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SETTING THE STAGE TO INVESTIGATE
LOCAL HEALTH POLICY-MAKING:

RESEARCH DESIGN AND THEORETICAL
- FRAMEWORK

Making health pelicy is not a new task for municipal authorities in the Netherlands; they have
successfully intervened in public health for more than a century. Their autonomy in this and
other domains has, however, gradually changed info an executive role, i.e., the implementation
of national health policy. However, as of 1 January 2003, all municipal authorities have been
obliged by the Minister of Health, Welfare and Sports to develop their own local health policy,
covering a period of four years. The Dutch government has formulated a policy that requires
municipal authorities to be explicitly responsible for the promotion of health. The Minister, as
well as national and regional public health organisations, have stimulated and supported the
municipal authorities to reinforce public health at the local level.

The Regional Public Health Service (RPHS) in the central part of Limburg (the most southern
province of the Netherlands), the University of Maastricht and the Nethetlands Organisation for
Health Research and Development (ZON-MW} have joined forces to examine the initial
establishment of local health policy. The region of Central Limburg covers the geographical area
south of the town of Venlo and north of the town of Sittard. It is a rural area, which includes two
towns, Weert and Roermond. The region is divided into fourteen municipalities, which are
relatively small in size (2,500 to 15,000 inhabitants), except for three larger ones, with 32,000
to 50,000 inhabitants. The Regional Public Health Service, located in Roermond, is a public
health organisation financed jointly by the fourteen municipal authorities. It provides public
health care for the population of these municipalities {234,074 inhabitants). After a merger in
2002 with the RPHS in the northern part of the province, the area they catered for grew by a
further thirteen municipalities {which meant an increase of 269,737 inhabitants).

Part | of this thesis sets the stage for our study of local health policy. The first chapter introduces
the research project. After giving an overview of the history of public heaith in general and in the
Netherlands in particular, it presents the research questions and research design. The theoretical
framework is presented in the second chapter, and elaborates on concepts from health promotion
theory and policy science. The chapter also presents an evaluation instrument that combines the
various theoretical concepts in a comprehensive, multilevel framewark. Chapter 2 ends with the
description of the research methods and the operationalisation of this inquiry.






INTRODUCTION TO THE RESEARCH
PROJECT

1.1  BACKGROUND

The focus of attention among physicians and other public health professionals has repeatedly
shifted from the individual to the collective, while government policy has repeatedly changed
its aims from decentralisation to centralisation and vice versa.

This first section describes the development of public health from the nineteenth century
onward, as contemnporary health education and health promotion are rooted in that era. The
second part of the section focuses on the development and organisational structure of public
health in the Netherlands and the role of the government.

1.1.1 An overview of the history of public health

In the nineteenth century, populations were frequently confronted with outbreaks of infectious
diseases. In the early part of that century, physicians regarded epidemics as a disruption of the
balance of the natural environment. Later, the general impression was that there was a
relationship betweer poverty, pollution and immorality among the poor and the emergence of
{contagious) diseases. There were two crucially different theories about this relationship:
‘miasma’ and ‘contagio’ (Houwaart, 1991a). The contagionistic approach asserted that living
organisms caused disease by transmission from one person to another, Epidemics, in this view,
could be contained by vaccination or putting people in quarantine. The miasma theory, on the
other hand, concentrated on the adverse effects of the fumes rising from the dirt on the streets
and from stagnant wrater and of the air in the musty, overcrowded houses. In this view, the
occurrence of disease was related to the environment and people’s lifestyle. Public measures
like the provision of clean drinking water and the collection of garbage were thought to be
effective in the fight against epidemics. The miasmic point of view became dominant in the
mid-1800s. In the early-industrialised countries, people were concerned with impoverishment
and the decline of civic society caused by a high level of migration and population growth. The
inequalities between rich and poor people in society increased significantly, not only in terms
of power and ecoriomic status but also in terms of health [ten Dam, 1997). The so-called
‘hyglenists’ advocated public measures to improve environmental and social circumstances
[collective hygiene]. In fact, they considered the emergence of epidemics as a sign of poor
societal organisation [Houwaart, 1991a). The hygienists in England and France also had a
strong political bias. They held positivistic ideals: medical science was to make a contribution
to an equitable society for everyone, so it had to be be reformed into a practical science
(Houwaart, 1991b).
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The hygienists started 1o use statistics to describe morbidity and mortality related to people™s
physical and social environments, and the effects of measures taken to improve these situations.
This work enabled them to assess the health status of collectives instead of individuals, to
compare between cities, districts or social groups, and to use the findings a5 an instrument to
pressurise local governments into taking measures and developing health policies. In fact, the
hyglenists were able to demonstrate that disease could be prevented and controlled, at least to
some extent, by interventions in the public domain. Their attempts, however, to mobilise local
or national governments to issue regulations in the public domain were not always fruftful,
even though public health was of urban and economic interest {healthy workforce, reputation}.
At the time, it was very much debated whether the state should intervene in the rights and
autonomy of civic society. The hygienists’ views revealed the tension between paternalism and
the prevailing ideas on individualism. Moreover, independent regions within countries resisted
centralisation, because they wanted to maintain their autonomous status, hampering effective
public health policy at the state level {van Heffen & Kerkhoff, 1997}

Physicians atternpted to establish soclal medicine and institutionalise its tralning and practice.
However, when in the late nineteenth century, Pasteur and Koch created the foundations of
bactetiology, the theory held by the hygienists became discredited and biological factors were
ronsidered the principal cause of disease instead. The level of intervention shifted from the
public domain (social and physical environment} to curing individual diseases. The ecological
consclousness disappeared and the character of public health changed drastically.

in the course of the twentieth centuty, the hygienists’ approach had been completely
replaced by the medico-technical approach to health, and medicine started {o dominate the
professional ideology in public health as well. The position of doctors with respect to public
health, however, was quite ambivalent; while they wanted to be in control, the medical
profession hardly appreciated public health (Porter, 1994}, denying its importance. Instead of
collective hygiene, they favoured individual hyglene and preventive measures like vaccinations,
especially for vuinerable groups in society {e.g. mother and child care).

Medicine rapidly became a highly developed and valued profession in society, with its own
university-level training, professional culture and autonomy. It developed from a marginal
sector to one of the biggest industries in society (ten Dam, 1997).

Nevertheless, Porter [1994) argues that medical knowledge is only one component of
public health expertise. Moreover, he asserts that the socio-political environment constrained
the power of professionals [i.e., doctors) (p 24). Rosen {1958, 1993} also states that the
application of knowledge, however powerful knowledge may be, depends on political, economic
and social factors, which are bound by culture and nation. This implies that the regulation of
health is tied in with politics, that is, the debate about divergent interests in society {van Heffen
& Kerkhoff, 1997).

Some public health historians, such as Rosen, are very positive about the scientific and
technical development of understanding diseases in terms of treatment and prevention. They
say that the medical approach has indeed proved very effective. Others do not entirely share
this opinion and question the individualistic, medical view currently prevalent in public health.
They discuss a number of negative aspects of the development of public health. Foucault
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(1976, 1991), for example, asserts that {medical] scientific knowledge dominates western
culture and controls people’s acts in detail. He says that measures to improve public and
individual health have had an enormous impact on people’s personal lives and he even calls
public health repressive. Lupton (1985) argues that liberalism (freedom of choice} and
rationalism {scientific data) of modern public health still serves governmental (utility} interests,
instead of the autonomous needs of people. lllich {1976] states that medical practice {“the
medical enterprise”) is a threat to people’s health. He describes three forms of iatrogenesis, that
is, [damaging) influences of medicine. The first one, at the individual level, refers to the clinical
side effects of medical treatment. The second form, at the social level, refers to the dependency
of people on the medical system and the medical system’s judgements of normality and
deviancy in society. The third form, at the structural level, refers to the expectations that are
raised by medical practice about the manipulability of life. Mc Keown {1976} argues, like lilich,
that it is not medical knowledge or public health practice that has raised the life expectancy of
the population, but the improved nutritional status and standard of living,

Indeed, over the last decades, humanity has been confronted with a number of interrelated
changes in public health and health care that are leading us back to the old views of the
hygienists. To start with, experts have observed shifts in disease patterns, from infectious to
chronic diseases [e.g. cardiovascular diseases, diabetes, cancer). These diseases have emerged
due to the ageing population and the modernisation of society, and are characterised by
multicausality (in terms of lifestyle and social and environmental factors). A wide range of
specialists and high-tech diagnostic and therapeutic means are commonly employed to assist
people with these chronic diseases and their complications. The interventions are very costly
and deliver ever smaller health gains. Since government expenditures on illness and medical
care have risen dramatically, the governments are currently retreating from a central, hierarchical
position in which they regulate almost all aspects of life {the caring state} to a decentralised
position. Furthermore, health inequalities between people of different socio-economic status
have continued to increase, in spite of increased prosperity and medical care [R. G. Evans,
Barer, & Marmor, 1994; Programmacommissie Sociaal-Economische Gezondheidsverschillen
tweede fase, 2001). The ideas of Mc Keown and others, that medical care only addresses a
small subset of the determinants of health, have recently been gaining ground [see also section
2.1}. Given the multicausality of contemporary health problems and the fact that these deterrninants
are situated outside the reach of medical care, other interventions are called for (ten Darm,
1997). Prevention of disease and health promotion have slowly become accepted in public
health. On top of that, the conceptualisation of health itself has changed. Whereas health used
to be merely regarded as the absence of disease, it has now become a multidirnensional, positive
concept. For example, in operational terms it has been defined as ‘the extent to which an individual
or group Is able, on the one hand, to realise aspirations and satisfy needs, and, on the other hand,
to change or cope with the environment’ {de Leeuw, 1989b p.12).

The above developments have led to a renewed focus on the relationship between people’s
health and their lifestyle. Once again, local governments are required to intervene with ‘new’
health policies to promote the health of their citizens. It is the World Health Organisation
(WHO]J that has been leading the way in the conceptualisation {e.g. Declaration of Alma Ata,
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Ottavwra Charter] and operationalisation (Health For All by the year 2000, Healthy Cities) of
what is called the ‘new public health’. See chapter 2.

1.1.2 Public health and governance in the Netherlands

This section focuses on two major points in the development of public health in the Netherlands:
the role of national and local governments in public health and the establishment of public health
services.

At the start of the nineteenth century, it was the local administration and private initiative
that controlled health care practice. At that time, the social and political influence of doctors
(and civilians) was restricted, as consequence of which the national government did not adopt
proposals for reforms to the medical profession. Like other western countries, albeit at a later
point in time, the Netherlands saw the rise of the hygienic movement. The hygienists wanted
central government to take an interest in health matters and to tell local administrations o
intervene in the public domain to control disease. Interference by the state, however, clashed
with the prevailing political climate of liberalism. The amendment to the Constitution of the
Kingdom of the Netherlands {1848] and the enactment of the Municipal Act (Gemeentewet,
1851) gave the hygienists room to slowly exert more influence. Also, the results of their studies
of pathogenic factors in people’s living conditions in certain localities, and the classification of
the health status of collectives, gradually came to play a role in national and local political
debates. By enacting a number of medical laws in 1865, the state recognised public health as
a topic of national interest, even though responsibilities remained with the local administration
(Houwaart, 1991a). Local government was brought under the contrel of the state.

This did not mean, however, that local government always acted vigorously. Due to the
lack of interest among local administrations, a variety of private initiatives arose for the prevention
of disease (for example in the fight against tuberculosis and sexually transmittable diseases, and
in mother and child care]. Even today, these organisations, by now institutionalised and
subsidised, remain important local actors in the field of public health. By the end of the nineteenth
century, the authorities [mainty] in the cities systematically implemented improvements in public
hygiene to face the rapidly growing social and sanitary problems (Houwaart, 1991a). Urban
administrations were also the first to create basic (public) health services: interventions were
carried out to control infectious diseases, doctors took care of the sick poor, and doctors were
hired to check on schoolchildren. Apart from this, the treatment of disease and the care of
patients was primarily the domain of religious and private initiative.

The public measures and policies developed in the big cities provided an example to other
municipalities but were also authotitative in terms of the development of national health
policies {Kerkhoff, 1994). Municipal authorities established a public health service according
to their own interests and needs. They were not willing to collaborate at regional level, as had
been proposed by the national government in 1920 (Kerkhoff, 1994). After World War [I,
central government became more concerned with the health and well-being of the population
and wanted to control societal forces that supported them. This period was characterised by a
massive growth in medical and health care services (subsidised but not owned by the
government), the development of scientific knowledge, and very importantly, the development



and promulgation of social laws {e.g. unemployment benefit, health insurance) {van Heffen &
Kerkhoff, 1997). The municipal administrations lost part of their autonomy and became the
implementers of national policies (Kerkhoff, 1994). Again, the national government stimulated
the establishment of a network of public health services throughout the country. This time, it
was the numerous (non-governmental] health and social organisations that frustrated the plan.

In the 1970s, the so-called welfare state seemed to have lost control aver the structure and
costs of the health care system. Since that time, the national government has published a
number of memoranda, whose objective was partly to regain control over the health system
and partly to delegate responsibilities to the regional and, especially, the municipal level.- The
‘Structure Memorandum' (Structuur Nota|, published in 1974, recommended reducing curative
services and instead stimulating primary health care and the official establishment of basic
public health services. State subsidies greatly helped to expand the national network of public
health services.

The Lalonde report and the activities of the WHO [see section 2.1} did not go unnoticed,
and formed the basis for a new memorandum called ‘Memorandum 2000" (Nota 2000) published
in 1986. This memorandum was of crucial importance in that it acknowledged multiple
determinants of health and signalled the re-emergence of disease prevention and health
promotion on the governmental agenda. However, this memorandum was quickly overshadowed
by other considerations, because in the same period, the government introduced ‘market forces’
to the health systern, which is not very compatible with preventive activities (de Leeuw, 1989a;
van Heffen & Kerkhoff, 1997]. After another attempt by the governiment to control the structure
of the health care system and to cut expenditures in this sector had failed, the government
decided to finally regulate and decentralise activities, responsibilities and finances in preventive
care by passing a law on collective prevention in public health (WCPV] in 1989 {van Heffen &
Kerkhoff, 1997).

The WCPV describes a number of new tasks, while leaving traditional autonomous tasks
at the local level untouched [Kerkhoff, 1994). The WCPV mentions a number of executive
tasks, viz. the control of infectious diseases and the provision of preventive (medical] care for
school children, and a number of health promotion tasks: assessing the health status of the
population on the basis of epidemiological data, giving advice about the impact on health of public
policy decisions, promoting hygiene and psycho-hygiene, and developing and implementing
preventive programmes, including health education {for further reading see Meijer, 1991; Meijer,
1994). The WCPV obliges all municipalities to establish and maintain a public health service,
in a regional context where appropriate [RPHS|. The Netherlands ultimately became completely
covered by a network of public health services (see Figure 1.1].

The compulsory nature of the tasks given to the municipal authorities and the public
health service as an executive instrument is assumed to be a guarantee that the municipal
administrations will act upon national policies concerning collective prevention (Meljer & van
den Ouwelant, 1998; van Heffen & Kerkhoff, 1997). Collective prevention has been described
as the protection and promotion of the public’s health, or that of specific groups in the
population, as well as the prevention and early detection of diseases. The WCPV did not change
the responsibilities concerning collective prevention; it only regulated the involvement of the
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health officers, and was to demonstrate how community health promotion could work. This
was felt to be especially relevant because the municipal authorities had to act on the upcoming
obligation to establish a local health policy. In turn, the municipal authorities, which were
looking for ways to develop such a local health policy, tried to determine in what way their
public health service, the RPHS, could and should contribute to this task. In this situation, still
full of questions and lacking much clarity, the RPHS wondered how local health policy-making
would develop, how to intervene in this process and what contribution local health initiatives
developed by the community-based project Hartslag (Midden) Limburg could make to policy
development. The simultaneous emergence and future development of both local health policy
and comnmunity-based health promotion was unique. This situation offered outstanding opportunities
to study the dynamics of both processes, and their interrelations, at the local level. It has laid
the ground for a large study, embedded in the day-to-day operations of the RPHS and the
municipalities in the central part of the province of Limburg,

The University of Maastricht, which was already involved in a pilot study on selecting 4
of the 14 municipalities in the region to participate in the community-based project, provided
the researcher and supervised the entire study.

1.2.2 Objective and research questions

Public health care [OGZ)] and the establishment of local health policy became a topical matter
in the Netherlands for some time. Although municipal authorities and the RPHSs were familiar with
their tasks in the domain of collective prevention, they were not familiar with policy development
in the broader context of health promotion in their own area. This was especially true of the
smaller municipalities.

The first development of local health policy was an ideal occasion to study such a policy-
making process and its outcome. In addition, it was known from the literature that local health
projects are exemplary but do not guarantee the establishment of health policy (Goumans,
1998). In what way community health promotion contributes to the development of local
health policy, and how such policy favours the integration and sustainability of local health
initiatives, was still unknown. Furthermore, although much research had been done on the
existence and formation of sectoral health policies (for example anti-smoking regulation), there
had been far fewer studies on policy development processes in a broader context. Finally, we
were specifically interested in the question who were able to influence policy development,
rather than trying to answer only the traditional questions in policy research of why and what
(de Leeuw, 2001 p.1891.

The purpose of the research presented here was to generate knowledge about health policy-
making at the local level and the significance of community-based health promotion to this policy
process, as well as to make this knowledge accessible at a scientific as well as practical level.
This brings us to the research questions.

The central question ‘How is local health policy developed and how does community

health promotion contribute to the development of local health policy?’ was specified
in three research questions.

10
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1. Which actors and factors contribute to health policy development at the local level,
and how do they contribute?

2. Are there major differences in health policy development and its outcome between
municipalities, and to what variables can they be attributed?

3. How does the Hartslag (Midden) Limburg community-based cardiovascular prevention
project contribute to policy development and how are the activities of the project
integrated in local health policy?

1.3  RESEARCH DESIGN AND METHODS

1.3.1 Multiple case study

The research questions presented above deal mainly with the ‘how’ questions about a new
phenomenon, that is, local health policy, and the specific actors involved in it. The research
aimed to study local health policy in the context and daily reality of municipalities and the
Regional Public Health Service (RPHS) in Central Limburg. This induced us to choose a case
study research design. Such a research design is specifically applicable in those situations where
the context and the phenomenon studied are not clearly demarcated or distinguishable, and
the contextual circumstances are of great importance to the object of study and cannot be
controlled by the investigator {Yin, 1994). Controlling variables or to measure their effects is
not of primary concern in case studies (Hammetrsley & Gomm, 2000). According to Stake, case
study is the study of the peculiarity and complexity of a single case, to understand its actions
within important contextual circumstances, 'the real business is particularization not generalization’
[Stake, 1995 p.8). Yin states that case study allows an investigation to retain the holistic and
meaningful characteristics of real life events.

Including multiple cases in a study makes the findings and conclusions more compelling
and the study more robust. These individual cases, however, should serve a specific purpose
within the overall scope of the study (comparable to the situation In multiple experimental
studies) (Yin, 1994). Case studies use ‘analytical generalisation’ instead of ‘statistical generalisation’.
This means that the empirical data are compared with previously developed theory; case studies
are generalisable to theoretical statements but not to populations (Silverman, 2000).

Our study in Central Limburg was a multiple, embedded case study. [t selected 4 of the
14 municipalities in the region as the cases to be studied. Embedded means that each case
comprises muitiple units for analysis (e.g. regional organisations, individuals, see Table 1.1). In
cases studies information is gathered and analysed about a Jarge number of characteristics of
each case [Hammersley & Gomm, 2000].

Case selection is an important element in the multiple case study methodology. The four
cases, that is, municipalities, were also the communities that participated in the community-
based Hartslag (Midden) Limburg project, which is a very important contextual factor in our
study. The municipal adminisirations were invited to participate in the community-based project
on the basis of the outcomes of a preliminary study on predisposing factors in the municipalities
for the development of community health initiatives (Hoeijmakers, 2000a}. Two municipalities were

11
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found to take a positive basic stance towards community health [having enabling characteristics,
supporting community health initiatives) while the other two took a negative basic stance (having
less favourable characteristics). We expected the same characteristics also to be favourable
Sor policy-making; the municipal administrations would fake the lead and the participants
theaith professionals and community representatives] would be commuricating on local
health policy and using existing {collaborative) structures to join forces. To meet the criterion
of multiple case studies, i.e., that each case has to serve a specific purpose, another distinction
was made between the cases; the RPHS was 1o intervene actively to support two of the four
municipal administrations in the development of their local health policy. We expected this
intervention to have a formative influence on public health officers and aldermen.

Table 1.1 Methods and types of data in investigating local heaith policy

intermediate units
Regional RPHS
miunicipal

meetings

‘Units of analysis  Total system
e Four municipalities

Policy network - Structure:
cohesion and
centrality
Stakeholders - Position - Involvement - Involvement
- Interests
- Involvement
Community- - Degree of - Involvement - Importance of - Supportive
based project consuitation the project conditions
Municipality - Vision - Behaviour in - Importance of - Communication
- Role of policy-making local health and support
politicians and - Vision, priorities, policy
civil servants action plan
- Agenda status
RPHS - Entreprensurial - Involvement - Collaboration - Strategy
role - Behaviour in
policy-making



INTRODUCTION TO THE RESEARCH

Finally, of the four municipalities included in the study two were small (8,000 — 11,000 inhabitants)
and two were large (45,000 — 50,000 inhabitants). The other ten municipalities in the region
were only included in a few specific data collection methods (for very specific reasons]. These
methods are presented below [see also section 2.5).

1.3.2 Methods

The study used multiple research methods and multiple data sources. At the outset of the data
collection phase in the four cases, we identified the stakeholders {see section 2.3} of local
health policy. Stakeholder identification was done by snowball sampling and one Delphi round,
after which we conducted semi-structured interviews with these stakeholders.

‘Units of analysis  Total system ~Individuals - - ~ :
‘ : Politicians and - = .Stakeholders Project warkers
public health i ‘
- officers

Policy network - Structure: - Position - Interrelations

cohesion and - Role - Exchange
centrality - Communication - Positions
Stakeholders - Position - Communication - Individual
- Interests - Entrepreneurial characteristics
- Involvement role @eechapter2) - Involvement in
policy-making
Community- - Degree of - Involvement - Process
based project constltation < Activities
- Efficiency
Municipality - Vision - Collaboration - Type of - Collaboration
- Role of - Importance of relationship - Involvernent
politicians and local health
civil servants policy
- Agenda status
RPHS - Entrepreneurial - Communication - Integration
role - Entrepreneurial - Communication

role
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We repeated this procedure after two years, during which policy development had been effectuated,
in order to observe any changes. In addition, we analysed policy documents (long-term plans
drafted by local administrations, local health policy memoranda).

The context of the four individual cases in terms of local health policy-making exceeded the
local level, as the individual cases interacted with other municipalities in the region and with the
RPHS. At the level of regional collaboration between municipalities, observations were made during
their public health meetings, and the minutes of such meetings were studied. At the level of the
RPHS, observations were made during meetings at the department of health promotion, policy
documents were studied and communications on local health policy to and from municipalities
were recorded and analysed.

Finally, we monitored the development of the community-based project Hartslag (Midden)
Limburg (see chapter 3).

Table 1.1 summarises the types of data generated by applying the above methods to the
different units of analysis. The operationalisation of the inquiry is described in more detail in
section 2.5 and chapter 6.

1.3.3 Quality of the research

The quality of a research design can be assessed on the basis of a number of design parameters:
construct validity, internal and external validity and reliability. According to Yin (1994), internal
validity tests do not apply to explorative or descriptive case studies because no causal relation-
ships are established in such research. In the following, we discuss what measures have been
recommended to ensure the quality of a multiple case study like ours. Subsequently, a schematic
overview (Figure 1.2} of the research design shows the measures we have taken.

Internal validity concerns the problem of making justifiable inferences. Maso and Smaling
[1998] refer to internal validity as the soundness of the arguments and the line along which
reasoning has developed. Although internal validity is considered important in causal case
studies, descriptive and explorative case study research is less concerned with this issue (Yin,
1004). Besides, it is difficult to identify specific tactics to deal with internal validity in case studies.

Construct validity refers to the establishment of correct operational measures for the
concepts being studied. The use of multiple sources of evidence, the establishment of a chain
of evidence, and letting key informants review a draft of the case study report are measures
recommended to ensure a good match between conclusions, empirical data and theoretical
coticepts.

External validity has been considered a major barrier in case studies (Yin, 1994). It refers to
the establishment of the domain to which generalisations can be made. Whereas survey research
uses statistical generalisation, muitiple case studies use the replication logic to make analytical
generalisations (generalising a particular set of results to develop some larger theory] by means of
the replication of cases instead of statistical generalisation. This replication logic in muitiple case
studies is twofold: (1) literal replication, in which cases produce similar results and {2} theoretical
replication, in which cases produce contrasting results but for predictable reasons. Of course, this
means that the selection of cases and the decision what number of cases to include is of crucial
importance. Another important aspect is the development of a clear theoretical framework.
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Reliability refers to the repetitive qualities.of the study, that is, whether mpeﬁﬁ@n of the procedure
(the operationalisation) to the same case(s) will produce identical results. In qualitative research,
reliability has a somewhat different meaning. The exact replication of qualitative research by
other researchers is often not feasible because the object of study changes over time. In this
type of research, people often refer to ‘virtual repeatability’, meaning that the study, or parts of
it, could be repeated in exactly the same way with the same methods and techniques if the
situation had not changed. The criterion for reliability is then the “trackability” of the research
{Maso & Smaling, 1998) or the creation of an *audit trail’ (Baum, 2003; Seale, 1999}, that is,
whether others can examine the course of the research precisely. The development of a case study
protocol and an exhaustive case study database may increase the reliability of the study results.

T

Define & design Prepare, collect & analyse _ Analyse & conclude

.
\

Figure 1.2 Case study method and qualitative measures in the study of local health policy

1.4  OUTLINE OF THE THESIS

In the first chapter of this thesis on an inquiry into local health policy-making in Central Limburg,
the Netherlands, we have outlined the background and reasons for this study and presented
the research questions, design and methods. To further set the stage for the present study,
chapter two provides a comprehensive theoretical framework including concepts from health
promotion and policy sciences. It also presents and describes stakeholder and network analysis,
the tools that have enabled us to study the actors involved in local health policy-making and
policy network structures. Finally, it presents the instrument we have developed to evaluate
the policy-making processes in the four municipalities included in the present study.

Part II, comprising three chapters, is concerned with the community-based Hartslag {Midden)
Limburg project, which aims at the prevention of cardiovascular disease in the population.
Chapter three presents the project and the monitoring instrument used to evaluate it. Chapter
four elaborates on theoretical concepts underpinning community-based projects, discusses the



chapter 1

findings of the evaluation of the project and draws some conclusions regarding the efficacy of
the project and the relation it was supposed to have with local health policy-making. Within
the same context, chapter five reflects on the evaluation of health promotion interventions like
the Hartslag {Midden) Limburg project. This part is a more or less self-contained unit, which
can be read separately from the other three parts.

In part [11, the focus is on local health policy-making. Chapter six reflects on the iterative
character of the inquiry and prepares for the presentation of the findings in the next chapters.
Chapter seven presents the four cases (municipalities) included in our study, after which it
reports on the findings of the first stakeholder identification round and the interviews held in
2001, prior to the start of local health policy-making. Chapter 8 presents what we found while
the process of policy-making developed. It starts by outlining four propositions on the involvement
of different actors in policy-making. The chapter then goes on to present the results of an
interim assessment at the end of 2002. It continues by describing the stakeholder identification
round held in 2003, which provided the starting point for the interviews held in the same year.
The chapter also presents the results of the application of the evaluation instrument for each
case. Finally, it compares the findings for the four cases.

In the final part of this thesis, the theoretical framework is linked to the findings.

Chapter nine first discusses methodological quality issues of this study, and then reflects
on the findings for local health policy-making in relation to the items of the evaluative framework.
Chapter ten draws conclusions from these reflections in the light of the propositions and
research questions of the present study and provides some implications for practice and
suggestions for further research.
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THEORETICAL PERSPECTIVES ON THE
EVALUATION OF HEALTH POLICY-
MAKING AT THE LOCAL LEVEL

Health promotion and policy development are both complex processes. Evaluation of such
processes should be theory-based but also rooted in the local context. The second chapter of
this thesis elaborates on different theoretical perspectives on local health policy-making. It first
describes concepts from health promotion theory and policy science, then identifies tools for
the analysis of health policy-making and presents an evaluation instrument that combines
different theoretical concepts in a comprehensive, multilevel framework. The chapter ends
with a description of the research methods and operationalisation used in this inquiry.

2.1 HEALTH PROMOTION THEORY AND PRACTICE

Health promotion emerged in the late 1980s and has become a new movement for health. This
section describes the realm of health promotion: it briefly outlines the origins of health promotion
and then discusses theoretical and practical aspects of the field. The principles of health promotion
are part of the evaluation of health policy-making at the local level,

2.1.1 Introduction

Chapter 1 described the history of public health, which alternately focused on the individual
and the collective, and on environmental and biomedically oriented interventions. We also
briefly mentioned the growing criticism of the achievements attributed to medical and public
health interventions. I reviewing this discussion, McKeown [1972; 1976) argues that there
is a considerable range of other determinants of health that should be considered in health
interventions and policy formulation, apart from public health and medical services. Canada
was the first country in the world to acknowledge, in an official rinisterial report on the health
status of its population, such multiple determinants of heaith {human biology, lifestyles, envi-
ronment and organisation of medical care), as broad categories of a ‘Health Field Concept’ {Lalonde,
1074). The same report officially introduced the term ‘health promotion’ as a strategy to
improwve the health of a population.

This drive towards a determinants-based health policy, involving community participation,
has been compounded by the declaration of Alma Ata on Primary Health Care in 1978 (WHO,
1978}, the Health for All by the year 2000 ideology (WHO, 1981] and the establishment of
concepts and principles of health promotion by the World Health Organisation (WHO, 1984).
These pioneering documents have set the stage for the first international declaration on health
promotion in 1986 the Ottawa Charter.
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The Ottawa Charter (WHO, 1986] outlines five action areas: creating supportive environments,
strengthening community action, developing personal skills, reorienting health services and
building healthy public policy. The latter establishes the context in which the other four actions are
made possible (see also section 2.2). Furthermore, three strategies are called for in all action areas.

o Advocate: making conditions {envi-
ronment, politics, culture) favourable
for health.

s  Enable: making it possible for people
to reach their fullest health potential
by ensuring equal opportunities and
resources. This strategy expresses,
above all, one of the underlying con-
cepts of health promotion: empower-
ment.

+ Mediate: coordinating the actions of
all actors concerned, including actors
in non-health sectors {e.g. education,
social sector, interest groups, media,

Figure 2.1 Graphic representation of the Ottawa Charter industry}.

Health promotion in the Ottawa Charter is presented as a comprehensive, multi-strategy
approach that is well adapted to the local situation in terms of culture, social and economic
systems, and the physical environment.

What was so innovative about this Charter? To begin with, it emphasised the conceptuali-
sation of health as a positive concept and a resource for everyday living and not merely as the
absence of disease. This reflected the adoption of a perspective known as the salutogenic approach
(Antonovsky, 1987). This positive concept is also seen in the shift of focus from modifying
individual risk factors to addressing the multiple determinants (e.g. environmental, political
actions] that keep people healthy. Another shift that it introduced was that from disease prevention
{0 ‘capacity building for health' (among individuals, groups, professionals and policymakers). This
implies the development of skills, organisational structures, resources and commitment to
improve health in more than the health sector alone (for further reading see Hawe, King, Noort,
Gifford, & Lloyd, 1908]. Furthermore, the charter offered a new role to professionals, namely,
to enable, advocate and mediate beyond the educational and preventive role. A final innovation
that is relevant to our present purpose was the responsibility of governments for the outcomes
of policy in terms of the health of populations rather than for the input in terms of the provision
of health services (Kickbusch, 2003). Government authorities at the national but also at the
regional and local levels were stimulated to become more accountable for the impact of their
policy decisions on health. These policy decisions include those on the conditions that create
health or ill health and are administered by other departments in government than those responsible
for health [e.g. road safety, employment, development plans and distribution of income).
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The Ottawa Charter on health promotion has remained the basis on which theory and practice
have developed over time. It has continued to exert significant influence on health promotion
practice, health policy development and the public health debate in many countries {Kickbusch;
2003). The notion of health being determined by multiple factors and the idea that it is most
effectively addressed by a consistent package of multiple health interventions (communication,
facilities, regulation} addressing multiple levels is now widespread and generally accepted
(Amhof, 2002). This applies to acadernics, practitioners, donors, managers, policymakers and even
the World Bank {Catford, 2004]. Although there thus seems to be some theoretical support for
these assumptions, the question remains whether this is also reflected in health promotien

theory and practice.

2.1.2 Theory of health promotion

Several health promotion specialists have reviewed the variety of definitions found in theoretical
writings to find out whether health promotion as outlined above is really reflected by theory
{Ambhof, 2002; Poland, Green, & Rootman, 2000; Rootman, 2001). A few definitions from this
variety are reproduced here by way of illustration.

‘Health promotion is the process of enabling people to increase control over, and to improve,
their health.” (Ottawa Charter WHO, 1986)

Health promotion ‘is seen as comprising three overlapping spheres of activily — health education,
prevention and health protection.” (Tannahil, 1985, 1988), {Unifed Kingdom)

‘Health promotion represents a comprehensive social and political process, it not only embraces
actions directed at strengthening the skills and capabilities of individuals, but also action directed
towards changing social, environmental and economic conditions so as to alleviate their impact
on public and individual health. Health promotion is the process of enabling people fo increase
control over the determinants of heaith and thereby improve their health. Participation is essential
lo sustain health promotion action.’ (Health Promotion Glossary, Nutbeam WHO, 1998)

‘Any planned combination of educational, political, reguiatory, and organizational supports for
actions and conditions of living conducive to the health of individuals, groups, or communities.”
{Green & Kreuter, 1991, 1999), (USA)

‘Health promolion aims at lifestvle factors and ‘healthy’ environmental characteristics, e.g.
using information campaign or coordinated social action.” jvan Oers, 2002}, (National Instifute
for Public Health and the Environment, BIVM, The Netherlands)

[t seerns obvious that all definitions see health promotion as an endeavour to improve health.
There are, however, distinctions in terms of the leve] of intervention (individual, community,
population), the main components {behaviour change, alteration of physical, social and econormic
environment and policy development), the concept of control, competencies and empowerment
expressed in the process of health promotion and the application of strategies and activities.
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According to Rootman et al {2001), differences in these definitions do not lead to fundamental
conflicts. Amhof (2002), however, argues that there are crucial differences in the statements,
especially on what needs to be undertaken to improve heaith. The approach to heaith improve-
ment sometimes varies greatly, not only between countries but also over time {Amhof, 2002;
Catford, 2003). The question what defines the field of health promotion is also reflected in
contemporary debates on the effectiveness of health promotion and consequently on the use of
appropriate theory and evaluation methods. According to Labonte (1992} and Baum (2003,
three paradigms can be identified within public health: the biomedical, the behavioural and the
socio-environmental (seeTable 2.1). These paradigms influence the types of problem definitions,
preferted solutions and indicators of success for interventions and policies. Health promotion
principles are closest to the socio-environmental paradigm.

Currently, there is no such thing as a unifying theory for health promotion. Discussions on
whether health promotion needs such a theory are still going on (Baum, 2003; McQueen &
Anderson, 2001; Pelikan, 2004).

On the basis of the main concepts of the Ottawa Charter and the more dominant definitions,
Green et al. (2000) and Rootman et al. {2001} listed a set of indicators that can be used to
decide whether an intervention ‘may’ be called health promotion:

e The extent to which an initiative involves the process of enabling or empowering
individuals or communities;

*  Attempts to encourage public participation (critical for the process of empowerment);

e Taking a broad view of health and its determinants;

* Emphasising equity and social justice;

¢ [ostering intersectoral collaboration.

