the participants through the necessary change processes in order to attain a 
project’s aim and to safeguard co-operation and continuation of the activities after a project 
ends. This explicit guidance involves convincing participants and potential participants to 
question the status quo, to exchange ideas about new ways to solve old problems, to 
collaborate, to decide on the preferred direction and to carry out the necessary arrangements 
in a flexible way. An inherent part of the work is that of reconciling divergent interests of 
several parties and settling their power conflicts, besides differences in culture and structure. 
It is vital to arrange periodic evaluations of the activities undertaken and revise them on the 
basis of the progress achieved. To promote the continuation of the activities, the project leader 
needs to vigorously ensure that those involved learn from past experiences, that things are 
made more explicit and that growing and definite commitment is established. The least that 
other participating managers have to come up with are light forms of steering supporting the 
project manager’s leading activities. In short, to achieve the follow-up phase, we suggest that 
a project manager should opt for transformational leadership, demonstrate authority and 
explicit leadership by using a wide range of tactics. 

The third issue is that of managers’ competence in applying successful tactics. It seems 
peculiar that the key managers judged their application of tactics throughout the projects not 
only as positive also repeatedly as negative, although they had difficulty naming them. 
However, a comparison of project phases with stages of team development shows that 
conflicts in such stages are inevitable, and it cannot be taken for granted that commitment to 
the team’s mission will be achieved [18,36]. In other words, resistance to change and the 
occurrence of conflicts are common. The latter may even lead to better decision-making and 
to competition, resulting in higher performance [18]. All this indicates that managers in future 
innovation projects need to be challenged to apply their tactics more competently, i.e. 
consciously and in a well-balanced manner. In view of the substantial negative judgment on 
the key managers’ use of coercion as a tactics, and participants’ agitated and even enraged 
comments on its application, we recommend restricting the application of coercion to crisis 
situations when a rapid reaction is urgent, and to situations when other implementation tactics 
have already failed [19,18]. Another example is the exclusion of stragglers and neutrals 
belonging to the medical discipline, which presented a barrier to the extension of the project 
activities. We recommend that future project management should analyse for each project 
phase the positioning of participants and potential participants in terms of the degree to which 
they support the change and their influence over others, and vary their use of the tactics of 
participation [37]. The last aspect concerns the lack of effective communication among the 
key managers. To overcome this in future, managers may consider focusing explicitly on 
improving personal skills like active listening, including giving feedback to the sender and 
choosing the appropriate channel to transmit routine, emotional or complex messages. 
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Additionally, special attempts can be made to understand the receiver’s perspective, clarifying 
semantics and perceptions, and checking communication with others [18]. 

The fourth issue is the management perspective. Our rejection of the aforementioned 
view on light co-ordination might be the consequence of not making the management 
perspective on leading innovation projects explicit in advance. As was the case with the other 
shared care projects we studied in recent years, we once again identified a number of elements 
of the learning organisation in the projects at hand. This strengthened our view that the 
‘learning organisation’ is the most promising management perspective to adhere to in these 
circumstances. It offers opportunities to engage everyone in identifying and solving problems, 
and enables the organisation to continuously experiment, change, improve and increase its 
capacity to grow, learn and achieve its purpose. All these elements appear to be conditions 
that have to be met for projects to survive in the long run. If we also take the learning 
organisation’s characteristics into consideration, like a horizontal team-based structure, open 
information, decentralised decision-making, empowered employees and a strong adaptive 
culture, the perfect approach seems within reach [18,38]. Today’s increasing shift towards 
more horizontal structures underlines this view. 

It may be expected that adherence to this management perspective will also improve the 
already advocated monitoring of the transparency of the project’s structure.  Consequently, 
the management perspective of innovation projects needs to be made explicit in advance. Yet, 
in comparison to the traditional organisation, the learning organisation is at the opposite end 
of the scale. In due time, i.e., when health care innovation is led by leaders in agreement with 
the management perspective of the learning organisation as a common practice [39], the 
above position may be acceptable after all. 

The fifth issue is the approach to disease management. Nowadays, principles of shared 
care activities are considered to be tied to the disease management movement [40,8,9,41]. 
Although its definition varies, this movement in essence uses a systematic and programmed 
approach to specific diseases by the use of management instruments to improve the quality of 
care delivery and its efficiency [40]. During the final phase of the shared care diabetes 
projects, the initial impetus was expanded into a regional approach. At that stage, the key 
managers could have taken advantage of aspects of the disease management movement, like 
the explicit use of advanced information and communication technology, benchmarking and 
feedback. However, the application of disease management elements is laborious and may 
complicate matters. A promising approach to overcome this seems to be an incremental 
approach fitted to the situation at hand. In general, we recommend making proper use of 
disease management from the moment the object of shared care becomes a well-defined 
population or subpopulation of chronically ill patients. For the leaders of tomorrow’s 
innovation projects, this implies the promotion of innovation that allows the participants to 
adapt it in ways that are most meaningful to them [42]. Yet, in our view the biggest challenge 
they still have to face is the lack of a recipe to achieve this. 

We may draw the conclusion that leading innovation projects on shared care resembles 
turning in a top performance only granted to top players who are eager to improve their 
tactical game to win together. The conceptual framework we used seems promising for 
researchers who wish to study these projects in the near future. Further exploration of the 
issue of leadership may benefit from managers who will explicitly adhere to the management 
perspective of the learning organisation. 
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6.1 Abstract 
This paper explores the experiences of four nurse practitioners specialised in diabetes 

care, in the development and implementation of two Dutch nurse-led shared care projects to 
improve quality of care. The focus is on the impeding factors involved. The nurses’ views are 
compared to those of the 38 participating physicians by using instruments of qualitative 
research. Both nurses and physicians consider the way shared care delivery has been 
structured as the most impeding factor, particularly downward substitution of care from 
doctor to nurse. In the end, lessons are drawn for nurses, doctors and managers, to solve the 
assessed impediments to shared care. 

 
Keywords: shared care, nurse practitioner, diabetes care, downward substitution, impeding 
factors 

6.2 Introduction 
All Western countries should establish a health care system that meets the needs of the 

population in terms of quality and efficiency. This is a challenge because the number of 
people with chronic disorders is increasing and their expectations of care delivery become 
more demanding. One of the instruments to meet this challenge is care delivery by specialised 
nurse practitioners who take over medical tasks from doctors. Experiences in the United 
States have shown that a lot of these tasks can be carried out without losing the main job 
characteristics of the nurses, especially education and counselling. 

Substitution from doctor to nurse has been preferred and chosen for several reasons. 
Apart from high quality of medical ‘cure’, patients ask for ‘care’. This means that health care 
providers have sufficient time to listen, pay serious attention and show emotional concern. 
Recent legislation and political trends require provision of sufficient information and 
education [1], and consider the treatment of patients more like clients or consumers [2,3]. 
Doctors fail to meet these patients’ needs and use frequently the argument of increased 
workload [4]. Generally, they dislike any judgement of their performance and seldom 
stipulate insufficient knowledge and competence as contributory [5]. Standards to improve 
their knowledge and alignment of relationships with patients and with other care providers 
have not been welcomed wholeheartedly, since they underline the doctors’ loss of autonomy 
[6,7]. Some governments, like in the Netherlands and the United Kingdom, promote the 
development and application of so-called shared care models, in which substitution of tasks 
between doctors and nurses plays a pivotal role [5,8-13]. Nurses want to upgrade their 
profession. Experiences with the transfer of medical actions from doctors to nurses have 
demonstrated that the overall quality of care delivered by nurses is equal to the quality of care 
by physicians, and even better [14-24]. This evidence supports the nurses’ challenge to 
reconsider their task domain and level of expertise, despite limited legal possibilities for 
taking over medical tasks [25,26,15]. 

Shared care is described as care delivery in which generalists and specialists work 
together on the basis of agreements about co-operation, responsibilities and management and 
that is focused on the patients’ needs [13]. It means so-called horizontal as well as downward 
substitution. Horizontal substitution implies the transfer of care delivery from a more 
specialised institute to a less specialised organisation, i.e. from hospital to care in the 
community. Downward substitution means transition of care from a more highly qualified 
provider to a lower qualified one [27]. Shared care can be considered a drastic change in care 
delivery and the relationships between doctor and nurse. It implies restructuring tasks, finding 
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new forms of co-operation and a change of attitude, mutual understanding and trust. To attain 
a successful change process both parties should have a good understanding of each other’s 
role and position. In this study we explore the nurses’ experiences with shared care. The focus 
is on the implications of these changes for nurses, because of the assumption that they 
probably have a high impact on their daily practice. Additionally, the physicians’ judgement 
is also taken into account. The research questions are: What are the nurses’ views on 
horizontal and downward substitution, especially the impediments for its accomplishment, 
and how do the physicians involved look upon the nurses’ view about the biggest impediment? 

Based on the answers to these questions lessons will be drawn for nurses, physicians 
and managers, concerning future nurse-led shared care. 

6.3 The cases: shared care projects 
In 1994 a project (A) was started in Maastricht in which a nurse practitioner, specialised 

in diabetes care, fulfilled a co-ordinating role at patient level. This entailed that a nurse acted 
as the pivotal care provider. The nurse took over routine medical tasks from the internist 
working at the outpatient clinic, and performed those tasks during nurse-led consultancy 
hours in the GP setting. She carried them out in addition to her traditional nursing tasks [28]. 
Each of the employed nurses worked in several GP solo and group practices. Following this 
initial project, two highly similar projects were initiated in 1995 and 1996 in North Limburg, 
which will be further treated as one project (B). 

Both projects aimed to improve the quality of care for patients with type 2 diabetes 
mellitus, without increasing costs. To accomplish this, a multidisciplinary protocol was 
developed and agreed upon, in which horizontal and vertical substitution of care was the 
central issue, and the division of tasks and responsibilities of all providers involved was 
described. The job description of the nurse practitioner is shown in Fig. 1. Beside the nurse 
practitioners the following care providers were involved: GPs, assistants of GPs, internists, 
district nurses, staff nurses and dieticians. 
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Patient care 

Anamnesis:   diagnosis related aspects; use of medicine; complaints; material problems 

  well-being; psycho-social problems 

Physical examination:  blood pressure; weight; inspection of injection spots, legs and feet 

Laboratory results:  blood glucose; HbA1c   

Advice, instruction, education: disease diabetes mellitus; treatment; side effects 

taking oral antidiabetics; use and injection of insulin 

adaptation of the dose of medicine within margins 

use of bloodglucose tester/ insulin pen/ insulin pump/ glucagon 

selfcare; self-control; selfregulation 

counselling patient and significant other people surrounding the patient 

Other disciplines:  contact; confer with GP or internist in case of complications 

refer if necessary 

Office work:   register patients’ results and experiences in files; inform GP and internist 

Evaluation:   evaluate treatment plans; inquire if care delivery suits the patient’s wishes 

check agreements as prescribed by the protocol; tailor care 

Other tasks 

Co-ordination of patient care: watch over the organisation, co-ordination and continuity of care 

develop working agreements 

participate in multidisciplinary care team and meetings 

Counselor:   carry out (telephone) consultations by care providers and patients  

signal shortcomings in care and implications for inservice-training  

signal shortcomings in care and implications for patient information 

Professionalism:   administer clinical lessons and inservice-training 

administer (group) education programmes on behalf of patients  

support own expertise; build networks with other nurse practitioners  

 

  
Fig.1 Job description of the nurse practioner according to the multidisciplinary protocol 

 
At management level persons mainly occupying key positions participated as delegates 

from the hospital, the home care agency, the regional association of GPs, the health insurer, 
and several co-ordinating organisations. 

Table 1 shows some striking differences between both projects in the employment of 
the nurse practitioners, the content of the protocol about downward and horizontal 
substitution and the target group involved. 
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Table 1 Striking differences between shared care projects A and B 
Aspect Project A Project B 
Personnel   
 Employer nurse practitioner(s) Hospital 2 nurses Hospital 1 nurse 

Home care agency 1 nurse 
Protocol   
 Downward substitution Internist to nurse practitioner Internist/GP to nurse 

practitioner 
 Horizontal substitution Hospital to GP’s office Hospital to GP’s office 

(slightly) 
 Target group type 2 diabetic 

patients 
Labelled medically stable by 

the internist  
All patients (in principle) 

visiting the GP’s office 
Subcategory maximal oral 

medication 
 Frequency nurse’s consultancy 

hour 
Three-monthly 3 times a year Three-monthly 3 times a year 

or more 
 Description content nurse 

practitioner’s patient care 
activities 

Checklist Overview in detail  

 Description tasks of diabetes 
district nurse 

General Overview in detail in case of: 
  -self-control 
  -instruction use of insulin 

pen  
  -transfer to insulin treatment 

 Yearly medical check-up Internist GP 
 Location consultancy hour GP’s office GP’s office 

Subcategory office 
pharmaceutist 

 Development  Care providers primary care 
Care providers secondary care 
Regional diabetic patients’ 

union 

Care providers primary care 
Care providers secondary care 
Protocol project A served as 

reference point 
Privacy   
 Protection patients 
 

Paraphrase in patient brochure Paraphrase in patient brochure 
Separate appendix  

Legal position   
 Protection nurse practitioner Approval protocol by the 

regional health care 
inspector 

 
 
Signed agreements of 

competence by internists 

Approval protocol by the 
regional health care 
inspector insofar equivalent 
to protocol project A 

Separate appendix 
Signed agreements of 

competence by GPs  
Project management   
 Project manager 
 Project coordinator 
 Group 

GP 
Nursing scientist 
Small policy-group 
 

Internist 
- 
Large project group 
Steering committee 
Board Care Innovation 

Experiment North Limburg 
Participants   
 Patients 
 GPs 
 Internists-endocrinologists 

74 
22 
7 

175 
12 
2 
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6.4 Concepts and methods 

6.4.1 Concepts 
The first part of the research design consists of a conceptual model, developed on the 

basis of empirical evidence collected by the evaluation of innovation projects in the early 
1990s [29,30]. This model addresses interrelated influencing factors, external or internal, both 
with a promoting and inhibiting impact. These factors are listed in Table 2. 
 
Table 2 List of external and internal factors 
Factors 
 

Description 

External 
 

Referring to the broader environment: 
- the role of the authorities -such as the government and health insurers- 
- legislation 
- societal developments  

Internal 
 
 

Determining change processes: 
- Local context referring to the regional circumstances and characteristics: 

- culture, i.e. the values subscribed by professionals and organisations, as well 
as their assumptions and understanding of co-operation alongside a tradition 
of local innovative activities 

- power, i.e. the exertion of influence and steering among participants with 
regard to the activities 

- structure, i.e. features concerning task-division and co-ordination 
- Commitment, i.e. the collective bond of the participants involved with the 

project’s aim, the intended changes, means, and mode of operation 
- Change management, i.e. the goal-oriented steering of the change processes by 

persons responsible for the (project) activities, mainly the project management 
  

 
Table 2 was used as a general analytic strategy to gather and analyse data according to 

the multiple-case study method by Yin [31].  For this the concepts were translated into a 
series of concrete variables [32]. 

6.4.2 Methods 

Data collection 
We conducted a longitudinal study lasting about three years, with periodic data 

collection during the three project phases, i.e. preparation of the project, implementation and 
preparation of dissemination. For reasons of triangulation [31], we collected data from several 
sources, predominantly in-depth interviews and written questionnaires. Also documents and 
reports such as protocols, minutes and policy pieces were used, in addition to observations of 
formal group meetings.  

The research population consisted of four nurse practitioners, 29 GPs and 9 
endocrinologists. The framework of the interviews and questionnaires was largely the same 
for nurses and doctors and in the same depth. Questions were asked about the occurrence and 
impact of the listed influencing factors (Table 2), and about how these factors changed over 
time. The questions mainly addressed the respondents’ expectations and experiences 
regarding their role in care delivery and their co-operation with other care providers, their 
influence in the project and lessons learned. Most of the interviews took place in the doctors’ 
and nurses’ offices and were tape-recorded. Several researchers carried them out. The written 
questionnaires were sent by post. 
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Data analysis 
In addition to the general strategy (Table 2), the specific analytic strategies of 

explanation-building and time-series analysis were partially used [31] and combined with 
straight counting. Explanation-building implies the gradual building of an explanation of the 
studied phenomenon, while time-series analysis traces changes over time.  

We especially looked at the way the nurses dealt with what they considered the 
inhibiting factors, subsequently compared with the doctors’ viewpoint. For this we also used a 
quantifying method of analysis to clarify the course of the assessed impeding factors over 
time. For all (selected) respondents within one category of care providers, each negative 
pronouncement was counted that fitted an item of an influencing factor or its aspects. To limit 
possible overlap, a maximum score per item was applied. By setting the total score of all the 
items regarding the inhibiting factor(s) at 100% per phase, in each phase the relative 
proportion or ‘weight’ per factor and its aspects could be calculated. This allowed the 
production of several figures of  ‘weighted’ factors and its components, following the same 
outline. Each figure shows the course of at least one internal inhibiting factor along all the 
project phases. Due to the emphasis on their course during the change process, percentages 
are mentioned with scores being left out. The tool of a so-called sociological calendar has 
been added to clarify the influence of the main impeding factor even further. This tool 
portrays descriptions of developments through time and allows them to be condensed and 
analysed [33]. 

Our analytical strategies resulted in a cross-case analysis, together with an analysis of 
each case. 

6.5 Results 
The nurse practitioners involved mentioned several factors inhibiting the 

implementation of shared care, which was (partly) agreed on by the GPs. It is apparent, 
however, that they also saw different advantages and had a clear vision on the continuation of 
shared care delivery. 

6.5.1 Advantages and future vision  
Three of the four nurse practitioners noticed improved patient satisfaction and health status, 
i.e. better glycaemic control. The latter was confirmed by objective research data [34,35]. In 
addition, it was the nurses’ belief that care was more efficiently delivered, while their co-
operational relationships with GPs substantially improved, mainly due to better 
communication among GPs and nurses (see Table 3). 

 
Table 3 Advantages during different phases of projects A and B according to the four nurse practitioners 
Advantages Phase 1 2 3 

Efficacy    
 Improved care 4 4 4 
 Rise in number of well regulated type 2 diabetic patients primarily treated by the 

GP 
0 2 4 

 Better quality of life with participating patients 2 1 0 
 Improved patient satisfaction of care delivery 0 3 3 
 Improved insight into the coping of participating patients 2 2 1 
 Increased continuity and co-ordination of care 1 2 3 
 Improved professionalism by GPs regarding the treatment of type 2 diabetes 2 2 2 
 More involvement of the GP with diagnostics and the treatment of type 2 diabetes 2 2 4 
 Gain of time by the internist 0 0 1 
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Efficiency    
 Improved efficiency of care delivery to not adequately regulated type 2 diabetic 

patients  
1 4 3 

 Improved efficiency of care delivery to all type 2 diabetic patients 2 2 2 
 Sufficient availability of education for self-regulation of type 2 diabetic patients 0 1 2 
 Efficient application of professionalism 0 0 3 
Communication    
 Good tuning/teamwork between GP and nurse practitioner 0 4 3 
 Improved tuning/teamwork between GP and internist 0 3 1 
 Improved communication between GP and internist 0 1 0 
 Improved exchange of information between the participating providers 0 3 2 
 Improved referral to the district nurse 0 0 1 
 Improved referral to the dietician 0 0 2 
 No unnecessary referrals to the internist in the hospital 3 2 3 
 More focus on problems in primary care by the internist 0 0 1 
 Regional collaboration and shared agreements on diabetes care by providers 0 0 1 

 
Furthermore, the nurses emphasised that the applied design of shared care (substitution) 

should be continued for different reasons: the patients really appreciated it, the clinical 
parameters were equal or even better than in the past [34-39] and it also challenged their 
professional aspirations. Especially the downward substitution part was considered quite 
appealing, because it enabled them to broaden their expertise. The nurse employed by the 
home care agency stated that without training at the outpatient clinic, she would not have been 
capable of assisting diabetes patients with the transfer to insulin therapy. All the nurses 
considered themselves pioneers who succeeded in paving the shared care pathway for their 
own sake and that of newcomers. Their knowledge and expertise about the medical domain of 
diabetes care delivery improved considerably, which became underlined by expressions like 
“I often noticed I surpassed the GP about insulin therapy.” In their opinion they earned 
respect, trust and acceptance by patients and GPs. They learned to feel confident in their new 
role, which they finally experienced as having outgrown. Consequently they tried to expand 
it, just as they tried to increase the number of GPs to co-operate with.  

In short, the nurses pointed out that the advantages exceeded the possible disadvantages 
to a great extent. They looked forward to sustain and upgrade the benefits. To keep expertise 
up-to-date a combination of working in the hospital and in primary care was considered the 
preferred condition.  

6.5.2 Inhibiting factors 
Despite the positive and attractive outcomes of shared care, its implementation faced 

several problems. The nurses mentioned many impediments, which we categorised according 
to the external and internal factors mentioned in Table 2. 

Below we subsequently address these factors, including the one that deserves priority. 
Conspicuous differences between projects A and B will be highlighted. 

6.5.2.1 External factors 
Of all the external factors the nurses consistently mentioned Dutch legislation as 

counteractive. Therefore we only discuss this factor.  
Three laws in particular yielded barriers for the transfer of routine medical tasks from a 

doctor to a nurse. According to the Individual Health Care Professionals Act, nurse 
practitioners are allowed to carry out all kinds of actions except the so-called actions reserved 
to doctors. These comprise, for instance, giving an injection to someone. Such reserved action 
can be performed by a nurse if the doctor signs a written form that confirms the authorisation 
and ability of the particular nurse to do so every time this circumstance occurs. The nurses 
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experienced this arrangement as customary in the hospital and cumbersome in the GP’s 
setting.  

Furthermore the Medical Treatment Agreement Act implies that the formal treatment 
relationship between doctor and patient cannot be substituted by a similar medical 
relationship between nurse and patient, unless the patient agrees. In respect to the patients 
who gave their consent to participate in the projects, the nurses initially judged that it would 
be difficult for them to make the substitution. This was, as one nurse stated, because ”the 
doctor is depicted as an idol who knows everything the best”. 

Finally the Act of Medicine Provision implies that nurses are not allowed to adapt 
medication or prescribe medication to patients, since this is doctors’ territory. According to 
the developed protocol, this activity was granted in a limited way, but in practice the doctor’s 
approval was always necessary. Repeatedly the GP’s assistant acted as an intermediary to get 
the required prescription signed by the GP. This mode of operation was seen as time-
consuming. Compliance with this law turned out to be the hardest. 

Notwithstanding these impediments of legislation, the nurse practitioners indicated that 
they learned to cope with the circumstances. In their opinion they gradually became more 
competent, although the limitations did not remove the threat of sanction in case a calamity 
would occur.  

6.5.2.2 Internal factors 
When looking at the proportional distribution over time of the impeding factors 

concerning change management, commitment and local context, the impeding influence of 
the change management was continuously judged bottom in comparison to the hindering 
influence of the other internal factors (Fig. 2). 
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Fig.2 Course inhibiting factors projects A and B according to nurse practitioners 

 
Especially the change strategies and tactics of the project management were commented 

upon. The nurse practitioners reported that they had to figure out a lot of things by 
themselves. They complained about insufficient provision of information to the participating 
care providers, lack of support, communication, preconditions and structure, apart from 
noncommittal agreements. 



 

Chapter 6  109 

Initially the problems about commitment appeared to be more substantial, but decreased 
slightly to the same size as the previous factor, i.e. 20% of the total of impediments as 
experienced by the nurses. In the beginning the nurses complained about certain 
disagreements among the participants about the downward substitution by means of a 
protocol. In their opinion, physicians in the protocol group should have had better 
consultation with their colleagues concerning this matter. In project A discussions were 
sometimes experienced as an uphill battle, while in project B agreements were considered 
unclear. Consequently several participants opposed progress. In addition nurses reported that 
GPs were reluctant to refer diabetes patients to them who were not included in the project. 
Other GPs started to consider them as a substitute for the internist, which exceeded the 
threshold of their ability. Particularly in project B nurses had to explain the mode of operation 
and to motivate care providers. The statement “I felt like an intruder” exemplified this. 
Communication with a number of physicians was troublesome, although there were 
differences due to attitude and commitment. GPs turned out to be swamped with work and 
looked for a solution, which would reduce time investment and prevent excess expenditures. 
Their interest in refresher courses about diabetes persistently fell short, while internists 
remained somewhat reluctant to refer type 2 diabetes patients back to GPs. Ultimately the 
nurses felt uncertain about the genuine willingness of the medical discipline to share diabetes 
care. 

Obviously, in both projects A and B the local context was the most prominent inhibiting 
factor in all project phases. Its impeding influence nearly remained at the same level during 
the first two phases and steadily increased afterwards up to 60%. This means that of the total 
package of hindrances the nurses observed, the proportion of the local context showed an 
upward trend. Its percentage increased although the overall picture towards the end entailed 
fewer impediments than before. 

Local context in detail 
The role of the distinguished local context aspects culture, power and structure over 

time is shown in Fig. 3. 
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Fig. 3 Course inhibiting factor local context projects A and B according to nurse practitioners 
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Fig. 3 clearly demonstrates that the extent of the cultural impediments hardly changes 
over time, with a final share of approximately 24% of all the impediments experienced by the 
nurses. The actual content of cultural impediments, however, sometimes differed from the 
nurses’ initial expectations. For instance, the GPs were less suspicious and the patients were 
more accepting their role than they expected themselves. Notwithstanding that, the nurses’ 
belief was that the physicians had constantly to be encouraged to change their attitude in 
favour of transferring part of their medical tasks to them. Solo performance, opposition and 
insufficient referral of diabetes patients to the GPs’ offices from internists, remained matters 
to worry about. 