The above indicators can help to recognise the complexity of the field. In the present study,
we used them to operationalise the concept of health promotion into a number of evaluation
criteria {see section 2.4].

Apart from this general description of indicators, more fundamental issues have been raised.
Health promotion shiould be distinguished from public health because the two differ crucially
in the aim and object of their action, as well as in epistemology and practice (Potvin, 2003).
Public health aims at improving health indicators for populations and uses the bio-psycho-social
model of disease to manage risk factors (by providing the conditions to make healthy choices).
Knowledge about the object and effects of interventions is obtained by means of the epidemiological
doctrine!, or reductionist paradigm.

Rigorous research {experimental designs) provides the scientific evidence determining the
value of the intervention. The above relates to the medical and behavioural paradigm presented
in Table 2.1.

! Research on mortality and morbidity based on individual determinants {risk factors) and the physical envirorynent.
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Table 2.1 Three paradigms for public health

Focus' - ,mwduals wath i{lndlwdual and Qmum
L o ; G ~‘c:0nd|tmns L
Definition of health Bfioimﬂe,dibal, 'ah‘semcefuf - Indvidual healthy

o . - disease and disability. - behaviours

Problem definition - Dlsease categﬂnes amd i
gt oo physiological risk -
- factors {e.g-
- - cardiovascular dlsease

: '),;»HIWAIIS) Mecﬂmai
dehmtmn ek

sereening, < Mas
medlcally&; hani
,aged behakur
g ychange ‘

: IJ\Iness

e

, 'Iehaviuur chmﬂge :
~reducing risk factors w;_
: dmeasa

“Decreasing morbidity
Cand mortality and.
"decreasmg physmlogmal
pisk: facmrs : :

‘Criteria of success

,rphysucal ac iy and’f: .

'Smia-enwmnmemaﬂ

C 'umun11tles and ﬂwmg

‘ f!f,Stmng permnal and i
. community.
relationships. Sense ﬂf
A ,|tytm achigve goals
: and ,ve-tm cantrol e

’ Soc‘ enmronmemal

n, - working conditions),
- Psychosocial risks (lack
.- - of secialsupport, low -
- sense of control). Equity
- I key factor, ,
- Community involved in
- prablem definition.

nliraging community
rganisation; action and

- empowsrment. Political
 dction and advocacy.

Jndividuals have more

ool soolal hetworks

- arg stronger; collective

. action for health
“-gvident, decreasing
_inequities babween

i pgpuﬂaﬂm groups.

Based on Baum (2003}

Conversely, health promotion aims at reducing health inequalities by enabling people to

take control of the conditions for their health and aims at making health a significant issue on
the collective agenda (including that of government officials}. Activities in this field are led by
the salutogenic approach. The generation of knowledge in health promotion is much more a
hybrid between the application of epidemiological research and the research tradition of the
social sciences. Participatory research and evaluation methods are more commonly used in
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health promotion (see also chapter 5). These methods use ‘dialogue’ between researchers,
practitioners and the ‘objects of research’ to generate knowledge that is often overlooked in
more rigorous research. Health promotion relates to the socio-environmental paradigm for public
health [see Table 2.1]. De Leeuw (2003) adds to the above by saying that health promotion
provides a comprehensive vision of health to the field of public health and population health.
Public health is predominantly action-driven, while population health specialises in research on
changes in the health status of groups and populations. Both make use of the broad view of
health promotion but have their own ideology and practice.

2.1.3 Health promotion practice
Despite the broad and lasting support for the principles of health promotion, it is not easy to
apply and implement them in practice, because of their complex and abstract nature compared
to single-issue interventions. To study differences in practice, the same distinction can be made,
in terms of the level of intervention, the main components, the concept of control, competencies
and empowerment expressed in the process of health promotion and the application of strategies
and activities. The gap between practice and the concepts and principles of health promotion
is much more evident. Many interventions under the umbrella of health promotion address
health at an individual level and/or focus on behaviour change through educational activities
or, less frequently, on environmental and policy strategies. Consequently, the main tapics
addressed are physical activity, smoking or tobacco control, nutrition and the prevention of
specific diseases like cancer and cardiovascular disease. The same goes for applied actions
mentioned in the Ottawa Charter. Although the Charter’s terminology is often used, the actions
are mainly restricted to developing personal skills and creating supportive environments {Amhof,
2002). Such interventions still rely on the individual risk approach and fail to acknowledge the
multi-dimensional and interactive nature of the causal process that shapes health and the
functioning of people {Dean, 1996}, The interventions are based on theories that are compatible
with this point of view [theories on individual behaviour change), not on the more complex
and integrated theory needed in health promotion practice and evaluation. Consequently, they
will not provide the knowledge and type of evidence one is looking for {Birckmayer & Weiss,
2000; Eriksson, 2000; Merzel & D'Afflitti, 2003). Rychetnik and Wise (2004} and Nutbeam
(2004 b argue that the available evidence on the effectiveness of interventions is restricted to
evidence resulting from research evaluations of programmes targeting behavioural determinants.
Over the last two decades, investments in programmes addressing social, economic and environ-
mental determinants of health have fallen seriously behind those in behavioural interventions.
It is not surprising, therefore, that evidence of the effectiveness of the former type of intervention
s unlikely to be found. The lack of evidence of the effectiveness of interventions that target contextual
and structural determinants of health creates at least hesitation and reservation among practitioners
{and policymakers) about implementing and investing in such interventions [Nutheam, 2004 b).
This cbviously creates a vicious circle.

Moreover, practitioners prefer to use evaluative examinations of similar existing programmes
as a criterion to choose and implement interventions [Amhof, 2002). Academics and researchers,
however, advocate the active application of theory to tailor interventions more closely to the
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targeted problem and increase their effectiveness {Bartholomew, Parcel, Kok, & Gottlieb, 2001;
Birckmayer & Weiss, 2000; de Leeuw, 2001; Dean, 1996; Glanz, Lewls, & Rimer, 1997; Nutbeam
& Harris, 1998, 2004). The present study made extensive use of different theoretical concepts.

The short history of health promotion has added a third dimension to the behavioural and
environmental dimensions. This is the so-called settings approach, and emerged in the 1990s
{Catford, 2003). Examples of traditional settings are schools, workplaces, hospitals and peographical
communities. These settings are generally used as a vehicle or access point to easily reach specific
target groups and disseminate health messages (e.g. programmes on safe sex at secondary schools),
although it must be said that fundamental changes in the environment (e.g. the creation of
labour committees to have a say in the management of an enterprise) influence the health and
well-being of people just as well or even more (R. G. Evans et al., 1994; Whitelaw et al., 2001).
This indicates once more that the application of the concept of control, capacity building and
empowerment in health promotion is still ‘under-developed’, and most probably also less fully
documented in practical guidelines and scientific health journals {Baum, 2003). An illustrative
example of the difficulties of actually applying health promotion concepts and principles in
practice, viz., the Dutch cardiovascular prevention project called Hartslag (Midden| Limburg,
is described in chapters 3 and 4 of this thesis.

2.1.4 Conclusion

The discrepancy between the generally accepted health promotion principles and their application
in practice is obvious and emerges in many economically developed countries [Amhof, 2002;
Merzel & D’ Afflitti, 2003). However, the myriad of activities and programmes in health promotion
contributes to the development of the field and more agreement seems to have grown on the
importance of empowerment and patticipation.

Both theory and current practice show that health promotion is based on several perspectives
and is still full of unresolved tensions. [Rootman, 2001 p.15). This is not surprising for a young
discipline originating from public health, which has a long established tradition in the medical
and the behavioural paradigm. Adopting a new mind-set and proposing a new role to health and
health promotion professionals takes time. At the same time, professionals and researchers are
in great need of new tools, especially to address desirable social changes and develop integrated
health policies (addressing the multiple determinants of heaith). Research has already dernonstrated
the impact on health of factors beyond individual genetic and behavioural domains, such as
socio-economic status, culture, education, and equity and access issues., {Berkman & Kawachi,
2000; R. G. Evans et al., 1994; Smedley & Syme, 2000). Up to now, health promotion professionals
have not been confident or skilled enough to address these determinants of health and also
effect social change [Catford, 2003), although health promotion principles are closest to the
socio-environmental paradigm, see also Table 2.1. Health promotion will have to open up these
new horizons to practitioners and policymakers, in as concrete a way as possible.

The present study provides an instrument for the analysis of policy-making at the local level.
This evaluative framework {introduced at the end of this chapter}, which takes the form of a
set of criteria, is based on health promotion principles, but also on theories from policy and
organisational science. These two aspects will be further developed in the next sections.

25



chapter 2 ) e —

2.2  HEALTH POLICY

2.2.1 Introduction

The previous section mentioned building healthy public policy as one of the action areas of
health promotion. This concept was developed further at the Second International Conference
on Health Promotion in Adelaide, Australia {1988)]. The main aim of healthy public policy is
to create a supportive environment to enable people to lead healthy lives. [t facilitates citizens
in making healthy choices and it makes social and physical environments health-enhancing
(WHO, 1988). Moreover, it aims to put health on the agenda of policymakers in all sectors and
at all levels. It was generally acknowledged that national, but also regional and even local
governments were to be held responsible for the development of healthy public policy, as they
were to be accountable for of all policy decisions in terms of their impact on the health of
people. However, every day practice in policy-making is refractory, as the following quotations
demonstrate.

‘Health promotion has contributed fo a recrientation in thinking and strateqy, yet the focus of
health policy remains medical care expenditures rather than investment in health determinants
{Kickbusch, 2003 p.387)

‘The essential perspective is that the making of policy is intimately connected with impiicit
assumptions, interests and power positions (de Leeuw, 1993 p.50)",

The first quotation shows that health care policies are much more prominent and common
than healthy public policies. It also demonstrates that what is said about health premotion is
not reflected in the allocation of money. In the Netherlands, for example, more than 98% of
the national budget for health goes to medical and health care services {Peeperkorn, 2004).
The underlying assumption of both quotations, however, is that knowledge (provided by
scientific research] does not automatically lead to the desired policies. In addition, Riitten
(2000) argues that healthy public policy initiatives have to overcome many obstacles in the
established policy environment before they can be implemented. Therefore, we need different
strategies for the implementation and evaluation of healthy public policy initiatives.

Besides healthy public policy, many other names have been given to policies concerning
health, including ‘health policy’, ‘public health policy’, and ‘health care policy’. Hence, we must
first decide what we mean when we talk about policies that are promoting people’s health.
This section offers, first of all, general perspectives and classifications of policy, resulting in a
definition of policy that will be used in this thesis. After reflecting on the terminology, it
elaborates further on the policy process, showing that contemporary health policy-making is an
interactive process. The Theory of Streams, developed by Kingdon (1984, 1995}, provides an
appropriate interactive, dynamic perspective on policy-making. This theory is described extensively
here because it is part of the theoretical framework of the present study. A number of the
evaluation criteria on local policy-making presented in section 2.4 have also been derived from
this theory.
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2.2.2 Defining policy and health policy

Many authors have defined policy. Most of them (e.’g.Hoagemerf, 1908; van Heffen &
Kerkhoff, 1997; Walt, 1994) see policy essentially as & purposive course of action in dealing
with a problem. In pursuit of these goals, certain means are employed and a certain time frame
is set. Policies establish the links between goals, means and time frames. In their view, policy
reflects the vision of the policymaker(s) and the intended actions to change a problematic
situation or a matter of concern. Milio (2001} and Stone [1988,1997) take a somewhat
different view. Milio emphasises the influence and actions of actors who have an interest in
the matter, which makes policy an ever moving and evolving goal. Stone argues that policies
are the result of a struggle over ideas that are at the centre of all political conflicts in the polis?,
The former authors regard policy-making mainly as a strategic and instrumental endeavour to
solve problems, whereas Milio and Stone regard it as a process strongly influenced by interaction
and communication between a number of actors. The interaction between participants in the
policy process determines the quality of the process and thereby the implementation and
effectiveness of the policy. Sections 2.2.2 and 2.3 elaborate further on this point of view.

Based on the work of above-mentioned authars, we define policy as a set of agreements
between a number of involved actors to act, separately or jointly, to alter a problematic situation or
a matter of concern. The agreements concern the commitment, e.g. in terims of money, manpower
and actions, of the actors involved, within a given period.

These components evolve and change over time, dépending on the stage of the policy process,
the interests of the actors [including the government) and contextual factors.

Public policy concerns issues brought to the attention of the government and the courses of
action that are taken to address these issues (Nutbeam, 2004 a). Public policy is an attempt by
the government to influence social processes. In other words, the government tries to influence
the policies and actions of actors in the policy domain (e.g. industries, professionals, students}
with instruments like education, regulations, legislation and subsidies (Hoogerwerf, 1998).
Public policy is also considered to have a profound impact on population health {Milio, 1986}
Although other decisions and actions may have a similar effect {e.g. in the private sector}, the
present study looked exclusively at public policy.

Public policies can be classified as ‘high politics’ or ‘low politics’ (G. Evans & Newham,
1992). High politics are issues of major importance and interest to the national state, e.g. security
or economic crises. Low politics do not concern issues of a state’s national interest or those of
important groups within the state; examples include education and health. Local administration

IStone {1997} compares the market and ‘polis’ models of society. Reason and the individual are central to the
market model, whereas the “polis’ model centres on the community. Policy and politics can only emerge in
communities. Public policy signifies the efforts of the community to achieve something as a community (collective
targets). Public interests are planned for and emulated at all times. There is, however, a constant tension between
public and individual interests [called ‘commons problems’} in the "polis’, which is neutralised by strong forces like
influence, collaboration and loyaity.
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also deals with issues of either high [e.g. municipal restructuring, economic matters, criminality)
or low interest or political importance [e.g. sectoral policies on education, welfare, preventive
health). Public policies of great interest may have consequences for sectoral policies {low politics).
For example, policies involving budget cuts have consequences for the subsidies allocated to
sports clubs.

A dominant concern in current policy research is the influence various actors may or may
not have on decisions that determine the policy process. The literature makes a distinction
between elitism, pluralism and bounded pluralism {Walt, 1994). There is a group of policy
scientists who adhere to the elitist view, in which political choice and change are considered
to be dominated by a ruling or influential class. The policy-making process is not accessible to
outsiders beyond this restricted group. The pluralist view, however, regards power as being
diffusely distributed throughout society. Public policy emanates from the coalescing of stakeholder
positions and powers that becorme more influential over the decision process than other clusters
of stakeholders. Bounded pluralism takes an intermediate position: an elitist group takes decisions
on issues of high politics, while issues of low politics are open to participation.

According to Walt [1994), health issues can be classified as low politics. The fact that health
does not regularly appear on the policy agenda also demonstrates the low status of the subject
{(Gooskens, Kornalijnslijper, & Veen, 1997). Therefore, health policy-making in general is open
to interested parties outside government, like professional organisations and special interest
groups or population groups.

Defining health policy

Health policy has been addressed from different points of view and covering different activities.
Goumans [1998) distinguishes two approaches to health policy development. One approach
starts from a health perspective. It centres on health problems, and the idea is that these can
only be addressed through contributions by multiple actors and sectors. Health policy-making is
therefore an intersectoral endeavour. A second approach staits from a sectoral perspective. The
starting point in this approach is the assessment of actions, plans and policy decisions of all
policy sectors, and their impact on people’s health. This is already the generally accepted
practice for the economic and environmental consequences of public policy decisions. The latter
policy approach is also called healthy public policy. De Leeww [1089] asserts that healthy public
policy specifically aims at health promotion and that, while the development of healthy public
policy may take place through multisectoral approaches, it is guided by one governmental health
sector crossing traditional departmental and ministerial boundaries {p. 42).

Local health policy provides a framework based on traditional public health, which centres
on the prevention of iliness and accidents in the population. The description of local health
policy given by Belleman |[1994) distinguishes four felds of activity: health protection, disease
prevention, health promotion and health care (see section 1.1.2). Health protection policies
alm to protect people against exposure te harmful substances or environmental hazards. Disease
prevention policies aim to prevent and reduce diseases in the population or specific groups.
This can be achieved through health education but also by vaccination and screening programmes.
Health promotion policies comprise measures and programmes to influence people’s health
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behaviour and lifestyles, as well as current social norms concerning health in society. 1t aims
at making health and well-being the goal of action. Health care policies aim at the health care
sector and focus on the care and cure of disease. Although the above encompasses many
strategies to promote people’s health and provides a clear linkage between cure, care and
prevention, it remains disease-centred. On the other hand, the conceptualisation of health as
a resource for living, and the idea of health promotion (as described in the previous section]
provide a different vision for the development of local health policy. In this sense, the obligation
to develop local health policy explicitly invites municipal authorities to go beyond collective
prevention and the tasks defined within it. [t challenges municipal authorities to actively create
healthy living conditions for their citizens and to enable them to participate in this process.
Local health policy may embrace all planned actions of other administrative and societal sectors
besides health.

To define concepts like health policy Is an intricate issue. Duhl {1993, 2000] argues that
it does not mean favouring one approach over another but having available several ways of
thinking about health and many ways of applying conceptual structures in concrete interventions,
which one can choose from or combine.

The present study investipated what approach municipal administrations have used in
local health policy-making and how they have defined their responsibilities and those of others.

2.2.3 The policy-making process

The process of policy-making can be characterised by a rational approach or by an interactive
approach. Hoogerwerf (1998) says that policy development takes place according to a certain
process characterised by dynamism, interaction between factors and actors, and a clearly identifiable
coherent chain of events between two points in time. These characteristics indicate that there
are several phases or constituent processes to be recognised in the policy process. In general,
the policy process can be divided into the following phases: (1] agenda setting, the process
through which issues in the social domain are brought to the attention of the public or the
policymakers, (2] policy preparation, the process of designing and planning the policy, (3]
policy formulation, the decision-making process about the content of the policy, (4] policy
implementation, the implementation of the policy (5} evaluation of the policy, 16} adjustment
of the palicy on the basis of evaluation findings and {7] termination of the policy. Hoogerwerf
says that going systematically and consciously through these phases is the most effective way
of analysing problems and dealing with them. This rational approach seems to be based on the
classical model of policy-making, in which a small number of people, mainly the civil servants
and governor or administrator form and decide upon a policy. It implies a rather top-down
activity from government to society, mainly by means of regulations. This fits in with the view
of policy in terms of strategic and instrumental planning (see section 2.1).

The rational, prescriptive approach described above has been criticised by many policy scientists
(de Leeuw, 1989a; Milio, 2001; Stone, 1988,1997; van Heffen & Kerkhoff, 1907, Walt, 1994)
over the last decades. They conceive of the policy development process as an interactive
process influenced by the various stakeholders involved. They doubt, for a variety of reagons,
that (governmental)] policymakers behave in a rational and objective way in solving (health)
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problems. This is demonstrated by the fact that objective knowledge developed by scientific
research, although available, does not lead to congruent policy decisions {Catford, 2003; de
Leeuw, 1993; Dean, 1996; Glouberman & Millar, 2003; Nutbeam, 2004 aj.

The grounds for criticism, and at the same time the reasons to assume the contemporary
policy process to be interactive and dynamic, are summarised below. The distinction made
here, between complexity, politics and communication, is rather artificial because in reality
these aspects are highly intertwined.

Complexity

One of the criticisms of the rational approach is the complex character of many contemporary
health problems (e.g., health inequalities, ageing, deprivation]. This complexity does not allow
for a detailed problem analysis or for a correct estimation of the effects of a proposed solution
to the problem (Kenis & Schneider, 1991]. It requires consulting various specialists, resulting
in the increasing participation in public policy-making of actors outside the government and in
mutual interdependency (see also section 2.3.2, which discusses the network perspective of
policy-making). Van Heffen {1997] argues that problems are ‘coloured’ because they are always
perceived from a certain perspective (which is formed by factors like training, norms and
values). In this light, problems can take on another meaning for people with different backgrounds,
interests or {power} positions {H. de Bruijn & ten Heuvelhof, 2000). Addressing complex problems
involves a range of actors. Also, different views of the problem emerge, which have to be
discussed to solve the problern. This brings us to the next point: politics

Politics

[n low politics, issues have to compete with other issues to get the attention of policymakers
and to reach the political and policy agenda. Some of the agenda setting theories emphasise
certain criteria that the problem or issue has to meet before it can reach the policymakers’ agenda
(e.g., legitimacy, feasibility, support, social relevance, long term relations, and the importance in
comparison with other issues) {Cobb & Elder, 1983; Hall & Quinn, 1983). They ignore, however,
conflict aspects such as the different interests stakeholders introduce into the policy development
process, and aspects of power distribution (de Leeuw, 1089a). Stone (1988, 1997) says about
the formulation of issues that they are created in the minds of people by other civilians, leaders,
organisations and governments, and not through objective analysis.

Walt {1994} and Stone [1988,1997) state that policy-making has less to do with problem
solving than with a political process. Problem definition is always a strategic activity to gain
support for a certain point of view or a particular side in & conflict. Problem definition occurs
through stories, metaphors, ambiguities and symbols, of which figures (counting) are the most
popular {Stone, 1988,1997).

Communication

The participants in the policy process affect policy-making, each with their specific interests in
the matter at stake. According to the incremental model described by Lindblom (1959), the
divergent interests of the numerous participants involved in the policy-making process result
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in a bargaining, negotiation and adaptation process among these participants. As a consequence,
new policies resulting frorn this process differ only marginally from existing ones. De Leetw (20000]
argues that the policy process has a complex character because policy-making is increasingly a
matter of communication. The opportunities and abilities of participants in a policy network to
communicate, and the factual communication and exchange of information, expertise and other
resources that take place determine whether policy is made and what its content is {Laumann
& Knoke, 1987).

Other policy scientists take an even more extreme view, by characterising the policy
process as complex, disordered, coincidental and hardly open to analysis (Hogwood & Gunn,
1984; Kingdon, 1984, 1995). The next section outlines the view of Kingdon on agenda setting
and policy-making.

2.2.4 ‘Theory of Streams’

‘The rise of an item is due fo the joint effect of several factors coming together at a given point
in time, not to the effact of one or another of them singly” (Kingdon, 1984, 1995 p.179).

Kingdon has studied policy-making at national level in the USA, and has developed the “Theory
of Streams’ (Kingdon, 1984, 1995). This theory presents a distinction between ‘agenda setting’
and “specification of alternatives’. The former deals with the appearance of an issue on the
political and policy agenda, while the latter concerns the process of specification {development)
of policy proposals in such a way that they become highly likely to be chosen as solutions to a
certain problem. The distinction between ‘agenda setting’ and ‘specification of alternatives’ is
a conceptual one. It does not indicate a time order, as the two concepts may emerge simultaneously.

Three streams: problem stream, political stream and policy stream

The model presents three streams: the problem stream, the political stream and the policy
stream. Each stream has its own typical process, which is rather independent from those in the
other streams. The pracess in the problem stream is characterised by problem recognition. A
number of factors focus the attention on a problem or issue of concern: the magnitude of a
condition, a change for the worse, a shocking event like a disaster and results of the evaluation
of interventions. Much of the information on these factors is provided hy professionals and
researchers. For an issue to rise on the political and finally, on the policy agenda, administrators
and politicians need to be convinced of the seriousness and magnitude of the issue.

The fluctuations in the general political mood [among citizens) and in the ruling political
ideology (of political parties] determine the dynamics in the political stream. The results of elections
and the subsequent government programme can either include or exclude certain fssues.

Many ideas {alternatives) tend to be present in the policy stream. These ideas or policy
proposals are selected on the basis of certain criteria, such as feasibility, harmonisation with
current norms and susceptibility of politicians. Alternatives go through a lengthy process of so-
called softening-up before becoming accepted. Professionals and researchers create and test
new alternatives, and bring them to the attention of policy makers, other professionals and the
public, in an iterative manner. Softening-up means that incremental changes to existing solutions
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or a recornbination of known elements info new formulas are mote relevant than inventing completely
new solutions. Alternatives per se are not linked to a certain problem but are softened-up in such
a way that they can be linked to a varlety of problems. For example, community-based work
Is a solution 1o security problems in a commmunity but also serves to reduce health inequalities.
This contradicts the problem-solving view of policy-making, which assumes that after having
objectively analysed and defined a problem, the maost appropriate solution can and will be
chosen. In the theory of streams, solutions look for problems to be connected with.

Participants

In all three streams {problem, politics and policy), Kingdon presents visible and invisible
participants who take part in the process. The visible participants are the official (government)
administrators, political leaders and the media, who particularly influence agenda setting, The
invisible participants are the civil servants, specialists {professionals) and tesearchers, who
mainly influence the specification of alternatives. Among these visible and invisible participants,
one can take the role of policy entrepreneur. This may be any of the participants, as there is not
one typical participant who dominates the pool of possible entrepreneurs. Policy entrepreneurs
are active for a long time; they invest in the forming of policy by bringing in key resources {their
claim to a hearing, their political connections and their negptiating skills and persistence) to
safeguard their interests in the long run. A policy entrepreneur presents participants in the pre-
policy processes {'the streams’) with alternative representations of the same issues in problems,
politics and policies.

Coupling of streams

An issue reaches the political agenda when the problem stream is coupled with the political
stream. This can happen at a predictable occasion, for example in a pre-election peried or at
annual budget debates, or after an unforeseen event, such as a disaster. A decision is made to
really act on an issue [the issue has reached the policy agenda) when all three streams are coupled
[see Figure 2.2). Thus, a problem has been recognised, the solution is acceptable and the time is

Kingdon: streams & windows

...a policy entrepreneur presents
participants in the pre-policy network
processes ('streams’) with alternative
represaentations of the same issues in
problems, politics, and policies.
Knowledge management and
communication capacities thus becore
key concepls in-opening 'windows: of
opportunity’ that wotld connech,
participantstowards:actual
policy development.:

Figure 2.2 Representation of the ‘Theory of Streams’ (Hoejjmakers, 2004)
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ready. When this coupling of the three streams takes place, a so-called ‘window of appertunity’
is open. According to Kingdon, this is the most opportune moment for policy-making. A ‘window
of opportunity’ is open only for a short time and needs the adequate intervention of a pelicy
entrepreneur at that very point in time. Such an entrepreneur is, however, only able to touple
the three streams due to her/his permanent readiness and activities in agenda setting and the
specification of alternatives. Knowledge management and communication capacities are the key
concepts in opening a ‘window of opportunity’ that would connect participants towards actual
policy development (see Figure 2.2).

Critical appraisal

Kingdon points out the complexity and unpredictability of {unstructured] policy processes, but
also gives some indications how to intervene in these processes, of which knowledge management
and communication are the most important ones. Policy decision-making occurs at the interface
of the development of the three streams, situational factors and the interaction of the participants
in the process.

Kingdon gives an explanation of policy-making based on an interactive policy approach.
He acknowledges the presence of stakeholders and emphasises their roles and actions, in particular
those of policy entrepreneurs, in the problem, political and policy processes.

The stakeholders described by Kingdon are mainly individuals: politicians, experts, policy

entrepreneur and bureaucrats. This focus on individuals runs counter to modern insights into
the type of actors participating in the policy process (see also 2.2.2). Laumann and Knoke
(1987), for example, assert that policy-making is a corporate endeavour. This may be particularly
true for the health domain, where intersectoral collaboration in policy-making is said to be a
prerequisite {Goumans, 1998; Milio, 2001; Riitten et al., 2000). Advocates of a healthy public
policy also call for the participation of the population in pelicy development [Baum, 2003; de
Leeuw, 2000; Smedley & Syme, 2000; WHO, 1988).
Another shortcoming inn Kingdon's theory is the fact that he does not explain why the stakeholders
{hidden and visible participants) can exert influence and how their interrelatedness and interactions
affect the policy-making process. In fact, he neglects the network perspective on policy-making,
Nor does Kingdon explain whether the policy entrepreneur has a specific position within the
network enabling her/him to play the described role.

Conclusion

The policy process moves through a number of distinct phases, but not in a very orderly fashion.
Health policy-making is open to several actors. We have argued in this section that policy-making
is about communication and interaction between the actors involved. The way they exert their
influence depends on individual characteristics but also on their interrelationships. These factors
are closely linked to health promotion principles which emphasise the participation and colla-
boration of different actors and sectors in the health domain, including policy-making. However,
the theories described in this section do not provide much insight into these issues. We are left
with questions about the composition of policy networks: who is able to influence the policy-
making process, is there a policy entrepreneur at work and who is in the best position in the
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network to assume such a role? To answer these questions and add to our understanding of
policy-making processes, we have integrated the literature on stakeholder analysis and network
analysis in this study. The next section describes this work.

2.3  STAKEHOLDER AND NETWORK ANALYSIS

Section 2.1, on health promotion, described the complexity of the health domain, including
the need for participation by the population and for the collaboration of several sectors to address
commonly perceived [health) problems. In section 2.2 we further elaborated on this complexity
and argued that health policy-making is characterised by communication and interaction between
numerous actors, and by their interdependency. In this perspective, the role of the government
in the policy process is no longer considered to e necessarily central.

The analysis of positions and connections between actors in more or less stable sets or
networks originates from policy and political sciences, but is rooted even more deeply in social
science in general [Kenis & Schneider, 1991; Knoke, 1990; Scott, 1991, 2000). This section
explores the possibility of integrating knowledge about individual actors and their interrelatedness
in our study on local health policy-making, It starts with a description of stakeholder analysis,
followed by network analysis.

2.3.1 Stakeholder analysis

Stakeholder analysis has become popular in a range of settings, including organisations [from
a managerial perspectivej, the development of projects and programmes, and policy-making
(Brugha & Varvasovszky, 2000).
In general, stakeholder analysis is a tool used to obtain information about actors [e.g., behaviour,
interests, involvement, influence and resources) to see if particular actors are relevant to a
particular organisation, project or policy. Managers in organisations use stakeholder analysis as
a tool to achieve specific targets and advantages in the negotiations with other organisations.
Organisations use the identification and knowledge about stakeholders to create alliances in
order to reinforce their position and to ward off threats. In the development of projects and
programmes, stakeholder analysis provides information on the support or resistance from
parties involved in planning, implementation and evaluation. The aim of stakeholder analysis
in policy-making is two-fold. First, it can be used to create support for policy decisions and
commitment for the implementation of policy. Welsh and McGinn {1997} have worked on a
methodology of stakeholder analysis (specifically stakeholder identification) in this sense.
Second, stakeholder analysis is used to examine policy processes. [t highlights the importance of
actors and interest groups in the policy-making process. Such information may be used to assist
policymakers in making policy choices and in predicting and influencing policy development, as
well as to assist in policy implementation {for further reading see the review by Varvasovszky &
Brugha, 2000). The strength of stakeholder analysis, and at the same time its principal limitation,
is its use to predict and provide information to influence the future, because such use requires
the application of a short-term perspective, as information ‘expires’ quickly.

Although stakeholders may be defined, according to the context, in different ways, in the
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present study we adhered to the definition of stakeholders given by Varvasovszky and Brugha
{2000 p. 341). They define stakeholders as actors who have an interest in the issue under
consideration, who are affected by the issue or who — because of their position ~ have or could
have an active or passive influence on the decision-making and implementation processes.
They may include individuals, organisations and different individuals within an organisation,
as well as networks of individuals and/or organisations, e.g., alliances.

In our study, we have assumed that health policy-making is an interactive process open to
public officials and private individuals, groups, organisations and/or alliances with different
backgrounds. We decided 1o use stakeholder analysis as a tool to get to know the stakeholders
in local health policy-making. The information generated by the stakeholder analysis was expected
to provide us with insights into the policy-making process. More specifically, we were interested
in knowing how the characteristics of the stakeholders invelved relate to the development of
the policy process and its specific outcome. We studied the policy-making process from the outside,
that is, not with the purpose to feed back our findings directly to the cases. Our stakeholder
analysis was not only interested in the identity of the stakeholders but also in their individual
characteristics in terms of interest in the development of health policy, involvement [in policy-
making and in the health domain in general], the perceived impact of the issue, the perceived
influence and the relations between the stakeholders.

For 36 months, we monitored the change or stability of the stakeholders and their charac-
teristics. Stakeholders were identified by means of snowball sampling. The analysis took place
at the local level (four municipalities) including local stakeholders as well as stakeholders who
were organised at the regional level but active locally. We were able to reach and interview all
identified stakeholders individually on several occasions in the above period.

2.3.2 Network analysis

Stakeholder analysis provides information at the micro-level, that is, the individual level of actors
involved in and affected by the policy process. However, we also needed information at the
meso-level, that is, the relationships and connectedness in a set of stakeholders in the health
domain. The network perspective on policy-making has already been mentioned briefly in section
2.2, but will be developed in more detail in this section.

According to Kenis and Schneider {1991}, a decentralised concept of social organisation and
governance is at the core of the network perspective of society. This also indicates the limitations
of the government’s capacity to guide social processes, individuals, groups and organisations,
and necessitates adaptation of co-coordinative arrangements (J. A. de Bruijn, Kickert, & Koppenijan,
1993; Godfroy, 1993). When this concept of networks is applied to policy analysis, it helps to
improve our understanding of the evolution of contemporary policy arrangements. Kenis and
Schneider assert that conternporary policy processes emerge from complex actor constellations
and resource interdependencies, and that decisions are often made in a highly decentralised
and informal manner (p. 27}.

Thinking about policy-making in terms of policy networks has been tripgered by a number
of changes in modern society and in concepts of governance and coordination. We highlight
only some of the main points here. First of all, modern society has become highly organised,
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in the private as well as the public domain. In addition, organisations have become extremely
specialised, which is reflected in a high degree of functional differentiation and ‘sectoralisation’
in society and within organisations (H. de Bruijn & ten Heuvelhof, 2000). A comparable de-
velopment has been observed at the governmental level. For policy-making, this implies an increasing
number of participating social and political actors. The fragmentation and specialisation of society
in general and government in particular causes an increase in policy issues and a need for
horizontal communication, collaboration and coordination between sectors and disciplines
(Godfray, 1993). As a result of these developments, boundaries between the private and public
domain have faded and interdependencies have been formed (J. A. de Bruijn et al., 1993].

Knowing why the network perspective emerged, we now turn to a brief description of the
properties of policy networks and their definition to come to grips with this concept. A number
of characteristics, based on the work by Hufen and Ringeling (1990}, Godfroy {1993], Kenis
and Schneider [1991) and de Bruijn and Heuvelhof (2000}, are described below:

e Variety of actors: the actors in a policy network differ in terms of size, interests,
means of exercising power and, very importantly, perception of problems.

e Reservations on the part of individual actors: the actors involved in the network
are only willing to cooperate if an intervention fits in with their identity or
interests. They strive for autonomy.

» Mutual dependency: the actors depend on each other’s resources and decisions
to develop their own actions. Moreover, each actor is capable of steering the
actions of other actors in the policy network.

e Fragmented problem solving ability: actors also depend on each other’s resources
and capacities to solve the policy problem.

*  Coordination by bargaining: decisions in the policy network result from consultation
and a bargaining process, and are based on unanimity.

The field of public health in the Netherlands is currently also characterised by a decentralisation
of steering and coordination responsibilities from central to local government (see section 1.1.2],
a process which applies to an increasing number of subjects, such as public mental health,
domestic violence and preventive youth care. These subjects, as well as the established issues
in public health, are in the hands of numerous specialists. Thus, municipal authorities will have
to get involved with many professional and non-professional organisations and groups, within as
well as outside their hierarchical control, which are indispensable for policy development and
implementation in the public domain. Part 111 of this thesis describes what position local government
has in the policy network, how it relates to other stakeholders in policy-making and how municipal
administrations have perceived their role in policy-making.

A general conceptualisation of policy networks as patterns of interaction between mutually
dependent actors who are foarmed around policy problems or programmes, is given by de
Bruijin {1993). Since, however, we prefer to acknowledge the above core components of policy
networks, we prefer the definition of policy networks given by Kenis and Schneider (1991),
who claim that policy networks should be understood as 'those webs of relatively stable and
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ongoing relationships which mobilise dispersed resources so that collective {or parallel} action
can be orchestrated toward the solution of a common policy problem’ {p. 36).