With regard to the aspect of power, its hindering impact decreased to 6% of all 
impediments mentioned by the nurses (Fig. 3). The data reveal initial problems of rivalry, 
lack of partnership, too much power display and difficulties to settle matters. Because of these 
problems, the projects were delayed. Power problems were much more prominent in project 
A, compared to project B. For instance, the first major problem in project A was the filling of 
the two posts of nurse practitioner. The question was what organisation would be allowed to 
deliver the persons with the expertise needed. This evoked a considerable power play between 
the hospital and the home care agency. Both claimed the position for their own nurses. After 
time consuming negotiations a compromise was achieved: the provision of two nurses by the 
hospital for this project and a similar arrangement with the home care agency in respect to a 
project for another target population, which would start later on. Other difficulties arose about 
restricted patient selection at the outpatient clinic, which were solved by arranging broader 
inclusion criteria. The bottlenecks that persisted were an ambivalent attitude of physicians 
about the nurses’ authority and capability and confined referral by some internists of diabetes 
patients to the GPs’ offices. 

According to the nurses structure was the biggest impediment in each phase. Its 
proportion increased during the project course and finally reached the level of 70% of all 
notified inhibiting factors (Fig. 3). Examples of impeding structure were the participants’ lack 
of financial means to meet agreements and personnel barriers to get started, besides the 
mutual unfamiliarity of care providers with each other’s work. Also the lacking educational 
structure for the nurses to have medical in service training to upgrade their expertise played a 
role, as did too high a workload by GPs and the absence of an information technology system. 
However, these aspects were dwarfed by the impact of hindrances in the area of patient-
centred care delivery, task performance by care providers, joint care delivery and co-operation 
between participants.  

Regarding the regular patient-centred care delivery at the start of both projects, 
hindrances were especially observed at the outpatient clinic (Table 4). 
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Table 4 Specialised diabetes nurses’ perceptions of problems about regular diabetes care delivery in phase 

1 (1996-1997) 
Structure 
 

Problem identification 

Secondary care (out -
patient clinic) 

(1) Location: turbulent and overwhelmed by diabetic patients 
(2) Patient visits endocrinologist: 10 min on the average 
(3) Patient visits specialised diabetes nurse: 
(a) predominantly only patients indicated for transfer to insulin therapy 
(b) education repeatedly limited to (not even) once a year because of lack of 

time, high work pace and available jobs on the strength 
(4) Referral: the specialised diabetes nurse does not refer to the home care 

agency for education purposes because of supposed lack of expertise 
(project B) 

Primary care (GPs) Referral: referral by GPs to caregivers with the necessary expertise is 
frequently not done despite lack of knowledge about diabetes and improper 
co-ordination of care delivery (project B) 

Commonalities of projects A and B are represented in upright script, striking differences in italics 
 
In a nutshell this situation was denominated as “The one with a big mouth is the first in 

the row”. At that time the nurses involved considered care delivery as severely restrained, also 
because of the patients’ role. They noticed that the latter showed not to have the knowledge, 
self-management, and compliance needed to achieve proper care results. Later on they also 
mentioned the patients’ reluctance to visit the dietician and acknowledged that patients’ 
agreeing to more elaborate education to change their lifestyle might have been awkward for a 
number of them. 

The most remarkable impediments can be classified in the dimensions horizontal and 
downward substitution (Table 5).  
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Table 5 Nurse practitioners’ perceptions of problems about substitution of care in projects A and B 

 
Structure 

 
Preparation (phase 1 1996-1997) 

 
Implementation (phase 2 1997-
1999) 
 

 
Preparation of dissemination  
(phase 3 1999-2000) 

Dimensions    
Horizontal 
substitution 

(1) Expectation projects 
(a) Anxiety to be able to convince 

GPs of their excess value 

(1) General experience projects 
(a) Outpatient clinic is still 

overwhelmed by patients 

(1) General expectation projects 
(a) Substantial change will occur 

at the outpatient clinic in case 
of further implementation 

 (2) Experience protocol group 
(project B) 

(a) Few and unclear agreements 
about division of tasks, the 
settlement of matters and the 
provision of care providers with 
indispensable information 

(b) No involvement of the dietician 
(c) To work with a protocol is only 

common practice in one GP’s 
office 

 

(2) Experience protocol group 
(project A) 

(a) Dismissed too soon to 
evaluate application of the 
multidisciplinary protocol 

(3) Experience project (project B) 
(a) Practical things are not 

settled and too little 
information is given to 
physicians about application 
of the protocol 

(b) No deputy is arranged for 
(c) Reachability by telephone is 

inadequate 
(d) There is a limit to the efforts 

to change the patient’s life-
style 

(2) Experience projects 
(a) Strict separation is needed of 

the job in the hospital and the 
job as nurse practitioner, also 
concerning workplace; the 
problem of appointment and 
training of less experienced 
nurses as nurse practitioner 
needs to be tackled (project A) 

(b) Arrangement of substitute and 
sufficient attainability is 
necessary (project B) 

Downward 
substitution 

(1) Expectation projects 
(a) Anxiety for enlargement task 

domain by medical matters like 
counselling patients and GPs 
equivalent to internist 

(2) Experience protocol group 
(project B) 

(a) Few and unclear agreements 
about division of tasks 

(1) Experience projects 
(a) Authority and capability 

remains unclear and the 
multidisciplinary protocol 
does not cover this 
sufficiently; seeing GPs’ 
patients outside the project is 
insufficiently arranged for  

(b) More can be learned by each 
nurse and GP from the 
discussion after the nurse’s 
consultancy hour, which needs 
further structure (project A) 

(c) Hard to cope with are (project 
B): 

(c1) Difficult communication with 
GPs and some internists 

(c2) Bearing the responsibility to 
give advice to the GP 
equivalent to the internist 

(c3) Feeling too responsible for 
care delivery 

(c4) Feeling like monitoring GPs 
(c5) The involvement of too many 

caregivers whose tasks partly 
overlap while continuity of 
care is questionable  

(1) Experience projects 
(a) Asked for (more or less 

demanded -project A-) are: 
(a1) Clear arrangements about the 

attained level of authority and 
capability. Seeing GPs’ 
patients outside the project has 
speeded up self-reliance; 
more responsibility has been 
taken than before; 
now the job description (Fig. 
1) needs revision 

(a2) Tuning with alternative 
consultancy hours 

(a3) Expansion of participating GPs 
(a4) Enlargement of target group to 

all diabetic patients 
(a5) Structural (multidisciplinary -

project B-) confer 
(a6) Clear working agreements with 

physicians (medical feedback 
by one internist-
endocrinologist  -project A-) 
and dieticians -no waiting lists-

(a7) Dealing with bureaucracy 
(a8) (Formal) settling the issue of 

signaling co-morbidity during 
anamnesis and the future task 
of the GP’s assistant and 
practical nurse (project A) 

(a9) More tuning of the GPs’ 
patient activities to theirs due 
to still inert behaviour by a 
number of GPs (project B)  

Commonalities of projects A and B are represented in upright script, striking differences in italics 
 
Table 5 shows that the nurse practitioners agreed more on the problems they 

experienced concerning downward substitution than on their problems about horizontal 
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substitution. Comparing the nurses’ perceptions over time on substitution, they indicate that 
the nurses move from complaining about unmet preconditions and feeling anxious to take 
responsibility for carrying out medical tasks from doctors, toward feeling and taking full 
responsibility for their job and strongly advising what should change to solve the remaining 
problems in structuring substitution of care delivery. Although they had to contend with 
diverse situational difficulties in primary care, the data indicate that the nurses’ socialisation 
process succeeded. They managed to internalise the values and actions inherent to the 
profession of a nurse practitioner. Starting off rather anxiously, they finally became eager to 
take full responsibility for their job and to fight for its full recognition by the medical 
profession. 

The physicians’ view on structure 
Corresponding to the nurses’ views, the doctors also considered the local context a more 

impeding factor than commitment and change management. Remarkable is that the internists 
judged culture a more hindering factor than the GPs, while the latter apparently considered 
power more impeding. Notwithstanding that, both GPs and internists constantly viewed 
structure as the most impeding factor, just like the nurses did, yet the final score of 74% by 
the GPs was neither surpassed by the internists nor the nurses (Figs. 3-5). 
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Fig. 4 Course inhibiting factor local context projects A and B according to GPs 
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Fig. 5 Course inhibiting factor local context projects A and B according to internists 

 
Generally speaking, the doctors mentioned the same hindering aspects of structure as 

the nurses, although they emphasized task performance and task division more than the 
nurses. 

Regarding the horizontal substitution (Table 5), the GPs initially found themselves 
burdened by the new task division within the project. In their opinion, the outpatient clinic 
would experience some relief, while their workload would increase, requiring higher time 
investments, without receiving additional revenues for that. In addition, to be able to 
adequately take over part of the internists’ tasks they missed a supportive system, which could 
guarantee better quality of diabetes care, better glycaemic control and education. Also, they 
were reticent about the nurse’s expertise and found it difficult to work according to a protocol 
and to maintain a strong attitude toward non-compliant patients. In contrast with their 
complaints about the unbalanced task division between the outpatient clinic and themselves, 
they were reticent to send patients to the endocrinologists at the outpatient clinic, since they 
were convinced that those patients would not have been returned. Later on, the GPs expressed 
their conviction that the projects resulted in improved quality of care in comparison to the 
care at the outpatient clinic by the endocrinologist. Their workload, however, had not been 
decreased in their opinion. Thus, they still complained they were overtaxed and indicated that 
secondary care wanted to transfer an increasing number of diabetes patients type 2 to primary 
care, to get rid of the inherent high workload caused by the increase of diabetes patients. 
Again the need of supportive structures was stressed, as one GP said: ”If I want to keep all 
diabetes patients in my office, I need further support.” Also the internists commented upon 
the part of horizontal substitution. They complained that their consultancy hours were 
overcrowded. For instance one of them reported about his consultancy hour, “Every once in a 
while I look people straightaway outside my office. I cannot offer permanent or sufficient 
education during three-monthly visits of ten minutes.” The capacity of the specialised diabetes 
nurses at the outpatient clinic to do so was also not sufficient. The internists were not able to 
carry out a complete physical examination during every consultancy hour. In one hospital the 
interval between two subsequent visits lengthened. Measures were considered necessary. 
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They expected things to improve because of the work of the nurse practitioner, who was 
allowed much longer consultancy hours. 

Regarding downward substitution, a number of GPs acknowledged that they fell short in 
respect of reading and working according to protocols, although they supported clear 
agreements and a better division of tasks. GPs rarely educated their patients about diabetes. 
Almost all were unfamiliar with the transfer to insulin therapy. They wanted to improve the 
situation and physically examine their diabetes patients more thoroughly than some internists 
could do. On the other hand the internists commented on the GPs’ expertise about diabetic 
medicine in general and in particular, remarking that the GPs lacked an appropriate attitude 
towards carefully examining diabetes patients, seeing them regularly and checking on their 
coming back. 

The nurse practitioner dealt with the organisation of diabetes care delivery and 
sweetened the GPs’ pill of managing the huge number of chronically ill patients who needed 
counselling, besides diagnostics and therapy. Nevertheless, it seemed “that the more you offer 
as GP, the more you are asked to provide”. Additionally, “About insulin I almost know 
nothing. It is her job all day long. That knowledge and feeling you should not compare.” The 
GPs considered the transfer to insulin therapy laborious, but retained their feeling of 
responsibility for the course of their patients’ diabetes. However, their overview of the entire 
group of diabetes patients became less in one of the projects. 

6.6 Lessons 
From the nurses’ viewpoint a number of lessons can be drawn from the outcome of the 

research for nurses in particular, but also for physicians and managers. The most important 
lesson is a general one: substitution works. Both projects have shown that the diabetes 
patients’ demand for high quality of care delivery can be served very well by nurse-led shared 
care. It should be recommended more broadly and strongly. But, as the data reveal, a number 
of pitfalls also have to be taken into account, some of which are hardly transparent. For 
instance, most strategies and tactics to use power involve untransparency [40]. Our outcome 
is in line with this, in that the impeding influence of power is noted, albeit at a modest scale. 

On the basis of this general lesson, further lessons for nurses, physicians and managers 
can be drawn on how to act for the sake of promoting, developing and implementing shared 
care. 

Nurses 

General lessons  
• Diabetes nurses have to keep on advocating horizontal and downward substitution of care 

delivery to diabetes patients as long as it cannot be taken for granted that other disciplines 
would fight for the nurses’ professional aspirations.  

• To be successful, nurses need to oversee the overall structure of the initiative and to 
continuously act upon impediments about structure. Especially constraints in patient-
centred care delivery, which can lead to the patients’ lack of sufficient knowledge, self-
management and compliance, have to be dealt with. For this the triptych of task 
performance by care providers, joint care delivery and co-operation between participants 
respectively, has to be addressed.  

• The task performance and task division in the frame of downward substitution is 
extremely important. Nurses have to acknowledge that substitution of tasks from a doctor 
to a nurse cannot be enforced. The participants should have time to get accustomed to this 
quite radical change. During this process nurses need to persevere in establishing formal 
committal agreements about their authority and capability, particularly when external 
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factors, such as legislation, put up barriers. The agreements about the target group 
required by protocol, the division of tasks, the mode of operation and communication, 
especially with physicians, need to be monitored. These arrangements should encompass 
feedback arrangements by medical specialists to enhance the nurses’ task performance. 

• Mainly in the beginning, nurses have to tackle hindering influences of culture, particularly 
resistance regarding downward substitution, and power, visible in rivalry and power play. 

• Nurses have to emphasise and check the fulfilment of necessary practical conditions, such 
as supportive structures, beforehand. Things have to run smoothly from the start in 
accordance with their needs. 

• Despite all possible arrangements, nurses have to be aware that they cannot operate as a 
complete substitute for the doctor. The medical profession will permanently limit and 
dominate their autonomy [41,42]. This means that nurse practitioners specialised in 
diabetes care are strongly recommended to bring full shared care with physicians into 
action. 

Lessons about personal qualities 
Diabetes nurses involved in nurse-led shared care activities should possess a pioneer spirit to 
face unexpected developments and impediments, besides passion, drive, persistence and 
patience. Availability of enough countervailing power in their communication with physicians 
and change management is considered a prerequisite. 

Lessons about expertise  
Nurse-led shared diabetes care also needs nurses with sufficient expertise to counteract 
attitudes like waiting to see which way the wind blows. Expertise about insulin therapy, 
preferably acquired at the outpatient clinic, is necessary and has to be kept up-to-date. For this 
a combination of working at the outpatient clinic and in primary care is advocated, in addition 
to extra training about co-morbidity.  

Physicians 
• The main lesson for GPs and internists implies that persisting in complaining about 

workload does not solve the problem at hand, changing attitudes toward downward 
substitution probably will. Physicians have to acknowledge that nurses can improve 
quality of diabetes care delivery, especially with moderately and well-regulated diabetes 
patients. 

• Physicians should give the qualified and experienced nurse practitioner enough 
elbowroom [43] and thus responsibility, to take over (routine) medical tasks for diabetes 
patients specified by protocol. In case the medical situation of the patient goes beyond 
protocol or the nurse’s expertise, an internist-endocrinologist should provide medical 
feedback as a standard procedure.  

• In practice, a conceptual shared care framework is needed that makes the division of tasks 
between physicians and nurses more obligatory and reckons with differences in 
complexity of the target group. This involves meeting the challenge of true collaborative 
working [44-46]. 

Managers 
• The most important lesson for managers entails that they continuously have to deal with 

the extremely inhibiting impact of structure in the case of nurse-led shared care projects, 
especially in the beginning and towards the end. Change management, particularly project 
management, should carefully plan and apply strategies and tactics that at least undo this 
impeding influence.  

• Management has to concentrate on the impediments of culture and power simultaneously 
and on possible interactions with the structure component [30,47]. One inevitable 
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impediment to be tackled is the lower status of nurse practitioners in comparison to 
doctors. In this context management has to deal with the fact that nursing, traditionally 
looked upon as caring, is a predominantly female occupation with limited or no autonomy 
[42,48].  

• The nurses’ task performance needs to be clearly specified by protocol from the start, and 
regularly clarified thereafter. This also appeals to the target group and its size. 

• Participating physicians need to experience immediate alleviation of their workload by the 
transfer of tasks to nurse practitioners. Therefore it is necessary that the transfer concern a 
substantial number of their patients.  

• Communication should not be confined to superficial talking or discussion. From the 
outset onward dialogue needs to be provoked during conversations and multidisciplinary 
team building should be stressed [4,49,50]. 

6.7 Conclusion 
This study emphasised the importance of full acknowledgement of the nurses’ 

viewpoint, whenever nurse-led shared care practice is the issue. This practice is ready for 
dissemination on behalf of improvement of care delivery to a large target group of diabetes 
patients and other chronically ill people. The time when the nursing discipline received little 
recognition of their autonomy and authority needs to be left in the past. To strengthen this 
recognition, the nursing discipline has to continuously stimulate and push shared care 
working, not only by motivating doctors and managers but also by lobbying governments to 
create favourable conditions for substitution. And, although physicians gradually become 
aware of the advantages of shared care, lots of things still have to be done in this respect. 

Nevertheless nurses should realise that, because of the traditional division of tasks 
between the medical and nursing profession, they will never achieve complete autonomy and 
authority to carry out medical tasks. For, as Freidson [41] already argued, their task 
performance will always be a derivation from medical work. It is a matter of finding the 
optimal balance between the symbiotic interdependency of nurses and doctors. This is the 
present-day challenge of shared care. To meet this challenge the results of this study may help 
clarify the difficult issues to be tackled by nurses, physicians, and managers.  

In spite of the methodological limitation of the application of simple time-series 
analysis, our study has shown that a web of impediments plays a role. On the one hand they 
can be identified and properly managed, on the other they turn out to be inextricable and 
elusive and therefore difficult to investigate and manage. Nonetheless the factor structure 
appeared to prevail and therefore requires close attention, especially the part of formal 
agreements by protocol that should be sufficiently clear and worked out. 

Concerning further research it is our opinion that research on shared care processes 
should more and more focus on the relationships and interactions between the impeding 
factors. Probably, these will not only change over time, but also vary between different 
situations and circumstances. Disentangling this complex issue will not only contribute to a 
better understanding of impediments to shared care, but can also result in more detailed 
recommendations, tailored to the situation and needs of specific projects or situations. 
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7.1 Abstract 
Traditional care offered to chronically ill people does not succeed in bridging the gap 

between primary and secondary care in a way that suits chronic patients’ needs. So-called 
nurse-led shared care may offer a solution, in which a specialised nurse practitioner plays a 
co-ordinating role at patient level. In this article two nurse-led shared care models for patients 
with diabetes mellitus type 2 and chronic obstructive pulmonary disease (COPD) are looked 
upon through the patient’s eye. Joint focus groups are conducted in which patients judge the 
models according to their experiences and indicate the importance they attribute to quality 
issues. Most of them experience the shared care models as positive and prefer them compared 
to traditional care. The main quality aspect concerns the provision of information, although its 
performance needs improvement. The outcome indicates that the qualitative method of patient 
focus groups should become standard procedure in evaluating the shared care, supported by 
quantitative means. 
 
Keywords: focus groups, shared care, nurse practitioner, chronically ill, qualitative research 

7.2 Introduction 
Focus groups have appeared to be an interesting and worthwhile feedback instrument in 

nursing research studies [1-4]. Such groups offer the possibility to explore a phenomenon of 
interest by blending elements of group process theory and qualitative research [1]. In our 
study, the quality of care delivery within the field of chronic care is the issue, especially the 
extent of patient satisfaction with so-called nurse-led shared care. We consider this issue 
important, since this kind of care may solve the shortcomings in tailor-made care for the 
chronically ill [5-8]. Particularly chronic ill patients will suffer from the lack of co-operation 
between primary and secondary care, because they are often episodic in need of both care 
sectors simultaneously or in succession. Repeatedly, co-ordination appears to fail in case of 
transfer vice versa. Consequently, continuity of care is missing. Another shortcoming to be 
dealt with implies insufficient knowledge in primary care about the long-standing treatment 
chronic illnesses require. Shared care offers care delivery in which generalists and specialists 
work together on the basis of agreements about co-operation, responsibilities and 
management and in which the care is focused at the patients’ needs [7,9]. By making shared 
care nurse-led, a specialised nurse practitioner is launched as key figure who puts emphasis 
on the issue of substitution of tasks between caregivers, i.e. horizontal substitution --transfer 
of care from hospital to primary care, and downward substitution --transition of care from a 
higher to a lower qualified provider, mainly from doctor to nurse [10]. This new concept of 
shared care implies drastic changes in traditional care. Patients need to be involved in the 
inherent change processes and the designing of the content of the concept. However, this 
involvement is utmost difficult [7]. Until now, researchers especially looked for the effects of 
nurse-led shared care arrangements on the quality of care by focusing at patient outcomes 
based on the quantitative research techniques that yield individual responses [11]. Patients 
have been insufficiently offered the opportunity to take part in group conversations about the 
quality of care, despite the qualification of focus groups as an effective way to learn from 
perceptions, beliefs, attitudes and experiences [1,4,12]. This is especially true when the topic 
is complex, diverse factors play a role and insight in the underlying factors is necessary [13], 
like in our study. However, focus groups can generate cumbersome and complex data [14]. 
To facilitate the collection of data and the data analyses we applied elements of quantitative 
methods as an additional means. 
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We conducted patient focus groups about the quality of care offered by two nurse-led 
shared care models that are carried out in the Dutch region of Maastricht on the behalf of the 
patients with diabetes mellitus type 2 and chronic obstructive pulmonary disease (COPD), 
who have been assessed as medically stable at the outpatient clinic [15,16]. These models aim 
to improve the quality of care by giving the four nurse practitioners responsibility for the 
usual outpatient care of the medical specialist in the office of the general practitioner (GP) 
during one’s own quarterly patient consultancy hours, in addition to their traditional task of 
patient education. The nurses’ tasks also entail organisation and co-ordination of care apart 
from giving advice and instruction to other care providers. The care delivery by all the 
caregivers involved is formulated in a protocol per chronic disease. The nurse practitioner acts 
as the central person for the participating patients to turn to. The latter are transferred from the 
outpatient clinic to primary care, but can still visit the medical specialist at the outpatient 
clinic once a year [15,16]. Bearing this in mind, we will answer the following research 
questions: How do patients judge nurse-led shared care? What quality issues are given 
priority by them? What lessons can be drawn for the improvement of this care and the 
qualitative method of focus groups?  

7.3 Methods 
In 1999, three focus groups interviews [17-19] were conducted with patients chosen at 

random from the total group of patients participating in the two shared care models by a 
researcher. Then, the knowledge of the nurse practitioner was required to judge the patient’s 
ability to join the focus group. The inclusion criteria entailed: the patient is physically able to 
attend the focus group and is in an overall sufficient physical and mental condition to join the 
focus group. In case a patient fits the criteria, the nurse personally asked the patient to take 
part. To list the experiences of the patients in respect to the two models and their judgement 
of the quality of the care offered, an outline was developed that entailed four clusters with 
several quality aspects, i.e. cluster 1 (outcome), cluster 2 (technical modes of operation care 
providers), cluster 3 (interpersonal modes of operation care provider patient) and cluster 4 
(organisation) (Table 1). 

 
Table 1 An outline for the judgement of shared care models from the patient perspective 
Cluster: quality aspects 
1. Outcome: efficacy, stress, efficiency 
2. Technical modes of operation care providers: indication, expertise, continuity, support 

voluntary care 
3. Interpersonal modes of operation care provider-patient: attitude, information provision, 

counselling, privacy, independence 
4. Organisation: accommodation, availability, attainability, evaluation 
 

This outline was further elaborated on the basis of the patient perspective embedded in 
models of quality of usual care [20-22]. All quality aspects of care were operationalised, 
linked to indicators and items. The items were rephrased considering the content of the 
protocols of the shared care models at hand. The result was a checklist ‘quality of shared care 
models’. Semi-structured interviews were held with the members of the patient organisations 
(n = 5) successively to obtain feedback about the checklist’s content, completeness and 
wording and taking the traditional care as a reference point. These members were asked to 
score each rephrased item (n = 80) with respect to ‘importance’ and ‘experience’ in four 
categories (very important, important, somewhat important and not important) and three 
categories (positive, negative and impartial), respectively. The scores were used to calculate 
per item a quality index, i.e. Q = I x E, representing a weighted quality judgement of the 
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quality of care (Q), composed by the multiplication of the importance score (I; range 0-10) 
and the experience score (E; range 0-2) [23]. The feedback led to minor adjustments of the 
checklist, while the items in this list with a quality index equal or higher to 10 were selected 
to discuss first in the focus groups. The score of 10 implied 50% of the maximum score of the 
quality index of 20. Actually, the higher the score the more unfavourable the quality of care in 
respect of the particular care aspect turned out to be. 

The group sessions lasted about 1.5 h, were led by the same moderator, being a GP with 
a lot of experience in the field of innovative care including shared care, and were also 
attended by two researchers. On an average, 21 items were discussed. To increase the validity 
the moderator followed a predetermined format. This entailed that each session started with 
the same introduction, in which the aim of the focus group session was explained as well as 
the procedure that would be followed. Participants were asked to introduce themselves after 
which each of the selected items from the checklist were addressed. The moderator asked 
about their experience with each item during performance of the shared care models they 
joined and gave confined elbowroom to talk about their feelings, opinions and ideas. Then 
patients were asked to score their experience and the importance they attributed to the 
particular care aspect alike the three and four response categories offered to the patient 
delegation before. Finally, the moderator asked the patients to reveal their preference for 
either the usual care or the care offered by the shared care models, and told them about the 
future plans on continuation. The group discussions were tape-recorded and transcribed 
afterwards. The researchers independently scored the reactions of the participants by hand. 
Per item the ‘importance score’ was determined for each patient according to the patient’s 
choice of the following categories: very important (score 10), important (score 6), somewhat 
important (score 3), and not important (score 0). Similarly, the ‘experience score’ was decided 
while using the categories positive (score 0), negative (score 2) and impartial (score 1). Also, 
written notes were made including observations. 