Practice of network analysis

Network analysis cart be a powerful tool for policy analysts to describe and measure the
interactions between actors and the structure of the network. Brass et al (2004] recently evaluated
organisational network research, which focuses on relations among actors (individuals, work
units or organisations) instead of focusing on attributes of actors in isolation. The network
perspective argues that actors are embedded within a network of interconnected relationships
that provide cpportunities and constraints on behaviour (p. 796). Knoke (1990} has analysed
networks from a structural perspective. In this perspective, the basic units of analysis are the
positions taken up by social actors and the relations or connections between these actors.
Knoke and Kuklinski (1986] assert that the structure of relations among actors and the location
of individual actors in the network have important behavioural, perceptual and attitudinal
consequences for both the individual units and for the system as a whole.

The relations that connect pairs of actors in a network have both form and content. Form
refers to the intensity of the interaction (the strength or frequency of interaction and the level
of joint involvement in activities), while content refers to the type that is the meaning of the
connections [reason for interaction) between actors in the network {e.g., political, and exchange
of information, resources or expertise] (Knoke, 1990).

Data on these relations between social actors in a network can be displayed in matrices
and network graphs, and can be used in computerised statistical programs. In network analysis,
many measures can be used to describe network-level properties and structures. For further
reading, see Knoke and Kuklinski (1986), Scott (1991, 2000) and Wasserman and Faust [1994).
Provan and Milward [1995] assert, however, that even when properties and structures are
described at network level, issues of network outcomes are mostly ignored (p. 2]. Assessing
network effectiveness becomes important when overall outcomes not only depend on the
actions of individual actors but on the co-ordinated action of the network as a whole [the
whale is bigger than the sum of the parts). In our opinion, this argumentation is extremely
relevant to policy-making in the field of health. Because of the interactive perspective on policy-
making and the low level of interest allocated to health, health policy-making involves many
stakeholders. Moreover, individual actors cannot solve health problems and the complexity of
the field requires the co-ordinated action of multiple disciplines.

This raises the question whether there is any relationship between the structure of local health
policy networks and the effectiveness of these networks in creating integrated local health policies in
an interactive and intersectoral manner Although this guestion is relevant, we can only relate
network features to the outcomes of the criteria (see the evaluative framework in section 2.4] in the
evaluation of policy-making. Thus, we used only those very specific features and measures in network
analysis that serve the research questions described in chapter 1, and the operationalisation of a
number of the evaluation criteria described in the next section. In this respect we focused on the
density of the networks and centrality measures (point centrality, closeness and betweenness). These
network features and their applications are explained briefly below, and more in detail in chapter 6.
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« Density

Density describes the extent to which all actors in the network are linked to each
other. It refers to a general level of cohesion and integration of the network. Density
is expressed as the ratio of the number of actually observed relations to the potential
number. The structure of a network can also be described by characterising the
connections (paths] between actors: for instance, a network is strongly connected if
every pair of actors is reachable through direct and reciprocal ties.

The density measure setves our purpose because it gives information about the
participation of specific stakeholders in policy-making, their relations and their
integration in the network. More specifically, it indicates whether the participative
and collaborative character of policy processes advocated by health promotion
specialists has materialised.

» Centrality
The centrality of an actor {point centrality) is defined as the extent to which an
actor is visible within a networl through direct and indirect ties to other actors.
It describes whether the cohesiveness of the network is concentrated around
particular actors in the network and whether particular actors are more in control of
the network activities than others. This measure served our purpose by answering
questions on the coordination of the policy-making process, and the position specific
stakeholders have in the network and the influence they can exert in policy-making.
Moreover, we used actor centrality to indicate the position of a possible policy
entrepreneur in local health policy-making.

Conclusion

To study health policy-making at the local level, we have developed a broad theoretical framework
with key components of health promotion and current perspectives on policy-making. To analyse
the policy processes and their outcomes in the four cases of our study we have added two new
tools for health promotion research: stakeholder analysis and network analysis. Stakeholder
analysis can provide us with information at the micro-level, that is, the characteristics of
individual stakeholders, while network analysis can help us examine the structural aspects of
networks, that is, the meso-level.

The theoretical concepts are combined in a comprehensive evaluative framework, presented
in the next section. Stakeholder and network analysis will assist us in assessing the presence
of a number of these evaluation criteria and their indicators in the policy processes studied.

2.4 AN EVALUATIVE FRAMEWORK FOR LOCAL HEALTH POLICY-MAKING

Section 2.1 asserted that the development and implementation of health interventions should
be guided by theory, and the same applies to research. Evaluation research in policy-making
should be informed by theories on the structure and dynamics of the policy process and theories
that can guide research in complex circumstances (Riitten, 2001). Although it may seem obvious,
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it might be useful to mention that a sound theoretical framework is at-the basis of data collection,
and in our study it was indispensable for analytical generalisation (Birckimayer & Weiss, 2000].

In the preceding sections of this chapter; we have revised essential theoretical issues in health
promotion and policy development that were relevant to our study on the development of health
policy at the local level. Both fields are characterised by complexity, which means that singular
theoretical concepts do not suffice. Moreover, we identified two analytical tools: stakeholder analysis
and network analysis. This theoretical framework, and the rationale behind the legal obligation for
municipalities to make local health policy, formed the basis on which we constructed an evaluation
instrument, which is outlined below. Evaluation of policy development in terms of principles used
by policy analysts of the rationalist school has not been considered, as it did not fit in with the
research questions and the chosen perspective on policy-making,

Since no instruments were available to evaluate health policy-making at the local level, we
had to develop an instrument specifically for the purpose of this study. The framework presented
below resulted from a carefully and purposively implemented development process. It reflects
the multiple units of analysis and levels of data collection presented in Figure 1.1. The concepts
were derived from health promotion, policy theory and network theory. Subsequently, these
concepts were operationalised as criteria and indicators. Finally, the instrument was presented
to a number of experts in the health promotion domain and in organisational and policy sciences.
After the adjustments recommended by them had been made, it was presented to them once
more for final comments.

2.4.1 Criteria and indicators

This section presents a comprehensive and coherent framework of criteria, with respective indicators,
which assisted us in evaluating the policy process and its outcome at the municipal level. The
criteria are categorised into five themes: perspectives on local health policy, the municipal admini-
siration’s role in policy-making, stakeholders, policy network and the Regional Public Health Service
{RPHS). Finally, a checklist is presented, featuring the same criteria in a condensed form.

PERSPECTIVES ON LOCAL HEALTH POLICY

We have described two approaches to health policy: one from a health perspective and one
from a sectoral perspective, and we have presented a generally accepted subdivision of local
health policy into four fields of action: health protection, disease prevention, health promotion
and health care. Furthermore, we have argued that health promotion is a comprehensive,
multi-strategy approach, addressing multiple levels, but well adapted to the local situation.

The theme discussed here comprises four criteria, which assess how the municipal admini-
stration and other actors involved in the policy process perceive and develop local health

policy.

1. Local health policy is integrated policy (criterion)

1.1 (indicator] Local health policy involves other departments within the local government
organisation than the health department, for instance the education, social affairs and
housing departments. Involvement refers to the participation of these departments in the
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policy-making process, which may be a symbolic or a tangible participatior. In addition,
the involvement of other departments can be either pro-active or re-active.

1.2 {indicator) The policy-making process involves actors [organisations, groups, individuals)
outside the local government, such as social work agencies, health professionals and interest
groups. Involvement refers to the same aspects of participation as described under 1.1.

1.3 {indicator) The local government sets objectives for all four components of local health
policy referred to in section 2.2.2 (health protection, prevention of disease, health promotion

and health carel.

2.  Local heaith policy is a translation of the perspective and choices regarding health
made by the municipal administration.

2.1 Local health policy is informed by data emanating from the municipal level, but not
necessarily from epidemiological research alone.

Policymakers have access to and use different sources of information: epidemiological
data at municipal or sub-regional level (including data on social determinants of health],
data from practitioners and data from civilians.

2.2 Local health policy is in line with the municipal development plan. In other words, the
general mission statement of the current municipal administration and the municipal
approach to health matters are compatible.

2.3 Local health policy reflects a certain perspective on health, either the health perspective
or the sectoral perspective.

3. Local health policy is based on epidemiological considerations.
3.1 Health problems are prioritised according to national or regional epidemiological reports
on the health status of the population.

4.  Local health policy improves the situation of individual patients or clients, target
groups or the population as a whole.

4.1 The policy consists of objectives and a set of coherent instruments, resources and facilities.
The local health policy memorandum proposes concrete instruments, means and facilities
to achieve specific objectives, is in search of them or does not mention thern at all.

MUNICIPAL ADMINISTRATION’S ROLE IN POLIC Y-MAKING

Chapter | described the historical background of local health policy-making. The Minister for
Health, Social Welfare and Sports at the time, late 1990, wanted to stimulate, revive public
health at the local level and decentralise responsibilities for it from national to local government.
One of the instruments to achieve this goal was to oblige local governments to develop a local
health policy every four years.

This theme comprises six criteria, which refer in general to the role of the municipal
administration in policy-making (5-6) and in particular to those of the politicians and officials
responsible for public health (8-0). We also examined whether health has become a topic of
debate at the local level,
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5.1

5.2

8.1

8.2

8.3

9.1

The municipal administration bears the chief respomsnbﬁhw for the wdevelopment
of local health policy.

The municipal administration facilitates the poh«:y process, creating favoumble practical
conditions, for instance by selecting and inviting pammpants in the development of local
health policy.

The municipal administration creates the n‘e‘cessary opportunities for stakeholders to
collaborate with them. It assesses which organisations, groups or individuals could
contribute to the solution of identified problems.

The municipal administration provides financial and other resources needed to
achieve the objectives. In our study we examined what resources the municipal admini-
stration provided and whether these were allocated to the actor(s} who was/wetre in the
best position to achieve each objective. Four situations can be distinguished:

(a} resources are allocated to the municipal authorities because they are in the best
position to solve the problem; (b) resources are allocated one of the stakeholders because
he/she is in the best position to solve the problem; (¢} resources are allocated to the
municipal authorities even though another party is in the best position to solve the problern;
(d} resources are allocated to another party even though the municipal authorities are in
the best position to solve the problem.

Health is a political issue.

The long-term policy plan proposed by the local administration (‘college programma’,
‘raadsprogramma’} mentions health explicitly.

Apart from the obligation to develop local health policy, health appears as an item on the
political agenda.

The development of local health policy requires political commitment.

[This refers in particular to the involvement of the politicians responsible for public health
and other members of the municipal administration.]

The character of the political parties represented in the local administration reflects their
point of view on health.

The politiclan responsible for public health in a particular municipality represents a
political party with clear ideas on health issues.

If so [8.2), this politician has made an issue of health in the coalescing negotiations
after the municipal elections in March 2002. The outcome of this process relates
to the point of view on health presented in the long-term policy plan of the same
administration.

The development of local health policy requires commitment on the part of public
health officers.

Public health officers take a broad view of their task in policy-making. They put in great
effort to develop local health policy.
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0.2 Public health officers do not work in isolation but have an internal and/or external
reference group. Internally, they may consult with colleagues or the head of their depart-
ment, externally with colleagues in the region or professional consultants.

10. Other departments within the municipal organisation review their policy decisions
in terms of their impact on health.
10.1 Other departments than the heaith department mention health in their policies.

STAKEHOLDERS
Policy-making has increasingly become an interactive process, in which the interests and
influence of the stakeholders involved have considerable impact on the policy process and its
outcome. At the same time, health problems require the involvement of and collaboration
between stakeholders from different sectors.

This theme comprises three criteria relating to the involvement and contribution of individual
or groups of stakeholders in the policy process (including some aspects of the implementation
of lacal health policy).

11. Local health policy is based on the interests of stakeholders.

11.1 Stakeholders give information. They participate in meetings with public health officers
and politicians and share their experience and knowledge of health problems and the
solutions to these problems.

11.2 The information given by stakeholders is represented in the policy.

12. The better the organisational interests of stakeholders are served, the stronger
their involvement.

12.1 This refers to the creation of a strong basis of support and involvernent by stakeholders,
by giving them a well-defined task in the process of achieving of the policy objectives.

12.2 A division of tasks among stakeholders in relation to the described objectives is included
in the local health policy memorandum.

13. Local health policy is based on existing strategies of stakeholders to solve
current health problems.

13.1 Stakeholders {in particular professionals) regard the policy process as an occasion to
reformulate and propose their favourite solutions as policy proposals.

13.2 Stakeholders perceive their influence as positive. Stakeholders think that their contribution
is valued and they see their contribution reflected in the local health policy memorandum.

POLICY NETWORK

The actors involved in policy-making make up the policy network. Their positions and
interrelatedness may create opportunities for them to influence the policy process. We have
seen above that health problems are complex and have to be addressed by integrated health
policies. Moreover, we have argued that it takes the involvement of actors from different sectors
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to develop such an integrated heaith policy; but that at m@ same- time the actwe mtewenuon
of a policy entrepreneur is required. f

This theme comprises two criteria to assess the pusmons taken up by the-actors involved
in the policy process and to assess whether one of them acts as a policy entrepreneur.

14. The structure of the policy network at the municipal level plays a part in the
development of local health policy: v

14.1 Central actors recognise their coordinative role in-the process.
Actors identified as being central in the network {actor centrality) acknowledge that their
interactions with the other actors in the network are of great importance.

14.2 Peripheral actors recognise that they have a minor role in the process.
Actors identified as being peripheral to the network acknowledge that they do not have
many opportunities to influence policy.

15. One of the stakeholders adopts an entrepreneurial position and attitude.

15.1 Stakeholders identify one or more of them as a policy entrepreneut.
The actors of the policy network regard and identify one of the actors as an entrepreneur
in the policy process, that is, someone who takes initiatives, enthuses, and connects
participants in defining problems and choosing solutions.

15.2 This stakeholder/entrepreneur occupies a central position in the policy network (actor
centrality).

THE REGIONAL PUBLIC HEALTH SERVICE

We have assumed that the RPHS plays an important role in policy-making at the municipal
level because of its advisory task in municipal health affairs and its expertise in public health
issues. In the initial phase of the present research project, we had expected the community-
based ‘Hartslag (Midden) Limburg project to play a crucial role {see chapter 1}: to provide an
impulse and example for policy development.

This theme comprises two criteria, one relating to the entrepreneurial role of the RPHS
and one relating to the implementation of local health initiatives by the ‘Hartslag’ project.

16. The RPHS is a policy entrepreneur.

16.1 Stakeholders identify the RPHS as a policy entrepreneur.

16.2 The RPHS considers the entrepreneurial role appropriate for their participation in local
health policy-making. The RPHS anticipates the new legal obligation for municipalities to
develop local health policy, and their own active part in the policy process. The RPHS
lobbies to get probiems on the political agenda, ‘softens up’ favourite solutions and takes
advantage of political events to get local health policy established.

17. Local health initiatives developed and managed by the RPHS’ ‘Hartslag (Midden)

Limburg’ project create a favourable climate, allowing municipal authorities to
base their objectives and interventions on a community-based approach.
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17.1 Local health injtiatives are implemented in consultation with municipal authorities and
public health officers.
Int the main, the degree of consultation between the project, the municipal authorities
and public health officers determines whether new policy based on these local health
inidatives will be developed. We distinguish four degrees of consultation: {1 information:
the RPHS informs the municipal authorities about the implementation of local health
initiatives; {2] facilitation: the municipal authorities render services for the development
and Implementation of activities; {3) municipal authorities play an active role in and
make a tangible contribution to the development and implementation of actvities; and
{4} other actors {besides municipal authorities and RPHS} are involved.

The sbove evaluation criteria and their indicators are once more presented in the
following checklist, entitled Evaluation criteria for local health policy. This checklist also
presents the concordance of the evaluation criteria with the theoretical concepts and the data
sources 1o which the criteria were applied.
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Table 2.2 CHECKLIST OF EVALUATION CRITERIA FOR LOCAL HEALTH POLICY

Criteria

1

2

(641

46

Local heatth policy is
integrated policy

Local health policy is
& translation of the
perspective and
cholces regarding
health made by the
nicipat
administration.

Local health policy is
based on
epidemiclogical
considerations.

l.ocal health policy
improves the
situation of inclividual
patients or clients,
target groups or the
population as a
whole.

Municipal
administration bears
main responsibility
for the development
of local health polioy.

Concordance

« History of public
heafth in the
Netherlands

« Health promotion
theory

v Definition of local
health policy

+ Perspectives on
health policy
v Health promotion

v Healthy Cities

v Epidemiclogical
research

v" Healthy Cities
principals

¢ What is represented

by stakeholders

v Intersectoral
colfaboration (Gray,
1989)

indicator

1.1

1.2

1.3

2.1

2.2

2.3

3.1

5.2

Other departments than the health
department within the local governmental
organisation are involved, e.q., education,
social affairs and housing departments.
Actors {organisations, groups, individuals)
outside the local government are invelved in
the policy-making process, e.g., social
workers, health professionals and intersst
groups.

The local government sets objsctives for all four
components of health policy referred fo in
section 2.2 {health protection, prevention of
tisease, health promotion and health care).

Local heaith policy is informed by data
emanating from the municipal level, but not
necessarily from epidemiological research
alone,

Local heaith policy is in line with the
muricipal development plan. In other words,
the mission statement of the current
administration and the appraach to health
matlers are compatible.

Local health policy reflects a particular
perspective on health: the health or sectoral
perspective.

Health problems are prioritised according to
national or regional epidemiological reports
on the health status of the population.

Policy consists of objectives and a set of
coherent instruments, resources and facilities.

Municipal administration facilitates the policy
process. It creates favourable conditions in a
practical sense.

Municipal administration creates necessary
opportunities for stakeholders to collaborate.



Check list

participation
attitude

number of sectors

participation
attitude

number of actors

number of fislds

T epl

2 completely
3 not at alt

Dlyes

T concrete

G yes

3 proactive
2 symbolic
12
Tyes

3 proactive
i symbolic
<3
1203
dyes

3 epi plus

T yes

3 somewhat

3 somewhat

2 symbolic

[ yes

L yes

Dno
 reactive
3 tangible
O more
Tno

3 reactive
3 tangible
>3
04

Tino

L other

Cno

dno

Lng

dno
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Data source

J  Attendance lists
¥ UObservation
¢ interview

Attendarnce lists
Observation
Interview

NS

v Local health policy memorandum

¢ Memorandum

fMemorandum
Long-term policy plan of local administration

SN

«  Memorandum

¥ Memorandum

v Memorandum

v" Memorandum
« Process dafa
v Interview
v Memorandum
¢ Process data
v Interview
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Criteria

]

Municipal
administration
provides (financial)
respurces fo achieve

- the objectives.

Health is a pofifical
issue.

The development of
local health policy
requires political
commitment.

The development of
local health policy
requires enthusiasm
on the parts of
officials.

10 Other departments

within the municipal
organisation review
their policy decisions
in terms of the
impact on health.

11 Local health policy is

48

based on the
interests of
stakeholders.

Concordance

« Allocation of

{financial) resources
is the best proof of

policy-making.

v Agenda setfing
theories

+ Research on political

commitment

" National documents
on local health policy
" Findings of the first

interviews (2001)

¢ Heaith promotion
(healthy public
policy)

v National reports
(NSPOH, RVZ)

v" Theory of Streams

{Kingdon, 1984,1995)
v~ Stakeholder analysis
v Interactive perspective

on policy-making

indicator

6.1

6.2

6.3

6.4

8.2

8.3

101

11.1

Resources aliocated to municipal authorities
because they are in the best position to solve: -
the problem. .

Resources allocated to one of the. :
siakeholders because he/she isin the best -
position fo solve the problem.
Resources allocated to municipal authormes,
even though another party is in the best
position to solve the problem.

Resources allocated to another party, even
though the municipal authorities are in the
best position to solve the problem.

The long-term palicy plan of the local
admipistration (‘college van B&W) mentions
health explicitly.

Apart from the obligation to develop local
health policy, health appears as an item on
the political agenda.

The character of the political parties
represented in the local administration

reflects their point of view on health.

The politician responsible for public health
comes from a political party with well-
formulated ideas on health issues. ;
f 0 (8.2), this politician has made an issue of
health in the coalescing negotiations after
elections in 2002.

Public health officers take a broad view of
their policy-making task.

Public health officers do not work in isolation
but have an internal and/or external reference
group.

Other departments than the health
department mention health in their policies

Stakeholders give information.

11.2 The information given by stakeholders is

reflected in the policy.
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o+

O+

-

L yes

on the agenda
L incidentally

dyes

1 yes

dyes

(1 formal view

3 in isolation

(1 yes

Qyes

o

( permanently
Hino
&no

O no

U plus

0 internal {1 external

I:’]lﬂD

2 no
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Data source

v" Memorandum
v Action plan

v long -term policy plan
of local administration

« Interviews
v 2002 Questionnaire
v Minutes

v Nvivo attributes
¥ Memorandum

v Unknown

v" Unknown, improbable

v" Observation
v Interviews

v Not feasible

v Interviews
v Process data
v Memorandum
o Interviews
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Criteria

12 The betier the orga-
nigational interests
of stakeholders are

. served, the stronger
their irvolvement.

13 Local health policy is
based on existing
strategies of
stakeholders to solve
current health
problems.

14 The structure of the
policy network at the
municipal level
influences the
development of local
health palicy.

15 One of the
stakeholders adopts
an entrepreneurial
position and attitude.

16 The RPHS is a policy
gntreprensur,

17 Local health initiati-
ves developed and
managed by the
RPHS' ‘Hartslag
{Middan) Limburg'
project create a
favourable climate
allowing municipal
authorities to base
their objectives and
interventions on a
community-based
approach.
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Coricordance

« Intersectoral
collaboration (Gray,
1989)

v Theoryof Streams
{Kingdon, 1984,
1995)

v Network perspective
on policy-making

v Theory on network
analysis

+ Theory of Streams
(Kingdon, 1984,
1895)

¢ Theory of Streams
{Kingdon, 1984,
1595)

v Community health
promotion

Indicator

12.1 A division of tasks among stakeholders in
relation to the described objectives is
included in the memorandum.

13.1 Stakeholders {in.particular professionals)
congider the policy process an gccasion to
reformulate and propose their favourite
solutions as policy pranosals

13.2 Stakeholders perceive their influence as
positive.

14.1 Central actors recognise their coordinative
role in the process.

14.2 Peripheral actors recognise they have a minor |

role in the process.

15.1 Stakeholders identify one or more of them as

a policy entrepreneur.

15.2 This stakeholder/entrepreneur takes a central

position in the policy network.

16.1 Stakeholders identify the RPHS as a policy
entreprensur.

16.2 The RPHS considers the entrepreneurial role
appropriate for its participation in local health

policy-making.

17.1 Local health initiatives are implemented in
consultation with municipal authortties and
public health officers.



Lheck list

Idyes Ono

Qyes Id to some extent A no
1 yes 3 somehow dno
[ yes o

dvyes dno

i1 yes Hno

Cyes dno

Dyes dno

(2 proactive [ reactive

2 information
(2 facilitation
0 active role

0 other actors
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Data source

v Memorandum
v Interviews

¢ Interviews

v Interviews

v Interviews

»" Network graphs, centrality measures
 Interviews

v Network graphs, centrality measures
v Interviews

v Questionnalre

v" Network graphs, actor centrality

v Interviews

v Interviews

v Data from Hartslag (Midden) Limburg
community project
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2.5  RESEARCH METHODS

Chapter 1 briefly introduced the multiple research methods used in this study of local he_alth
policy. Sections 2.1 — 2.4 described the theoretical framework of this study, resulting in a
checklist for the evaluation of local health policy, and identified two tools to assess the above
evaluation criteria and indicators, or at least some of them. This section elaborates on the
specific research methods we used to operationalise our inquiry. Each method is discussed in
terms of the development of the measuring instrument, its application and the analysis of the

data collected.

Stakeholder identification

Stakeholder identification was applied twice, in 2001 and 2003. Stakeholders were identified
by means of a snowball technique. Potential stakeholders in each case were approached by
telephone with two questions: do you have an interest in the development of local health
policy, and who are possible other stakeholders? After this, respondents were asked to list the
ten most important stakeholders in their own municipality. Reports were made for the four
cases [municipalities) separately and across cases.

Interviews

The stakeholders identified as the most important ones in the four municipalities were
interviewed once in each year of the project period. In 2001 and 2003, stakeholders were
interviewed personally, in a semi-structured way. The interview questions were formulated
around a number of broad, key categories, e.g., the stakeholders’ perspective on local health
policy, their interests and their influence on policy-making {see Appendix 1). These categories
were derived from the literature, and based on the theoretical framework used for this study.
In addition, we consulted experts in the field of public health and policy development, and
studied working documents and national reports.

In 2002, telephone interviews were held with the same stakeholders, using a structured
questionnaire, to see whether they were active in policy-making at that time. At the same time,
we also interviewed the aldermen and public health officers in the other ten municipalities of
the Central Limburg region by telephone. These interviews were semi-structured and
concerned the progress in developing local health policy in the region.

All interviews used the same protocol. The categories, interview questions and interview
scheme had first been submitted to four experts for comments. The research questions had
been pre-tested on four different stakeholders in the northern part of Limburg. The researcher
interviewed stakeholders at their office or their home {e.g., in the case of interest groups). The
interview evalved on the basis of the set questions, but not in a fixed order. In addition, a form
on network relations (in terms of communication, collaboration and exchange of expertise} was
filled in together with the respondents (2003 interviews). For further details see chapter 6.

The interview was recorded with the respondent’s permission. In 2001, the recordings
were not transcribed verbatim but summatised. Three public health professionals assessed the
summaries. In 2002 and 2003, the records were transcribed verbatim. In each year, we lost
the data of two respondents due to technical probletns.
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We used NVivo, a software package for the analysis of qualitative data, as a tool for efficient and
systematic data management and analytical procedures (Gibbs, 2002), The analytical process
started by building a conceptual scheme in the form of a node structure. The nodes were
generated using both a conceptual and a data-driven approach. The former approach is based
on pre-established concepts from the literature, while the latter approaches the data with an
open mind and generates nodes through close reading of the transcript. The central activity in
qualitative research, that of coding text into nodes, started after a node book had been
developed. Although such a book may seem to be a static entity, modifications to the nodes
were made throughout the study, as our understanding of the data evolved. These modifications
were noted in a log {a memo| in NVivo itself. This analytical iog was kept during the various
phases of the study, next to a log of interpretative memos. The coding of the 2001 interviews
was subrmitted to a fellow researcher for assessment. The interview transcripts were further
scrutinised through searching and linking, Information obtained from all types of documents
linterviews, reports and field notes) and memos was in fact linked throughout the study, to
create a comprehensive set of data providing a chain of evidence (see sections 1.3.3 and 9.1}.

Data obtained from the interviews on the collaboration between stakeholders and on their
interrelatedness was studied in more detail. We entered these data into matrices and then
entered them into Visone [www.visone.de). This program for network analysis computes,
among others, density and centrality indices and creates visual network graphs.

Observations and field notes

Observations were made at two levels: the regional and the municipal level. At the regional
level, the researcher attended meetings of public officers and politicians responsible for public
health, as well as meetings of the health promotion department of the RPHS. At the municipal
level, observations were made at meetings called because of the health policy-making process
(e.g. advisory committees for public health consisting of councillors; study group on local
health policy; interactive sessions with actors within and outside the municipal organisation).
In these activities, the researcher took the role of external observer or participating observer,
although her participation was never similar to that of the persons cbserved {Angrosino & Mays
de Pérez, 2000; Maso & Smaling, 1998]. Feld notes were taken and analysed on the basis of
a form developed specifically for this study, with items based on the ‘Theory of Streams’ {see
section 2.2.4 Kingdon, 1984, 1995]. Before the form was used, two experts had reviewed it.
Field notes were imported in NVivo and linked to other information. The extent to which
observational data were available in each case (municipality) depended particularly on the way
the policy process was organised in the specific municipality.

Document analysis

After the municipal elections of March 2002, the long-term plans of the municipal authorities
were collected from all fourteen municipalities in Central Limburg, with the aim of obtaining a
general impression of the priorities {including public health issues) set in the region and to assess
whether the four municipalities serving as cases were different from the other ten municipalities.
The analytical scheme for these documents was based on the ‘Health Force Field’ (Lalonde, 1974}
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(see 2.1.1} and more specifically on two national reports, one on Health Impact Assessmﬁent
{GES) (Netherlands School of Public Health, 1999} and the second on the screening of political
programimes in the national election campaign of 2002 (Alphen van, 2002).

When data collection finished by the end of 2003, three of the four municipal admini-
strations had developed and approved a local health policy memorandum. These memoranda
were studied on the bases of an analytical scheme derived from the evaluation criteria {see

section 2.4).

Additional data

Minutes from regional meetings of the aldermen and officers for public health, as well as the
data recording forms (developed for this study) filled out by the policy assistant of the RPHS,
were screened for issues like communication on local health policy between the RPHS and the
municipal authorities, attention devoted to the development of local health policy in meetings,
and roles assigned to either the RPHS or the municipal authorities.

The contribution made to local health policy-making by the community-based Hartslag
[Midden) Limburg project was assessed using a number of research methods. A description of
these methods and levels of application is presented in chapter 3.

The findings resulting from the above research methods were triangulated and then used
for the application of the evaluation criteria (see Figure 2.3}. The results of this application are
reported per case and across cases in chapter 8.

Figure 2.3 Triangutation of methods

Part one of this thesis has set the stage for investigating local health policy-making in
Central Limburg, the Netherlands. It has moved from the history of public health to heélth
pr‘o.motion theory and practice, and from the rational, instrumental model of policy-making {0
an mteract.ive and network perspective. We have also looked into the changing position and
role of {local) government. Finally, it has presented the research questions ahd design, and the
tools and research methods we used to evaluate the policy development process: and its
outcome. The present study investigated a complex phenomenon in which Wwe combined
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health promotion and network perspectives on policy-making, addressed multiple. units of
analyses and used different research methods including new instruments for health promotion
research. In our opinion this combination is the strength of this study. ,

The results of our study of health policy-making at the municipal level are presented and
discussed in part III and part IV of this thesis, respectively, First, part Il describes and discusses
the development of the community-based Hartslag {Midden) Limburg project and how it
related to local health policy-making.
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EVALUATION OF A GOMMUN]TY
PROJECT:
HARTSLAG (MIDDEN) LIMBURG

Hartslag (Midden] Limburg was a community health project initiated by the Regional Public
Health Service (RPHS) and implemented by its department of health promotion, in the central
part of the province of Limburg (the Netherlands). The Prevention Programme of the Netherlands
Organisation for Health Research and Development (ZON-MW) and the RPHS financed the
project, which ran over a period of four years (1999-2003).

The second part of this thesis discusses the efficacy of this community health project in the
context of daily practice and its suitability as a subject for the research project into policy-
making in the same context. We expected to find a clear relationship between the project and
local health policy development in the sense that the project would be a stimulant for the
development of local health policy and that local health policy would integrate local health
initiatives (see section: 3.1.2).

Chapter 3 describes the ‘Hartslag (Midden) Limburg’ project itself. [t gives an overview of
the aims of the project and the additional function it was supposed to have as a catalyst for
research on local policy-making., Furthermore, it presents the monitoring instrument [our
assessment toolkit) used to evaluate the project. Chapter 4 first elaborates on the theory of
community interventions. A continuum of health interventions is proposed to help characterise
community-based health projects. The chapter then presents and discusses the results of applying
the monitoring instrument. The Hartslag {Midden] Limburg project did not achieve its full
potential, due to insufficient investments in profject structures. Finally, chapter 5 discusses the
appropriateness of the methods used to evaluate the project and the role of the evaluator.
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3

 HARTSLAG (MIDDEN) LIMBURG:
- DESCRIPTION AND MONITORING

Hartslag (Midden) Limburg was a community-based project for the prevention of cardiovascular
disease. [t started in 2000 and ended in 2003. This chapter describes the project and the
monitoring instrument that was developed to evaluate it.

3.1 DESCRIPTION OF THE PROJECT

3.1.1 Background

A large part of the mortality and morbidity in the Netherlands can be attributed to cardiovascular
disease (CVD] |Jansen, Schuit & van der Lucht, 2002). This is also the case in the central part of
the province of Limburg, the area known as Midden-Limburg (GGD-en Limburg, 1999). CVD is
partly determined by unhealthy lifestyles. Besides other risk behaviours, unhealthy dietary habits,
lack of physical activity and smoking have become common in our western society (Schram,
Maas, Poos, & Jansen, 2001). The RPHS monitors the health status and health behaviour of the
population of its service area in a large survey held every four years, and in some smaller surveys
targeting specific groups. The 1999 health inquiry report described a high prevalence of the above
risk behaviours. In response to this major public health problem, the RPHS's policy plan stated an
objective of reducing and preventing CVD in the population by developing several new activities
{Houben et al., 1998). One of these activities was the creation of a community-based project
called ‘Hartslag’ {Heartbeat).

Another reason for introducing this new strategy was the increasingly accepted idea that health
behaviour change is not achieved by interventions aimed at individuals only, but that changes in
health behaviour patterns and values are also needed at community level (Jonkers-Kuiper, 1991;
Thompson & Kinne, 1999)., A few of such so-called community-based projects had already started
in the Netherlands, including Limburg. [n fact, the project called ‘Hartslag Limburg’, in the south of
Limburg, was used as an example, since it had shown promise in terms of its development and
operating procedure after its first years {{Ruland, 2000). Hartslag {Midden]} Limburg was a small-scale
fouryear project, covering four municipalities in the region, and was run by the RPHS. The project
aimed to address the most important risk behaviours, like unhealthy dietary habits, lack of physical
activity and smoking, ire the general population. The project initially adopted a number of principles
of community projects: participation, the use of multiple media and multiple methaods, intersectoral
collaboration and the use of social networks. Health promotion principles like participation and
intersectoral collaboration are commonly seen as the underlying mechanisms in community-based
work, promoting changes at individual, organisational and social level.
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The planning of the project was initially developed, although not in detail, on the basis of the
community-organisation stages model developed by Bracht (1999), involving the stages of
community analysis, design and initiation, implementation, maintenance and consolidation,
and dissemination and reassessment. A brief plan of action was drawn up for both the project
and the research into policy-making (van de Kar, 1999).

Although the project was originally based on theoretical concepts, theory was not actively
used to develop the interventions. In fact the objectives, methods and actual interventions of
the project were not worked out in a written operational plan, even though it is a generally
accepted procedure in health education and health promotion practice to integrate theory into
practice and to carefully plan implementation and evaluation, in fact, ‘to map interventions’
(Bartholomew et al., 2001; Green & Kreuter, 1991, 1999}.

The Hartslag (Midden) Limburg project started in the year 2000. A project leader and one
project assistant, both employed on a part-time basis by the RPHS, initially set up the project.
Resources were provided by the RPHS and ZON-MW. Although the community-based approach
was hew to the organisation, the RPHS management gave the project leader room to introduce
and develop this innovation.

The intended innovations were not implemented in a stable organisational environment.
In 2001, preparations were made for a merger of the Central Limburg RPHS with its counterpart
in the northern part of the province. This merger became effective in January 2002. A new
organisational culture was developing and much energy was spent on internal organisational
matters [the integration of existing structures and products, and the adoption of entirely new
structures and product parameters) (GGD-NML, 2002). Of course, the project had to be embedded
in this new organisation. For the project leader, who was also a member of the management
team of the old organisation, the merger had considerable consequences. Not only was she
given a new posiiion, but also important tasks in getfing the new organisation going were
assigned to her, because she was a senior expert in health education and health promotion.