Afterwards, the patients’ pronouncements per focus group were sorted per item in the 
categories experience (negative, positive and impartial) and importance (very important, 
important, somewhat important and not important), next to the category further remarks. The 
individual experience and importance scores determined by each of the researchers were 
inserted, compared and differences worked out while also making use of the written notes. 
Then, all the patients’ scores were added and their sum was divided by the appropriate 
number to yield the total importance and experience scores of the particular focus group on 
the item. Afterwards, the quality indexes were calculated per item with the aforementioned 
formula. For further analysis additional criteria were formulated, i.e. patients consider an item 
important if its total importance score is higher than 5 in at least two focus groups 
(important), patients simultaneously consider an item as a bad experience, if also its total 
experience score is higher than 1 in at least one focus group (important plus bad experience), 
and patients consider an item as very bad experience if its experience score is higher than 1 in 
at least two focus groups (very bad experience). Along this framework the data was further 
analysed. 

7.4 Results 

7.4.1 Participants 
A total of 26 patients (mean age 67.5 years; range 52-81 years) took part in the focus 

groups, i.e. the first group consisted of four diabetic and three COPD patients, the second of 
four diabetic and four COPD patients and the third of six diabetic and five COPD patients. All 
the groups encompassed both men and women, in total 12 and 14, respectively. None of the 
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participants previously joined a focus group. In total, 81 patients were selected at random, two 
were not judged eligible by the nurse practitioner, whilst finally 34 patients gave their consent 
from the remaining 79. Predominant further reasons for dropouts were: illness, operation, not 
mobile, no interest, work, and another appointment. 

7.4.2 General evaluation 
From the 26 participating patients, 22 experienced the shared care models as positive. 

These patients were very satisfied with the nurse practitioners’ care and expressed that this 
care should be continued. Twenty-one persons preferred the treatment by the nurse 
practitioner in the GPs office instead of the traditional care by the medical specialist at the 
outpatient clinic, while one person liked both the modes. Eight of the advocates argued that 
the consultations with the nurse practitioner happened more frequently; that the nurse spent 
more time on them and that they felt safe with her because they were transferred to the 
specialist anyhow in case a complication occurred. They agreed that the model provided good 
care. One of the advocates said: 

 
The nurse should be allowed to carry out more tasks. She is capable to do so but is not 
allowed, that is the delicate point I think. Take for instance the issue of writing out a 
prescription. The physician is allowed to take care of that and does so immediately. But 
in case of the nurse this runs by way of the physician or the secretary, which is very 
time-consuming. 
 

Other persons mentioned: 
 
The medical specialist has not enough time. As a patient you’re out within 5 min. This 
is not the case with the nurse, who takes time for you and the necessary examinations; it 
is important that somebody shows interest; the nurse sits there and really talks to you. 
 

However, one-fourth of them emphasised that the nurse practitioner should know well the 
limits of her expertise. In particular: 

 
She is not allowed to provide medical care without the involvement of the doctor. 
 

The remaining four patients preferred traditional care. Two of them considered the nurse 
practitioner as a redundant link between GP and medical specialist and trusted their medical 
specialist more. They supposed that the nurse was less competent. One person said: 

 
She is not allowed to prescribe and therefore I would rather visit the specialist. 
 

Besides, in their opinion it was unclear if the nurse, GP and medical specialist knew from 
each other what each of them had undertaken or discussed with the patient. To put it in a 
nutshell: 

 
I have not come to recognize the necessity of this nurse. 
 

Another opponent argued that the examination by the medical specialist was better: 
 
So I prefer the medical specialist. 
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7.4.3 Quality issues: items, clusters and aspects 
In the focus groups items were especially discussed from cluster 3 (n = 20), followed by items 
from both clusters 2 and 4 (n = 5), and finally cluster 1 (n = 2). The important items (n = 9) 
came from three clusters (Table 2). 

 
Table 2 Items judged as ‘important’ from the patient's perspective 
Item Cluster Quality aspect 

The nurse practitioner asks the patient during every consultancy 
hour how the family and/or other significant others cope with the 
patient’s disease  
 

2 
 

Support 
voluntary care 
 

The nurse practitioner provides the patient with plain and 
sufficiently informative leaflets about the disease  
 

3 Information 
provision 

The nurse practitioner provides the patient with understandable 
information about compliance 
 

3 Information 
provision 

The nurse practitioner provides the patient with understandable 
information about diet/food 
 

3 Information 
provision 

The nurse practitioner provides the patient with understandable 
information about exercise/exertion 
 

3 Information 
provision 

The nurse practitioner provides the patient with understandable 
information about techniques of injection/inhalation 
 

3 Information 
provision 

The nurse practitioner makes inquiries about the daily activities of 
the patient and its implications for the patient’s disease 
 

3 Counselling 

The nurse practitioner spends sufficient time on the treatment of 
the patient during the consultancy hour 
 

4 Availability 

The patient knows what he/she can undertake in case of any 
complaints 
 

4 Evaluation 

 
Cluster 3 prevailed, especially the items concerning the clear and sufficient transfer of health-
related information from the nurse practitioner to the patient. Striking cases in point were the 
following opinions: 

 
Leaflets come in very handy to be able to read matters, since you cannot remember 
everything during the consultancy hour; then you know how everything works; I think it 
is important if the care provider asks about taking your medication, how and when; it is 
for your own health; it is important to get good information about food or diet; without 
any doubt information about exercise and exertion is very important; it is good to know 
that you can ventilate better by exercise; good explanation of the way I should inject is 
essential. Otherwise it becomes no good at all; if you are not properly explained how to 
inhale your medication you get trouble with your throat and voice. 
 

As a result the quality aspect ‘information provision’ was given priority. However, also the 
clusters 4 and 2 respectively should be taken notice of. The patients held firmly to their belief 
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that it was important that the nurse practitioner took sufficient time during the consultancy 
hour. 

 
This makes the consultancy hour humane and then you can tell your story. 
 

In case of complaints most of them did not know what to do. Finally several patients thought 
the caregiver should ask how their family or significant others cope with the patient’s disease. 

 
Then the care provider shows interest. 
 

The items important plus bad experience (n = 5) belonged to the clusters 2-4 (Table 3). 
 
Table 3 Items judged as ‘important plus bad experience’ from the patient perspective 
Item Cluster Quality aspect 

The nurse practitioner takes care of a fast arrangement to visit the 
GP/specialist during the consultancy hour in case of specific 
complaints/complications  
 

2 
 

Continuity 

The nurse practitioner provides the patient with understandable 
information about ventilation/relaxation exercises 
 

3 Information 
provision 

The nurse practitioner informs the patient about his/her right to 
examine his/her file 
 

3 Privacy 

The patient gets information about the application of the protocol 
 

4 Evaluation 

The patient knows what he/she can undertake in case of any 
complaints 

4 Evaluation 

 
One of the two items that scored the worst was the item about the patients’ right to examine 
their own file. 

 
It is important to know in order to get the feeling that you have access to your file and 
that this is not forbidden. 
 

The other item was getting information about the implementation of the protocol. The patients 
agreed: 

 
It is important to know more about its background and what plans are drawn up for it. 
Then you know what they have to do, but we do not know what the protocol implies. 
 

Actually, none of them knew. The item about how and where to report complaints scored 
likewise. 

 
We have not been told how a complaint about the care delivery or its organisation can 
be submitted. 
 
Only one or two patients happened to know. Furthermore, only one COPD patient was 

explained how to use an inhaler, although the COPD patients considered it important to learn 
how to ventilate better. Several patients complained about the time-consuming procedure 
required by the nurse-led model, which entailed that the nurse practitioner was obliged to 
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contact the medical specialist in case of a complication. The quality aspect ‘privacy’ and 
‘evaluation’ got priority. 

The items very bad experience (n = 5) were a part from the clusters 3 and 4 (Table 4). 
 

Table 4 Items judged as ‘very bad experience’ from the patient perspective 
Item Cluster Quality aspect 

The nurse practitioner provides the patient with plain and 
sufficient information about the Dutch Diabetic Union/Asthma 
Fund  
 

3 
 

Information 
provision 

The nurse practitioner provides the patient with understandable 
information about vacation 
 

3 Information 
provision 

The nurse practitioner informs the patient about his/her right to 
examine his/her file 
 

3 Privacy 

The nurse practitioner asks for the patient’s choice regarding 
treatment  
 

3 Independence 

The patient knows what he/she can undertake in case of any 
complaints 
 

4 Evaluation 

 
The worst score was attained by the aforementioned item about the right to examine one’s 
file, succeeded by the item addressed formerly on complaints. Additionally two focus groups 
mentioned that they were not informed at all about how to handle in case of vacation and 
most patients were not asked about their own choice of treatment as illustrated by the 
pronouncement: 

 
There has been no room for your own choice, while as a patient you feel if you are up to 
it or not. 
 

Finally, the majority of the patients involved were not informed about the patient 
organisation. Several patients thought about the last item as bad. 

 
This is critical, since the patient organisation gives you the opportunity to share your 
distress with your fellow-men when you need it. 
 

The dominant quality aspect was ‘privacy’. 

7.5 Discussion 

7.5.1 The patient perspective 
The invitation to participate in a patient focus group turned out to be rather unfamiliar to 

the patients selected. Two-third of the group of eligible persons did not give their consent or 
withdrew although they were asked personally. This was particularly due to their health 
impairments. In respect to chronically ill patients this circumstance should be dealt with more 
elaborately in the future to avoid substantial dropout. For instance, facilities for transportation 
and accompaniments as free services might be offered [2]. All the more the aspect of 
participation should be emphasized, because afterwards patients were pleased or even 



 

132  Chapter 7 

delighted about the possibility to exchange ideas on shared care with other participants in the 
focus groups, which positive impression is more common [17]. 

The majority of the participating patients judged the substitution-based nurse-led shared 
care models as positive and preferable to usual doctor-led care. This is quite remarkable since 
the nurse practitioners and physicians initially were very reluctant about the acceptance of the 
models by patients. Maybe in general, care providers are less easily convinced of the 
feasibility of shared care models than chronically ill patients, because of the traditional 
professional boundaries they find difficult to give up or change. It needs to be noticed 
stringently that patients’ viewpoints may differ from caregivers’ views [24]. 

Strikingly chronically ill patients who periodically visited the nurse as the central co-
ordinator of their patient care, wanted to maintain a direct link with the medical specialist. 
This link seems to be dominated by a biomedical approach. Patients probably fear that a 
particular symptom might refer to a threatening complication for the treatment of which they 
prefer doctor’s expertise [25]. For routine medical health problems and the bio-psycho-social 
agenda related to the chronic disease, most patients seem to prefer the nurse practitioner’s 
competency. So far, the routine care delivery did not encompass the task of writing out a 
prescription. This was experienced as troublesome and should be reconsidered. It deserves 
full attention that patients show differential needs and preferences [25], outcome of which 
was confirmed by the data. Caregivers have to be sensitive to these differences and need to 
(learn to) act accordingly. 

In the overall patients’ judgement the time element appeared to be important. The nurse 
practitioner spent more time on the patients than the medical specialist. This corresponds with 
the priority the patients assigned to information provision, which takes time but is congruent 
with a consumerist stance followed by more and more patients, who seek medical information 
as much as possible [24-26]. However, even educated patients appear to have difficulty in 
applying complex knowledge into practice if it differs from their prior knowledge [27]. This 
pitfall should be a subject of constant concern by all caregivers, particularly the nurse 
practitioner. 

Patients complained that they did not get information about the implementation of the 
protocol. Yet, all the patients got a leaflet on the shared care model beforehand and were 
given additional information about this model by their medical specialist. After giving 
informed consent, they visited the nurse practitioner that informed them about the modes of 
operation in daily practice. More than likely the given information was rather unfamiliar to 
them [27] and the medical caregivers may have informed them too soon. Although the 
assessment of the leaflet yielded the score ‘good’ using a quality instrument [28], it has to be 
acknowledged that detailed information about the protocol was left out. Also, the information 
was not forwarded about the patient’s right to examine one’s file and the procedure to be 
followed by the patient in case a complaint would occur. Altogether, the lesson should be 
drawn that the shared care models lacked transparency for the involved patients on the 
subjects at hand. Care providers and managers absolutely need to take care of the proficient 
and sufficient information to patients from the start onwards to empower them to make their 
own choices deliberately. Improved involvement from the patient representatives to settle 
matters is strongly recommended. Moreover, consent by a patient to enter the shared care 
model is quite different from someone’s permission for far-reaching treatments during the 
carrying out of the model. According to Dutch legislation, every such treatment requires 
approval from the person involved, which should be recorded in the personal file [29]. Once 
more, this underpins the stand to avoid solving problems for patients instead of with them as 
genuine partners [30,31]. 
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7.5.2 Research issues 
The checklist ‘quality of shared care models’ appeared quite manageable as an 

instrument to conduct focus groups, just like the outline for the patients’ judgement of shared 
care models it encompassed (Table 1). But, the number of items taken from the checklist 
should be reduced drastically to augment the depth of the group interaction [32] and thereby 
the richness of the qualitative data collection. 