3.1.2 Process

The project was based on a process that is supposed to enable professional organisations and
local authorities to integrate heaith promotion into their core business and to enable the
population to promote their own health. This process was viewed and planned for as follows.
The point of departure was a community analysis yielding basic knowledge about the strengths
and needs of the community, existing health initiatives and the social network of the
cammunity; in fact, all the elements needed to design the project. On the basis of this analysis,
local health committees were to be established, which were to become active in each municipality.
The committees consisted of residents, volunteers, professionals, the civil servants and the
politicians, aldermen responsible for public health, clubs and local groups. The working
committees were supported by the project assistant and discussed problems, solutions, activities
etc. The project was subsequently intended to connect with local, existing health initiatives.
The local authorities had to promote the project and participate in the local health committees,
thereby also acquiring new ideas about health promotion at the local level. Health, social
welfare and other organisations were to collaborate more closely on health issues, and health
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issues would be placed on the agenda of more organisations, including the municipal authorities
and non-health sectors. By consequence, actors involved in the project would be connected to
the policy network and be able to promote their interests in the local policy-making process.
This participative policy-making process was to take place in the same period as the Hartslag
project. In summary, the project assumed that an increase in community health action would
lead to an increased likelihood of health issues being included in local policy-making. Section
4.3 analyses whether this process really took place.

The dyadic relation between the ‘Hartslag’ project and local policy-making
The community-based Hartslag (Midden) Limburg project was expected to be a stimulant for
the development of local health policy, which was introduced as a new task for all municipal
authorities in the Netherlands in 2003 [see section 1.1.2). Conversely, the fact that health
policy now had to be developed at the local level as well was thought to be an excellent
occasion to integrate the project in the policy-making process, securing sustainahility and durability
of the local health initiatives developed in the project (Goumans & Springett, 1997). Moreover,
it was expected that the municipalities where the project would intervene would develop
more health promoting activities than other municipalities in the region. Jt was also expected
that these activities would be incorporated in the municipal health policy. All this was to be
done in cooperation with other sectors and with the participation of civic society. In fact, clear
similarities in the working processes of both Hartslag and local health policy were assumed to
support each other.

Within the research on health policy-making, the ‘Hartslag {Midden] Limburg' project
served to provide a contrast between four participating municipalities and ten other, non-
participating municipalities in the service area of the RPHS. This research on lacal policy-making
had an observational character, which meant that its influence on the development of the
intervention itself had to be as small as possible. Therefore, the role of the researcher evaluating
the community project had to be one of participating observation {Maso & Smaling, 1908;
Silverman, 2000]. This means that the researcher participates in some of the everyday activities
of those being researched but not with the same intensity as the actors themselves. In this role,
observing and interviewing are the main activities of the researcher (see also chapter 5).

3.2 MONITORING

At the start of the study, it was decided that a full effect and process evaluation of the Hartslag
{Midden) Limburg project would not be useful. A similar cornmunity-based praject (Hartslag
Limburg, see 3.1] with comparable objectives was already underway in the southern part of
the province and was being evaluated extensively by the University of Maastricht {for further
reading see Ronda, 2003). The Hartslag (Midden) Limburg project was modelled on this
project, though in full awareness of the uniqueness of each community and each community
project. What was needed was insight into the mechanisms underlying community-based
interventions and information on whether the project developed as initially intended. An instrument
enabling continuous monitoring of the project could adequately achieve these goals.
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3.2.1 Levels of monitoring

The monitoring instrument was to allow us to collect data at different levels (the project, the
RPHS and the municipality) through debriefing sessions, registration forms and participatory
observation during meetings [Hoeijmakers, 2001a). The fieldwork and collection of data started
in the beginning of 2001 after the registration forms and debriefing questions had been pretested.

Project level

At project level, debriefing sessions were held with the project leader every two weeks. In each
session, questions were asked about the events in the project, important decisions or changes taking
place, collaboration, barriers or stimulating factors, and planning. These conversations yielded much
information on the progress or impediments to progress. Debriefing with the project assistants took
place every two or three months. The main questions in these sessions were concerned with ideas
and events that were decisive for the development, planning and implementation of project activities.

Data at project level were also collected by means of monthly registration forms specifically
developed for this study. The project leader filled in a form about her contacts, and the outcomes
of these contacts in terms of implications for actions and collaboration, in each of the four
municipalities. The number and nature of requests made to the project staff were recorded. The
registration form for the project workers dealt with the project activities; what activities had
been developed, implemented and evaluated in which municipality, with the assistance of which
external co-operating parties, what meetings had been held with the health committee and
what mass media products had been brought out by the project staff.

In the preparation phase of the project, the plan had been to establish a health committee
in each of the four municipalities participating in the intervention. The collaboration process,
the integration of activities and the level of support in the different participating organisations
were to have been followed by means of informed interviews with the members of the health
committees, However, these committees were not created, for reasons that will be presented
in chapter 4, and this type of information could thus not be consistently collected.

RPHS

Regular interviews were held with the RPHS policy advisor, who was also the Haison officer for
the fourteen municipalities in the service area of the RPHS, about the contacts she maintained
with the municipalities. The interviews addressed the question whether the project had featured
in these contacts in any form. Every two months, a form on the development of local health
policy was filled in. These inquired about incoming and outgoing communications, whether at
the initlative of the municipalities or that of the RPHS.

The project was embedded in the tasks of the department of health promotion of the RPHS.
The researcher attended meetings of this department where policy matters were discussed
about five times a year.

Municipal level

Observations were made during regular meetings of the regional public health authorities. The
researcher was particularly interested to find out if, and in what way, the project or the development
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of local health initiatives in the fourteen municipalities was discussed. The meetings involved
both civil servants and aldermen and the minutes of these meetings were analysed as well,

The findings of the above monitoring activities were reviewed regularly and summarised in
two reports, one on the period April 2001 — March 2002 and one on the period April 2002 —
June 2003. These findings and conclusions were not reported to or discussed with the project
waorkers or the RPHS, in line with the proposed evaluation of the project.

The findings are presented and discussed below, after the next chapter has presented a
theoretical framework for community projects.
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POTENTIAL OF A COMMUNITY
PROJECT

There has been growing interest in community-based approaches to health promotion since
the 1970s. Until that time, health education was aimed directly at individuals, stimulating
them to adopt healthy behaviour and to change risk behaviout. This notion, however, has
expanded towards a maore holistic and ecological approach to health promotion [de Leeuw,
1989b; Green & Kreuter, 1991, 1999}, see also section 2.1. This implies that individuals are
seen in the context of their social and physical environment, which also produces opportunities
or constraints to healthy behaviour (Blum, 1983; de Leeuw, 1989b; Thompson & Kinne, 1999},

This chapter defines community projects in the domain of health education and health
promaotion, using theoretical and ideclogical concepts and a continuum of health interventions.
This exploratory introduction will be followed by findings from the Hartslag {Midden] Limburg
project in the central part of the Dutch province of Limburg. Finally, it will be argued why this
community-based project did not achieve its full potential, developed into traditional health
education activities and was therefore not suitable as a subject for the research project presented
in this thesis.

4.1 THEORY OF COMMUNITY INTERVENTIONS

4.1.1 Introduction

The concept of ‘community’ can be interpreted in different ways and is difficult to define
unambiguously. One might expect that communities would be demarcated by geographic
boundaries, but this is not always the case (Boutilier, Cleverly, & Labonte, 2000). Many
definitions refer to groups of people who share values, interests, institutions or identity. The
observation, however, that relationships between people in a community have a specific
character and pattern is also a defining aspect [Boutilier et al., 2000; de Leeuw, 2000]. A
community is also identified by the engagement of its members in joint action (MacQueen et
al., 2001; Mittelmark, 2001). Taking these elements into consideration, community is defined
here as a group of people that may change over time in terms of composition and level of
activity, but whose members have a sense of belonging together because of their shared
identity, habitation, problem or action.

Interventions at the community level [e.g., the community-based approach and community
development} are often included in the generic term community organisation. Despite the variety
of ideology and methodology in these interventions, they all share the idea that health problems
are determined by factors in people’s physical and social environment. Consequently, the promotion
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of health can be focused on changes at the community level, such as changes in social norms
and values, policy-making, regulations and in organisations. These changes then support individuals
in achieving healthy behaviour. These interventions aim at groups or whole communities, using
their own social structure and means to achieve self-formulated objectives and strategjes
(Minkler & Wallerstein, 1997; Rissel & Bracht, 1999). At the same time, this shows the main
differenice with traditional health education, which targets individuals, and whereby people are
relatively passive consumers of heaith messages and interventions.

Despite the fact that all comrmunity organisation models focus on organising communities,
with the aim of helping them solve their problems, there are also differences between such models.
They differ, for example, in the degree of participation by the population and the ownership of
the project. In community-based projects, (for example cf. Hartslag Limburg, Ronda, 2003},
professionals play a dominant role in aspects like the definition of problems and objectives. In
cominunity development [for example the Arnhemse Broek project, see Abbema, submitted)
the agenda is much more open to the inclusion of contributions and needs formulated by the
population. People are more in control of the process and actions, and they build their own
community.

To illustrate these differences, this thesis proposes a continuum of health interventions {see
Figure 4.1). One end represents a traditional perspective on health education, aiming at individual
behavioural change and proposed from the outside, while the other end represents community
development, seen as an empowering process in which people determine and implement their
own strategy for social change. In between these extremes, there are many forms of health
education and community organisation, which over time have become more and more
complementary, instead of being opposites.

Healﬁh Educatiuq . Community-Development
(individual level, risk approach, behaviour change) (community level, empowerment, social change)

Figure 4.1 Continuum of health interventions

Hartslag (Midden) Limburg was called a community-based project. This type of intervention
generally aims at behavioural change and disease prevention. The formulation of problems is
mainly based on epidemiological information, and objectives and strategies are more or less
determined by outsiders, the professionals. Ownership of the project therefore rests primarily
with the professionals (Boutilier et al., 2000; Goumans, 1998). Nevertheless, participation
intersectoral collaboration and the use of social networks are crucial elements to bring about’
the desired change.
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Along the proposed continuum of health interventions, community-based projects can be placed
somewhere near the mid-point.

4.1.2 Characteristics of community projects

Applications of community organisation models are generally called community programmes.
These interventions aim at the community as a whole, although target groups are sometimes
specified because of their status, specific problems or setting (like schools). Aiming at the whole
population means pursuing a small health gain for everybody instead of a large health gain for
a small at-risk group within the population {Rose, 1992). Potvin & Richard (2001) described
five essential characteristics to identify community programmes or projects: magnitude,
complexity, participation, longevity and flexibility. Obviously, these characteristics are associated
with the evaluation of community projects.

Magnitude
Community projects aiming at the whole population are large in magnitude and scope, even when
the geographical area is not sizeable. The working methods, activities and partners are diverse.

Complexity

Community projects intervene at several levels (from individual to societal} and make use of
multiple strategies to change the behaviour of individuals (Bracht, 1999). The idea that various
elements in people’s environment influence health and health-related behaviour is generally
accepted. Changes in individual behaviour are thus achieved by also modifying the social
context {local values, social norms, institutions, policies) {Thompson & Kinne, 1999). Many
partners have to be involved for the project to be successful. These elements make community
projects complex endeavours.

Participation

Participation is a critical element of any change process. Participation aims at improvement
at the individual or collective level. It enables people to make the most of existing capacities
and to increase their opportunities for development. [n the end, people should have become
more able to solve their own problems and stand up for their own interests (Minkler, 1997).
The direct involvement of the population in all phases of community projects improves the
achievement of health outcomes and favours sustainability (Bracht, 1999; van Assema,
1993]. The degree of participation in community projects, however, varies markedly, and
with it the ownership of the project, from professional authority to community authorities
and members.

Longevity

The process used by community projects is time- and energy-consuming. All steps, from mapping
the community to activities and evaluation, need careful planning and the involvement of many
partners, community actors and professionals from the health sector as well as from non-health
sectors.
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Flexibility

Adaptability and flexibility are characteristics of community projects, bec-ause pmjec‘ts ne.ed
to adapt to changing capacities, needs, problems and circumstances in the commumw
(Minkler & Wallerstein, 1997]. In fact, projects are shaped and developed through COHSF&I‘H
interaction with the community and collaborating partners (Potvin & Richard, 2001). It'is
advantageous if the project is able to respond to changing realities {Judd, Frankish, &
Moulton, 2001).

Community projects, however, are also constantly influenced by contextual factors, which
are beyond the control of the community but determine the success of the project. For example,
the organisation coordinating the project or the funding agency may influence the ability of
workers in the project to create opportunities for active participation by the population and to
balance power issues (Lafferty & Mahoney, 2003).

Implications for the implementation of communily projects and programmes
The above theoretical considerations have some implications for the implementation of community
projects like Hartslag (Midden} Limburg,

In the first place, community projects require a comprehensive and large input of financial
and human resources. Comprehensive, because the programmes have a large sphere of action
and use a variety of perspectives and disciplines. The input needs to be large because of several
reasons. First, the project needs to be accessible and project workers need to communicate
continuously with the community and collaborating partners. Secondly, these inputs are needed
over a long period of time. Not only funding agencies but also the organisation coordinating
the project and project workers easily get frustrated when resources run short before results
can be shown. Thirdly, to implement the processes as described, community projects benefit
from intensive planning and coordination. Fourth, establishing sustainable collaborative rela-
tionships and a common working agenda with the partners in the project is indispensable. This
includes an appropriate project structure, in which the organisation coordinating the project
guides and stimulates the collaborating partners.

4.1.3 Defining objectives, methods and outcomes in community projects
Defining outcomes in community projects has become important from several perspectives:
those of the funding agency, the professionals (project workers) and the community. From the
funding agency's and professional’s perspective, effectiveness and accountability are the key
elements. [n addition to this, understanding the progress of the project and creating learning
opportunities are also considered important from the perspective of the professional and the
community. Up to now, community projects have not been very successful in meeting these
needs (Merzel & D’Afflitti, 2003).

Professionals usually define health outcomes as changes in the health of an individual or
group, which are attributable to an intervention or series of interventions (Nutbeam, 1998].
These changes are generally formulated in terms of disease reduction or prevention. Furthermore,
this view supposes a linear relationship between the intervention and the expected change,
and a Randomised Controlled Trial (RCT) is likely to show the effectiveness of the intervention.
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In an RCT, & method originating from the biomedical and behavioural science paradigms, the’
contextual elements that might confound the results are controlled as much as possible.

In health education and health promotion, however, it is not always possible to strictly
control the context of interventions. In fact, this even runs counter to the principles and desired
outcomes of health promotion interventions like community projects. Although community
projects may aim at individual behaviour change, this will be enhanced by changes at other
levels, like social mobilisation, empowerment, networks for intersectoral collaboration, public
policy and regulations. Community projects have become more and more comprehensive and
complex {Goodman, 1998). They have broad and multiple goals and make use of multiple change
strategies, which require interaction with a diversity of actors in different settings. Furthermore,
comimnunity projects are developed on the basis of information, not only from an epidemiological
and behavioural diagnosis but also from a community analysis (Green & Kreuter, 1991, 1999;
Hancock & Minkler, 1997; Rissel & Bracht, 1999]. This commmunity analysis reflects aspects like
the capacities and strengths of the population and their needs for change, and can be an empo-
wering tool in itself. The findings from community analysis are the basic elements of the process
of formulating the objectives, strategies and outcomes of a project, and at the same time
represent the flexible and ever-changing context influencing the intervention itself. For the
above reasons, defining clear and measurable outcomes in community projects is a difficult and
intricate, but vital task for community members, professionals and academics.

To overcome these problems and to meet the need for planning and evaluation tools, Nutbeam
[1906; 1998) proposed an outcome model of health promotion based on the Ottawa Charter; with
different levels and types of outcomes (see Fig. 4.2}, The model distinguishes four levels. At the highest
level are social and health outcomes (quality of life, functional independence and equity, and mortality,
morbidity and disability]. In between the top and bottom there are two further outcome levels.

Health and
social
outcomes

Intermediate
health
outcomes
Health
promotion
outcomes

Health
promotion
actions

Figure 4.2 An outcome model for health promotion (Nutbeam, 19986)
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The first one represents intermediate outcomes determining the health and social outc‘ome‘s:
healthy lifestyles, effective health services and healthy environments. Thg second level is T:hat
of direct health promotion outcomes of the actions: health literacy, social mfluencg and acnpm,
and healthy public policy and organisational practice. At the bottom are the health promotion
actions of education, facilitation and advocacy. There is & dynamic relationship between and
within levels. The model creates an opportunity to guide the process of deciding whether to
concenirate on one specific action or to combine different actions in space and time. Moreover,
it stimulates a broad debate on ways to implement the complex task of logically linking problems,
objectives, outcomes, strategfes, activities and evaluation based on the principles of health

promotion.

4.1.4 Underlying mechanisms of community-based projects: participation,
intersectoral collaboration and activation of the social network

Participation, intersectoral collaboration and the operation of the social network are considered
to be underlying mechanisms of community-based piojects, bringing about changes in people’s
social, physical and organisational context (Bracht et al., 1999). Alternatively, these changes
support the individual in making healthy choices and changing risk behaviour. Each of these
mechanisms has unique features and dynamism, and the degrees to which projects make
active use of participation, intersectoral collaboration and social networks differ markedly. All
three mechanisms will be briefly described here in terms of their development and relevance
to comraunity-based projects.

Participation

Participation is seen as an indicator for health promotion (see section 2.1) and as an essential
condition for the success of health promoting activities. Since there are many definitions of the
concept, Robertson and Minkler (1 994] called it chameleonic. The essential elements in all these
definitions are development processes at individual and community level, shared responsibilities
and decision-making, and active involvement by the population. These definitions are based on
one of two perspectives on participation (Morgan, 2001). The first perspective considers parti-
Cipation as a ‘means’, signifying that population involvement leads to more effective, efficient
or inexpensive achievement of project goals (e.g. improvement of health services, promotion
of healthy behaviour). In the second perspective, participation is seen as an empowelment
tool, implying that people go through a process of critical dwareness, increased sense of
tontrol, social action and decision authorisation (Hoetjmakers, 2000b). The empowerment
process enables people to assume their responsibilities in diagnosing and warking out their
own health or development problems (Rissel, 1994). In this perspective, participation is seen
as an ‘end’.

The degree of participation has often been described in the literature, and a hierarchical arder
of form and degree has been Proposed [Arnstein, 1969; Rifkin, 1986). These authors distinguish
more or less active from passive forms of participation, and generally value the active forms of
participation more than the passive forms. This appreciation, however, should be coherent
with the particular type of intervention and jts objectives.
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Van Assema (1993] made another distinction, based on the phases of a community-based
project in which the population can be involved: planning and preparation, implementation
and evaluation. _ ' .
Creating opportunities for participation, however, is not as easy as it sounds. Getting people
involved requires a minimum level of awareness of the problem, as well as the subjective
capability to influence the problem. The latter applies especially to the involvement of people
with a low socio-econormic status who generally feel powerless {Wallerstein, 1992}, In community:
based projects, participation is mostly seen as a means, implying that empowerment is not
regarded as a principal objective and that less active forms of participation are applied.

Intersectoral collaboration

The literature describes health as a multidimensional concept with a physical, a psychological,
a social and a spiritual dimension (WHO, 1998). Not having simple unilateral determinants,
health promotion requires the dedication of multiple disciplines. In addition, problems in the
health domain are multicausal and exceed individual disciplines, so they cannot be solved by
the health sector alone {see also section 2.1].

Gray (1989 p.5) defines collaboration as ‘a process through which parties who see
different aspects of a problerm can constructively explore their differences and search for solutions
that go beyond their own limited vision of what is possible’. From: this point of view, collaboration
is a process that implies changes in organisations as new mechanisms evolve to bridge differences.
Collaboration takes time to achieve and occurs to varying degrees.

According to Gray (1989 collaboration develops through three phases: problem setting,
direction setting and implementation. In the first place, partners must develop a shared under-
standing of the problems that have to be solved and the goals to be achieved. Other fundamental
aspects are a shared commitment to proceed with the process and agreement on the collaborative
rules, including the resources each stakeholder will contribute. All parties must expect to gain
something from participating.

Over time, a successful process establishes a new set of institutional arrangements within
the problem domain. There will be new understandings that are shared, new ways of working
together and new ways of working within organisations to achieve goals that are common to
the participating organisations {Walker, 2000).

If intersectoral collaboration can be established in community-based projects, health problems
can be dealt with in a much more fundamental way. This requires, however, that a sufficient
diversity of stakeholders is involved, to bring all aspects of the problem forward, as well as a
stimulating chair (preferably the host organisation}, and managerial commitment by participating
organisations to enable implementation of solutions agreed upon.

Social network

The last principle of community-based projects described here is the use of social networks.
This means that information is disseminated through members of the existing social network.
Some people make use of mass media sources to obtain the information they want, while
others obtain this information mostly from the people in their own immediate social environment.
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People who have a low socio-economic status tend to use especially the latter source (Rogers,
1995). To reach this part of the population, therefore, information has to be diffused through
the members of their social network {Weenig, 1991).

According to Rogers (1995}, the right persons to diffuse new information and engage in new
behaviour are those called early adopters. Early adopters are not the first to adopt an innovation
but do so after balancing the pros and cons. They are the ones in the social network who are
respected and often are the opinion leaders in the community. Early adopters can act as ‘social
models’ and influence the adoption of new ideas by other members. It is not easy to identify
these eatly adopters in a social network because they are often highly educated and are not
closely connected to the network. The community analysis, however, should yield information
about the nature of the social network and the leadership, and the capacities and readiness for
change of the community (Rissel & Bracht, 1999),

One of the factors favouring the effective diffusion of messages in a social network is the
structure of the network {whether it is a close-knit network or not). Another important factor
s the frequency of spreading messages, and the information must fit in closely with the beliefs,
values and experiences of the network members (van Assema, 1993; Weenig, 1991).

Using the social network enables community-based projects to reach those people who are
difficult to reach through mass media health messages, but who have the heaviest disease
burden and the highest health risks. Furthermore, it puts health on the agenda of the opinion
leaders and increases their commitment to contribute to the project. Finally, the active use of
social networks by community-based projects promotes gradual changes in social norms,
beliefs and culturally determined behaviour patterns {van Assema, 1993).

4.2  Resurts of THE HARTSLAG (MIDDEN) LIMBURG PROJECT 2001 - 2003

This section presents the findings of the evaluation of the ‘Hartslag’ project, collected by means
of the monitoring instrument described in Chapter 3. It first reports on the period from April
2001 to March 2002 and then on the period from April 2002 to June 2003.

4.2.1 Exploring the field: April 2001 -~ March 2002

The collection of data from the project leader, project assistants and other sources started in
April 2001; at that time the project had already been underway for about a year. In this phase,
the project still needed to be further shaped by several activities that were planned: inviting
and contracting four municipal authorities to join the project, analysing the communities of these
four municipalities, forming health committees and starting the collaboration process, and preparing
a ‘kick-off’ event in each of the communities. Furthermore, the project team was to study and
select possible appropriate products/activities that could serve to promote physical activity, healthy
dietary habits and smoking cessation.

Some characteristics of municipalities, which had been examined beforehand, were decisive
in inviting four of the fourteen municipalities in the region to participate in the project: the
presence of local health initiatives, exam ples of intersectoral collaboration and political commitment
{for further information see Hoeijmakers, 2000a). This also refers to the inclusion as cases in
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the research on local policy-making {see 1.3.1). The project leader and the director of the RPHS
invited the responsible public health officers and aldermen to participate, in writing and through
verbal communication. Two municipal authorities agreed to participate, while two refused due
to a lack of manpower. Thereupon, the authorities of one other municipality were invited; but
they refused as well. One municipality itself took the initiative to join, and finally the RPHS
management decided that in one [originally invited} municipality, activities would take place
without active participation of the municipal authorities, so a total of four municipalities were
eventually included. In fact, all municipal authorities had questions about the contributions [in
terms of manpower and financing of activities) they were required to make. To make things
easy for the participating municipalities, it was agreed that the project warkers would take the
lead in organising and promoting the project and that the RPHS would finance the activities in
2001. These and other agreements, however, were never confirmed in a written contract between
RPHS, the project team and the municipal authorities.

Having a contact person [the public health officer) in three municipalities was a starting
point for getting to know the community. The geographical borders of the municipalities were
used in this case to define the community, and the aim was to reach the general public. In this
view of community, it is assumed that the population of the municipality shares certain values,
social norms and institutions and that it has a sense of belonging (see the definition of community
in the infroduction to this chapter].

Epidemiological data that were not yet available were collected, and municipal handbooks
were used to obtain information on existing organisations, groups and services in the municipalities.
A complete community analysis, including interviews with key persons and other inhabitants,
would have required too much time and energy from the small project team. Instead, the line
of action was largely determined by the input of the contact persons, who were supposed to
act as spokespersons and relay the needs of the population to the profect team.

By March 2002, the idea to have a ‘health committee’ installed in each community was
abandoned, due to lack of time and enthusiasm among the contact persons to participate in yet
another committee, and the project’s staffing shortage. At that time, the project leader had
been working alone for about half a year, because the project assistant’s contract had not been
renewed. Mew staff was hard to find, as there was insufficient support from other departments
in the RPHS. As a consequence, very little time could be spent in ‘the field’, to link up with
community representatives.

Besides the idea to closely connect with the knowledge and input of the contact persons
at the local level, there was also a need to link up with national campaigns on the targeted
health issues and to use the products developed by national organisations like STIVORO
{Dutch Foundation on Tobacco Control] and the Dutch Heart Association. Furthermore, the
project leader studied opportunities to collaborate with regional organisations and projects in
the field of health and well-being, such as central Limburg home services, the University of
Maastricht Department of Health Education and Health Promotion and the welfare sector.
Using existing products and initiatives was thought to be in line with the principles of community
projects. Much effort was indeed spent on making contacts, mostly with professionals, to
discover opportunities for collaboration, and to find appropriate and feasible activities. The first
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activities in this year were not part of a broader plan and were meant to brmg the project mj
the attention of the population. For example, the project took part in the ‘World Heart Day
and ‘a fair for the elderly’. Beside these activities, a pilot study was implemented on the intake
of fruit and vegetables at a primary school and cooperation was started with a profect on tailored
nutritional advice developed by the University of Maastricht. An overview of the project

activities from 2001 to 2003 is given in Table 4.1.

Table 4.1 Activities of the Hartslag (Midden) Limburg project

actiy - Theme Request

World Hear Day - physical activity ves

Me‘eting to irform éy}déri’y ’ healthy lifestyle yes

;Pi‘idt study on fruit and veg‘etabfle' ih'téke < healthy diet o
Heart men hospital rostarant healthy diet o G
Tailored nutritional advice (VOM) healthy diet os
Mesting to inform, CVD patients healthy lifestyle s
Fair for the elderly healthy lifestyle oo
Junior Heart Day physical activity o
Junior Heart Day, educational package physical activit w7
Tailored lifestyle advice (ALOM) healthy lifestyle o
Information fair & calendar ‘safety’ o
Heart to heart, walking tour physical actiity o

Fair for the elderly (55+) physical activity o
Open day at physical activy cente physical activity s
Holiday activities for children healthy diet o
Leaflet stand healthy lifestyle s
Fruit and vegetables project {schools) healthy diet o

" (W) Weert, (R) Roermond, (RN} Roggel & Neer, (RD) Roerdalen
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As of January 2002, two new project assistants started to work on the project, one working on
communication activities and the other as an assistant to the project leader. The teamn worked
together intensively and enthusiastically. A final comment about this period concerns the
merger between the RPHS in central Limburg with its counterpart in the north of the province.
This became effective as of January 2002, but preparations in terms of reconciling the
organisational cultures and reorganising structures required time, energy and much input from
the project leader, as had indeed already been the case in 2001.

Callaborating organisation

Professional /non-prof,

professional

non-professional

professional {primary schoal)

professional

professional

Non-professional

professional
professional (primary schools)
professional
professional
professional

professional

professional

non professional
non professional

professional

local /regional /national
local and national

local

local

regional

regional (>1)

local

Jocal

localischools) and national
local

regional and local

local

local and national

tocal

local

local {>1)

local

regional and national

 Municipality*

RD/R/W
R
R

RD/R/W

R
R
RD/R/W/RN
R/W

RD /R /W /RN
Ri

AD

Period

2001, 2002
001
2001
2001
2001, 2002
2001
2001
2002, 2003
2002, 2003
2002
2002
2002
2002
2002
2003
2003
2002, 2003
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4.2.2 The implementation: April 2002 — June 2003

This period was characterised by ongoing contacts with a great variety of 'organisatﬂons gnd the
implemnentation of a range of activities in the four municipalities. Attention was also given to
continuing and integrating these activities in the existing structures.

Contacts

Contacts with a variety of organisations, to promote the project and seek opportunities to collaborate
in the implementation of activities, remained a key element in this period as well. Contacts were
made with local organisations rather than with regional ones, for example a restaurant offering
cooking classes for children, a guide who leads exercise and recreational walks, and a library.
Most of these organisations are professional bodies; there were fewer contacts with local non-
professional initiatives like the ‘holiday activities for children’. The contacts that had been built
up in the first reported period were sustained and extended to other organisations. More
projects, such as a ‘fruit and vegetable project’ at primary schools, were linked up with
Hartslag (Midden] Limburg. Apart from promoting the Hartslag project, the project leader had
to fulfil other tasks for the RPHS as well, resulting in an extensive network with a great variety
of possible partners for the project. Some of these partners participated in single activities (see
Table 4.1}, in the preparation, but mostly in the implementation phase. However, partnerships
were not developed at a structural, sustainable level to such a degree that organisations became
cominitted to the project, Section 4.3 (under Intersectoral collaboration) elaborates further
on this point.

The project team continued to use campaigns, activities and materials developed by national
organisations. The project workers acted as intermediaries for these national organisations and
used their products for project purposes as well.

Although the project leader communicated with the public health officers and the relevant
aldermen in the municipalities at irregular intervals, their cooperation and support for the
project was maintained to some extent.

The project team met every other week to discuss existing and new activities and the
division of tasks. The project leader discussed problems with the RPHS management and informed
colleagues about the development of the project. This, however, did not automatically lead to
support within the RPHS.

Activities

Most of the activities were implernented in 2002, some in collaboration with other organisations.
Deciding which activity was going to be developed was primarily dependent on requests for
assistance received by the RPHS. For instance, the request from a local library in one of the
municipalities to participate in a day of activities on the theme of ‘security’ that they had
organised led to the development of an educational ‘birthday calendar’ and a presentation on
the project on that same day. Other such activities were: the distribution of educational
packages on physical activity for primary school students [‘Junior Heart Day’) and the fair for
the elderly. This type of activity does not require close collaboration with representatives of the
population or other organisations for its preparation or implementation; only the requesting partner
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is involved. The recruitment of businesses that were willing to invite their staff to participate in
a lifestyle study by the University of Maastricht was a time-consuming but (in the view of the
project workers) not very fruitful activity. Physical activity was the subject of more activities
than the other lifestyle themes. The number of activities implemented in the four municipalities
varied (see Table 4.1). The municipal authorities concerned were asked to contribute to the
costs of the different activities.

The promotion of the project itself by means of publicity materials was one of the key points
in this period. These materials (logo, cards, letters, pamphlets) were developed by one of the
project assistants and were used for the general promotion of the project as well as for the
announcement of the activities {posters, reminders). Furthermore, some materials were produced
to support the implementation of activities (placemats, birthday calendar, certificates). As a result,
the project developed a recognisable image, which increased public awareness but was also
beneficial for the various parties involved (e.g. politicians and collaborating organisations) to
identify with.

Finally, health education materials were provided to a community centre in one of the
municipalities in 2003, as a continuous activity of one of the project assistants, This was one
of the few opportunities to be out in the field. The project leader often mentioned the lack of
field wisits (‘] would like to meet the contact persons in the municipalities more often’, ‘we
need a fieldworker’]. The need to describe the project in terms of objectives, strategies and
progress was also expressed regularly in these two years. The project leader, however, could
hardly meet this need because she also was responsible for other activities of the health promotion
department than the Hartslag profect. The progress was in fact only secured through the
continuous contact and solidarity between the team members.

Follow-up

Finally, the project team started to develop ideas to integrate the project activities in the actual
organisational and product structures of the RPHS, which wete dominated by the reorganisation
after the merger. The RPHS in Central Limburg had to change its organisational structure
fundamentally. Before the merger, the RPHS had supplied a complete, standardised package of
services to fourteen municipalities: an input-oriented practice. After the merger, this was developed
towards service delivery based on specific requests by individual municipal authorities or a
group of them (which numbered 27 after the merger]. In this so-called ‘diversified products
provision model’ [Keuzemodel Producten Aanbod, KPA), municipal authorities have the
opportunity to put forward health problems in their area and to request the RPHS to develop
specific interventions (preducts) to address these problems. In fact, this system is ideal for
health policy-making from a rational perspective [see section 2.2.2). RPHS and the municipal
authorities both hope that this methed will improve effectiveness and accountabiiity and their
collaborative relationship. However, for economic and practical reasons, products have first
been described on the basis of ‘current’ and ‘desired” services. The products are divided into
three categories: {1} products RPHS is legally obliged to provide (WCPV; described in section
1.1.2); {2) highly recommendable products that RPHS is not legally obliged to provide; and (3)
optional products.
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The transformation of the Hartslag (Midden} Limburg project into an optionai product qnder
this KPA model was the only way to secure the benefits of more than three years of work z{s a
community-based project. The project team devoted much time and energy to documenting
and describing the work they had done (van de Kar, 2004}, to make it available for future use.
In Januwary 2003, Hartslag was presented as a KPA product to promote a healthy li.fes‘tyl‘ehe,
linking up with the intentions formulated in the same period by the municipalities in their
memorandurn ‘local health policy’. The further development of this and other products of the
RPHS’ department of health promotion, in order to meet the needs of the municipalities {seen
in this context as purchasers of RPHS products), became the main concern of the project leader
in particular. This continued after June 2003. No more project activities were implemented in
the last months of this reported period.

4.3  DiISCUSSION AND CONCLUSIONS

The Hartslag (Midden) Limburg monitoring instrument provided information on the imple-
mentation of the project as planned and on the application of the concepts underpinning
community projects like participation, intersectoral collaboration and the use of social networks.
This section compares the planned process [see section 3, 1] with the results. It first discusses
to what extent the characteristics of the Hartslag (Midden) Limburg project correspond to
those described in the literature on community interventions (see section 4.1), after which it
surveys the results in terms of participation, intersectoral collaboration and the use of social
networks, and finally the involvement of the municipalities. The section ends with some
concluding remarks on the roles of the project workers, the structures needed to develop
community projects and the dyadic relation (mutual and interdependent) between ‘Hartslag’
and the research on local policy-making,

4.3.1 Community-based health interventions in Central Limburg; discussion

Characteristics of comm unity projects: magnitude, complexity,
participation, longevity, flexibility

The Hartslag (Midden) Limburg project was developed, implemented and then integrated in
the RPHS” product structure within four years. This is rather short in view of the long time
span needed for community health promotion interventions to grow to their full potential
{Goodman, 1998; Potvin & Richard, 2001). The project addressed activities for the general
population of four municipalities [with 113,100 inhabitants). The project did indeed have
considerable ambitions, particularly in view of the small size of the project team. The actual
scope of the project, however, was not that large. The activities were restricted to the individual
level, educating people mainly on healthy physical activity and healthy food intake, whereas
alternating and repeatedly addressing multiple health behaviours is known to be necessary to
achieve any behavioural change {Ronda, 2003; van Assema, 1993). No interventions aiming
at modification of the social and physical environment were identified within the project, even
though this type of intervention is considered even more important than the educational activities
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in community projects {Berkman & Kawachi, 2000; Smedley & Syme; 2000). A combination-of
interventions at different levels (individual, organisational, policy and community) has frequently
been advocated in the health promotion literature [e.g. Goodman, 1998). This is also reflected
in the outcome model for health promotion (Nutbeam, 1998} illustrated in Figure 4.1. The
activities of the Hartslag project all fit in the left-hand column, that of educational actions aiming
at health literacy. But they were not combined with activities on advocacy and facilitation aiming
at healthy public policy and organisational practice, or on social influence and action. There
seems to have been no relationship or interaction between the health promotion actions within
the (bottom]} level or within the level of direct cutcomes. The interaction between levels of the
model cannot be assessed because no effect evaluation was done in this case. The above-mentioned
one-sided attention for or emphasis on educational activities is still common in {community)
health promotion practice, as was also argued in section 2.1.

Participation
Although participation was considered an important means to achieve the objectives of the
project, it was the professionals who drove the project in almost all respects, from the defining
of the problem to establishing the objectives and proposing solutions and strategies. Requests for
health education or to join in with any planned activity, submitted by clubs or local professionals,
were greatly welcomed and enthusiastically responded to by the project team. The general public
and intermediaries, for example in schools, only participated in the actual implementation of
project activities. In fact, they were the consumers of the activities. Arnstein {1969] calls this
passive form of participation symbolic or non-participation. Rifkin (1986 calls it benefits, meaning
that the community passively receives services and education provided by health professionals.
The project team’s intention (see 3.1] had been to set up health committees, facilitating the
participation of representatives of the community in all phases of the project. However, this pivotal
element for the success of any health promotion intervention in bringing about change at the
community level (Bracht, 1999; Minkler, 1997; Morgan, 2001} never materialised, and the project
operated at a certain physical and psychological distance from the community. It was fully owned
by the RPHS. The lack of [specifically trained] staff, lack of time and the fact that no community
analysis had been done, may have contributed to this low degree of community participation.

Intersectoral collaboration

The project team thought it would be beneficial and necessary to start collaborations with
various disciplines in different sectors and representatives of groups and clubs, who were active
in the community. They succeeded in linking Hartslag with several existing projects and
activities of other professional and non-professional organisations, but were less successful
regarding the follow-up to these shared activities in order to create coherence and motivate
organisations to participate in a sustained collaboration process. Factors which facilitate such
sustainable intersectoral community mobilisation have been described by Bourdages {2003].
The main points are involvement of concerned and influential community members, instalment
of local coordinating committees with clear leadership and decision-making mechanisms, clear
objectives, tasks and responsibilities of involved partners and official support. In addition, the

79



chapter 4

project leader did not have enough time to act as an ‘entrepreneur” (which is thought to create
comritment by different stakeholders to contribute to the solution of 2 commonly perceived
problem] {de Leeuw, 1999},

Because no sustained collaboration process developed, it may be assumed that coalitions or
partnerships (of professional organisations or groups), which might have had a strong influence
on local health policy-making, did not materialise.

Social network

The social network in the four communities was not mapped out and since no community
analysis was available, the project team could not identify opinion leaders or so-cailled ‘early
adopters’ {see 4.1). The project workers were not familiar with mapping and the use of social
networks, in which opinion leaders and early adopters are considered important. In fact, this
concept was not even actively used to disseminate information and health education messages.
The team used mass media communication channels like pamphlets, periodicals and a billboard
at a community centre. It may be assumed that the general public received these health messages,
but this was probably less true for people with a low socio-economic status.

Municipal authorities

The project team succeeded in informing the municipal authorities (mainly by addressing the
local public health officers) about the progress of the project. Where necessary, activities were
approved and financed. Nevertheless, the involvement of the public health officers and especially
the aldermen of the four municipalities remained passive and the initial enthusiasm of some of
them waned over time. The municipal authorities showed no intention to assume an advocacy
role, nor did they invite the project leader to participate in the local policy-making process on
health issues. This may be attributed to the lack of a ‘contract’ describing clear tasks and res-
ponsibilities of the municipal authorities or of the RPHS. Furthermore, it may be explained by
the crucial differences between the routine operating practices of murnicipal authorities and
public health professionals. Finally, the irregular and scarce contacts, which were mainly aimed
at the implementation of activities, may have maintained the distance between the offices and
practices of the two parties involved. '

External factors have influenced the development of the project more than anything else.
The team members (with their non-specific expertise and experience regarding community
health promotion, their small number and personnel changes} and the merger process of the
RPHS had an enduring impact on the project. This resulted in the abandoning of a number of
crucial principles of the community-based approach, like the establishment of a project structure
that promotes participation of the population but also a continuous collaborative process between
different sectors for health promotion in the community. In addition, the extensive planning
and co-ordination needed for this type of health intervention was reduced to a minimurmn.
Finally, the project turned out to be an expression of creative health education in a number of
municipal settings, addressing certain aspects of the unhealthy lifestyle of persons. According to
the settings typology, this could be called a ‘passive’ model (Whitelaw et al.,, 2001). Whitelaw
et al. argue that such a model assumes that both the problem and the solution are situated at
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the individual level. This setting is seen and used as an ideal place to deliver health educative
messages and to offer activities to the target group, so merely as an access point.

The original plan, however, was very different from this. The project may therefore be situated
more to the left of the health interventions continuum (see Figure 4.3} than might be expected
for a community-based project.

Health Education Community-Development

Figure 4.3 The position of the Hartslag project on the health interventions continuum

4.3.2 Concluding remarks

Structural conditions

The Hartslag (Midden) Limburg project copied its principles from community-based projects in
other parts of the country [especially Hartslag Limburg) and from internationally renawned projects
(like the North Karelia project in Finland}. During its implementation, the project gradually changed
course, because a number of structural conditions were insufficiently met. Even though the project
leader invested a great deal of effort in meeting basic conditions like materials, goodwill and support,
manpower and networks, these remained limited. These and other structural conditions, however,
seem 1o be of fundamental importance to make community interventions work. In other words,
taking over best practices is fine but only if the specifically required investments are fully provided.

Roles of the project team

A comrmunity project involves different roles, relating to the preparation and implementation
of interventions in the community, strategic activities and networking activities. In this case,
all these roles were combined in the project leader. The RPHS leadership and management,
however, should have actively contributed as well, specifically in the strategic and networking
activities or in creating structural conditions. This might have involved training facilities for
leadership and expertise, development of the project strategy and organisational policy, manpower
and the creation of goodwill and support within the RPHS as well as at municipal levels and
in other professional crganisations.

Dyadic relation between ‘Hartslag’ and local health policy-making

Our study hypothesised that the actions and direct outcomes of a community-based project
would provide a stimudus for policy-making at the local level. As has been described above, the
project did not evolve along the planned course. It slowly drifted away from pivotal elements
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of community health promotion interventions, and failed to achieve a connection (in terms of
collaborating actors and the population) with the policy-making process. Therefore we cannot
expect to find clear indications for a dyadic relation between the project and the policy-making
process at municipal level.
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5

REFLECTIONS ON EVALUATION:
APPROPRIATENESS, ROLE OF THE
EVALUATOR, CHALLENGES

Chapter 4 suggested that a combination of structural conditions and process elements has had
considerable iImMpact on the functioning of the ‘Hartslag’ project in central Limburg, This chapter
discusses the appropriateness of the methods used to evaluate the project and the role of the
evaluator, [tis argued that participative evaluation or action-guided methods are more appropriate
but also more challenging in evaluating community projects, compared to positivistic approaches.

5.1 THE PREVENTION AND HEALTH PROMOTION PARADIGM

Preventive programmes and projects are often characterised as a risk factor approach to public
health (Potvin, 2003]. The aim of these programmes is to improve the health indicators for general
populations, or in other words, to reduce morbidity and mortality rates in the population for
specific diseases like cardiovascular disease, cancer, diabetes and respiratory diseases. Knowledge
in this field derives mostly from epidemiology, with risk factors as the main concept. The focus
of this approach to prevention is on the individual and the disease. In this perspective, disease
is largely viewed as an objective state (Springett, 2001a}, and interventions aim at managing
risk factors and correcting the problematic situation. Health education and interventions providing
the conditions for healthy choices characterise the practice of prevention [see also Table 2.1).

Health promotion, as it has evolved over the last decades, has a different set of characteristics.
What distinguishes health promotion from prevention is its focus on health instead of disease,
whereby health is seen as socially constructed and a resource for everyday life (Kickbusch,
2003). Health promotion focuses on persons in their context and on society (Rootman, 2001;
Springett, 2001b}. Capacity building for health, empowerment and participation are the terms
used fo emphasise the central position of people in the whole conceptl. In health promaotion,
complex social phenomena are identified, requiring complex interventions (Koelen, 2001].
Potvin {2003) called this a social development approach to public health (see alsoTable 2.1). By
implication, health promotion practice is socially constructed. Furthermare, it is a multidisciplinary
endeavour with intersectoral collaboration as a key feature. All actors contribute, in varying
degrees, to the process and the final outcome. Knowledge is ‘created’ from dialogues between
a variety of partners (lay persons, professionals and scientists).

5.1.1 Creation of knowledge: positivism and constructivism

Without ignoring the existence of interventions that combine characteristics of both health
promotion and prevention, the two can be distinguished in terms of the values underpinning
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the approaches. By consequence, one can also distinguish two, more or less contrasting, paradigms
on the creation of knowledge about the process and value of health interventions: positivism and
constructivism.

Positivism originated in the natural sciences. In this approach, ebjectivity is crucial and
understood as knowledge generated by preferably experimental or quasi-experimental research.
Variation in context must be controlled as much as possible (Potvin, 2003; Rootrnan, 2001).
This aliows causality to be demonstrated, which is therefore the main topic of research. The
knowledge obtained, by external observers, is mostly provided to decision-makers at the end
of the intervention or programme.

In the constructivist paradigm, ‘critical subjectivity’ prevails. Personal perceptions and
observations are critical elements in the construction of reality, a construction which reflects
the values of different actors in a programme. Objectivity and causality are denied [Rootman,
2001}, Emphasis is put on unique processes and the complexity of the specific, situational
context. The knowledge obtained is mostly used for the (on-line] improvement and development
of the programme at hand, and generalisability is therefore a much-debated issue. The essential
tools in constructivism are considered to be participatory methods and critical dialogue, which
are thought to empower the participants working with these methods (Springett, 2001b).

In sum, the basic difference between these two paradigms is to be found in their contrasting
views of reality, which in the former is a fixed, controlled reality and in the latter a dynamic,
complex and socially constructed reality {Nguyet & Otis, 2003).

5.2 ADDRESSING THE ISSUE OF APPROPRIATENESS AND THE ROLE OF THE
EVALUATOR

Some elements, besides those common to evaluation, are pivotal in the evaluation of health
promotion interventions and programmes {Rootman et al, 2001). One of these elements is
participation, which is closely connected to the potential of an evaluation to empower individuals,
organisations and communities (see also 5.3 under Challenges). Furthermore, evaluation should
be introduced early and should be integrated in all stages of the programme. As health promotion
interventions are complex, with no clear linear relationship between input and outcome, an
evaluation framework must be flexible enough to capture this complexity.

5.2.1 Appropriateness

Evaluation can serve different purposes, depending on the aim and type of intervention, the
type of knowledge required and the resources available. In this regard, questions need to be
answered about the appropriateness of the evaluation, that is, its appropriateness for what is
being evaluated and for the parties for whom it is evaluated (Springett, 2001a).

As regards the Hartslag (Midden) Limburg project, it would seem at first glance that the
positivistic paradigm is most congruent with the type of intervention, which involves prevention of
disease and changing individual behaviour through the interventions. Nevertheless, a closer look
at the aim of the project evaluation shows that it is also about social change. The project seeks to
bring about change in the collaboration between sectors, increase participation by the population
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and build bridges between policymalkers and local groups and organisations. The purpose of the
present study was to assess the meaning and value of these mechanisms, partly for the purpose of
local health policy-making. Hence, constructivism seems a more appropriate perspective, This,
however, has major implications for the evaluation design and the methods to be used.

Looking at the issue of the parties for whom the evaluation is carried out raises the question
whose interests will be served by the outcomes of the evaluation. This also determines whose
values are used to assess the intervention. In the evaluation of health promotion, people are
the central issue and the evaluator adopts their values. In the case of Hartslag [Midden) Limburg,
criteria to assess the outcome of the project as successful or not were determined by the evaluator
{on the basis of goals specified by the project). The perceptions of the collaborating organisations
and the population concerning the activities and functioning of the project were not investigated.
This may have narrowed our perspective on the process and results, as well as on the factors
determining these results.

5.2.2 Role of the evaluator

The role of the researcher as an evaluator in the positivistic paradigm differs fundamentally from
that in constructivism. An evaluator who expects knowledge to be objective, as in positivism, takes
an external position. The evaluator is the expert, who uses scientific methods and generates general
knowledge about an object. The interaction between the programme evaluated and its context is
controlled. An essential feature is the non-interference with the intervention and the power to
control the process of collecting facts (Springett, 2001D). The evaluator is a specialist who relates
means to desired ends, assuming that this is primarily a technical endeavour (Schwandt, 2001).

In the constructivist paradigm, the evaluator is an active participant in the evaluation, as
are other stakeholders. Knowledge is generated by partners in a systematic inquiry based on
their own categories and frameworks (Springett, 2001a}. Every situation is viewed as unique
and the knowledge obtained is also called practical wisdom {Karlsson, 2001; Schwandt, 2001).
The emphasis is on learning and change. The key to the learning and change process is dialogue,
in which the exchange of ideas allows a more integrated and better understanding of the situation
and may finally shape a new social reality. The role of the evaluator is to create conditions that
enhance dialogue [Karlsson, 2001; Springett, 20010} and to be a critical interlocutor and interpreter.
In fact, the evaluator is not concerned with technical and methodological rules, although she takes
knowledge and the tradition of evaluation into account {Schwandt, 2001).

In the *Hartslag’ project, the task of the evaluator was to monitor the activities and develop-
ment of the profect. Furthermore, we wanted to obtain in-depth information about the factors
influencing this specific development and the mechanisms leading to the social change described
above. It was up to the evaluator to check the collection of the required information (in terms
of, e.g., type of information, amount and frequency). Most of all, the evaluator attributed value
and interpreted the data collected. Although it became cleat, even at the end of the first year
of monitoring, that the project was deviating from its objectives, weakening its potential as a
community project, these findings were hardly communicated to the project team and the
RPHS, let alone to the collaborating partners and participants in the project.

Some advantages and disadvantages of such an external role are fisted in Table 5.1.
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Table 5.1, Advantages and disadvantages of having an external evaluator

Advantages : o maaﬂvantages
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ipants “the peopﬂ mvelwsd
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a8 an expen hy pm@mmme part : ;

pmject nor of the Them isa danger of mismterpretatmns of the
d therefore not nercemmns behawour and motwatmns of the
e acmrs lﬂVONBd in the urcuect

oky,at the project. Laammg upportum‘t B8 are hmxted m the evaluator
i and shanng of 'th fi ndmgs takes place aithe end
only : o

The Evaluamr can 'take a detacned view of the There is no gain for the pmjem as auch except in
difficulties and possnrale fa:lures because s/he is not  terms of prestlge

It is easner for the eva!uator m be ij\BCI Tﬁei evaluation does not involve stakeholders of the
‘ G projeet, so the tmdmgs and recommendatlons are
easrly ngnored :

No oum‘usmn can aruse amut mles and tasks of the
avaluator,

Based on: Springett (2001a; 2001h) and Karlsson (2001)

5.3 CHALLENGES AND CONCLUSION

The final section of the second part of this thesis reflects further on how we have applied our
monitoring instrument, and compares this with current insights into the evaluation of community
health projects.

Challenges

Current evaluation of health promotion interventions s not always congruent with its underlying
values and the complexity of phenomena these interventions address (Koelen, 2001; Schwandt,
2001). Springett proposed a framework for {participatory} evatuation in health promotion, which
is heavily based on the tenets of participatory research and action research. Fourth—generation
evaluation is another participatory scheme of reference, which challenges positivistic evaluation
methods (Guba & Lincoln, 1989]. Differences between the three {participatory evaiuation,
participatory research and action research) are blurred, and a wide diversity is seen in practice.
All three, however, challenge the notion of the independent and objective researcher and the
relationship between the evaluated and the evaluator, and aim for this to be changed. Participation
in participatory evaluation means engaging in dialogue at all stages of the process of evaluation.
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By consequence, those who are being researched are empowered {van der Plaat, 1995}. The
process is considered to be as important a product of the evaluation as is the evaluation report
{Springett, 2001a). The process continues after the evaluation or research has ended. Evaluation
contributes to sustainability of the change induced by the project {Green, Daniel, & Novick,
2001; Koelen, 2001). This makes participatory evaluation particularly appropriate for community
health promotion {Potvin & Richard, 2001).

The approach described above and the current debate on the evaluation of health promotion
interventions challenge the way we evaluated the community-based Hartslag (Midden) Limburg
project. We used dialogue between the project workers and the evaluator as a tool to understand the
development of the project. The perspective of the project workers on problems and solutions was
systematically explored, but mostly by consulting ther, while the perspective of other stakeholders
was hardly investigated. The ideas of the evaluator herself were shared only sparingly with the project
weorkers. The evaluator gave meaning to the data and wrote petiodical (personal) reporis, but after
more than two years, the findings still had not been specifically and formally communicated to the
stakeholders of the project. In sum, the dialogue was one-sided and was not used to its full poteniial.

Table 5.2. Advantages and drsadvantages of evaluators as co—pan‘vc:pants

Aduamages

The svaluator helps to wi in the support m‘
programme or.project staff and other groups durmg
the implementation of the study.

Stakeholders lgarn about-evaluation:.

People who have participated have a greater
interest in and commitment to using the results.

Evaluation becomes a means of staff development,
in such a way that they gain insight into what they
are doing.

Information fram stakeholders makes the study
more valid; they know which questions are most
relevant and thus which data need to be collected.

Concentration an narrow Issues, mainly determined
by the evaluator, is prevented.

Issues of power are more balanced. Participation
tends to level the field and stakeholders acquire
ownership.

Dnsadvamtages

Professionalism may suffer when the actual
conduct of-the study is turned over 1o stakeholder

¢ groups {in the extreme case).

 The kn‘owlédge generated by this approach is less

appréciated by scientists and decision-makers {i.e.,
funding parties).

The evaluator risks adopting the interests of one or
the other interest group and lose objectivity.

The evaluator has to manage a range of tasks,
such as facifitation and coordination of the process,
being a pariner in the dialogue, and interpretation
of different realities.

An inordinate amount of time is required because
consensus has to be reached at different phases of
the study.

It is difficult to choose the ‘right’ representatives of
interest groups.

Based on: Springett (2001a; 2001b), Weiss (1998) and Potvin & Richard (2001)
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A more participative approach might, in this case, have provided an arena for sharing ideas and
perspectives among all actors in the project [RPHS, project workers, collaborating organisations
and community} as well as for shared decision-making. Regular feedback and discussion of the
progress of the project might have led to the involvement of the different actors becoming
stronger, continuous and sustainable. The empowering process could also have contributed to
an active involvement of organisations and local groups in policy-making. While a participative
approach might not have prevented the project from developing in the unforeseen way it did,
from a professional or scientific point of view, it could have at least taken a form based on the
values and consensus of all actors involved. Although participatory evaluation, with the evaluator
acting as a co-participant, seems most appropriate for the evaluation of health promotion inter-
ventions, there are still some critical points to overcome. These are listed in Table 5.2 below.

Conclusion

The evaluation of the Hartslag {Midden) Limburg project might have been more appropriate and
meaningful if a participative approach had been chosen, for three reasons. First, apart from being
more appropriate for community health promotion in general, it would have been more congruent
with the purpose of the evaluation, the project itself and the type of knowledge required, which
was in-depth knowledge of the mechanisms underlying a community-based project that aimed at
changing risk behaviour. A more participatory evaluation might have facilitated the understanding
of an evolving and dynamic situation. Secondly, participative evaluation would have provided
astructure to render the actual involvement of all stakeholders of the project more likely and
continuous. In turn, such an involvement would probably have led to sustainable collaboration and
actions to improve people’s health. Thirdly, and perhaps most importantly, participatory evaluation
has an empowering potential. Giving professionals and community members the opportunity
to learn enables people to take control over the conditions that create health, inclading the
ability to influence policy-making.
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RESULTS RELATING TO LOCAL HEALTH
POLICY-MAKING

The first part of this thesis outlined the background to our inquiry into local health policy-
making. The Dutch Minister of Health, Welfare and Sports has made the development of local
health policy obligatory, because of the unsatisfactory implementation of the law on collective
prevention in public health (WCPV) by the Dutch local administrations and the sometimes
problematic relationship with their regional public health services (RPHS). The RPHS in the
Central Limburg region, which was charged with implementing local health promotion and
advising the fourteen municipalities in the region, initiated a community-based project, which
was discussed at length in part I, as well as the research underlying the present thesis.

Part I[1, comprising three chapters, presents the results of our inquiry into local health policy-
making in four municipalities in Central Limburg. Chapter 6 reflects on the operationalisation of
this inquiry in more detail. Chapter 7 presents the cases (municipalities) used for our case study,
and describes the situation at the time when the development of local health policy-making
started. Chapter 8 presents the findings of our research during and after the development of
local health policy.
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FURTHER REFLECTIONS ON
OPERATIONALISATION

This chapter prepares for the presentation of the findings in the next chapters by elaborating
on the operationalisation of the present study and the methods we used. These explanations
are needed to understand the findings resulting from this operationalisation.

The present study on the development of local health policy devoted specific attention to
the contribution made by local health promotion interventions and to the involvement by and
interactions between stakeholders in the policy process. The theoretical framework for this
study {see chapter 2] is based on principles and concepts of health promotion and an interactive
dynamic perspective on policy-making. The Theory of Streams (Kingdon, 1984, 1995} contributed
greatly to this perspective on policy-making.

In part II of this thesis we have described the development and implementation of the
community-based cardiovascular prevention project called Hartslag {Midden) Limburg. One of
our conclusions was that the project was ultimately unsuitable as a topic for the present inquiry.
This forced us to focus even more closely on the evaluation of the policy-making process
as such. The change of focus of the inquiry had major implications for its operationalisation, as
will be described below. Although the Hartslag [Midden) Limburg project was thus no longer
the focus of our study, we did consider it to be an important contextual factor and included it
in the evaluative framework [see section 2.4.1).

This chapter elaborates on methodological issues in the policy development processes.
After we had developed the theoretical framework for our investigation, we identified the
necessary research methods and tools, and subsequently adapted them to the unique research
context. In section 2.5 we have described these various research methods used in this study
in terms of the development of the research instrument, its application and the analysis of the
data collected. The interviews held in each year of the study formed the largest data source.
In this chapter we reflect mainly on this part of the work and discuss, how the first results
informed subsequent data collection(s) and how this iterative process affects the interpretation
of the findings presented in the next chapters. Naturally, other data sources, field notes and
document analysis Wwere also used to support the findings.

Operationalisation
The iterative nature of the operationalisation of theoretical concepts into interview questions
eventually led to the refinement of our study by concentrating on the interactions between

stakeholders,
Operationalising theoretical concepfs as interview questions was based on a number of
specific research domains: the stakeholders’ perspectives on local health policy, their interests,
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their influence on policy-making and their involvement and relations in collaboration processes.
With respect to the latter domain [collaboration and interrelatedness], the 2001 interview
questions were rather open: ‘Could you tell me with whom you collaborate?’ and ‘What is the
purpose of this collaboration?” (See Appendix 1.a} A list with the stakeholders identified
previously as the most important ones in local health policy-making helped the responderits
answer these questions (see section 7.2). In the first analysis of these data, we categorised the
answers into collaborative activities at operational level and at policy level. After further scrutiny
of the same data, we set up matrices for each case {municipality), representing the relationships
among the stakeholders at the operational and policy levels, ta a total of eight. At a later stage,
these data were entered in Visone (www.visone.de), a program that we used to compute network
graphs and density and centrality indices (for explanation, see below).

On the basis of our chosen theoretical framework and the insights gained from the
interviews held in 2001 before policy-making really started, we developed a comprehensive set
of evaluation criteria {see evaluative framework in chapter 2} and formulated four propositions
to further specify the expectations we had about the development of the policy process in Central
Limburg (see section 8.1).

Our newly gained insights and the evaluative framework guided our thinking on what we
needed to know in assessing the progress of local health policy-making by the end of 2002 and
the next round of interviews, to be held by the end of 2003. We refined the interview questions
according to the evaluative framework {see Appendix 1.b), in order to improve our understanding
of the interactions and interrelatedness of the stakeholders. We developed a form (see Appendix
1.c} to further structure the questions on this subject. The interactions and relations between
stakeholders were the subject of five items. Three of these related to local health policy-making:
{1) communication, |2} informal contacts and {3) exchange of expertise. Two items related to
collaboration: (1] close involvement with other stakeholders in public health {e.g. partnerships,
delegation of tasks, financial] and (2) strategic collaboration (coordinating with other stakeholders
on important decisions) between stakeholders on the list (i.e., the stakeholders identified as the
most important ones in 2003, see section 8.1.2). These data were again entered in matrices
{18 in total) and further studied with Visone. Finally we asked the respondents to identify a policy
entrepreneur among the stakeholders on the form, if possible.

After all data had been gathered and analysed, we finally used the different data sources
[interviews, field notes, documents and the Hartslag (Midden) Limburg monitoring instrument)
to apply the evaluation criteria. Figure 6.1 reflects the evolution of the operationalisation of our
inquiry as described above.

Understanding the findings

The following chapter presents the network graphs resulting from our analysis of the 2001
interviews. It only shows the graphs for policy networks {not those at the operational level],
since the focus of the present study was on policy-making, and to simplify matters. The computed
density and centrality indices complete the findings on the interactions and relations between
stakeholders. A further conceptualisation of these indices is presented below.
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Figure 6.1  The development of the operationalisatiory of the inquiry
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Density describes the extent to which all actors in the network are linked to each other. It refers
to a general level of cohesion and integration of the network. Density is expressed as the ratio of
the number of actually observed relations to the potential number (ranging from 010 1). The
centrality of an actor in this respect is defined as the extent to which the actor is visible within &
network through direct ties to other actors. It describes whether the cohesiveness of the network
is concentrated around particular actors {nodes) in the network, that is, whether particular actors
are more in control of the network activities. We also computed closeness centrality for the
municipal administration and the RPHS (explained below). The networks for 2001 show
confirmed and unconfirmed relations3. Our study of these networks at the start of the process of
local health policy development only required a general understanding of above properties.

The presentation of the findings on the policy-making process (the 2003 data) includes
three network graphs for each case after local health policy had been effectuated (at least in
three of the four municipalities). It shows the networks for communication with respect to
local health policy-making, for close involvement with other stakeholders in public health and
for strategic collaboration. The other two networks, for informal contacts and exchange of
expertise, are not presented because they did not provide much links. The 2003 networks
presented below show only the confirmed relations (see footnote]. The network graphs are
complemented by density and centrality indices (see above]. Compared to the 2001 data, the
2003 analysis computed more precise actor centrality indices, viz. closeness and betweenness
centrality indices for the municipality, the RPHS and the welfare service. These indices are
compared with the centralisation of the network as a whole. Network centralisation was
computed as the mean of the individual actor centralities. Closeness and betweenness indices
served specific purposes in our study. Closeness centrality refers to the pattern of direct and
indirect ties for a specific actor, which allows him/her to access all the other actors in the
network more easily than anyone else. It expresses the length of the paths between an actor
and all others, that is, whether the actor is close to everyone else. This measure helped us
search for a possible policy enirepreneur in the policy-making process, that is, an actor who is
in the best position to monitor the information flow and has the clearest idea of what is
happening in the network. Betweenness centrality refers to the position of a specific actor in
the network where s/he is between two important parts of the network; s/he prevents other
actors from being cut off from the network or part of it. This measure allowed us to study the
position of the community, which in our viewpoint should be enabled to play a role in policy
development and take part in the flow of information and knowledge through the network.

3 Confirmed relation: the network graph only shows a link between two actors if both actors confirm the relation.
Unconfirmed relation: the network graph shows a link between two actors even if the relation is not confirmed by
one of the two actors.
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7

THE START OF LOCAL HEALTH POLICY-
MAKING

This chapter presents the four cases [municipalities] included in our study, after which it reports
the findings of the first stakeholder identification round and the interviews held in 2001, prior
to the start of local health policy-making,

7.1 PRESENTATION OF THE FOUR CASES: BASELINE SITUATION

First, let us outline wery briefly the municipal context as regards local policy-making. Usually,
acivil servant (official) prepares policy on the subjects assigned to him and which he has specialised
in. He writes a policy document (plan) and submits it to the alderman who is politically responsible
for the issue at stake. The municipal executive (mayor and aldermen) discusses the proposal,
after which the alderman submits the policy proposal [after some alterations if necessary| to a
committee of counciliors. Finally, the complete council discusses and approves or rejects the
policy. After approval, the civil servant is charged with the implementation of the policy, but the
alderman remains (politically) responsible. The policy process also includes a formal opportunity
for the population to comment on the policy plan.

This section presents the four cases included in our study: two urban and two rural
municipalities, of the fourteen in Central Limburg {the selection process is described in section
1.3 and 4.2.1). It describes their most important features, the reason for inclusion in this study,
and their approach to developing local health policy.

7.1.1 Weert

The municipality of YWeert comprises the largest town in Central Limburg and its immediate vicinity.
It has 48,785 inhabitantsd, Weert functions as a so-called ‘regional centre’ {centrumgemeente),
meaning that it acts as a regional pioneer in matters like the development of new policy, also for the
benefit of the smaller municipalities in the area. The municipal authorities’ long-term plan [2002-
20006} specifies the irnportance of this role and the intention fo invest in the status of the town.
Being a central municipality also implies that a number of care organisations like health care,
psychological care and social work are organised within the town, but serve, and are used by, people
from a much larger area. Important institutions in this respect are: the social and welfare service, a
regional centre for mental health care, a hospital, home care service and two nursing homes,

4 The numbers of inhalbitants in this and other chapters are taken from CBS {Statistics Netherlands) and reflect

the situation on January I, 2003
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Weert was included as a case in our study because it appeared to have a positive basic stance
towards community health initiatives, in the sense of enabling community health promotion by
having the following characteristics: supporting community participation, intersectoral collabo-
ration and showing political commitment. Moreover, the municipal authorities had agreed to
participate in the community-based Hartslag (Midden) Limburg project. ‘

In 2002, Weert started a joint process with the neighbouring municipality of Nederweert
(16,104 inhabitants) to develop local health policy in close collaboration. Due to a lack of
manpower in the public health office, the administrations of both municipalities decided to
hire an external consultancy agency to assist their policy-making process. The two public
health officers and the external consultant formed the principal working group. The aldermen
responsible for public health in both municipalities, as well as the policy advisor of the Regional
Public Health Service (RPHS} joined the other three in a steering group, which coordinated the
process. At a work conference, held in March 2003, about one hundred participants discussed
problems in the health domain and directions to solve them, in five thematic workshops. The
participants themselves had chosen the themes of these workshops in advance, from a list sent
with the Invitation.

The town council approved the local health pelicy memorandum by the end of 2003.

7.1.2 Roermond

Roermond is a renowned historical town, and the second largest town in Central Limburg, with
45,344 inhabitants. Like Weert, it functions as a regional centre for other, smaller municipalities
in the area, although their intermunicipal collaboration is not very strong. A number of facilities,
including health care and welfare service, are concentrated in the town, and also cater for the
surrounding villages. Important organisations in this respect are: the social and welfare service,
mental health care, a hospital, a shelter for the homeless, home care service and several nursing
homes. The main priority for the Roermond town council for the years 2002-2006 is the
town’s economic development and alleviating social problems in certain neighbourhoods.

Roermond was included as a case in our study because it presented itself for participation
in the Hartslag (Midden] Limburg project. Although the town did not completely meet the
inclusion criteria for participation in either that project or the present research project, the
initiative was much appreciated, as two other municipal authorities had declined an invitation
to participate (see 4.2.1). Roermond appeared to have a neutral basic stance towards community
health initiatives,

The municipal administration decided {in 2002) to appoint a local health policy officer for
the period of one year. This official was charged with policy development and writing the local
health policy memorandum. Money was also allocated to pay the RPHS to organise interactive
sessions. Two of such sessions were held: one addressing the problems and bottlenecks in the
health domain, and the second discussing directions for solving these problems. About sixty
people participated in these sessions: professional organisations (health and welfare services),
schools, the police and representatives of the population {interest groups or associations of,
e.g., young and eldetly people).

The town council approved the memorandum on ‘local health policy” in July 2003.
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7.1.3 Roggel & Neer

Roggel & Neer, having 8,415 inhabitants, is the smallest municipality among our four cases; Tt
is located in a rural area and comprises three villages. Although Roggel & Neer is situated at some
distance from the two towns in the region, its population depends for a number of regionally
organised health services on the cities of Roermond and Weert {e.g. home care service, mental
health care and social work]. Other health and social facilities are organised at a subregional
(e.g. welfare service, nursing home) or local level (e.g. general practitioners, physiotherapist].
A day care centre for elderly people run by volunteers is a renowned and long-established local
facility in Roggel. The main priority for the Roggel & Neer council is the prometion of citizen
participation and, where possible, collaboration, with other small municipalities in the region.

Roggel & Neer was included in our study as a municipality with a positive basic stance towards
community health initiatives, having the enabling characteristics of support for community
participation, intersectoral collaboration and political commitment. The municipal authorities
did not agree to actively participate in the community-based Hartslag {Midden) Limburg project,
due to a lack of manpower. Nevertheless, the project did organise a few activities at Roggel &
Neer (see Table 4.1].

The municipal administration started preparations for the development of local health policy
as early as in March 2001. From the start, Roggel & Neer did so in collaboration with five other
small municipalities in the sub-region known as ‘Leudal Thorner Kwartier' (with a total of
46,779 inhabitants). In fact, these municipalities chose to develop a sub-regional health policy.
All six municipalities allocated financial resources to hire additional expertise from the RPHS.
The regional administrative office (‘concernbureau’, the regional office that assists municipal
administrations in the development of policy on issues which are jointly defined by all
municipalities in the region; see also section 1.1.2) was requested to coordinate the policy
process, to prevent a conflict of interest within the RPHS. Both organisations appointed one of
their employees as project leader. To strengthen the project structure, the project leaders,
together with two municipal public health officers, formed an organising committee. in
addition, all six municipal public health officers met with the project leaders in a steering
group. Finally, professional organisations and representatives of the population were requested
to participate in one of four study groups, each focusing on one of four target groups at which
the health policy would be aimed (young and elderly people, groups at risk and the general
population). They met separately to discuss problems in the health domain and directions to
solve these problems. In addition, two conferences were held, one at the start and one at the end
of the workgroup meetings, involving a large number of participants from all six municipalities.

The council in Roggel & Neer approved the local health policy memorandum in the summer
of 2003.

7.1.4 Roerdalen

The municipality of Roerdalen is situated in a rural area south of the town of Roermond. The
municipality comprises three villages, totalling 10,557 inhabitants. The inhabitants of Roerdalen
depend on various services and facilities provided by Roermond, including the regionally
organised health services like a hospital, mental health care, social work and home care service.
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Locatly, only a few facilities are available, like a general practitioner, a welfare service and a nursing
home. The municipal administration is much concerned with the liveability of the villages. Its
priority is to develop the following projects: physical reconstruction of the centre of the village
of Herkenbaosch, provision or renovation of sports facilities and a school with extended function
in the care for young children {brede schoal). ‘
Roerdalen was included as a case in our study because it appeared not to have a favourable stance
towards community health initiatives, in the sense of showing few indications of community
participation, intersectoral collaboration or political commitment. However, the Roerdalen munici-
pal authorities were the first to agree to participate in the community-based Hartslag [Midden|
Limburg project.

The municipal administration has as yet not presented a memorandum on local health policy.
In 2003, the municipal public health officer started collaborating with two other municipalities
in the region on the development of local health policy, but this initiative foundered in its first
phase and was not followed up.

7.2 STAKEHOLDER IDENTIFICATION

Before the characteristics of stakeholders and their importance for local health policy-making
can be examined, the stakeholders must first be identified. We identified stakeholders at the
local level, that is, in the four individual cases {municipalities}, as well as at the regional level.
Starting from the municipal administration, potential stakeholders were identified by means of
snowball sampling: each potential stakeholder was in turn asked to tick the ten most important
stakeholders on a list sent to them. During the 2001 stakeholder identification round, 59 of
the 72 lists that were sent out were returned; a response of 82%, see Table 7.1.