It was remarkable that the members from the patient organisations could mainly 
comment the checklist from their viewpoint of traditional care. Their judgement of the 
checklist’s items implied 16 high quality indexes (meaning bad experiences with traditional 
care) on average, split up in all four clusters the outline discerns. On the contrary, the 
participating patients only attained three high quality indexes divided in two clusters. This 
indicates a difference between the traditional care and the investigated type of shared care 
models, meaning that in this study the bad experiences in traditional care almost seemed to be 
solved by shared care. In future, this may leave the quality index pre-eminently a tool for 
judging the traditional care. 

During the focus groups notes were made about non-verbal communication, which 
could be linked to the verbal accounts. All patients reacted one way or the other and 
maintained this way during the whole group session. They were eager to tell their own story 
but principally left out details. Especially, persons who expressed a critical view about the 
shared care model enforced their arguments by stressed intonation. Some of them tried to 
dominate. In the data analysis, the non-verbal clues should be paid attention to more closely 
since group interaction affects data [32]. If permissible, one might consider the use of a video. 

The patients who took part in the focus groups appreciated being asked about their 
experiences, but liked to ask more questions themselves to the moderator. This is in 
concordance with the appeal to expand the use of interactive systems that allow direct 
communication between the patients with similar conditions, and the argument that the 
moderator has to be aware about the feelings of the participants on leaving the group 
[4,33,34]. It has been suggested to restrict the moderator’s input to maximal 10% of the 
group’s transcript, which we consider debatable and predominantly dependent on the 
particular circumstances [3,35]. The moderator responded very accurately to the demand for 
more information by providing the necessary amount to enhance an open discussion and 
giving additional information upon ending the group session. In our view, the moderator 
should encourage conversation, guide the discussion (preferably dialogue) between the group 
members, and ascertain the aimed for information in a skilful and not dominant way [1,3], on 
the basis of sufficient knowledge about the specific topic.   

7.5.3 Practice implications 
The results of this study suggest that the shared care, in which a specialised nurse 

practitioner takes the lead at patient level, suits the chronic patients’ needs about the 
continuity and quality of care in general. This implies promotion of the implementation of 
nurse-led shared care on a large scale instead of adhering to the traditional care.  

Hitherto, providers have to acknowledge that they underestimate the importance of the 
chronically ill patients attribute to the caregivers’ information giving and fail in meeting these 
patients’ quality standards on this aspect. They have to learn to leave enough room for 
feedback on their provision of information and to adjust accordingly to serve patient-centred 
medicine [36]. Contributions to the development of royal patient-centred, evidence-based 
protocols on communication in health care are still welcomed [25]. 
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Additionally, we should get accustomed to obtain information about patients’ 
experiences during shared care processes. Also, improved involvement of patient 
representatives to settle matters needs to become common procedure. 

7.5.4 Research implications 
On the basis of the outcome, we strongly advocate that the qualitative method of patient 

focus groups becomes standard procedure in evaluating shared care models for the chronically 
ill, supported by quantitative means. Efforts to combine qualitative and quantitative research 
methods should be reinforced and enlarged. 

Future attempts to structure patient focus groups on shared care are necessary since the 
quantification of the expression of views inherent to the quality index to a degree that serves 
qualitative research optimally, is yet to be found [3]. Further use of the components 
‘importance score’ and ‘experience score’ of the quality index is advocated, because it 
enables mutual comparison between quantitative patients’ judgements rather easily and by 
doing so adds information to the qualitative data of various patients’ stories. However, to 
enhance the collection of qualitative data the number of categories used to quantify the degree 
of importance attributed to the shared care experiences, should be curtailed. This restriction is 
also recommended because patients showed difficulty to make clear distinctions between the 
prescribed categories.  

Forthcoming qualitative research activities on nurse-led shared care need to put the 
aspect of provider communication in the spotlight to be able to get a profound knowledge of 
the patients’ view. Only on this ground, the quality of care to the chronically ill can be served 
fundamentally. 

7.6 Conclusion 
The conducted focus groups joined by patients with diabetes mellitus type 2 and 

patients with COPD made clear that chronically ill patients largely prefer nurse-led shared 
care to traditional care. The most important quality aspect appears to be the provision of 
information. Yet, its performance by caregivers, in particular the nurse practitioner, still needs 
enrichment from the patients’ perspective. For future use, the chosen tryout to further 
structure focus groups seems promising. 
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8.1 Introduction 
The main goal of the studies reported on in this thesis has been to gather in-depth 

knowledge about the change processes involved in the improvement of the quality of shared 
care projects for chronically ill patients, including the key factors influencing these processes. 
The intention was that this knowledge would make the ‘black box’ of substitution of care 
transparent and understood to such an extent that lessons could be learned for better 
leadership in tomorrow’s health care innovations. A comparative approach was applied to five 
cases, involving the participation of patients with stable type 2 diabetes mellitus or COPD. 
The cases focused on the transfer of hospital care to community care, partly combined with 
the transfer of care from doctor to nurse. The research model was an adapted model of the key 
influencing factors, which derived its dynamic force from the inclusion of elements of the 
‘learning organisation'. The principal research questions were as follows: 

1.  What key factors influence the process of development and implementation of shared 
care projects from the viewpoints of managers, care providers and patients? (chapters 
2, 4, 5, 6 and 7)   

2.  To what extent does the process of development and implementation of one or more 
of the shared care projects described in section 1.5 constitute a learning organisation, 
especially one characterised by double loop learning? (chapters 2, 4 and 5)  

3.  Under what circumstances, to what extent and in what way can the (possibly 
combined or integrated) shared care projects described in section 1.5 be 
implemented? (chapters 2, 3, 5, 6 and 7) 

 
The next section briefly summarises the main findings and conclusions, following the 

three perspectives of managers, care providers and patients. Afterwards, some methodological 
issues are discussed. The chapter ends with some comments about health care innovation for 
chronically ill patients. 

8.2 Outcome and conclusions 

Model used in this study 
Chapter 2 described the adapted model of factors influencing change processes in 

shared care. The model comprises learning loops that link internal and external factors. This 
model, which was refined further as the study progressed (see chapter 5), functioned as a 
framework in answering the research questions. 

 

8.2.1 Influencing factors 

Management perspective 
In chapter 4 it was demonstrated that the project management is the most crucial factor 

in change processes of shared care activities. Two factors are dominant: double loop learning 
and the way the project manager behaves as a leader. Successful managers position learning 
as a core characteristic of the project organisation, in order to fully exploit the key factor of 
change management. Achieving this requires especially double loop learning, which means 
getting new insights from experiences, and implies acquiring new understanding and 
redefining the rules about ‘right’ and ‘wrong’ that have to be adhered to.   

Chapter 5 deals with the way the project manager behaves as a leader. Transformational 
leadership, in terms of demonstrating authority and vision, building relationships, sharing 
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values with followers and flexibility, is the driving force towards meaningful change. The 
project manager is able to link the different internal factors – change management, 
commitment and local context – and uses this in a balanced way in his strategies and tactics. 
The more robust the changes that are aimed at, the more the manager has to focus on a long-
term perspective. 

Perspective of care providers  
Chapter 6 describes the perspective of the care providers, focusing on nurses, in this 

case specialised diabetes nurses. In addition, the chapter addresses the role of the physicians 
(GPs and internists) involved.  

The nurses reported that the advantages of the substitution of care mode that was 
applied greatly exceeded the possible disadvantages. Nevertheless, they experienced a number 
of impediments to its implementation. The main inhibiting external factor they mentioned was 
legislation, since the relevant Dutch laws imposed barriers on the transfer of routine medical 
tasks from doctor to nurse. The more competent the nurse became in taking over these tasks, 
the more these barriers became manifest. The nurses considered the local context to be the 
most inhibiting internal factor during all project phases, especially the structural component 
of horizontal and downward substitution. They moved from a state of complaining about 
unmet preconditions and feeling anxious about taking responsibility for medical tasks 
transferred from doctors, towards one of accepting full responsibility for their job. In the end, 
they fought for its full recognition by the medical profession and strongly recommended 
solving the remaining problems of further structuring substitution of care delivery.  

The participating physicians also considered the local context, especially its structural 
aspects, to be a more impeding factor than the lack of commitment and change management. 
However, they emphasised task performance and task division more than the nurses did. 

Patient perspective 
The study reported on in chapter 7 concentrated on the outcome of a number of focus 

groups involving diabetes and COPD patients in two nurse-led cases. The patients preferred 
the nurse-led care to traditional doctor-led care. They considered the provision of information 
to be the most important quality aspect, but the specialised nurses and other caregivers both 
needed to improve the use of information to empower the patients to make their own choices. 
They wanted sufficient expert information about the protocol being used, about patients’ right 
to examine their own files and about the procedure to be followed if they wanted to air any 
grievances. All this seems to confirm the substantial influence of the structural aspects of the 
local context factor within the adapted model of influencing factors. 

8.2.2 The learning organisation 
It should be emphasised that the organisations and project managers involved were not 

familiar with the concepts of learning organisation and double loop learning. Nevertheless, 
there were indications that some elements or aspects of these concepts were indeed used. The 
event descriptions in chapter 4 demonstrate that the participants stimulated the project 
managers to co-operate. The project managers learned to change from competitive behaviour 
to appreciation and finally to co-operation. This resulted in the start of a dialogue about the 
integration of fragmented projects in a common disease management approach. The 
involvement of nurses in the treatment of patients and the training programmes for the GPs 
resulted in a change in the GPs’ referral behaviour. Instead of referring patients to an internist, 
they referred patients –not belonging to the target group they earlier agreed on– to a 
specialised nurse. The project management learned that the application of a long-term strategy 
resulted in the intention to improve the position of nurses. However, the learning loop was 
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only partly followed. Instead of engaging in a dialogue, the project management discussed 
issues with the nurses. Hidden agendas were not made explicit.  

The results could have been improved if the change management had consciously used 
the full scale of principles of double loop learning. 

8.2.3 Requirements to implement shared care projects 
Implementation is distinguished from dissemination, implementation being defined as a 

fully anchored, permanent extension of a project within a region. 
Chapter 4 lists a number of requirements for implementation. In addition to the factors 

already mentioned as necessary to run a project successfully, it is important to include the 
long-term perspective in the strategies and tactics. Temporary solutions have to be replaced 
by permanent measures, and it is imperative to ensure actively and stringently shared 
responsibility and open communication. Other actions that may facilitate implementation 
include monitoring and measures to influence external factors, like the health inspectorate, 
health insurers, patient organisations and legislation. Chapter 5 emphasises that extension of 
shared care projects towards disease management and implementation requires robust 
management and leadership. 

8.3 Methodological issues 
While the methodological choices made in the research for this thesis have been 

described in all preceding chapters, this section presents some further reflections. 

Case study method 
The case study method can be used to examine questions of ‘how’ and ‘why’ about 

contemporary sets of events that the researcher has little or no control over (Yin, 1994), 
involving complex situations which are difficult to analyse. This is exactly the situation in 
studying the process component of health care innovations. The method has allowed us to 
shed light on the story behind the outcomes published by Vrijhoef (2002). It has given us the 
opportunity to explore the perspectives of different stakeholders. In all, it has offered us a 
more subtle view on the change process. The disadvantages of the method are well known: it 
is laborious and its reliability and validity are not guaranteed. Correct triangulation was not 
always possible, as the researcher did not have access to all meetings and many decisions 
were prepared or even made outside the formal circuits. 