Table 7.1 Response to 2001 stakeholder identification

2001 Sent Respoa’ns‘ﬂ ,m’ %
Reglonal Organisations 11 . 1‘00 :
Weert 19 v 19
Roarmond 16 B9
Roggel & Neer 18 94
Roerdalen 8 T8
TOTAL 72 82

For each case and for the regional organisations, the stakeholders that were mentioned
most often were ranked as the most important ones. The resulting lists of the ten individuals,
organisations and groups that were considered most important to the development of local
health policy in each municipality differed in the ranking order. However, there were also
similarities. Respondents mentioned both regional and local stakeholders as being important,
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In general, professional, mainly regional, health organisations appeared high on the lists, while
interest groups and other representatives of the population or population groups, that is, the
non-professionals, appeared at the bottom of the lists. Among the health professionals, the
organisations for home care and general practitioners scored highest in each case. Aldermen
and public health officers did not rank highly, occupying intermediate positions. The regional
professional organisations for health and other issues ranked each other at much higher
positions than they ranked local or non-professional organisations, individuals or groups,
including the municipal administration. Regional and local level respondents agreed on the
above sequence of importance. Combining the rankings for all four cases showed that the five
most important stakeholders were active in health care, assistance and prevention.

7.3 STAKEHOLDER CHARACTERISTICS

Representatives of the organisations, groups and individuals identified as the most important
stakeholders for health policy-making in the four cases (municipalities) were interviewed in
2001. There were 34 respondents in total (whereas one might expect ten respondents for each
case}, because there were two non-respondents and because most of the regional stakeholders
were active in all four municipalities. The respondents had a wide range of identities and
backgrounds. They can be roughly divided into three groups, see also Table 7.2: professionals,
non-professionals [platform for disabled people, council for the elderly, volunteers - in short,
those who would be identified in the Anglosaxon literature as ‘the community’| and municipal
respondents {public health officers and aldermen). The professionals were those who were
organised at the local or the regional leve] (but acting at municipal level) and worked in health
care (home care, mental health care, public health service, general practice, youth care, care
and treatment of drug addicts) or non-health care (e.g. social work, welfare service, housing
association). The distinctions made above are used for the presentation of our findings in this
and the following chapters.

Table 7.2 Classifications of respondents irr 2001

Respnxnde‘nm , Regivonal Local Total
Professional. health 7 non-health 4 health 6 non-health 3 20
Non=professional 6 6
Municipal adm. 8 8
Total 11 23 34

NB There were two non-respondents {local health professionals)
Unfortunately, two tape recordings of interviews with two aldermen were not usable for

analysis, reducing the number of respondents associated with the municipal administration for
some analyses to Six.
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In the analysis of the interviews, not all answers could be coded {because they did not encompass
the categories or codes established], which is reflected in lower response rates.

Each of the following sections deals with one of the domains studied at the baseline situation:
(1) defining local health policy, (2] interests of stakeholders, (3) involvement and stakeholders’
expectations of their own influence, {4) collaboration and relations between stakeholders, {5) net-
works and (6) the role of the municipal administration and the RPHS in local health policy-making.

7.3.1 Defining local health policy

Local health policy is a relatively new domain to the rather small municipalities in Central
Limburg, and surely also to many of the stakeholders identified as most important in local
health policy-making. At the start of the policy process, respondents were hardly able to clearly
express their ideas about local health policy.

The way respondents interpreted local health policy was often associated with their tasks
and daily practice. Unlike respondents associated with the municipal administration, professionals
said that local health policy was an integrated policy or umbrella policy, coordinating other
policy domains.

When talking about local health policy, respondents did not mention all four types of activity of
local health policy as described in section 2.2 {health protection, health promotion, prevention
of disease and care). The type of activity mentioned most frequently by respondents from all three
groups was care, including the provision of services, collaboration between service providers and
health care policy development. Next after care, the professionals mentioned health promotion

Mijn eerste idee Is: proberen de gemeente betrokken te krijgen bij de 0GGZ ( Riagg).
My first thought would be to get the municipal authorities involved in public mental health. (A
representative of the Regional Institute for Outpatient Mental Health Care RIAGG)

Het welzijn van bewoners. Voor mij zou dat hee! belangrijk zijn: “mensen betrekken bij de
zorg" (Jozef Huis).

It's about the well-being of the residents. That would be a major priority to me: ‘gefting people
involved in health care." (A representative of the Jozef Huis day care centre for the elderly)

Ik heb geen idee wat daar onder vall, maar er zijn hier zaken waar we ons zorgen om
maken (huisarts).

I have no idea what that includes, but | know there are things going on here that we worry
about. (A general practitioner)

Gezondheid in de brede zin van het woord, "daar kan je veel aspecten in onderscheiden".
Een integrale benadering is een belangrijke aanpak (AMW, Algemeen Maatschappelijk Werk).
Health in the wider sense of the word, ‘that includes a lot of different aspects’. It’s important to
take a comprehensive approach. (A representative of the AMW social work agency)
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and disease prevention as important types of activity; non-professionals limited themselves to care
and prevention of disease. The answers given by respondents associated with the municipal
administration showed greater variety: they mentioned ail four types of activity, which rmght
indicate a broader frame of reference. k

7.3.2 Interests of stakeholders

It was not easy for respondents to articulate the interests or stakes they had in the development
of local health policy. Approximately one fourth (all local actors) said they had a very great
interest, while the others said they had hardly any interest, if any {see Table 7.3).

Table 7.3 Interests of stakeholders

Interest meassmnal Nun-pmfessnonal Mun clpal adm :

Hgh
Hardly:
None

e

7
.

The interest professionals have in policy-making is a practical one, and serves their own
professional interest. They view their interest in local health policy-making in relation to their
tasks [mostly individual assistance), in which they experience a great need for collaboration
and in which activities need to be coordinated. The non-professionals also linked their interest
in local health palicy-making to the organisation’s or group’s own interests (e.g., obtaining proper
facilities for the disabled). The interest municipal respondents had was particularly based on
the statutory obligation to develop local health policy for their own municipality.

In fact, the development of local health policy was expected to serve different purposes for

Het belang voor de organisatie zit hem erin dat je in beeld blijft (Thuiszorg)
What matters to our organisation is to maintain a high profile. (A representative of a home care

agency)

Vooral het samenwerken met gezondheidsorganisaties (WLT, welzijnswerk)
The main thing is to collaborate with health care organisations. (A representative of WLT, wellare
service)

Je hebt verantwoordelijkheid naar jezelf en je inwoners dan moet je dat goed op papier
Zetten (ambtenaar)

You are accountable to yourself and io the residents, which means you have to set down who is
responsible for what. (A civil servant)
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different respondents. Professionals wanted to improve coordination and coliaboration in their
work in order to improve the situation of individuals requesting assistance from them. The local
non-professionals expected to gain more support for their target group and to maintain or
improve local facilities. The public health officers and aldermen wanted to develop a decent
public health plan, but did not have a sense of urgency yet.

7.3.3 Involvement and expectations about influence

The professionals were usually involved in policy-making at the regional level. Non-professionals
were not involved in policy-making, neither at the regional nor at the local level, see Table 7.4,
with the exception of officially recognised advisory boards (e.g. platforms for the disabled).
These were involved in the formation of policies relevant to the target group they were working
for. The municipal authorities were involved in policy deveiopment at both the local and the
regional level. It was the position {whether in the health domain or in the community) and
expertise of a specific respondent, which determined whether they were invited to participate in
policy-making and whether such an actor could adequately contribute to the policy development
at issue. Half of the respondents involved in the development of local (i.e., municipal] policies
had a financial relation with the municipal authorities and were at the same time involved in
the implementation of municipal policy in their field of activity.

Table 7.4 Involvement in policy-making in the past

*k;lnvdlvement Professional  Non-professional Municipal adm. ;Tntai‘ '
fF&egional policy ves 13 1 :',5‘ A9

no 8 5 3 w8
‘Local policy yes 5 2 A S

‘ no 8 5 1 14

At the start of the process of local health policy-making, the professionals expected to be
influential, because of their position and expertise in the health domain and their social status.
They thought that they had a contribution to make and that local health policy related to their
tasks and activities in one way or another. General practitioners, however, doubted whether
they would be permitted access to the policy process by the municipal authorities or doubted
whether they wanted to become involved. Professionals expected to contribute their expertise
and to use consultative structures to exert their influence. The non-professionals were also
predominantly positive about the influence they could exert, because they already had many
contacts at the local level and had specific expertise. They expected to use informal contacts
and local structures to influence policy-making, in addition to the more formal consultative
structures. The respondents associated with the municipal administration suggested that their
position was important but did not explicitly mention their decisional power. They expected
to facilitate consultation among stakeholders. In general, municipal authorities said they
expected to use financial resources to influence policy-making.
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Those respondents who expected not to participate in policy- making said that-they expected
their position or expertise not to be highly valued. Few respondents said that they had no time
to participate. :

Table 7.5 Stakehoiders' expectations about their influence

Expectation about ~  Professional an-prnfessi6hal Mummpm agm.  Total

inflence - N=20 N=5 ~~~N-ﬁ

Positive e .
Negative AR g

Do not know 8 - 2 il

In sum, most of the respondents had positive expectations about their ability to become
involved in the policy process and to influence the development of local health policy, see Table
7.5. They all expected that their position, although different for each group of respondents,
would decide whether they had access to the policy process. The means of contributing to and
influencing policy-making varied between the different groups, from consultations to informal
contacts and financial resources.

7.3.4 Collaboration and interrelatedness

Professionals cooperated most closely with other professionals (individuals or organisations).
They worked together at both implementation and policy level but largely in a patient- and
client-centred mannet, although in some cases they were also involved in projects or specific
networks. Collaboration in projects and policy formulation had a more permanent character.
In addition, they collaborated with the municipal authorities, the RPHS and non-professionals.
There was more collaboration at the local than at the regional level.

Non-professionals reported using individual contacts with others in their network to
contribute o projects and sometimes to policy development. They also contributed material
support for the benefit of patients or specific target groups. They collaborated mostly with
professionals and with the municipal authorities, In local initiatives with a permanent character.

The municipal administrations worked together with others primarily at the policy level.
They collaborated in local projects, in which they often commissioned other parties to implement
the project. Their collaborative relations were permanent as regards policy implementation.
Their collaborating partners were mainly professional organisations, including the RPHS, and
to a lesser extent local initiatives and colleagues in other policy domains within the municipal
organisation.

The majority of the respondents said they depend on others in the health domain; this was
true for professionals as well as non-professionals and respondents associated with the municipal
administrations, see Table 7.6.

Professionals said to have knowledge and expertise in very specific parts of the health
domain, which at some level created interdependency in the implementation of their activities.
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Table 7.6 Interdependency of stakeholders

interdependency  Regionalorg.  Localorg.  Municipalam. Total -

The municipal administration was able to control and guide the policy and activities of
local actors {volunteers and some professional organisations) through subsidies. The relationship
with the larger regional health organisations was more informal, but changing towards increased
contacts and cooperation. In terms of local health policy-making, the municipal administrations
regarded themselves as depending primarily on the input from professionals.

Als gemeente zie ik niet direct zelf een initiérende ral. De specifieke organisaties en de GGD
Zijn de belangrijke actoren. (portefeuillehouder Roggel en Neer ).

{ don't think its up o the municipal authorities to take the initiative, The main actors are the
specialised organisations and the RPHS. (Alderman responsible for public health in Roggel & Neer)

Interest groups and other local initiatives were generally in a more dependent position vis-
a-vis the municipal authorities and professionals (on whom they depended for money, approval
of policy and support] except for the few that were autonomous and self-reliant.

In sum, it seems that the professionals had a central position. They were involved n all
forms of cooperation. Non-professional organisations and interest groups were involved at the
policy level when they were. officially recognised as consultants to the municipal authorities.
Local initiatives were often developed and maintained by non-professional organisations and
volunteers, who were in turn assisted by professionals.

7.3.5 Networks

We studied the collaboration between the individual stakeholders and their relations in more
detail by means of Visone, a computerised programme for network analysis. This allowed us
to present and discuss in the present section the connectedness of stakeholders in the four
cases (municipalities), in the form of networks at the operational and policy levels. Two
characteristics of networks, density and centrality {for further explanations see section 2.3.2
and chapter 6], which were derived from the data, are described below.

Density and connectedness

The density of a network describes the extent to which all actors in the network are connected

to each other. It refers to a general level of cohesion and integration of the network as a whole
(see also Figure 7.1).
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. Networkat - Networkat

o e . operationallevel policylevel
Mo T g e g
Roermond: - oo e e SRR e
Roggel & Neer o e LELE
Roerdalen oo een 0 QA7 LeAs

NB. For a specification of the actors in these networks, see Figure 7.1

Table 7.7 shows that the integration of the netwaorks at policy level was considerably lower than
at the operational level. The density of the networks at Roerdalen, especially at the operational level,
was (much) lower than that in the other three cases, meaning that the participants in the networks
did not have many links with each other This might be a reflection of a lack of collaborative
structures in this case. The density of the network at operational level in Roggel & Neer was much
higher than in the other three cases. This means that the participants in this network had more links
with each other than in the other three cases; the network showed greater cohesion,

Still looking at the networks as a whole, we can observe that two municipalities, Roggel
& Neer and Roerdalen, had a disconnected network at policy level (see Figure 7.1}, This means
that a particular actor, or set of actors, is not connected to the other actors in the network. In
both cases, these disconnected actors were only local stakeholders: non-professional groups or
organisations, general practitioners, nursing homes. The policy networks in Weert and Roermond
were weakly connected, which means that all actors were connected, but via paths of different
directions. The policy network in Roermond seemed to be more strongly connected, as it
showed the largest number of reciprocal ties between stakeholders or small groups of them
(see Figure 7.1). The presence of small groups with reciprocal ties [cligues) indicates that these
actors were in a good position to lobby for their common interests.

Centrality

The extent to which a particular actor is linked directly to all other actors in the network is
called degree centrality. This can be expressed in outdegree and indegree indices, referring to
the visibility of an actor in the network as sender and receiver, respectively.

In the networks at the operational level, the general practitioners were the principal
senders and receivers; they had the largest numbers of direct |bi-directional and unilateral)
connections with other actors. In other words, they were the central actors in this respect,
followed by other professionals, especially regional organisations and the municipal authorities.
It should be noted that the implementation networks are first and foremost problem-centred
at the individual (patient, client) level.

The policy networks (presented in Figure 7.1} clearly differed from the networks at the
operational level, in that the municipal authorities occupied a central position. The municipal
authorities had more receiving links than sending links with others in the networks. In
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Figure 7.1 Networks at the poficy feve! (2001)
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addition, they had reciprocal connections with those actors who received financial support or -
who implemented specific tasks for the municipal authorities. The regional professional
organisations had the second highest degree centrality, after the municipal authorities, in all
four cases. These health professionals had many connections among themselves (relating to
policy formulation related to specific problems or target groups) and with the municipal
authorities. Non-professional organisations and groups had the lowest degree indices, indicating
a peripheral position in the network.

The centrality of the various actors was also studied in terms of the ability to easily access
all other actors in the network {to coordinate the policy process], a property called closeness
centrality. Because we focused on the interactions between stakeholders as regards policy-
making, we computed closeness centrality only for the networks at policy level. Once again,
the municipal authorities were the most cenfral actors in all four cases, In the two small
municipalities, Roerdalen and Roggel & Neet, the RPHS was the second most central actor,
followed by other regional health organisations. In the policy networks of Roermond and
Weert, those actors connected to local [health] initiatives also played a central role. This
applied to the council for the elderly, to the local home nursing association and to the welfare
service, all of which were easily able to access all actors in the policy networks and to provide
access to these local non-professionals to the other actors in the network.

[n sum, networks at the operational level were more integrated than at the policy level;
there was less interaction between the actors at the policy level. The central actors in the
implementation networks were not the same as in the policy networks. The municipal authorities
were the most central actors in the policy networks. The RPHS was also easily able to access
all actors of the policy networks, especially in the two small municipalities, although in these
cases a number of local actors were disconnected. [n the networks of the other two municipalities,
the intermediaries of the local non-professional groups were also central actors.

7.3.6 The roles of the municipal authorities and the RPHS in local health
policy-making

The 2001 interviews showed that the administrations in the four municipalities differed in their
views of their own roles and the role of the RPHS in local health policy-making. The difference
was especially clear between the views of the two small municipalities and those of the larger
two. The two smaller municipalities lacked the necessary expertise and manpower in their public
health offices to take the lead in local health policy-making. In addition, they preferred to develop
local health policy in close cooperation with other municipalities. The small municipalities quickly,
almost automatically, turned to the RPHS for guidanice. The municipal authorities of Roggel &
Neer, for example, asserted that policy development is a task assigned to the RPHS. The RPHS’
know-how was expected to guide thern in determining the content of the local health policy,
in terms of health problems to address and solutions, as well as to guide the policy process.
The municipal administrations of Roermond and Weert were of the opinion that they themselves
were the central actors in the whole policy process and they were not sure about an active role
of the RPHS, which they tended to regard as an implementing body. Nevertheless, they also saw
a supportive role for the RPHS, especially in supplying epidemiological data and other information
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as building blocks for the development of local health policy. Respondents associated with the
municipal administration generally stated that they wanted to involve others in policy-making:
firstly health professionals and secondly representatives of the population {(Hoeijmakers, 2001b}.
In all four municipalities, the municipal administration felt obliged to initiate and coordinate/

facilitate the policy process, though no exact plans had been drafted yet.

At the time, the RPHS regarded the municipal administrations primarily as being in charge
of the development of local health policy. It saw its own task as providing insight into the health
situation of the population, upon which the municipal authorities could base adequate policy
decisions. [t was considered inappropriate by the RPHS to interfere directly in the policy process,

because this could cause a conflict of interest, the RPHS also being an implementing body.

Als gemeente zie ik niet direct zelf een initiérende rol. De specifieke organisaties en de GGD
Zijn de belangrijke actoren. De GGD is voor ons een verlengstuk van de gemeente. We zien
het als een dienst zoals ook bv de dienst openbare werken. Ontwikkelen van beleid is een
taak van de GGD. (dat hebben ze ook opgepakt) de uitvoering berust dan bij de organisaties
die daarvoor uitgerust ziin (gemeente Roggel en Neer).

[ don’t think it's up to the municipal authorities to take the initiative. The main actors are the
specialised organisations and the RPHS. We regard the RPHS as an extension of the municipal
administration. If's another local service, like the department of public works. Policy development
is one of the tasks of the RPHS, and they have indeed accepted that task. The policies can then
be implemented by the organisations that are equipped to do so. A representative of the Roggel
& Neer municipal authorities)

We zien de GGD als een van de partners, zij het een speciale, en niet als degene die ons
lokaal gezondheidsbeleid formuleert. De GGD kan gegevens verstrekken. De GGD is ook
Zeker als uitvoerder en ook cobrdinator van een aantal Dprojecten heel belangriik.
Roermond wil haar eigen visie daarin kwijt, haar rol maar ook beleidsinhoudelijk; waar
willen we met name aandacht aan besteden (gemeente Roermond).

We regard the RPHS as one of the partners — although with a special status — and not as the
party that should formulate our focal health policy. The RPHS can supply data, and it certainly
has an important role to play in implementing and coordinating a number of projects.

The Roermond municipal administration wants to EXDIESS ifs own views, its role and the content of
its policies, that is, the aspects that we want to focus on. (A representative of the Roermond
municipal authorities)

7.3
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opportunity to promote their interests or those of their organisations. These interests, however,
were not urgent enough for respondents to become active at this:stage, or totake the lead: The
municipal administration, which was considered to be mvamlyf‘responsibﬁe for local health
policy-making, did not undertake specific actions in this respect. They felt a'great need o be
assisted in the development of local health policy. How this assistance was to be specified, and
in what way the RPHS would be involved in each case, was not clear yet.

The different groups of respondents said — each from their own perspective ~— that participating
in and influencing policy-making depended on expertise and status in the health domain or the
local community. In addition, the relationship with the municipal authorities was impertant.
To what extent the different types of expertise, status and relationships would be appreciated
would become apparent after the policy-making process was completed.

The municipal authorities occupied a central position in the policy networks. They had the
largest number of direct and indirect links, so they could easily access all other actors in the
network. The RPHS and a regional health organisation could also be regarded as important
actors in the policy networks, as could some specific actors in Roermond and Weert. Local
actors, especially non-professionals, occupied peripheral or even disconnected positions in the
policy networks, except if they were officially recognised as an advisory board.






HEALTH POLICY-MAKING AT THE
MUNICIPAL LEVEL

The previous chapter has described the stakeholders for local health policy, their interests,
expectations and their interrelatedness in networks in 2001, at the start of the local health
policy-making process in Central Limburg. Chapter 8 presents what we found while the
process of P‘O]»iCY-making developed, as reflected in interviews, observations and document
analysis. The research activities were guided by a number of propositions formulated after the
data obtained in the first year of the inquiry had been analysed. After outlining these propositions,
the chapter goes on to present the results of an interim assessment (in the form of structured
interviews) at the end of 2002. It then describes the stakeholder identification round held in
the summer of 2003, which provided the starting point for the interviews held in the same
year. The results of the application of a series of evaluation criteria {the evaluative framework
presented in 2.4), based on the above data sources, are presented for each case. Finally, the
chapter compares the findings for the four cases.

8.1 PROPOSITIONS

After we had analysed the first data collected by interviews and developed the evaluative
framework, we formulated four propositions, relating to the evaluation criteria, on the partici-
pation of different stakeholders in the policy process [see also chapter 6 and Figure 6.1). These
propositions describe more precisely our expectations about the actual involvement and roles
of the municipa! authorities, the RPHS, other professionals and the community in the policy
process, and why we expected this.

Municipal authorities are locally active in promoting the health and well-being of the
population, The municipal authorities are primarily responsible for the development of local
health policy [a task imposed on them by law). Moreover, they were the central actors in the
policy network and therefore able to communicate with all stakeholders. The municipal autho-
rities entertained reciprocal relationships with a number of local and even regional (health)
organisations, which can easily be asked to become involved in policy-making. This is specifically
true of the RPHS. The other stakeholders are most likely to approach the municipal authorities
often for consultation, when necessary. Our first proposition was therefore:

1. Because of its central position in the policy networks, the municipal administration
will actively communicate with and mobilise the other actors in the network, and
will coordinate the network. The favourable starting position of the municipal
administrations in Weert and Roggel & Neer will reinforce this role.
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The intricate character of health problems and the fact that health professionals all tend to
concentrate on their own specific tasks mean that the policy-making process requires the active
intervention of a policy entrepreneur.

From the very start, the RPHS has had an opportunity to play an active role in policy-
making, for a number of reasons. First, they are the public health specialists par excellence
(having a great interest in the development of health policy}. Second, the RPHS had a close
reciprocal relationship with the municipal authorities and was also easily able to access other
stakeholders in the policy networks. Third, the municipal authorities sometimes turned to the
RPHS for assistance. Qur second proposition was therefore:

2. The Regional Public Health Service will act as a policy entrepreneur, connecting
the participants in the policy process through advocacy and negotiation, if it is
requested to assist In policy-making. In network terms, the RPHS will have a
central position.

Professional actors saw an opportunity to promote their interests or those of their organisation
in the development of local health policy. All stakeholders considered them to be important
actors, and the municipal administrations want to use their knowledge and expertise as input
for local health policy. Moreover, they had direct access to the municipal authorities, the central
actors in the policy network. Qur third proposition was therefore:

3. Health professionals will participate in local health policy-making and compete
with each other to stimulate interest in the health problems they are responsible
Jor and their favourite solutions.

Local non-professionals were considered important but only in the second instance. In
addition, they had a peripheral or even disconnected position in the policy networks. Local
interest groups with an official status as advisory boards to the municipal authorities had direct
access to this central actor. Our fourth proposition was therefore:

4. Local non-professional groups will participate in the policy process but have a
weak position when it comes to influencing the policy-making process.

8.2 PROGRESS IN LOCAL HEALTH POLICY-MAKING

In July 2002, the Lower Chamber of the Dutch Parliament formally approved the amendment
to the law on collective prevention in public health (WCPV). The amendment, which took
effect on 1 January 2003, implied that each and every municipality should have presented a
local health policy memorandum by July 2003. Some municipalities had actually already
started the policy development process. To assess the state of affairs in Central Limburg, and
inspired by the evaluative framework, we held short interviews by the end of 2002. We
telephoned 36 stakeholders in the four municipalities who had previously been interviewed,
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asking them about their involvement in local health policy-making, using closed and semi-
structured questions. We did the same with the 25 aldermen and civil servants, officers responsible
for public health in all fourteen municipalities. We asked these respondents more or less open
questions about the importance of health issues on the municipal agenda and the progress of
local health policy-making in their municipalities.

8.2.1 The state of affairs in late 2002

This section describes the findings of the interviews with stakeholders in the four municipalities
and with the aldermen and civil servants responsible for public health in all fourteen municipalities
of the Central Limburg region.

Stakeholders

The process of local health policy-making might be characterised as rather static in 2002. The
majority of the respondents had not yet communicated about local health policy with other
stakeholders, including the municipal administrations. Although the respondents associated
with the municipal administrations were concerned with local health policy, they were mostly
interested in organising the policy process and getting it started. They were primarily consulting
their colleagues in other policy domains, colleagues in other municipalities and the RPHS. The
municipal authorities in Roermond and Roggel & Neer had already invited professional organi-
sations and non-professionals to suggest policy content. A number of the professional stakeholders
{regional organisations] had started to participate in policy-making in these two municipalities.
The initiative for participation, however, had come from the municipal authorities. Stakeholders
who were already participating, as well as those not [or not yet) participating, said that they wanted
to get involved in policy-making but would not take the initiative themselves. Their reasons for
involvement referred directly to the way they defined their tasks and their current or future activities
in the public health domain, as well as the need to tune in with the activities of other actors.

At this point in time, it was not clear to stakeholders whether a policy entrepreneur was active
or not. Only eight respondents had observed an active policy-making role of the municipal admini-
stration, the RPHS and a single other professional stakeholder.

Public health aldermen and officers in Central Limburg

At the end of 2002, the key question for the municipal administrations in Central Limburg was
how to organise the policy process and who else to involve in policy-making. With a few
exceptions, they developed, or wanted to develop, local health policy in collaboration with
neighbouring municipalities. All were seeking external assistance, from the RPHS or consultancy
firms. Aldermen were consulting with their colleagues in the region and their public health
officers. The latter were also consulting their colleagues in other policy domains, as well as the
RPHS and, if applicable, external consultants. Before the policy process could actually start, the
municipal council had to approve the proposed approach [including the budget], after which
interactive sessions with stakeholders were planned.

Public health in general, and specific health problems in particular, were not high-priority issues
for the municipal administrations; health policies had up to then an unstructured, ad hoc character.
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Het (volksgezondheid, MH) heeft geen structurele aandacht, laat ik het zo zeggen. Op het
moment dat er zaken gebeuren die de gezondheid kunnen schaden, dan heeft dat gelijk,
ja zeg maar even, de hoogste prioriteit (portefeuiliehouder Maasbracht).

That subject (public health — MH) is not being consistently discussed, let's put it that way. As soon
as something happens that could adversely affect public health, it immediately gets priority, in fact,

you could say top priority. (Alderman responsible for public heatth in the Maasbracht municipaiity)

(wat is prioriteit in de gemeente?, MH) Ja, goed dat is natuurlijk altijd een momentopname.
Vandaag ligt de prioriteit toch weer anders als bij wijze van spreken de volgende week. Ik
wil daar niet zo dramatisch over doen maar dat wisselt (ambtenaar Heythuysen).

(What are the main priorities for the municipal authorities? — MH) Well, it varies a lot. Today's
priorities may differ from those in, say, a week's time. I'm not lrying to dramatise things, but
priorities do shift, (public health civil servant with the Heythuysen municipal authorities)

The priorities of the local authorities lay with other subjects, like municipal organisation
(both internal organisation, e.g., the development of a long-term strategy, and external organi-
sation, e.g., citizen participation, policy development for specific target groups like young and
elderly people, homeless people] and the liveability of certain villages and city districts {e.g. in
terms of services and facilities]. With respect to health, priority issues mentioned by the
respondents as having the attention of the local administration included preventive youth care,
social care like shelters for the homeless (maatschappelijke opvang, a policy for the elderly {in
terms of housing, well-being and care} and the establishment of care facilities (e.g. general
practices}. Our examination of the municipal authorities’ long term programmes [for the years
2002-2004), drawn up after the municipal elections in March 2002, also showed that the
municipal administration was not purposefully targeting health promotion in its activities,

although the policy proposals did relate to people’s health.

Table 8.1 Health issues on the municipal agenda

Agenda status Aldermen Public Health Officers ~Total
High 3 | g s g
Average 7 ' R R S
Low 3 6 9
Tota 3 noo

NB there was one missing value,
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Only three respondents {aldermen) thought that health issues were high on the municipal
agenda; the others reported that health had an average or low agenda status. The public health
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officers gave a lower estimate of the agenda status of health issues than the aldermen,; see Table-8.1:

Respondents gave different reasons for the ‘low’ agenda status of health issues. For one
thing, health had to compete with other policy domains and matters of concern to the municipal
authorities (see above]. In addition, public health was seen as a general and broad concept, and
a number of respondents felt unable to come to grips with this policy domain. They said they
lacked the appropriate knowledge and some matters exceeded their decisional competencies.
Mareover, health was niot often perceived as an urgent matter. Half of the respondents said
they were not aware of specific health problems in their municipality. Their general approach
was to develop policy and act in response to problems reported ta them by citizens. The fact
that local health policy-making was to become obligatory would in fact put health on the
agenda or raise its status.

Dat lokaal volksgezondheidsplan is wel een punt waar de gemeenten zich nu ook echt druk
over willen en moeten maken, het is ook een weltelijke taak. En daarom is het op de
agenda komen te staan. Maar was het een jaar later gekomen, ben ik ervan overtuigd dat
het sen jaar later op de agenda was komen te staan (portefeuiliehouder Haelen).

This lacal health policy plan is an issue that municipal authorities currently want to, and actually
have lp, take seripusly. It's thelr statutory task now. That's what has put it on the agenda. But if
the statutory obligation had come a year later, I'm sure the issue would also have appeared on
the agenda a year later. (Alderwoman responsible for public health in the Haelen municipal
administration)

Many respondents expected that public health would be considered regularly in the future
because of the permanent and recurrent nature given to local health policy by law.

8.2.2 Stakeholder identification in 2003

In 2003, we used the same procedure for stakeholder identification as in 2001. Starting with
the municipal administration, potential stakeholders were listed by means of snowball sampling.
These stakeholders were identified at the Jocal level {in the four municipalities) as well as at
the regional level. They were in turn asked to indicate the ten most important stakeholders on
the list sent to them. Sixty of the 81 lists that were sent out were returned, that is, a response
of 74% {see Table 8.2}.

For each case and for the regional organisations, the stakeholders ticked most often were
ranked as being the most important ones. Compared to the stakeholder identification in 2001,
we found some similarities but also a number of striking differences.

Simnilarities 2003-2001

There were differences between the four cases in the exact order of the individuals, groups and
organisations listed as important for the development of local health policy. In general, professional
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Table 8.2 Response to 2003 stakeholder identification

P&egmnaﬂ Orgamsatmns -
Weert o F
Rmermmd

health organisations still appeared high on the list, while interest groups and other representatives
of the population or of various groups, that is, the non-professionals, ended up at the very
bottorn of the list. Among the health professionals, the organisations for home care and the
general practitioners ranked highest in each of the four cases. The regional health professionals
chose the most important stakeholders from among themselves, with the exception of the
general practitioners and the municipal administrations.

Differences between 2003 and 2001

Public health officers and aldermen responsible for public health were ranked somewhere in
the middle of the list, but the aldermen had somewhat higher scores than in 2001. An interesting
case is that of Roermond, where the alderman for public health was ranked number one and
the public health officer did not appear on the list at all this time.

Interest groups and other non-professionals no longer featured on the final list of the ten most
important stakeholders as indicated by the regional professional (health} organisations. In three
of the four municipalities, the list featured only one group or organisation of non-professionals, in
tenth position. The exception was Roggel & Neer, where four of the ten important stakeholders
were non-professionals, none of whom occupied the bottom position on the list.

The RPHS was one of the five most important stakeholders, except in the case of Weert,
where it shared the bottom position (remember that Weert hired an external consultancy
firm). The top five in 2003 did not exclusively consist of health professionals as it did in 2001,
as the aldermen and welfare services were now also among these five.

Finally, the welfare services now appeared on the list for all four cases and for the regional
organisations (whereas they were only mentioned twice in 2001). Local stakeholders gave
them higher rankings than the regional stakeholders.

8.2.3 Introduction to the 2003 interviews

For the interviews that were to be held after the stakeholder identification {in late 2003], we
decided to expand the number of interviewees in each case, by including more stakeholders

identified in the group of non-professionals. In three cases, this group had been so small that
it would not allow us to get a good idea of their involvement and experience in local health
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policy-making. Table 8.3 shows that in the end, we interviewed 41 people. The majority of the
respondents were the same as those in 2001.

Table 8.3 Classification of respondents in 2003

Resp@ndents Hegmmal : Local Tmtal

meessonal Haalthﬁ , Nan h‘ealtha hea‘mm ncm heatM 24
‘Non- prm‘essmmal ‘ W v g L 9},
Mumcpaladm L pt 8 8

T e e e R e
NB There were four non-respondents (two non-professionals and two professional health orgamsat:ons)‘

In the interviews, we asked respondents to reflect on their involvement in local health
policy-making, in terms of their interests in, contribution to, influence on and importance in
policy-making, and their views on local health policy. In addition, we filled out a form about
their engagement in communication and the exchange of expertise on local health policy and
their involvement in public health and collaboration with other stakeholders in this field [see
also chapter 6 and Appendix 1.cJ.

8.3 POLICY-MAKING IN FOUR CASES: APPLYING THE EVALUATIVE FRAMEWORK

The comprehensive checldist presented in section 2.4 consists of a set of criteria and indicators
grouped into five themes that are relevant to evaluating local health policy-making: perspective
on focal health policy, the municipal authorities’ role in policy-making, the stakeholders, the
policy network and the Regional Public Health Service. The criteria were applied to the data
about the four cases obtained from the interviews, observations and document study, and the
stakeholder and network analyses.

This section first presents the results for each case {the detailed checklists on ‘Evaluation
criteria for local health policy’ for the four cases are included in Appendix 2), and then the
differences and similarities between the cases. The description of the results follows the five
themes mentioned abave.

8.3.1 Local health policy-making in Weert

Perspectives on local health policy

The municipal administration in the town of Weert had invited many actors (internal and external
to the municipal organisation) to participate in local health policy-making, The attitude of these
actors was mostly reactive and symbolic, although some of them had contributed in a more
tangible way by commenting on draft documents or discussing local health policy in meetings
outside the municipal organisation.
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The local health policy memorandum set objectives for prevention and care. The stakeholders
Weert viewed local health policy as a broad concept but they still found it difficult to defin
precisely.

Local health policy was informed by epidemiological data {disease/health problems a
risk behaviour in the population). These data originated from epidemiological research carri
out by the RPHS and from national reports by the RIVM (National Institute for Public Hea
and the Environment). Local health policy was also informed by problems {mostly relating
services) signalled by professionals and non-professionals active at the municipal level.

No explicit perspective on health or health promotion was found in the memorandum
in our observational or interview data. The starting point for the Weert local health policy h
been the problems and barriers in the field of health mentioned in a series of workshoy
Nevertheless, themes and planned actions were related to other policy domains in the municipali
and to existing or planned collaborations with actors outside the municipal organisation. T!
long-term policy plan of the current administration did not reflect a specific view of publ
health or envisage actions that directly aimed to promote the health of the citizens of Weert

Although the local health policy memorandum was called a framework for further polic
development, it did mention clear objectives and actions, and allocated financial resources
implement the activities. {t did not mention, however, how and to whom these resources wer
to be allocated.

In sum, we might say that the interactive nature of the policy process, in which loc:
health policy is regarded as a comprehensive concept and is informed by different sources, ha
led to a number of objectives and planned activities for the municipal public health departmer
and others.

Municipal authorities’ role in policy-making
Health appeared infrequently on the municipal political agenda. It was not a political issue o
a matter for debate. The municipal administration felt compelled to develop health policy anc
carried out this task conscientiously and with the flair of a pioneer for smaller municipalitie:
in the region.

The municipal administration facilitated the policy process in practical respect; it had se:

Ik merk wel vaak dat de gemeente een organisatie is waarvan verwacht wordt dat die de
regierol op zich neemt. Dit omdat de gemeente de meeste contacten heeft met de
verschillende organisaties binnen de gemeente. Zif doen dat ook vaak: de gemeente is
vaak de spil waar het om draait zij sturen het vaak aan (Woningcorporatie).

{'ve often noticed that people expact the municipal administration to coordinate matters. That's
because the municipal administration has the most contacts with various municipal organisations,
And the municipal administration does indeed often asstime this coordinating rofe: it is often

pivotal in the whole process, and tends to coordinate it (A representative of a fousing
corporation
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aside money to hire an external consultancy agency to organise a work conference and to draft
the memorandum. The municipal administration also created opportunities for cooperation with
stakeholders. Stakeholders, professionals as well as non-professionals, expected the municipal
administration to adopt an active attitude and to be the key actor in policy-making but also in
collaborative processes at the municipal level.

The public health officer had more than a formal view of local health policy: he initiated an
interactive policy process and remained actively involved in the whole process, although the
actual work was delegated to the consultancy agency. During the process of policy development,
he collaborated with various people, both internal {colleagues at the public health and other
departments} and external to the organisation (the consultant, a colleague from a neighbouring
municipality, the RPHS).

Stakeholders

Stakeholders did not find their own involvement in policy-making of paramount importance.
Local health policy was new to them and they regarded it as just another opportunity to
promote their interests in the health domain. Non-professionals liked to get involved at an early
stage. The health policy memorandum, however, showed that a large number of objectives and
actions were based on the information supplied by the participants of the work conference held
in Weert. The participating professionals themselves claimed — more so than non-professional
participants — that they had supplied information on prevailing problems they encountered in
their daily practice in the field of health and well-being, and that they had proposed directions
to solve these problems. Although more than 50% of the stakeholders were positive about the
amount of influence they thought they had on policy-making, they were less optimistic about
their input being reflected in the memorandurm.

The contributions that the various stakeholders could make to the implementation of local
health policy were not described in the memorandum. However, the intention to form study
groups around specific themes and activities was expressed in meetings and interviews. Also,
several stakeholders expected to become involved in the implementation of activities.

Although the contributions of stakeholders to the policy process were being considered,
they had not been assigned, so this may not be sufficient to secure their commitment in the
implementation of activities.

Policy network

Professional stakeholders saw themselves and the municipal authorities as the important actors
in policy-making. The non-professionals perceived the professional stakeholders as the most
important ones. The respondents associated with the municipal administration took a neutral
stance, asserting that all actors were equally important. Half of the stakeholders in Weert perceived
the municipal administration as a policy entrepreneur.

A look at the networks in Weert (see Figure 8.1) shows that the municipal authorities did
indeed occupy a central position in all the networks, being able to easily communicate with all
other stakeholders. The professionals generally had direct access to the municipal authorities
and to other professional organisations. Local non-professional groups and organisations occupied
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Communication

ey Link with actor relating to communication ey Link with actor relating to the invelvement

on focal health policy with other actors in public health
Strategic Collaboration
LEGEND
Municipality
Local professional

Regional professional
PHS
Non-professional

Link between two actors
relating to collaboration at
5 Link with actor refating to their strategic collaboration policy level

CAD  Agency for care and

i o ‘ © Swaisic treatment of addicts
fi] (s ) . irate y "
Weert Communication Involvement cmﬂlahgmtmny ob onera Pactoner
Denslty {0-1) 0,18 0,15 K] HC  Housing Corporation
Actor centrality (%) Clospriess  Closeness  Closensss  HCO  Home Care Organisation
Municipal admin. 14,07 1497 1488 HE Home for the elderly
RPHS 938 .- 058 9,92 M Mummmmw
Welfar sorice 1082 sg7 gy MHC Reonal Genlre for
R : e FERCHE LIS s Mental Heaith Care
(}entmwsatmn {%) 8,34 843 833 NG Neighbourhood Council
Actor centrallty (%) Belweenness Bebweenniess Behweenness™  NH  Nursing Home
Municipal admini. 8384 62:30 o BRAT PC  Coordinating Platform for
RPHS 2.02 278 381 Health Care Consumers
Welfare service 1191 - 0 744 PHS  Regionat Public Health Service
Centralisation (%) 8276 5940 5538  SC  Local Sports Council

WS Welfare Service

Figure 8.1. Networks in Weert (2003)
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peripheral positions. In the communication network, the welfare service was closely linked to
the local non-professional organisations and provided these non-professionals access to the
central and other actors in the networks. The communication network was highly integrated;
the stakeholders also communicated among themselves and not exclusively with the municipal
administration. There were fewer relations among stakeholders in the other networks, If we
leave the communication network out of consideration, the RPHS did not have many links
with the other stakeholders in the overall network.

Regional Public Health Service

The RPHS was not perceived as an active actor or policy entrepreneur in policy-making in
Weert. Nevertheless, the RPHS would like to act as such. The RPHS and the Weert municipal
administration obviously had different perceptions of the RPHS' task and its role in policy-
making. The municipal public health officer saw it as follows, Asking the RPHS' advice is
obvious because it is one of their statutory tasks. But since the RPHS is at the same time
perceived as the principal instrument in implementing local heaith policy, he feared conflicts
of interest, which had to be avoided. The RPHS had been formally approached during the
whole process. They had been requested to participate in a steering group and to comment
on the draft memorandum. The RPHS had also participated in two workshops at the work
conference,

The municipal authorities facilitated the development of local health initiatives under the
Hartslag (Midden) Limburg project by annually setting aside financial resources for their imple-
mentation. The authorities openly regretted the delay in the implementation of the project.

8.3.2 Local health policy-making in Roermond

Perspectives on local health policy

The municipal authorities in Roermond invited many actors (both internal and external to the
municipal organisation] to participate in local health policy-making. The attitude of these actors
was mostly reactive and symbolic.

Objectives had been set for all types of activity in local health policy; a number of tasks
assigned under the law on collective prevention in public heaith [WCPV) were mentioned
explicitly in the local health policy memorandum. Three types of data informed local health
policy in Roermond and were used as a basis for the memorandum. The first type consisted of
national and regional policy documents addressing the central issues in public health. The
second type was epidemiological data {disease/health problems and risk behaviour among the
population]. These data were obtained from epidemiological research cartied out by the RPHS
and from national reports by the RIVM. The third type of data related to problems and barriers
signalled by professionals and non-professionals active at the municipal-level. The Roermond
municipal authorities presented a broad vision on health [acknowledging multiple determinants),
and health policy was considered an integrated and interactive policy, both in the memorandum
and by the stakeholders. However, this had not resulted in a description of intersectoral activities
or links between different policy domains promoting health.
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Making local health policy was perceived as a statutory obligation. According to the public
health alderman, health was not a palitical issue in Roermond; he thought it would have been
better to develop policy whenever health problerns were brought to the attention of the municipal
authorities.

The fact that reducing health inequalities was one of the broadly framed objectives of local
health policy was ir line with the description of social problems in a number of town districts
as a key issue in the municipal administration's long-term programme.

The memorandum on local health policy was called a framework for further policy develop-
ment. It did not mention clear objectives and activities were still broadly defined. Financial
resources were not vet allocated for the implementation of the activities. This was 0 be done
on the basis of a yearly plan.

In surn, the policy process in Roermond had an interactive character and had been informed
by several sources. Local health policy was regarded as a broad, integrated concept. Nevertheless,
these ideas had not been incorporated in more concrete ohjectives and actions.

Municipal authorities’ role in policy-making

The local health policy memorandum and other data reflect the municipal authorities’ role in
policy development as well as in policy implementation, as coordinative, facilitative and initiating,
The municipal administration initiated the policy process in the first place [by allocating money
for extra manpower); it took complete responsibility for the progress of the policy process, and
facilitated the process in a practical sense. With such a role in mind, the municipal administration
intended to create opportunities for cooperation with stakeholders in the field of health and

Als het aan deze portefeuillehouder ligt dan gaat hif er voor om daar (de nota, MH) handen
en voeten aan te geven, of in leder geval om een aantal zaken wit die nota te willen
ontwikkelen. Dan krijg je natuurlijk vervoigens het debat binnen het college, of hem dit gaat
lukken want als het college die prioriteiten daar toch aan wil geven boven andere
prioriteiten dan zullen er afwegingen gemaakt moeten worden. Prioriteiten verdringen
zZichzell. Als je mijn persoonfijke mening vraagt dan zeg ik dat ik het een hartstikke
belangrifk thema vind en dat ik er ook echt enthousiast over kan raken. Maar het kost
allemaal capaciteit, het kost ook allemaal geld. En dat is één van de grootste knelpunten:
hoe lossen we dat creatief en slim met sikaar op? (ambtenaar volksgezondheid en zorg)
To the extent that it's up to this alderman, he's totally committed to implementing it (the
memorandum — MH), or at least fo further develop some of the issugs in the memorandum. But
of course you then get the debafe in the municipal executive. You have o wait and see whether
he'll be able to pull it off, because if the executive want to set priorities, they will have to make
choices. Priorities compete with each other. My personal opinion is that it's a crucial area, and
one that | get very excited about. But it all requires capacity, it all costs money, And that’s one
of the main problems; that's what we have to find smart, creative solutions for. (A public health
official)
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well-'being. The stakeholders in Roermond expressed the same view of the municipal authorities’
role as the respondents associated with the municipal administration. ‘ :

Health appeared infrequently on the municipal political agenda. It was not a political issue
or a matter for debate. Priority was given to other issues like economic development. Although
the public health alderman at the time was very committed and the memorandum was quite
ambitious and comptehensive, it remained to be seen how much could be implemented [in
view of the lack of money, which reflects a lack of political will).

The public health officer took a broad view of her task in local health policy-making, in
the sense that she organised interactive workshops, set up an inquiry, informed participants
etc. She worked in a rather isolated fashion, without formally consulting any internal {colleagues
of the public health and other departments] or external group. In practical respects, she was
assisted by the RPHS, in that RPHS employees led the interactive workshops, and the RPHS
policy assistant led the inquiry among participants and commented on the draft memorandum.

Stakeholders

Stakeholders did not have pivotal interests in local health policy-making; it did not really affect
their daily functioning or organisational policy in the field of health and well-being,

They did participate to have an opportunity to present themselves and to draw attention to their
target group. They did not communicate with each other outside the organised interactive sessions,

The memoerandum showed that many of the objectives and actions were based on the
information supplied by the participants in the interactive workshops held in Roermond.
Although stakeholders were moderately positive about the influence they had on policy-making, they
were less satisfied about the way the memorandum reflected their input and interests.

The professional and non-prefessional participants acknowledged that they had supplied
information on prevailing problems they encountered in their daily practice in the field of health
and well-being and that they had proposed directions to solve these problems.

The memorandum did not mention what contributions were expected from the different

freden van particpatie in beleidsvorming, MH) Het is dus tweeledig: allereerst om
verslavingszorg hoger op de agenda van de gemeente te krijgen (het taboe daar omirent
ook een bestje te doorbreken) en ten tweede om de ernst van de situatie nog eens te
benadrukken (wij zijn ervan overluigd dat, zeker als het over alcoholisme gaat, we bij ons
slechts het topje van de ijsberg zien). Punt drie is dat we willen netwerken, mensen willen
leren kennen. (CAD, Instituut voor Verslavingszorg)

(What are your reasons for participating in policy development? — MH) There are two reasons. the
first is to get the care of addicts higher on the municipal agenda, and to some extent break the
taboo that still surrounds it, and the second Is to emphasise once more how serious the situation
is: we are convinced that, especially as far as alcoholism is concerned, we are seeing only the fip
of the fceberg. And finally, we want to network, get fo kniow people. (A representative of CAD, an
Institute for the care and treatment of addicts)
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Figure 8.2. Networks in Roermond (2003)
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stakeholders in the implementation of local health policy. However, the intention to involve
stakeholders in the development of action plans and their implementation was mentioned in
meetings and interviews. Stakeholders themselves were sceptical about the municipal administration’s
possibilities to implement the developed plan.

Policy network

Opinions were greatly divided on who were the most important policy-making actors in Roermond.
Respondents named different combinations of organisations, including non-professional orga-
nisations and groups.

In general, the networks of figure 8.2 show that most actors, both professional and non-
professional, had direct access to the central actor, the municipal administration. Containing
the most regional (health) organisations, we observe a highly integrated network concerning
strategic collaboration. Professional health organisations supplied their expertise to the municipal
administration.

In 2002, respondents had expected the RPHS or the municipal administration to be a
policy entrepreneur. In 2003, a few respondents still mentioned the municipal administration
as a policy entrepreneur, due to the obligatory character of the policy-making process. None of
the stakeholders in Roermond perceived the RPHS as a policy entrepreneur. A striking feature
of the networks in Roermond was the position of the RPHS; it had very few links with other
actors except with the municipal authorities. The welfare service was not prominently visible
in the public health networks in Roermond.

Regional Public Health Service

The RPHS was not perceived as an active actor or policy entrepreneur in policy-making, apart
from their supportive task. Nevertheless, the RPHS would like to act as one. There was a clear
agreement between the RPHS and the Roermond municipal administration to provide practical
assistance, which defined the contribution the RPHS made in this case. In the interactive sessions,
the RPHS did not create a high profile for themselves in comparison with other participants.

The municipal authorities had been informed about the development of local health
initiatives by the Hartslag (Midden} Limburg project.

8.3.3 Local health policy-making in Roggel & Neer

Perspectives on local health policy

The municipal authorities in Roggel & Neer collaborated with those at five other {small] munici-
palities in the region in inviting many actors [both internal and external to the municipal
organisation) to participate in local health policy-making. The participation and commitment of
municipal departments and counciliors was small, and their contributions symbolic. The attitude
of the external actors was mostly reactive but their commitment was tangible in that they
participated in the study groups and attended the two ‘conferences’. In between these meetings,
however, participants did not discuss local health policy.

Four types of data informed local health policy in Roggel & Neer. The first type consisted
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of epldemiological data (disease/health problems and risk behaviour in the population) originating
from epidemiological research carried out by the RPHS and from national reports by the RIVM.
The second type was derived from the regional document calied ‘key issues for local health policy
inNorth and Central Limburg’ published by the RPHS in 2001. The third type of data related to
problems identified by professionals and non-professionals active at the municipal level. The fourth
type consisted of the findings of a study into the long-term policy programme developed by the
municipal administration. The policy directions and proposed actions in the memorandum covered
thé various types of activity for local health policy, except for health protection. The memorandum
expressed an explicit perspective of health and health policy. Health was regarded as being
determined by multiple factors. It was emphasised in the memorandum but also in meetings of the
public health officers (steering group) that problems can best be tackled and health can be
promioted through intersectoral collaboration. In addition, we observed a growing awareness that
health is also affected by the policy decisions made in other municipal departments and that the
officials and aldermen responsible for public health have a task in developing healthy public policy.

]

(From the memorandum page 44, MH) Beleidsvoornemen: Gezonaheid integraal aanpakken
en facetbeleid: De gemeente Ziet gezondheid niet als een solitair beleidsterrein, maar dat
gezondheidswinst alleen kan worden geboekl, als ook andere beleidsterreinen daar hun
steenlje aan bijdragen.

(From the local health policy memorandum, page 44 — MH) Policy plan: integrated approach to
health and Tacet policy: the municipal administration does not regard health as an isolated
policy domain, but is of the apinion that health gains can only be made if other policy domains
contribute,

Although it was still not easy for stakeholders to define local health policy, they expressed
it as a comprehensive policy, going beyond activities relating to iliness, towards people'’s general
well-being. The long-term policy plan of the current administration did not contain any statement
on public health or specific actions to promote the health of the citizens in Roggel & Neer. The
focal health policy memorandum was called a framework for further policy development; it did
not mention any clear objectives or activities as vet, nor did it allocate financial resources. The
municipal council had agreed with the general views presented in the memorandum and with
the instalment of a steering group and specific study groups to develop precise action plans for
the coming years. These were to be implemented in close collaboration with the same group
of municipalities. In sum, the development of local health policy in Roggel & Neer was a
comprehensive process and the memorandum was informed by multiple sources (4. We found
indications for a sectoral perspective on health and intentions to further develop this idea by
securing the development of intersectoral collaboration and healthy public policy.

Municipal authorities’” role in policy-making
The public health officer and the alderwoman were quite clear about the role of the municipal
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administration in health policy-making. This role was seen as facilitative, organising the policy
process, establishing the policy and allocating budget, but definitely not as one of initiating
activities and determining the content of the policy. External actors, more specifically the
professional organisations, would have to provide the latter. In the process of implementing
policy, the municipal administration’s role was also to facilitate the collaboration process and
coordinate the tasks and activities of the collaborating partners. Although the alderwoman felt
committed to the subject, she remained at a distance and still found it a complex domain.

Health appeared infrequently on the municipal political agenda. It was not a political issue
or a matter for debate. The interest of the municipal administration in developing a local health
policy was closely linked to its statutory obligation. Nevertheless, it had set aside money to
obtain assistance from the RPHS and the regional administrative office to organise the whole
policy process and to compile the memorandum.

The health policy domain was new to the public health officer. He said he had developed
a broad view of health and health policy. His view of local health policy went beyond his formal
duties, as was apparent from his additional activities, like participating in the steering group
and chairing one of the study groups. He collaborated with an external group {colleagues from
neighbouring municipalities, the RPHS and the regional administrative office].

Stakeholders

The interests stakeholders had in local health policy-making were of secondary importance.
They regarded the process as an opportunity to make their voice heard, but there were other
consultative structures where the specific interests of stakeholders could be promoted best.

A sizeable part of the policy directions was based on the information supplied by the
participants in the study groups and conferences. The participants themselves acknowledged
that they had supplied information on prevailing problems they encountered in their daily
practice in the field of health and well-being. The regional professional organisations said that
they had also proposed directions to sclve these problems. Whereas stakeholders had been
optimistic about the influence they could have on policy-making in 2001, they were quite
negative about their experience in influencing the policy process in 2003, Nor were they very
satisfied about the way their input and interests were reflected in the memorandum.

Although the contributions the different stakeholders could make to the implementation of
local health policy were not described in the memorandum, the policy to form a steering group
and study groups, including a number of stakeholders, had been approved by the council.

Policy network

The respondents took a neutral stance concerning the importance of participants involved in
policy-making, asserting that all parties were equally important. The public health officer and
the alderwoman responsible for public health were happy with the input of all participants and
thought that their own input was not of great importance (see municipal authorities’ role).
The networks in Roggel & Neer see Figure 8.3, revealed the municipal administration to
be the central actor. The RPHS did not have many links with the other stakeholders, except
for their reciprocal relationship with the municipal administration. Of the local professionals,
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the general practitioners were disconnected in all networks. The local non-professionals occupied
a peripheral position in the networks. Although they were involved in the more practical
collaborative processes, this was much less the case at policy level. However, the welfare service,
which assists local non-professional organisations and groups, occupied a central position in some
networks, allowing them access to the central actor.

Only some of the stakeholders (professionals) in Rogge! & Neer perceived the municipal
administration as a policy entrepreneut. Indeed, the municipal administration’s actions were
not consistent with such a position (e.g,, by actively providing other stakehalders with information
and policy proposals).

Regional Public Health Service

The RPHS was not perceived as an active actor or policy entrepreneur in policy-making, but as
the entity responsible for organising the policy process. From the very first, the municipal
administration of Roggel & Neer wanted the RPHS to assist them in the development of local
health policy. They regarded the RPHS as an extension department of the municipal organisation
with the best expertise in public health, Moreover, they acknowledged a shortage of manpower
in their own organisation. The six municipal administrations in the area had commissioned the
RPHS to develop a memorandum for them, emphasising the interactive character of policy
development, to propose policy directions and to actually write the memorandum. The RPHS
also participated in one of the study groups and the conferences.

The municipal authorities did not facilitate the development of tocal health initiatives by the
Hartslag (Midden} Limburg profect, though the project leader informed the public health
officer about the project activities taking place in Roggel & Neer.

8.3.4 Local health policy-making in Roerdalen

Perspectives on local health policy

The municipal administration in Roerdalen had not reached the stage of policy preparation, let
alone that of actual policy-making. They became stuck in the information and crientation phase,
in which they communicated with officials in charge of public health in other municipalities in
the region, as well as with the RPHS and the VNG (Association of Netherlands Municipalities).

Neither the officials in other municipal departments than public health, nor external actors
in the field of health and well-being {with the exception of the RPHS) had taken the initiative
to discuss local health policy with the municipal administration.

It was apparently difficult for respondents from this municipality to express their interpretation
of local health policy. Few mentioned care, prevention or health education in relation to local
health pelicy. This was also true of the municipal administration. The perspective the municipal
administration had on local health policy was ambiguous. On the one hand, it clearly stated
that policy should be made on the basis of (health} problems, a view which indicates a health
perspective. On the other hand, the public health officer favoured the sectoral perspective in the
sense that no explicit health policy would be necessary because health was an item in each and
every policy made at municipal level.
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In eerste instantie (associeer ik Jokaal gezondheidsbeleid, MH) met problemen: ziin er wel
gezondheidsproblemen? Ik snap wel dat je niet alleen moet proberen om probleemoplossend
te werken maar dat je ook moet proberen om die problemen te gaan voorkomen. Maar een
beleid moet altijd gemaakt worden omdat er gen probleem is.

Ik moet gerlijk zeggen dat ik zelf ook denk: je moet alles integraal bekifken, de integralitert
levert een bepaalde meerwaarde op en je moet dat koppelen met interne afdelingen en met
externe instellingen, Nu gaat het Rijk daarnaast overal nog specifiek een beleid op maken
en voeren: op ouderen, op jongeren, op gezondheid ... In principe ligt dit al in het integrale
beleid; je moet dan gewoon op bepaalde beleidsterreinen rekening houden met de
gevolgen voor ouderen, de gevolgen voor de gezondheid enzovoorts. (ambtenaar
volksgezondheid en zorg)

First of all [! associate Jocal health policy — MH] with problems: are there any health problems?
I realise that we shouldn't always concentrate on solving problems but also try to prevent them.
But policies are always made because a problem has been identified. | have to admit that |, foo,
fesl that these malters should be looked at in an integrated way. The imtegrated approach
provides a certain added value, which you need to discuss with internal departments and
external agencies. Now the government is trying fo develop additional specific policies for the
elderly, for young people, for health, etc. Basically, these are containgd in an integrated policy;
it just means that certain policy domains have fo take account of the consequences for the
elgerly or for public health, etc. (A municipal public health officer)

Municipal authorities’ role in policy-making

As indicated above, the policy process in this municipality became stuck in its initial phase.
Since this reant that data on the municipal authorities’ role in the policy process could not be
collected, little can be said about this topic here.

Health appeared infrequently on the policy agenda in Roerdalen. Interviews and documents
show that health was no issue of political interest. It was issues like education and the upkeep
of buildings, roads and sports accommodations which occupied the attention of the municipal
authorities. The public health officer had collaborated for six months with colleagues in two
other municipalities to develop local health policy together. The idea was to ask the RPHS or
a consultancy agency for assistance, but the initiative stranded.

Stakeholders

Stakeholders, especially the professionals, had positive expectations and experiences from the
past about their influence. Stakeholders had not been invited to participate in local health
policy-making vet, nor had they taken the initiative themselves. Hence, no assessment can be
given of their role and input in (local health) policy preparation or in the future implemen-
tation.
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Policy network

The professionals regarded themselves and the municipal authorities as the most important
actors in policy-making. The respondents associated with the municipal administration and
non-professional stakeholders did not express their opinion. None of the respondents identified
any of the stakeholders as a policy entrepreneur.

The networks in Roerdalen presented in Figure 8.4, included a rather small-number of
participants, of which the municipal administration was the central actor. The networks show
that a number of stakeholders, mainly local ones, were disconnected. The other stakeholders
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(including the RPHS] related directly to the municipal administration, but few had links with
each other. Although the municipal administration occupied a central position, it was not developing
initiatives in policy-making,

Regional Public Health Service

Although the other stakeholdets in Roerdalen did not regard the RPHS as a policy entrepreneur,
the RPHS regarded itself as such. The pro-active attitude of the RPHS was evident in that they
actively informed the municipal administration at the time and offered their assistance. At the
same time, they did so with great caution, as they did not want to have too high a profile as
an organisation.

Roerdalen was the first municipality to agree to adopt the community-based Hartslag (Midden)
Limburg project. The municipal authorities assisted the implementation of the project by
setting aside money on annual basis for its activities, which was indeed (partly) spent on a few
activities. The public health officer rejected the idea of installing and participating in a
municipal health committee.

8.4 COMPARISON OF RESULTS ACROSS CASES

The previous section gave a detailed survey of the way local health policy unfolded in the four
cases. Here we present the findings from a more general point of view by comparing the four
cases.

Most of the identified stakeholders did participate in local health policy-making, but
their involvement was reactive. Three municipalities had organised interactive workshops or
meetings with large numbers of participants, both internal and external to the municipal
organisation. Whether parties were invited by the municipal administration to participate
depended on their involvement in public health, or on their relationship with the municipal
administration. The participants in the policy-making process primarily came from the health
and welfare sector. This was true of those internal {civil servants and politicians] and those
external to the municipal organisation (e.g. health professionals). The majority were professionals.
Respondents only gave general, interest-based reasons for their participation, such as the
opportunity to present themselves, to put forward specific problems once more, or to represent
a target group or volunteers. Their purposes, and the benefits they might expect from participating
in the policy process, were not always clear to them.

The attitude of the participating stakeholders was mostly reactive, and their contribution
in most cases was tangible. The latter does not refer to a contribution in a material sense, but
to making an extra effort by giving additional information or feedback to the public health
officer or comments on the local health policy memorandum. Communication on local health
policy primarily took place in planned meetings; informal contacts were hardly used (as is shown
by the scarce data in these networks, see chapter 6). The networks relating to communication
on local health policy also reflected this observation, as they did not contain many links among
the participating actors [see Figures 8.2 and 8.3].
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Vpor ons was het van te voren nigt precies duidelijk wat de bedosling was. Toen we naar
die eerste bijeenkomst ziin geweest dachten we: o yes, daar moeten we iets mee.

Voor ons was het gewoon belangrijk om onze stem weer le laten horen bij de gemeente en
bij die andere organisaties. Nu weten andere organisaties ook weer beter wie we zijn en
wat we doen. (Platform Gehandicapten Belangen, Roggel en Neer)

We weren't exactly sure what it was afl about beforehand. After we had attended the first
meeting, we thought; right, we have to get in on that

{t was mainly important for us to remind the municipal authorities and the organisations of our
existence. The other organisations are now more aware of who we are and what we do. (A
representative of a platform for the disabled at Roggel & Neer)

The networks generally included more professionals than non-professionals. In the town
of Roermond, it was mostly the regional organisations {having their offices in Roermond] which
participated, whereas Weert had more participating subregional or local professional organisations.
The networks at Roggel & Neer included the largest numbers of non-professional groups and
organisations. There were important differences between the cases in the degree of density of
the networks. This means that the networks showed different levels of integration, which
might reflect the differences in collaberative structures and initiatives in the four cases at the
start of our study.

Most of the regional professional organisations had a direct (but unilateral link with the
municipal authorities. They were regarded as important actors in policy-making. They were
requested by the policy-makers to supply their specific expertise. That they did so was reflected
in the findings of the interviews and in the networks on exchange of experience {not presented
as explained in chapter 6], where the professional actors were unilaterally linked with the
municipal administration. The local non-professional groups and organisations occupied peripheral
or disconnected positions in all networks, and were regarded as less important actors in policy-
making. They needed other actors (in some cases the welfare service) in the network to access
the central actor, making it more difficult for them to promote their interests. Only those who
had an official status as an advisory board to the municipal authorities actually had direct access
to the central actor. Local non-professionals did not have mutual or reciprocal relationships.

Local health policy was not of pivotal importance to stakeholders. Local heaith policy was
not of pivotal importance to the functioning of stakeholders or their organisations. This applies
to both professional and non-professional respondents and to all cases. In general, health was
not a priority to municipal authorities; only the obligatory nature of local health policy develop-
ment had put health on the municipal agenda.

Although some stakeholders had consulted their colleagues, the subject had not become
an issue of debate in their own organisation or group {including the municipal organisation).
Stalceholders hardly communicated among themselves about the subject or about joining forces
to protect or forward their interests. Nevertheless, the expertise of stakeholders with respect to
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existing problems in the health domain and the solutions they proposed carried a lot of weight
in policy development. In fact, our data create the impression that this (varied) input by stake-
holders was given precedence to the priorities derived from epidemiological research. The
stakeholders’ perception of the visibility of their contributions does not completely match this
idea. In Roggel & Neer, stakeholders thought they had little ability to influence the policy
process or the outcomes reflected in the memorandum, while opinions among the Roermond
stakeholders varied. Only in Weert were stakeholders quite positive about their influence.

As regards the implementation of local health policy, the respondents associated with the
municipal administration wanted to continue to involve stakeholders. And stakeholders, especially
the professional stakeholders, said — though cautiously — that they wanted to participate in the
implementation of local health policy, as long as it was in line with their current policy and
activities. The four local health policy memoranda still lacked a clear division of responsibilities
or tasks and activities among the stakeholders involved, as they lacked concrete objectives
{except in Weert], Only in Roggel & Neer had the municipal council approved the proposal to
set up a coordinative committee composed of public health officers and specific stakeholders.

The health perspective prevailed in the debates and memoranda on local health policy.
For many respondents, especially the non-professional stakeholders, it remained difficult to define
local health policy, even after such a policy had already been effectuated. In this respect, res-
pondents often referred to related policies (e.g. youth policy, policy on minorities} and to local
policy agreements concerning matters like public mental health and special housing with care
facilities for the elderly. Respondents conceived of local health policy as a very broad, even
amorphous domain. All stakeholders had their own specific tasks and activities in the field of
health and well-being. Their expertise was limited: none of the stakeholders regarded themselves
as specialists in public health, except for the RPHS. As a result, stakeholders thought they had
only limited power to influence the formation of local health policy as a whole.

Als ik kijk naar de onderwerpen zoals ik die net noemde dan zijin wij binnen dat kleine
specifieke gebied een belangrijke speler. Maar de onderwerpen die er lagen waren zo
breed dat we daar maar een onderdeel van waren. Ik denk dat iedereen maar een klein
onderdesi heeft kunnen zijn in het geheel. Dus het is te algemesn gebleven om specifiek
veel invived te hebben (Riagg-ML).

As far as the lopics are concerned that | just mentioned, we are an important actor in this
specific domain. But there was such a variely of topics that, on the whole, we were just a minor
component. | think each of the parties involved was only a small part of the whole. So things
remained too general 1o allow much specific influence. (A representative of a regional institute
for outpatient mental health care)

Our data do not reveal a very clear petspective on health policy. In general, the health
perspective was most prominent: health problems were taken as the starting point and inter-
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sectoral collaboration was considered important to solve such health problems. Only in Roggel
& Neer was the sectoral perspective on health policy given any attention. Nor could the
description of local health policy in terms of the four types of activity, as presented in chapters
1 and 2, be clearly recognised in the policy intentions or activities described in the memoranda.
Whereas the memoranda emphasised health care facilities and the way they were functioning,
as well as prevention of disease and health promotion in the narrow sense of the term {mostly
lifestyle issues), health protection was hardly mentioned.

The attitudes and activities of the municipal authorities were not consistent with their
central position in policy-making. The municipal administrations started the policy process
with an open mind; they did not have specific suggestions or ideas on the content of local
health policy. In the view of the municipal administrations, interactive policy development
would create support for the policy among stakeholders and thus make implementation more
likely and effective,

Respondents associated with the municipal administration said that they now had more
and clearer ideas about how to interpret local health pelicy and how to intervene to promote
the health of their citizens.

Meer dan in het verleden. Nu zie ik in een duidelijk breder scala. Eerst zou ik gezegd hebben:
volksgezondheid staat gelijk aan de werkzaamheden van de GGD. Maar er is meer; dat is
me nu duideliik geworden door dat lokaal volksgezondheidsplan. Denk aan: aangepast
bouwen, zorgen dat er opgangen komen voor roistoelen, moeders met kinderwagens, denk
aan milieu, denk aan geluidsoveriast. Aan dergelijke dingen zouw ik eerst niet gedacht
fhebben als ik dacht aan volksgezondheid. (ambtenaar volksgezondheid en zorg, Roggel en
Neer)

More so than in the past. | now take a broader view, Before, | would have said that public health
was simply what the RPHS did. But | now see that there’s more fo il, thanks o the new local
health policy plan. There's things like building specially adapted housing, ensuring wheelchai
and pram access, environmental protiems, noise nuisance. Before | wouldi't have thought of
those in the context of public heafth. (Public health officer al Rogge! & Neer)

As regards the implementation of local health policy, they were less optimistic, in terms of
the practicability of the policy, the costs [in the light of current cutbacks) and the central tole
to be played by the local government. The aldermen for public health said they only really
became involved when civilians brought serious problems to their attention. In Roerdalen, the
value of local health policy was still being doubted.

Many respondents regarded the municipal administration as a binding, coordinative factor
in policy-making and in implementation. Professionals as well as non-professionals expected an
active, initiating attitude from the municipal administration. There was aiso some doubt about
the capability of the municipal administration to fulfil such a many-sided role.
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Although the municipal administration was the central actor in all cases and all networks, it
claimed to lack the (financial) resources, manpower and knowledge to really take the lead in
directing local health policy-making. In all cases, they sought outside help.

De gemeente met de regie, dat vond ik fantastisch. Zo dicht mogelijk bij huis moet je zorg
aanbieden. Dan lijkt het me ook heel logisch dat je de regierol zo dicht mogelijk bij huis
plaatst. Nogmaals, ik vraag me nu wel af of het iberhaupt mogelijk is dat betrekkeliik
kleine gemeentes zoals ze Rier ziin in staat zijn om zo0'n specifieke rolfen te vervullen.
{Riagg-ML)

Coordination by the municipal authorities; | really liked that. Care should be offered as close o
people’s homes as possitie. So if seems obvious to me to have the coordination as close to their
homes as possible. But | have fo say again: 'm not sure whether relatively small municipalities
like the ones we have here are able to fulfil such specific roles. {A representative of a regional
institute for oulpatient mental health care)

The role of the RPHS in policy-making varied according to the specific requests for
assistance from the municipal administrations. The RPHS mostly complied with requests
from the various municipal administrations, that is, it had a reactive attitude. The assistance it
provided to the policy-making process in the four cases varied from consultation to process
guidance and writing the memorandum. From mid-2002 enwards, the RPHS became more
active and presented itself as a policy advisor and coach. It alse provided epidemiological data
in all cases.

The RPHS did feel responsible for assisting local health policy-making and policy implemen-
tation. The RPHS presented itself as such with specific {advisory) products in the diversified

—
Ik denk dat dat ook de twee in het oog springende rollen zijn die een GGD kan hebben, We
Zijn aan de ene kant een partif die in het hele spel meespeeit waar dan ook heel veel
andere aanbieders van zorg en diensten meespelen. Aan de andere kant hebben we denk
ik ook de nodig know how in huis om zo'n proces te kunnen begeleiden; dus we zijjn in
slaat om met de gemeente dat hele traject door te wandelen. Dus daf zif ons vragen: we
hebben niets en we willen het graag op papier hebben in beleidsvorm; help ons daarbij
(GGD-NML).

| think those are the two most abvious roles for the RPHS. On the one hand, we are one of the
parties in the large game, together with many other providers of care and services. On the other
hand, I think we have the necessary know-how o support such a process, so we're able to
guide the municipal authorities through the entire process. So they can ask us: we have nothing
available as yst and we would like to have a policy on paper; can you help us with that? (A
representative of the RPHS)
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products provision model (KPAJ, developed and presented to a}l mummpa authormes in the
region and effective from 1 January 2004. The community-based Hartslag {Midden) Limburg
project {see chapters 3 and 4)was also transformed to a product in the KPA model, helping
municipal administrations to-implement policy intentions in local health initiatives with an
emphams on the promotion of a healthy lifestyle,
The other stakeholders did not perceive the RPHS as a major pamcipant in mepolicy process.