Position of the main researcher & action research 
Initially, the main researcher was involved in the development of the projects on 

diabetes mellitus studied in this thesis in a variety of positions. Later on, she also took on the 
role of researcher. On the one hand, it was a great advantage that the main researcher was 
quite familiar with the cases involved and with managing change. On the other hand, her 
position as a researcher required her to refrain from initiating any kind of intervention. 
Although it would have been possible for her to turn to action research, a tryout made it clear 
that this would complicate matters, since the research setting did not easily allow this. To 
safeguard scientific integrity, traditional research was continued and the main researcher 
adopted a role in which she kept at a distance. However, in future cases of shared care, it 
might be useful to also initiate action research from the start (Denzin and Lincoln, 1994; Boog 
et al., 2000), since this enables a researcher to give feedback on the developments in order to 
help shape and organise shared care (Miles and Huberman, 1994; Winkens and Klazinga, 
2000). 
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8.4 Final comments 
The findings reported in this thesis points to a forthcoming era in the Netherlands in 

which there is no room for care delivery to the population of chronically ill patients without 
strings being attached (Dutch Diabetes Federation, 2003; Schrijvers et al., 2005). What we 
really need are fundamental solutions to the problem of optimal care delivery to this 
population. It is against this background that health care innovation projects face the 
challenge to further invest in the ongoing process of change from usual shared care to disease 
management. This may allow additional evidence to be gathered about the most suitable 
Dutch disease management programme for different categories of chronically ill patients 
(Schrijvers et al., 2005). Tomorrow’s shared care projects need to focus on outcomes that will 
survive in the long run. It might be helpful to proclaim the following slogan: short-tem 
solutions are out, long-term solutions are in. We advocate that policymakers (who decide on 
subsidies), insurers, managers, care providers, patients and patient organisations should stick 
to this key principle together. This will require excellent leaders and participants who will 
develop in meaningful ways (Plsek and Wilson, 2001; Ham, 2003; Gorelick, 2005), i.e. who 
are willing to learn. 
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In verschillende Westerse landen zijn regering, zorgverleners en zorgorganisaties zich 
in toenemende mate bewust van de toenemende vraag van patiënten met een chronische ziekte 
naar sector- en institutie overschrijdende zorgvormen, zoals transmurale zorg. Reden hiervoor 
is dat chronische patiënten bij herhaling worden geconfronteerd met tekortkomingen in de 
aansluitingen op de verschillende vormen van reguliere zorgverlening. Zij missen continuïteit 
van zorg tussen de traditionele eerste lijn, waartoe onder meer de huisartsen behoren, en de 
tweede lijn, waartoe onder meer de medisch specialisten behoren. Daarnaast worden patiënten 
geconfronteerd met onvoldoende kennis bij zorgverleners in de eerste lijn over de langdurige 
behandeling die chronische ziekten vereist. Tevens neemt het aantal chronische patiënten snel 
toe, terwijl de zorgverlening niet aan hun veranderende en toenemende verwachtingen kan 
voldoen. 

Verondersteld wordt dat transmurale zorg bijdraagt aan de oplossing van deze 
tekortkomingen. Transmurale zorg houdt in dat zorg wordt geboden waarin zorgverleners uit 
de minder gespecialiseerde eerste lijn en zorgverleners uit de meer gespecialiseerde tweede 
lijn, samenwerken op basis van overeenkomsten over samenwerking, verantwoordelijkheden 
en management, die zijn afgestemd op de behoeften van de patiënten. Deze omschrijving 
impliceert een verandering in taken van zorgverleners en zorgorganisaties en hun 
taakverdeling, in de zin van substitutie van zorg. Er wordt een onderscheid gemaakt tussen 
horizontale en verticale substitutie. Horizontale substitutie betekent de overdracht van zorg 
van een meer gespecialiseerde zorgorganisatie naar een minder gespecialiseerde 
zorgorganisatie, namelijk van de tweede lijn naar de eerste lijn. Verticale substitutie houdt de 
overdracht van zorg in van een hoger gekwalificeerde zorgverlener naar een lager 
gekwalificeerde zorgverlener, vaak van een arts naar een verpleegkundige. Behalve substitutie 
van taken vereist een transmurale zorgvorm het vinden van nieuwe samenwerkingsvormen en 
partners, evenals een verandering van attitude, wederzijds begrip en vertrouwen. Reeds in de 
jaren negentig van de vorige eeuw zijn in Nederland transmurale projecten geïnitieerd ter 
verbetering van de kwaliteit en efficiëntie van zorg aan chronisch zieken. Zo zijn 
routinematige taken van artsen gedelegeerd aan gespecialiseerde verpleegkundigen, die deze 
taken uitvoerden samen met hun traditionele verpleegkundige taken. Ook zijn gezamenlijke 
consulten georganiseerd door medisch specialisten met huisartsen in de eerste lijn, om de 
kennis van huisartsen over chronische ziekten en de behandeling daarvan te verbeteren. 
Echter, nog steeds ontbreekt grondige kennis over de belangrijkste factoren die de daarmee 
gepaard gaande veranderingsprocessen beïnvloeden. 

 
In dit proefschrift wordt gezocht naar mogelijkheden om specifieke kennis over de 

belangrijkste beïnvloedende factoren boven tafel te krijgen. Uitgangspunt daarbij vormt de 
evaluatie van veranderingsprocessen die zich voltrekken binnen een aantal transmurale 
projecten, die worden georganiseerd als dynamische zorgnetwerken met veel deelnemers met  
uiteenlopende belangen. Dit betekent het transparant maken van de zogenaamde ‘black box’ 
van processen die worden geassocieerd met substitutie van zorg. Een onderdeel hiervan is dat 
veranderingsprocessen worden beoordeeld door verschillende partijen die aan deze projecten 
deelnemen. 

 
Het doel van dit proefschrift is om de rol te bepalen die de belangrijkste beïnvloedende 

factoren spelen tijdens het proces van ontwikkeling en experimentele implementatie van 
verschillende transmurale projecten vanuit de zienswijzen van managers, zorgverleners en 
patiënten, om hieruit lering te trekken voor verdere implementatie. Met verdere implementatie 
wordt bedoeld het bereiken van continuïteit van de projectresultaten na afloop van de formele 
projectduur. Dit geldt zowel voor projecten die in het proefschrift worden onderzocht, als 
soortgelijke nieuwe projecten. Vanwege de verwachte dynamische invloed van het 
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veranderingsmanagement, komt in dit proefschrift de zienswijze van het management 
uitgebreider aan bod dan de andere twee zienswijzen.  

 
Om vergelijking tussen verschillende projecten mogelijk te maken is in dit proefschrift 

als onderzoeksdesign gekozen voor het ‘multiple case study design’. Binnen dit design wordt 
een dynamisch onderzoeksmodel ontwikkeld, dat voortborduurt op de resultaten van eerder 
uitgevoerde procesevaluaties van zorgvernieuwingsprojecten. Dit model veronderstelt dat er 
expliciete relaties bestaan tussen de externe en interne factoren die worden onderscheiden en 
dat deelnemers leren van ervaringen. Zowel de externe factoren, waartoe de rol van 
overheden, wetgeving en maatschappelijke ontwikkelingen behoort, als de interne factoren, 
waartoe de lokale context (structuur, cultuur en macht), het draagvlak en het 
veranderingsmanagement worden gerekend, kunnen bevorderend of belemmerend werken. 
Het model wordt gebruikt om de verschillende zienswijzen te onderzoeken in een vijftal 
transmurale projecten in Zuid- en Noord-Limburg die zich richten op patiënten met stabiel 
ingestelde diabetes mellitus type 2 of patiënten met stabiel ingestelde COPD. In vier projecten 
speelt de gespecialiseerde verpleegkundige de hoofdrol, waarbij zowel verticale als 
horizontale substitutie aan de orde is. In het vijfde project staat het gezamenlijk consult van 
internisten-endocrinologen en huisartsen centraal en de toepassing van uitsluitend horizontale 
substitutie. Bovendien wordt in twee projecten de zienswijze van patiënten expliciet 
onderzocht met behulp van semi-gestructureerde focusgroepen. Naast patiënten vormen  
gespecialiseerde verpleegkundigen, huisartsen en medisch specialisten, ziekenhuizen, 
regionale thuiszorgorganisaties, regionale huisartsenverenigingen, zorgverzekeraars en het 
projectmanagement de belangrijkste participanten van deze projecten. Als databronnen wordt 
gebruik gemaakt van diepte-interviews, schriftelijke vragenlijsten, documentatie zoals 
protocollen, notulen, jaarlijkse rapportages en rapporten, evenals observaties van 
vergaderingen.  

 
Allereerst komt de visie van het management aan bod op de belangrijkste factoren die 

de veranderingsprocessen binnen transmurale zorg beïnvloeden. Uit zowel de data-analyse 
van eerder uitgevoerde Nederlandse zorgvernieuwingsprojecten, als de vijf projecten die 
centraal staan in dit proefschrift blijkt, dat de in voornoemd model genoemde interne factoren 
het belangrijkst zijn om veranderingen succesvol te kunnen bewerkstelligen. Het betreft de 
lokale context, het draagvlak en het veranderingsmanagement. Daarnaast blijkt dat er zowel 
op collectief als individueel niveau leerprocessen plaatsvinden, die tenderen naar dubbelslags 
leren, in de zin van het leren op ‘inzicht-niveau’. De regel of veronderstelling die een 
organisatie of persoon hanteert met betrekking tot wat ‘goed’ is blijkt ‘fout’ te zijn. Het leren 
leidt tot verandering van het inzicht waarop deze regel is gebaseerd. Hierdoor worden zich 
voordoende veranderingsprocessen beter gehanteerd. Ook wordt op basis van 
literatuurgegevens beschreven hoe managers genoemde factoren pro-actief kunnen hanteren 
bij zich voordoende veranderingen, met inbegrip van problemen en valkuilen. Het omgaan 
met de onderdelen structuur, cultuur en macht van de factor lokale context wordt daarbij 
verder geanalyseerd vanuit de optiek van interprofessionele samenwerking en 
netwerkvorming. Daarbij blijkt dat de implementatie van transmurale zorg kan worden 
beïnvloed en gestuurd door structuur, cultuur en macht als uitgangspunt te nemen voor 
management acties. Tevens dienen veranderingsmanagers zich continu bewust te zijn van de 
manier waarop professies en netwerken de interacties, conflicten en oplossingen beïnvloeden. 
Het omgaan met macht wordt daarbij als moeilijkste taak voor veranderingsmanagers 
beschouwd. 

Meer gegevens voor veranderingsmanagers komen voorhanden uit de analyse van twee 
diabetes projecten in Zuid-Limburg, die geleidelijk veranderen in één disease management 
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project. In deze projecten blijken de belangrijkste beïnvloedende factoren respectievelijk het 
projectmanagement, het draagvlak en de lokale context te zijn. De factor projectmanagement 
is verantwoordelijk voor het actief koppelen van de andere twee factoren. Beide factoren 
blijken voor het projectmanagement nodig te zijn om strategieën en tactieken succesvol te 
kunnen toepassen. De lange termijn strategieën en tactieken lijken het meest effectief te zijn. 
Echter, de mate van succes van de personen in kwestie hangt ook af van hun vaardigheden op 
het gebied van dubbelslag leren, waarneembare intentie, vakkundige communicatie en hun 
charisma. Zowel het projectmanagement als de deelnemers leggen in wisselende mate 
dubbelslag leren aan de dag. Het blijkt dat de in het onderzoeksmodel opgenomen leercyclus 
niet in elke situatie geheel wordt doorlopen. Er komen zowel inkortingen als uitbreidingen 
voor. De dynamiek van de leercomponent maakt maatwerk noodzakelijk, zoals vooral is 
gerealiseerd door het projectmanagement.   

De leiderschapsaspecten van de factor veranderingsmanagement worden onderzocht in 
twee transmurale projecten in Noord-Limburg, die geleidelijk integreren tot één project. De 
data-analyse toont aan dat de veranderingsprocessen worden geleid door vier managers. Deze 
personen leggen allemaal kwaliteiten aan de dag op het gebied van management en 
leiderschap, hanteren verschillende soorten macht en dienen uiteenlopende 
organisatiebelangen. Drie personen vervullen sleutelposities in een ziekenhuis, een 
thuiszorgorganisatie en bij een zorgverzekeraar. Echter, de onbetwiste leider blijkt de voor 
beide projecten werkzame projectmanager te zijn. Hij overtreft de andere drie managers voor 
wat betreft visie, passie, moed, inspiratie, vernieuwingsgeest en creativiteit, evenals zijn 
gebruik van verschillende machtsmiddelen. De tactieken die worden gehanteerd door de vier 
managers omvatten communicatie en educatie, participatie, het voeren van onderhandelingen, 
toepassing van dwangmaatregels, en ondersteuning van het top management. Het gebruik 
wordt door henzelf voornamelijk als positief beoordeeld. De projectmanager scoort het beste, 
niettegenstaande het gegeven dat de communicatie tussen de managers pas tegen het eind van 
het project beter verloopt. Eerst rond die tijd slagen ze erin om de problemen te overwinnen 
die de continuïteit van het project belemmeren.  

 
Vervolgens wordt specifiek ingegaan op het perspectief van zorgverleners, met name 

hun visie op de factoren die belemmerend werken. In twee transmurale zorgprojecten voor 
diabetespatiënten in Zuid- en Noord-Limburg waarin de gespecialiseerde verpleegkundigen 
een centrale rol vervullen, wordt vooral de Nederlandse wetgeving als hinderlijke externe 
factor ervaren. Van de interne factoren wordt de lokale context als het meest problematisch 
beschouwd, vooral het aspect structuur. Problemen worden vooral gesignaleerd in de 
patiëntgerichte zorgverlening, de taakuitvoering door zorgverleners, de gezamenlijke 
zorgverlening en de samenwerking tussen deelnemers. De verpleegkundigen zijn meer 
eensgezind over de problemen die zich voordoen bij verticale substitutie dan bij horizontale 
substitutie. Hun ervaringen worden vergeleken met die van de betrokken huisartsen en 
internisten-endocrinologen. Zowel de verpleegkundigen als de artsen beschouwen de wijze 
waarop het transmurale zorgaanbod wordt gestructureerd als de meest belemmerende factor, 
met name de verticale substitutie van dokter naar verpleegkundige. 

 
Aansluitend komt het perspectief van patiënten aan bod. De ervaringen van patiënten 

met diabetes mellitus type 2 en COPD die deelnemen aan twee transmurale zorgprojecten in 
Zuid-Limburg, waarin de gespecialiseerde verpleegkundige een centrale rol vervult, worden 
onder de loep genomen in semi-gestructureerde focusgroep interviews. De meeste patiënten 
beoordelen de ontvangen zorg als positief en geven hun voorkeur aan continuering van deze 
zorg in vergelijking met traditionele zorg. Tevens wordt ingegaan op hun oordeel van het 
belang dat zij hechten aan verschillende kwaliteitsaspecten. Het belangrijkste aspect vormt de 
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informatieverstrekking, vooral de items over duidelijke en voldoende verstrekking van 
informatie over kwesties rondom de gezondheid. Echter, de uitvoering daarvan blijkt nog 
voor verbetering vatbaar te zijn, vooral door de verpleegkundige. De slechtste score wordt 
behaald bij het kwaliteitsaspect privacy, dat wil zeggen bij het item over het recht om zijn 
eigen dossier in te zien. 

 
Tot slot wordt geconstateerd dat uit de toepassing van de ‘case study method’ in dit 

proefschrift blijkt, dat deze methode de mogelijkheid biedt om de proceskant van 
zorgvernieuwing te onderzoeken vanuit de zienswijzen van verschillende partijen. Het 
resultaat van deze toepassing is een meer subtiele zienswijze op veranderingsprocessen die 
zich voltrekken binnen transmurale zorgprojecten. Het in dit proefschrift gehanteerde 
dynamische onderzoeksmodel, waarin de interne en externe factoren worden verbonden met 
behulp van een leercyclus, is bruikbaar gebleken om de gestelde onderzoeksvragen te 
beantwoorden. Vanuit het management perspectief blijkt het project management de meest 
cruciale factor te zijn die de veranderingsprocessen binnen de transmurale zorgprojecten 
beïnvloedt. Vanuit de perspectieven van zorgverleners en zorgvragers blijken de structuur 
aspecten van de factor lokale context van substantiële invloed te zijn. Geconcludeerd wordt 
dat managers succesvol kunnen zijn indien zij dubbelslags leren centraal stellen binnen de 
projectorganisatie en zich manifesteren als een leider. Indien de projectmanagers en de 
betrokken organisaties vertrouwd waren geweest met de toepassing van de concepten van een 
lerende organisatie en dubbelslags leren, had het resultaat beter kunnen zijn. 

Hoe ingrijpender de gewenste verandering is, hoe nadrukkelijker een manager zich dient 
te richten op het lange termijn perspectief. Dit lange termijn perspectief geldt ook bij 
implementatie van een transmuraal zorgproject, in de zin van een permanente uitbreiding van 
een project binnen een regio. Benadrukt wordt dat dit in de hantering van strategieën en 
tactieken tot uitdrukking dient te komen. Tijdelijke oplossingen dienen vervangen te worden 
door permanente maatregels. Gezamenlijke verantwoordelijkheid en open communicatie 
dienen op actieve wijze te worden gewaarborgd. Stevig management en leiderschap zijn de 
sleutelwoorden, zeker indien verankering van transmurale zorg richting disease management 
aan de orde is. 

 
Vanuit de optiek van managers, zorgverleners en patiënten geeft dit proefschrift inzicht 

in de sleutelfactoren die veranderingsprocessen in transmurale zorg aan chronisch zieken 
beïnvloeden, evenals hun onderlinge samenhang. Daarmee is de zogenaamde ‘black box’ die 
wordt geassocieerd met substitutie van zorg transparant geworden. Er is een onderzoeksmodel 
gepresenteerd dat verder kan worden gehanteerd bij procesevaluaties van transmurale 
zorgprojecten. Als aanvulling is de methode van semi-gestructureerde focusgroepen met 
patiënten aangereikt. Tevens zijn op basis van de resultaten lessen geformuleerd voor 
verpleegkundigen, dokters, managers en patiënten, om in de toekomst beter het hoofd te 
kunnen bieden aan de geconstateerde problemen. De belangrijkste les is dat wordt gewerkt 
aan lange termijn oplossingen. Dit vereist uitstekende leiders en deelnemers die bereid zijn 
om echt te leren. 
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Als ik terugkijk naar het proces dat doorlopen diende te worden om dit proefschrift op 
te stellen, is er zeker op meer dan één onderdeel een vergelijking te trekken met de processen 
die zich hebben voltrokken binnen de bestudeerde transmurale zorgprojecten. In elk geval 
duurde het lang en manifesteerden zich tal van belemmerende en bevorderende factoren. Het 
complexe spel van de interactie tussen deze factoren is bijna gespeeld. Om zover te komen 
heb ik op veel mensen een beroep gedaan, die ik graag wil bedanken voor hun bijdrage. 

 
Ik wil alle patiënten(organisaties) hartelijk bedanken die aan de transmurale 

zorgprojecten hun medewerking hebben verleend. Hun reacties vormden voor mij een 
inspiratiebron om door te gaan. Uit eigen ervaring weet ik inmiddels hoe zwaar het is om toch 
je zegje te blijven doen ondanks de omstandigheid dat je lichaam je steeds tot de orde roept. 
Ik heb groot respect voor hen. 

 
Ik bedank alle zorgverleners voor hun medewerking. Bij tal van hen, vooral huisartsen, 

ben ik uren te gast geweest. Zij hebben mij uitvoerig wegwijs gemaakt in hun zienswijzen. 
 
Ik bedank alle managers voor hun medewerking. Ook bij hen ben ik uren te gast 

geweest. Zij lieten mij boeiende verhalen achter de schermen zien. 
 
Ook wil ik degenen bedanken die mijn supervisie hebben verzorgd. Eerste promotor 

prof. dr. Cor Spreeuwenberg bedank ik voor zijn tomeloze inzet en zijn vertrouwen in mij. 
Cor, jouw geestdrift, energie en toegepaste tactieken hebben me uiteindelijk tot de eindstreep 
gebracht. Tweede promotor prof. dr. Bruce Wolffenbuttel bedank ik voor zijn inzet voor de 
transmurale diabeteszorg in Zuid-Limburg. Zonder zijn steun was dit proefschrift niet tot 
stand gekomen. Co-promotor dr. Ingrid Mur bedank ik voor haar begeleiding. Door haar 
ervaring gaf ze me tips waardoor ik ‘weer verder kon’. De buitenlandse reizen naar 
conferenties in Parma en Stockholm hebben veel indruk op mij gemaakt. Vooral de reis naar 
het EHMA-congres in Parma zal ik niet snel vergeten. 

 
Een dankwoord wil ik ook richten aan de internisten-endocrinologen werkzaam op de 

afdeling endocrinologie van het academisch ziekenhuis Maastricht, voor hun inhoudelijke 
bijdrage aan het welslagen van de transmurale diabetesprojecten gezamenlijk consult 
internist-endocrinoloog & huisarts en transmurale diabetesverpleegkundige in Zuid-Limburg. 
Wilke Ellenbroek bedank ik voor haar professionele secretariële ondersteuning. Margreet 
Jansen bedank ik voor de collegiale samenwerking als onderzoeker ten behoeve van het 
gezamenlijk consult project. Bert Vrijhoef bedank ik voor de door hem uitgevoerde effect-
evaluatie bij vier van de vijf projecten die in dit proefschrift aan bod komen. Het management 
en de medewerkers van de Capaciteitsgroep Huisartsgeneeskunde van de Universiteit 
Maastricht bedank ik voor de genoten gastvrijheid. 

 
Een dankwoord voor hun inzet en enthousiasme wil ik graag richten tot de 

gespecialiseerde transmurale verpleegkundigen en hun begeleiders: Els Denis, Bea Jöbses en 
Marianne Frederix (diabetesproject Zuid-Limburg), Hanny Geven, Mia Vorstermans, Loek 
van Wilderen en Riet van Wilderen (diabetesproject Noord-Limburg), Elleke Knapen, Edmée 
van den Akker, Geertjan Wesseling, hoogleraar M. Wouters en opnieuw Marianne Frederix 
(COPD-project Zuid-Limburg). De gespecialiseerde verpleegkundigen zijn erin geslaagd de 
verplaatsing van zorg van medicus naar verpleegkundige een blijvende impuls te geven. Een 
knappe prestatie! Aan de samenwerking met jullie heb ik dierbare herinneringen 
overgehouden. 
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Ook bedank ik alle nog niet genoemde leden van begeleidingscommissies en 
projectgroepen voor hun inhoudelijke bijdrage. 

 
Alle medewerkers van de Capaciteitsgroep Beleid, Economie en Organisatie van de 

Zorg van de Universiteit Maastricht bedank ik voor hun collegialiteit en prettige 
samenwerking. Liselotte bedank ik voor de voorbereidende activiteiten. Mijn voormalige 
buurvrouw Aggie bedank ik voor de gezelligheid en steun. We hebben heel wat besproken. 
Ook mijn latere kamergenoten Milena en Suzanne dank ik voor de gezelligheid. We hebben 
menig moment van vreugde en verdriet gedeeld. Ik dank jullie heel hartelijk voor de 
ontvangen steun. In het bijzonder bedank ik Emily voor haar ondersteuning bij de 
dataverzameling. Ook bedank ik Hilde voor de financiële projectregistratie. De samenwerking 
met jullie was altijd prettig en gezellig. Dit betrof ook de lunches met jullie en met Aggie, 
Gerry, Silvia, Maria, Gladys en Suzanne. Arno en Frits bedank ik voor hun inspirerende 
ideeën. Renelle bedank ik voor haar onderzoeksactiviteiten op het terrein van focusgroepen. 
De dames van het secretariaat bedank ik voor hun ondersteuning. Ik kon altijd met een vraag 
terecht bij Isel en Astrid. Peggy en Carla bedank ik voor hun lay-out werkzaamheden ten 
behoeve van mijn proefschrift. Will en Jan dank ik voor hun ondersteuning op ICT-gebied. 
Alle technische problemen kregen zij verholpen. Compliment. Een speciaal dankwoord richt 
ik tot Jan, die ook de finale lay-out werkzaamheden met veel geduld en know-how heeft 
verzorgd. Hij heeft met veel enthousiasme mijn idee voor de omslag van het proefschrift 
uitgewerkt en de uitgave van mijn proefschrift op CD verzorgd. Chapeau! Tenslotte richt ik 
een woord van dank aan het management van de Capaciteitsgroep. Hans, Ingrid en Wim 
maakten het mogelijk dat ik bij de Capaciteitsgroep aan mijn proefschrift kon werken. 

 
Ook het management van het iRv en Synchron bedank ik voor de verleende 

medewerking, in het bijzonder Gaspard, Luc, Henk, Jos en Frans. Suus, Wilma, Simone en 
Theo bedank ik voor de collegiale samenwerking. Johan bedank ik voor de inspiratie en 
Mieke voor haar zoekactiviteiten in de bibliotheek. De leden van de klankbordgroep diabetes 
bedank ik voor hun inzet, met name Bruce en Jan. De altijd positieve en energieke opstelling 
van Jan van Rooij heb ik bijzonder gewaardeerd. Honk Veldman introduceerde mij in het 
netwerk van de Diabetes Vereniging Nederland. 

 
Bestuur en medewerkers van Gezondheidscentrum Withuis bedank ik voor de 

belangstelling voor mijn onderzoek. Als directeur heb ik in de praktijk de moeilijkheidsgraad 
van het borgen van de resultaten van verschillende zorgvernieuwingsprojecten kunnen 
ervaren, welke ervaring mijn blikveld als onderzoeker heeft verruimd. 

 
De subsidiegevers bedank ik voor hun financiële ondersteuning van mijn onderzoek: 
Stimuleringsprogramma Gezondheidsonderzoek, Nationale Commissie Chronisch 

Zieken, (Afdeling interne geneeskunde en RVE Transmurale Zorg) academisch ziekenhuis 
Maastricht, Synchron, iRv, Zorgvernieuwingsexperiment (van de ziekenhuizen) in Noord-
Limburg en (Capaciteitsgroep Beleid, Economie en Organisatie van de Zorg) Universiteit 
Maastricht. 

 
Mijn zorgverleners bedank ik voor hun inspanningen om mij in leven te houden en hun 

steun bij mijn herstelproces. Miranda bedank ik voor haar bijdrage aan mijn kwaliteit van 
leven.  
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Mijn zus Rudy en tante Jos † bedank ik voor hun steun, evenals Riet, Miriam, Riet en 
Loek. Ook mijn dispuutgenoten bedank ik voor hun steun en belangstelling, evenals Piet en 
mijn roeimaatjes.   

 
Het management en collega’s van het Huis voor de Zorg bedank ik voor de 

belangstelling voor mijn proefschrift. Mijn werk als adviseur bij het Huis voor de Zorg heeft 
invloed gehad op de formulering van enkele stellingen met betrekking tot 
patiëntenparticipatie. 

 
Tot slot bedank ik mijn vader en mijn moeder †, dat ze mij de mogelijkheid hebben 

geboden om te leren. Ik hoop dat mijn moeder trots op mij is. 
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