The Hartslag (Midden} Limburg project had not participated as-such in policy déve‘lopmem,

. The RPHS did not have a very central position in the networks; it had a reciprocal relationship
with the municipal authorities, but few connections with other professional mg,anisations and
hardly any with non-professional organisations. ,

The policy process in Koerdalen differs from that in the other three cases. In fact, the
initiative of the public health officer in Roerdalen to start up the policy process became stuck
atan early stage. A few comments can be made at this point. The alderman repeatedly said
that he did not really know how fo interpret health promotion at the local level and how to
relate this to health policy-making. The statutory obligation to develop a local health policy
memorandum did not motivate the municipal administration to take action, nor did the sugges-
tions made or the initiatives taken by the public health officer. The mayor and aldermen did
not request the council to set aside money to increase the manpower at the public health office
or to facilitate the process in other ways. All of this might indicate low political commitment
to health issues. Moreaover, it should be noted that, on the whole, few actors were active in
the health domain in Roerdalen, and that these actors did not interact much with each other
[see network graphs and indices in Figure 8.4). The municipal administration as the central
actor in these networks was not playing a stiraulating and coordinative role.
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“"We have examined a broad phenomenon, the process of developing:local health policy, in a
study that acknowledges the multi-dimensionality and unique contextual factors in this process.
We have composed a comprehensive theoretical framework and developed a specific evaluative
research instrument, neither of which was available beforehand. The findings, presented in the
previous part, were collected using multiple methods and ‘data sources.

The final part of this thesis links the theoretical framework to.our findings. Chapter 9 first
discusses the cogency and methodological quality of this study, and reflects on the findings.
Chapter 10 presents the conclusions we draw from these reflections.
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THE DEVELOPMENT OF LOCAL HEALTH
POLICY: DISCUSSION

9.1 REFLECTIONS ON METHODOLOGY AND THE QUALITY OF THE RESEARCH

Qualitative research differs from quantitative research with respect to the object of study, the
research design, the data collection methods, the type of data and analyses and the role of the
researcher. A multiple case study, specifically, is the most suitable method to examine in depth
the uniqueness or variation of a phenomenon. In qualitative research, the views and actions of
the people involved play a central role. In such situations, the research context (i.e., social life
in action) requires a flexible attitude and effort from the researcher (Maso & Smaling, 1998;
Silverman, 2000). Qualitative researchers direct their attention to the specifics of particular
cases (Denzin & Lincoln, 2003).

In our study on local health policy-making, the object of study is complex and changeable.
Moreover, the study focused on a ‘new’ phenomenon, at least in this form and in the current
Dutch context of public health. The research questions, which were primarily how and why
questions, were addressed in a multiple case study. In the methodology of this inquiry, research
took on the nature of an iterative process in which data collection alternated with analysis. The
data gathering methods, mainly interviewing and participatory observation, were open and
flexible. Methods to analyse the information included close reading of transcripts, categorising
and coding the data and analytical induction. The researcher interfered in the day-to-day reality
in which the object of research occurred and related with the researched. Finally, she
interpreted the findings of the research and formulated conclusions.

9.1.1 Strengths and limitations of the inquiry into local health policy-making

The purpose of this section is to discuss the cogency of our inquiry into local health policy-
making. It assesses the soundness of the inquiry on the basis of the interpretation of the validity
and reliability of qualitative research in general and of case studies in particular

Appropriateness of the research design

For this study, we chose to employ an embedded multiple case research design. This design
not only most appropriately addresses the type of research questions and the real-life context
of the study, but also focuses on multiple research levels and units of analysis within the cases
[seeTable 1.1}. We included four cases {municipalities). In view of the replicatien logic, the
inclusion of only four cases could be considered too limited a design. The number of cases
needed to enable strong conclusions depends, on the one hand, on the desited degree of
certainty of these conclusions and, on the other hand, on the complexity of the external
conditions that produce the variation in the phenomenon studied. The four cases included in
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this study each served a specific purpose. The inclusion criterfa distinguished the cases two k
two (see also section 1.3). The first distinction was based on whether factors in each municipalit
predisposing it to the development of community health initiatives were favourable or unfavourabl
The second distinction was that into a group of two municipalities that would receive focuse
policy support interventions from the RPHS and a group that would not. We would have like
to study more cases with respect to these inclusion criteria, to demonstrate the variation in th
policy processes studied. However, the capacity of the Hartslag {Midden) Limburg projec
which was part of our study design, was insufficient to work in more than four municipalitie:
Also, the gresent research had to be done by a single researcher. Therefore, the number of case
was limited to four.

The RHPS failed to actually develop and implement the supportive intervention. In
sense, this weakens the design we have used but increases the number of cases with respec
to the first inclusion criterion (favourable and unfavourable predisposing factors for local healt!
promotion}, which was a positive side effect.

Making justifiable inferences

Maso and Smaling {1998) refer to internal validity as the soundness of the arguments (the dat:
gathered) and the line along which reasoning has developed |the research design and analysis)
We have dealt with the issue of internal validity as follows.

In the preparative phase of the inquiry, we developed a theoretical framewark based ot
concepts and insights from health promotion, and drawing on the interactive, network perspective
on [health) policy-making. The policy processes in the four cases were studied on the basis o
this common theoretical framework.

The theoretical concepts were operationalised unequivocally in the different phases of the
research. Data collection procedures were established and documented. The use of multiple
research methods and triangulation of the data for each case enhanced the validity of ouw
inquiry. The convergence of data was once more demonstrated when we applied the evaluative
framework on local health policy to the four cases. These measures allowed the findings of the
four cases to be easily compared.

Chain of evidence

The ‘chain of evidence’ should be understood in two ways in the present research: first as a
systematic line of reasoning that unequivocally links research questions, data collection and
conclusions (see above); and second as the establishment of a database in which the operatio-
nalisation of the study and analysis of data are exhaustively documented.

The latter refers to the interpretation of reliability in qualitative research. In this type of
research, repeatability is a difficult issue because the reality that is researched changes and the
exact viewpoint of the researcher cannot be adopted (Seale, 1999]. Some experts use the
phrase virtual repeatability, meaning that the research, or parts of it, could be repeated in
exactly the same way with the same methods and techniques, and would then generate the
same findings if the above impediments could be overcome. The criterion for reliability is then
the “trackability’ (Maso & Smaling, 1998} of the research, that is, whether others can examine
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the course of the research in detail. Other authors cail for the creation of an ‘audit trail’ {Baum,
2003; Lincoln & Guba, 1985}, providing a systematic, reflexive, methodological accounting for
the methods and procedures used. This assures what they call the dependability {consistency)
and credibility {truth value} of the research.

The two interpretations given above are more or less intertwined. Being able to make
sound inferences needs systematic linkage of theoretical concepts to data collection, analysis
and interpretation, but is enhanced by the use of protocols and decumentation of procedures,
which in turn enables others to check the entire operationalisation. Thus, enhancing validity
and reliability go hand in hand. Specific measures we used to increase this validity and reliability
are discussed below.

The operationalisation of theoretical concepts into interview questions and other variables
was reviewed by experts and was pretested after adjustment (except for the evaluation criteria
for local health policy}, increasing the validity of the inguiry. Keeping different logs
[methodological and interpretative reflections) further improved the (internal) validity of our
inquiry, as well as its reliability. The logs are part of a large database established in NVivo,
which includes data, reports, memos etc. Despite the improvement of reliability by such
measures, actively auditing the chain of evidence, for instance by peer examination of coding
and interpretations, would have further increased the internal validity and reliability of our
inquiry, as would reviewing drafts of case study reports by key informants

Innovation

The inquiry into local health policy-making was innovative in several ways. This fact is relevant
to a reflection on the methodological quality of this study, because it introduced specific problems.
First of all, we addressed a complex research question: the contribution of local health promotion
to policy development within a single context. We explicitly linked health promotion practice
to policy development, studying a relation which often is ignored. In addition, the study focused
on stakeholders and their interactions in policy-making and practice, a perspective not commonly
used in studies of policy processes and their evaluation. Secondly, to answet the research
question(s] we were hardly able to build on previous research or use validated instruments,
which obliged us to look for and develop new tools. We have developed a comprehensive and
coherent evaluative instrument to assess the processes of developing local health policy. When
looking at the stakeholders in local health policy-making and the interactions and connections
between them, we found that a combination of stakeholder and network analysis was an
appropriate tool to identify the indicators proposed in this evaluative framework. The application
of these instruments in the health promotion domain has provided us with new insights (see
chapter 10).

However, there were some problems and unfavourable (external} conditions affecting our
atternpts to meet the innovative challenges in this inquiry. As we have seen in part Il of this
thesis, the Hartslag (Midden] Limburg project did not develop as planned. This strongly
influenced the focus of the inguiry and the possibility to answer the principal research
question. Our study of the interactions and interrelatedness of stakeholders in local health
policy developed over time, in that the instrument became more precise. However, because of
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various adjustments we had to make, the network graphs for 2001 cannot be fully compare
with those for 2003, in turn preventing firm conclusions about development over time. Finally
it should be noted that the evaluation instrument was not pre-tested, due to lack of time an
manpower. When applying the evaluation criteria to the data of the four cases, criteria 6, 8 an
10 {see section 2.4) appeared to be hardly practicable, if at all. This meant that we were unabl
to assess some of the specified features of local health policy. Finally, the innovative characte
of this study may have interfered with its construct validity. We did specify the features of the
policy processes concerning local health policy and the expectations we had in this respect, bu
since the instrument was used for the first time, we cannot demonstrate that it does indeec
reflect our concepts regarding the development of local health policy.

The researcher

The researcher has been working single-handedly in this inquiry. Over a period of three years
{2001-2003) she closely followed the flow of events in the development of local health policy
in the four municipalities. She did so partly by means of fieldwork, having established good
relations with the people in the fleld. Contacts with the aldermen and the public health
(policy} officers at the RPHS and the municipal administrations were regular and continuous.
The presence of the researcher as a participatory observer at various meetings was eventually
taken for granted, which may have minimised a possible Hawthorne effect. The incidental contacts
with the interviewees were characterised by open dialogue but were also regulated by the
theoretical perspectives chosen.

Subjectivity on the part of a researcher is generally considered a threat to the validity of
research findings. We do acknowledge the possible negative effects of (overjidentification with
the researched or ‘going native’ by the researcher, but agree with Maso and Smaling {1998]
who assert that in qualitative research, subjectivity should be valued positively, provided it is
used intelligently. Denzin and Lincoln {2003} state: ‘there are no objective observations, only
observations socially situated in the worlds of — and between — the observer and the observed’.
Subjectivity definitely provides access to the object of study and creates opportunities for
learning. Nevertheless, we did try to ensure greater objectivity of the findings by consistently
using theoretical concepts, protocols and computerised analysis technigues.

Another issue regarding the researcher’s actions is the unclear distinction between the
phenomenon studied and contextual factors. Strict control of contextual variables is often of
great importance, for example in RCTs studying causal relations. However, in this more
descriptive and explorative research project, the researcher did not even want to be in control
of contextual factors but considered them to be important variables which contribute to the
processes studied, and whereby the findings are embedded in the real life world [Denzin &
Lincoln, 2003; Hammersley & Gomm, 2000; Silverman, 2000).

0.2 REFLECTIONS ON THE FINDINGS ON LOCAL HEALTH POLICY-MAKING

This section discusses the findings on local health policy-making presented in part Ill. Although
it does not follow each of the items of the evaluative framework individually (for reasons of
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readability), the discussion in the following sections is primarily based on the application of this
instrument to the data.

The section first elaborates on the involvement of the different actors in the policy process:
the ideas and activities of the stakeholders in local health policy-making, the relationships
among these stakeholders (represented in network structures) and the position and role of
policy entrepreneurs within the networks. Next, it reflects on the useful components of the
policy-making processes studied and the Theory of Streams (Kingdon, 1984, 1995,

0.2.1 Stakeholders’ ideas and activities

Health policy

Health policy is generally regarded as an integrated policy, encompassing the multiple dimensions
and multiple determinants of health. A significant body of literature indicates that such multi-
level policies can enly come about through interactive endeavours. These imply the involvement
of different disciplines in the health domain and even the involvement of professionals from
other sectors. Experts generally favour the involvement of the population and some authors
even see it as indispensable [Baum, 2003; Bryant, 2002; Goumans & Springett, 1997 ).

The findings in three of the four cases show that the municipal authorities had indeed
organised interactive sessions in one way or another. All participants in these sessions were
characterised by their own specific background and involvement in public health. Participants’
unique connections with specific organisational purposes {e.g., the provision of home or psychiatric
care] appears to conflict with the broad and comprehensive character of health policy. Stakeholders
generally represent established institutions with an organisational design that is uniquely linked
to the delivery of their specified services, thus limiting organisations in transcending their
institutional purpose. What we have found, however, is that individuals might be prepared to
cross these limitations and develop more comprehensive views. Service delivery parameters
have consequences for the positions stakeholders are willing to take in the policy-making process.
They often feel, for instance, that their own organisational purpose must be served while engaging in
this process; this often leads to ‘single-issue’ positions and a high degree of specificity driven by
self-interest in potential policy contributions. The power or influence that organisations feel they
are able to wield over the policy process is related to the possibility of broad perspectives on local
fiealth policy. In this study we have generally seen that stakehclders experience a low degree of
control over the establishment of health policy. This may be because their specific background
prevents a more ‘visionary’ or ‘ideological’ health perspective. [t may also be that the character
of local health policy is too comprehensive for them to be able to come to grips with it.

Role of professional knowledge

According to Labonte (1992) and Baum {2003} three paradigms can be identified in public
health: the medical, the behavioural and the socio-environmental (see Table 2.1}, These paradigms
influence the types of problem definitions, preferred solutions and indicators of success for
interventions and policies. Thus, stakeholders which operate within the medical paradigm generally
prefer disease-oriented and often individualistic approaches to health, whereas others, which
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operate within the behavioural paradigm, would favour behaviour change and populati
approaches. It should be noted that this typology is not in any way ‘naturally’ linked to the ty
of organisation. For instance, a hospitai might be seen as a proponent of the medical paradig
although (within the European Network of Health Promoting Hospitals) there are hospit
that try to apply socio-environmental perspectives. Thus, a ‘modern’ public health service cot
embrace a socic-environmental perspective, whereas a mote "traditional’ public health servi
might more easily relate to the medical or behavioural pesition. In this study, we have genera
seen that professional organisations in this region of the Netherlands are being challenged to rega
health policy in the context of broader, behavioural or even socio-environmental heal
perspectives, whatever their traditional positions.

Bryant {2002) proposes a typology of knowledge as different forms of knowing about a soci
issue. She identifies three types of knowledge that can contribute to the policy developme
process in public health: instrumental (or traditional scientific knowledge), interactive ar
critical knowledge. Experts usually generate instrumental knowledge, which is regarded
objective. [n the past, public health policies have primarily relied on instrumental {scientifi
knowledge, mostly quantitative knowledge with an emphasis on lifestyle issues. Interactive
lay knowledge develops from personal experience and is shared among people in their dai
lives. Critical knowledge is reflective knowledge and involves analysing socio-economic an
political forces and influences upon society.

Although our inquiry did not study why some types of knowledge are favoured over othel
in policy processes, some interesting observations need to be discussed here. We have see
that instrumental and interactive knowledge have informed the policy process, which is als
clearly reflected in the memoranda on local health policy. Scientific knowledge was mainl
being provided by the RPHS and was based on national {van Qers, 2002) and regione
epidemiological research {GGD-Midden Limburg, 1998). The experiences and needs of th
community came to the fore mainly during the interactive sessions, where they were pu
forward by representatives of the community and professionals. The combined cantribution ¢
experts’ knowledge and that of practitioners and lay people is very much valued in health
promotion {Bryant, 2002; Nutbeam, 2004 b). In the present study, however, it was strikin;
that forms of interactive knowledge (for instance anecdotal information and personal stories
seemed to be more persuasive than scientific knowledge. In fact, this type of evidence had the
largest share in the memoranda upon which policy intentions were based, while the policy
intentions based on the scientific evidence of health problems (epidemiclogical data) were
condensed into one or two general lifestyle issues. The scientific knowledge referred to is still
limited in several ways. The medical, behavioural paradigm prevails, which implies that data
on social and economic determinants of health are not yet being included. Moreover, the data
avallable from such research come from the regional and subregional level. These might not
be very compelling to policy-makers at the local level, who furthermore (so far} feel more
comfortable intervening in environmental (i.e., social and physical] factors {Hoeijmakers,
2000a). Finally, the evidence created by scientific research concerns primarily health problems

and to a lesser extent the effectiveness of interventions (Nutbeam, 2003).

The memoranda for local health policy have been presented as a framework. The further
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development of annual action plans and the political debate; the prioritising of problems to tackle
and the allocation of money for interventions are still continuing, What type of knowledge is
actually emphasised will become apparent at a later stage.

9.2.2 Interrelatedness of stakeholders and policy networks

Health promotion is a domain where the active participation of numerous actors in policy-making
is highly important, implying interactions and ongoing relationships. As mentioned in section
2.3, the Theory of Streams is not specific about the way the interrelatedness of and interactions
among the participants affect the policy-making process, but Kingdon asserts that the activities
of a policy entrepreneur enhance the process. The above made us decide to use stakeholder
and network analysis and to describe the interactions and linkages between identified stakeholders.
Chapter 8 has shown the network graphs and presented density and centrality indices for these
connections between stakeholders as regards the communication on local health policy, the
involvement with each other in public health matters and their strategic collaboration.

Cohesion of networks

Density of the networks indicates the extent to which all actors in the network are linked to each
other. It refers to a general leve] of cohesion and integration of the network {see chapters 2 and 0).
The communication networks for the municipality of Weert show that stakeholders there
communicated more about local health policy among each other than in the other cases. In the
other two cases {Roerdalen is omitted here because the policy process did not develop there] the
stakeholders communicated mostly with the municipal authorities. This indicates that in Weert,
local health policy is discussed within existing collaborative structures [some of which have been
initiated by the municipal administration}, a conclusion that is corroborated by interview data.

The networks reflecting involvement with each other in public health show that the
cohesion in the network at the municipality of Roggel & Neer is higher than in the other three
cases. Actars are more involved in joint action at the operational level. In this case, local health
initiatives [like the day care center for the elderly operated by volunteers) are recognized and
integrated in the practice of public health. This, however, does not automatically mean that
stakeholders also communicate about issues like local health policy or become involved in
policy-making processes. For instance, we have observed that general practitioners and the
home care organisations, which are considered very important stakeholders {see the findings
of our stakeholder identification) and are central in the networks at the operational level (see
section 7.3.5) are not central in the policy networks or ate even not participating at all [for
instance at Roggel & Neer). Community groups or organisations also become disconnected
from the policy networks. It seems that the character of the existing relationships between
municipal administration and individual actors is of overriding importance.

The density indices for the networks on strategic collaboration arve generally the lowest
{compared to the densities of the communication and involvement networks). More non-
professionals are disconnected and the collaborative links are limited in number. Most links
exist between professionals and the municipal authorities or among small groups of professionals.
The density of this type of network (strategic collaboration] is highest in Roermond, where the
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network consists mainly of the bigger, regional health organisations. These actors are probably
more used to adjusting to each other’s organisational policy decisions.

Because we cannot really compare the networks for 2001 with those for 2003 {for the
methodological reasons pointed out in chapter 6} we cannot draw any conclusions on the
influence of the policy-making process on the composition of the networks over time.

In Roerdalen, where the policy process became stuck and no memorandum on local health
policy was drawn up, the networks [in 2001 and 2003] included few participants, with few
links among thern. This hints at a public health practice in which collaborative processes are poorly
developed. The municipal administration maintains formal relationships with few organisations,
relationships that are limited to financial ties and the delegation of municipal tasks.

At the outset of the study we made decisions as to which municipalities should be included
in it: a pitot study identified two of them as having enabling characteristics for local health promotion
and two as having less favourable conditions. Qur findings further substantiate these conditions
as regards collaboration in public health within these municipalities and the active involvement
of the public health officer and alderman [political commitment]. This also implies that the
starting situation has persisted.

Central actors in the neftwork

The network graphs and the centrality indices (for an explanation of this measure, see chapters
2 and 6} show that the municipal administration is a central actor in all networks. The other
stakeholders consider it responsible for local health policy and its development. In addition,
they consider the municipal administration te be important in the collaborative processes in
the health domain. Stakeholders expect the municipal administration to play an active, initiating
and coordinating role in policy-making and implementation. In contrast to these expectations,
the findings tell us that the municipal administration does not consider itself an expert on public
health and that it not only lacks knowledge and experience but also human and financial
resources. This explains its reticent attitude and mainly facilitative role in the policy process.
In other circumstances, a central actor might be expected to actively coordinate the policy process
and to connect the other participants in the network as regards preblem definition and solution.
The health professionals, including the RPHS, although considered very important players
(see above), seem not to play a prominent role in local health policy-making, This might once
more point to the difficulty presented by the complex nature of local health policy. To none of
the stakeholders, except perhaps the municipal administration and the RPHS, has local health
policy become an important issue of debate or great interest. What is remarkable, however, is
that the rather independent position of professional organisations in public health has gradually
changed through active measures taken by the central government. If we also take into consideration
the ongoing decentralisation of prevention and care in the Netherlands, we currently see that
the municipal authorities and regional health organisations do ‘meet’ each other more aften
than before. They are becoming more interdependent at the local level, in tetms of financing
services as well as in terms of policy and organisational change with respect to specific fields of
action like preventive youth care, public mental health, and de-institutionalising care services so
they are provided in the community. This implies a considerable increase in the responsibilities

154



DISCUSSION

of the municipal authorities, which are required to play a more active, coordinating role and
to link these specific subjects in a more integrated health policy. Playing such a central coordinating
role, however, is still rather new to the municipal authorities. As for the professionals, they use
the above specific policy-making settings to promote their organisational interests, decreasing
the need te do 50 in local health policy-making,

The non-professional stakeholders {interest groups, volunteers, local health initiatives — in
short, ‘the community’} occupy a peripheral position in the networks. They often need another
participant in the network as an intermediary to reach the municipal authorities, to promote
their interests or to communicate with the rest of the network. Actor centrality for betweenness
can indicate such an intermediary actor {for further explanation, see chapter 6). The betweenness
indices computed for the RPHS are lower than those for the welfare service. In general, the
latter organisation is directly linked with groups and initiatives in the local community, but
their field of action obviously does not primarily concern health issues. The RPHS has more
links with local and regional [health) professionals.

The Hartslag (Midden} Limburg project has not been able to exert a major influence on
the current health promotion practice and to relate with the policy-making processes in the
four municipalities we studied [see chapter 4). As such, it did not play an evident or active role
in the policy network.

9.2.3 The presence of a policy entrepreneur
Within the described networks we have searched for the presence of a policy entrepreneur by
looking at closeness centrality. We assumed that a policy entrepreneur would occupy a central
position in the policy network, enabling him/her to easily communicate with the other participants.
This is necessary to present participants in the pre-policy processes (in Kingdon’s terms, ‘the
streams’} with alternative representations of the same issues in problems, politics and policies,
in order to connect participants to actual policy development. Furthermore, a policy entrepreneur
should preferably be directly linked to the responsible policy-makers (politicians). Thus, in addition
to a central position in the network, communicating skills (to enthuse, advocate, enable and
envision) and knowledge management {see also section 2.2.4) are essential to the policy entrepre-
neurial role ta ultimately achieve shared ways of ‘knowing’ and shared ideas for preferred policy
solutions. A policy entrepreneur allows differenit actors to collaborate in complex matters.
Nutbeamn {2003] argues that scientific knowledge to be used in policy-making should fit
in with the political preferences of policy-makers and be practical enough for implementation.
Enhancing this fit demands both apt framing of knowledge and timing in the dissemination of
knowledge, similar to the opening of a window of opportunity in the Theory of Streams. The
present study clearly showed that scientific knowledge {epidemiological data) is contributed
and controlled by the RPHS (and national organisations like RIVM). They communicate this
evidence directly to the municipal administration (as a separate process} without active
dissemination within the policy network to connect it to the knowledge communicated by
other participants in policy-making, The RPHS probably assumed that such evidence would
directly lead to policy formulation, ignoring the political and interactive character of policy
processes.
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Stakeholders did not perceive the activities of any policy entrepreneur {except for some in the
municipality of Weert). The municipal administrations did not act as such, although their centra
position would facilitate the assumption of this role. The RPHS was perceived as an assistant
in the organisation of the policy process and as a specialist in public health, but not as a pro-
active stakeholder, let alone as a policy entrepreneur. The context, in which the municipal
administration and RPHS are generally tied to each other and have also established a specific
collaborative relationship in each case, might be a complicating factor in this respect [see also
sections 1.1.2 and 10.2).

The consequence of the absence of a policy entrepreneur is that the stakeholders have
hardly developed clear ideas abouf the purpose of local health policy, do not recognise their
common problems and interests, and do not feel committed to the implementation of such
policy.

9.2.4 Effective components of the local health policy-making processes

Our evaluative instrument has given us valuable insights into the policy processes in the four
cases [as well as across cases) included in our study on local health policy-making in Central
Limburg., However, the specific contextual factors and uniqueness of each case do not allow
us to fully compare the cases and evaluate these processes or outcornes in terms of good, better,
best or, for instance, on an ordinal scale from 1 -to 10. Nevertheless, we can point at some
interesting effective components in the policy process in the different cases.

Although the policy process has been perceived as an undertaking imposed by the national
government, the public health officers and aldermen have really engaged themselves and
others in a complex policy domain. The interactive sessions organised in three of the four cases
generally provide evidence of a positive attitude on the part of the municipal administrations
towards community participation and intersectoral collaboration in public health. These
sessions, and those in the steering committees (as in Weert and Roggel & Neer} have provided
opportunities for discussion and learning for all participants, but especially for public health
officers and aldermen. The extensive policy process in Roggel & Neer shows that more
comprehensive and integrated ideas on health and health policy have been developed. In those
cases where the policy process is developed in collaboration with other municipalities and
with external assistance, as happened in Weert and Roggel & Neer, the process creates maximum
output with a minimum of effort by individual public health officers and aldermen, even in
small municipalities.

The communication network in Weert shows a considerably larger number of links between
the actors than those in the other two cases. The municipal administration maintains regular
contacts with health professionals and community groups, and engages in existing collaborative
structures. This has paid off in terms of policy-making; all stakeholders easily become involved
and know how to find each other. The stakeholders in Weert are also quite positive about the
recognition [by the policy-makers) of their input in policy-making and part of the stakeholders
perceived the municipal administration as a policy entrepreneur. By contrast, the Roermond
municipal authorities are still trying to find out how to establish enduring collaborative
relationships with the health professionals, mainly in regional organisations. The higher density
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indices for networks of participants in more operational processes might, however, be misleading
in the sense that this does not automatically mean that the same actors also become involved
in policy-making processes {see section 9.2.2). In Roggel & Neer, for ,inystatnce‘,‘ a highly
favourable climate might seem to exist for local health promotion, with the invelvement of and
interaction between health professionals as well as non-professionals {see the network graph
on involvement in public health in Figure 8.3). This is, however, not at all reflected in the
communication network. The involvement in policy-making apparently requires a more active
role of the municipal authorities in local collaboration processes, as shown in the Weert case,

The official status given to groups in the community, for example to'the council for the
elderly in Roermond, facilitates the participation and recognition of their involvement in policy-
making.

With respect to the implemnentation of local health policy, the notion of infersectoral coflabo-
ration has been worked out to some extent inr Roggel & Neer, where there are plans for a steering
committee and working groups consisting of public health officers, professionals and representatives
of the community.

Preliminary objectives, instruments and activities have been formulated at Weert, including
the links with other policy subjects in the organisation. Funds have already been allocated to
this policy plan.

Finally, based on the Roerdalen case, we can note that the development (as well as the
implementation) of local health policy requires political commitment. Political commitment
is most clearly expressed in a decisive attitude of the municipal administration, i.e., in the
allocation of financial resources for manpowet: in the public health office and planned activities, as
well as the visible involvement in the policy process of the alderman responsible for public health.

9.2.5 The ‘Theory of Streams’

In the Theory of Streams (see section 2.2.4), Kingdon {1984, 1995) presents visible and invisible
participants who take part in processes in the problem, policy and political streams. The visible
participants are the official {government] administrators, political leaders and the media: they
influence agenda setting in particular (i.e. the appearance of an issue on the political and policy
agenda). The invisible participants are the civil servants, specialists (professionals) and researchers;
they mainly influence the specification of alternatives {development of policy proposals). One
of these participants can take the role of a policy entrepreneur.

Qur findings demonstrate that professionals are active both visibly and invisibly. They try to
convince others about existing problems but also negotiate possibie solutions. They do so with
respect to their specific field of action. The fact that politiclans and civil servants tended to
disqualify themselves with regard to the content of local health policy may have caused the
professionals to operate more visibly in the cases we have studied. They intentionally invite
professionals to inform them. In addition, the processes studied here develop at the local level, and
there is a huge difference of scale with the national level; problems are of a different magnitude
and the experts consuited by politicians are of lower rank {management or operational level}.

The politicians show a preference to act upon clearly stated problems brought to their
attention by civilians. They feel that policy should only be made in response to specific issues
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brought forward by their constituencies which was not found to be the case. Politicians ang '
even the civil servants, especially in the small municipalities, do not have concrete ideas about
public health problems and the range of possible solutions to these problems. They want to be
led by the expertise and actions of professionals. Thus; they see themselves merely as
intermediaries between problems and solutions. At the local level, politicians also act upon
directives from the national government, more or less regardless of the priorities set by the
local administration.. Although ‘health’ does not generally have great priority on the political
agenda, politiclans feel that national directives in this domain can and should not be ignored.

The involvement of non-professionals, which is not specifically considered in the theory of
Kingdon, concerns first and foremost their representation and promotion of interests and
problerns of certain groups in society. Their contribution to the specification of alternatives was
not immediately apparent in this study.

The legal obligation to develop local health policy at a certain moment in time can be
regarded as a clear opportunity to link in with the problems and solutions presented in the
interactive sessions; in other words, a window of opportunity was opened.

As regards the problem stream, we found that despite the attention given to local health
policy by the municipal administration, public health problems as such did not have high priority
on the municipal agenda, compared to econormic or sacial projects. Nor were the epidemiological
data perceived as urgent enough to put the health problems that were identified high on the agenda.

The rather massive number and diversity of issues presented by the participants in the
policy-making process, which {s also reflected in the memoranda on local health policy, might
indicate a lack of coherence in terms of a joint policy direction or goal. The participants in this
study did not indicate the presence of a policy entrepreneur (see section 9.2.3], ldeally, it
would be the role of such an entrepreneur to lead the way towards this desived cohesion.

In the policy stream, a variety of alternatives were presented and discussed. Some solutions
were favoured over others, like the community-based approach and a central office catering for
all people who need care {the one portal concept) and solutions were adapted to the local situation
(e.g. a mobile central office for the rural municipalities).

[n terms of the Theory of Streams, the coupling of the problem and policy stream to the
political stream has been faulty, although there was a clear opportunity in time.
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The final chapter of this thesis starts with a brief summary of the most important components
presented and discussed in the previous chapters, It then continues the line of reasoning started
there, leading to concluding remarks on the propositions formulated in this inquiry [see section
8.1}. Subsequently, this chapter answers the research questions raised at the very start of the
inquiry. The chapter ends with some ideas for further use of the research instrurnent{s} and
some final comments.

10.1 Introduction

Local health policy-making, which has been made obligatory by the Minister of Health, Welfare
and Sports, is meant to be an integrated policy, going beyond the action domain of collective
prevention (as laid down in the recent WCPV]. Health is thereby regarded as a multidimensional
concept, determined by multiple determinants. This implies that professionals of different sectors
in society and the community should participate in the policy process.

The municipal administration, having been made responsible for the development of local
health policy, was challenged to address the intricate character of health problems in the public
domain at the local level more explicitly than before. The municipal authorities in Central Limburg
felt that they lacked expertise and manpower in the field of public health, and that external
assistance was needed to develop local health policy. Other stakeholders, when asked for the first
time at the outset of the policy process, did not have clear ideas either about this rather new policy
domain. They looked at it from their own perspectives, which are rather divergent. Most of them
expected to get involved in the policy process and to be able to influence it.

In the network analysis at the outset of policy-making, the municipal administration appeared
to be the most central actor in terms of health policy-making in the local context. The RPHS and
some other regional health organisations also seemed to be important actors in this respect.

Many stakeholders have indeed become involved in policy-making, but still with a rather
vague understanding of local health policy. Stakeholders have responded to requests by the
municipal administration to contribute their knowledge, field expertise or interests {of specific
population groups) during well-organised interactive sessions or workshops. In general, stake-
holders of local health policy considered professional expertise more important than that of the
community. The contribution of professionals in the policy process also appears to go further
than that of non-professionals: both try to convince other participants in the policy process of
certain problems, but professionals also negotiate solutions to these problems. Although
different types of knowledge inform the memoranda on local health policy, they do not yet
demonstrate a coherent whole.
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The degree of involvement of stakeholders in policy-making can be said to be limited, in the sense
that there was hardly any contact between stakeholders beyond the organised meetings, and local
health policy did not become a subject of any importance in the organisations stakeholders
represent. Aspects that have determined the restricted involvement of stakeholders include the -
following. The interests of stakeholders in the development of local health policy are divergent.
Local health policy is not of pivotal importance to the stakeholders, because it goes largely beyond
their sphere of action. The integrated character of local health policy makes stakeholders think
that their contribution is valuable but their influence on the policy process small.

10.2 Involvement of the stakeholders in the policy process

The purpose of this section is to continue the line of reasoning started in previous chapters and
to draw conclusions on the involverment of the different stakeholders in the policy process. The
section ends with some concluding comments on the propositions formulated in this inquiry.

We argue that the divergent perspectives stakeholders bring into the policy
process, which at times are quite restrictive, impede the development of a more
integrated idea of local health policy if none of the actors in the policy-making process
binds these different perspectives together in a shared vision on identified health
problems and solutions to these problems.

Netwaork analysis has shed more light on the opportunities the different actors have to
influence policy-making. It has visualised the positions of stakeholders and their interrelatedness
(cohesion of the network) in policy-making. We have seen that the municipal administrations,
as the common central actor in each of the cases, were in the best position to act as such a
binding actor, described in sections 2.3 and 9.2.3 as a policy entrepreneur. In contrast to this
position, we have observed that they took a facilitative role instead of actively coordinating the
policy process in which content choices direct the process. The municipal administrations did
not consider health matters an important (political} issue and the legal obligation has been the
leading factor in their decision to develop local health policy. Furthermore, they considered
other stakeholders more important.

The RPHS, which had been expected to act as a policy entrepreneur, appears not to be in
the most favourable position in the networks to fulfil this role. However, their reciprocal
relationship with the municipal authorities {the policy-makers) does give them easy access to
the other participants in policy-making, Furthermore, their links with other actors in the
network mainly concern the other professional organisations, which in turn have direct links
with the municipal authorities as well. The RPHS does not bridge the gap between the local
community groups or organisations and the central actor, and does not maintain many relations
with these initiatives. The Hartslag (Midden) Limburg project did not change this situation, at
least not to any extent observable in the present inquiry. Moreover, other stakeholders did not
perceive the RPHS to be a policy entrepreneur. The RPHS was partly perceived as an assistant
in the more formal organisation of the policy process {e.g. the interactive sessions) and partly
as a participant like all other stakeholders [having a rather re-active attitude). In two cases
[Roermond, Roggel & Neer], the municipal administration did indeed ask the RPHS for their
assistance. In the third case {Weert], the RPHS participated in the steering committee.
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Here we touch upon two important contextual factors, the relationship between the municipal
administration and the RPHS, and how to conceive the role of policy entrepreneur. We argue that
the relationship between municipal administrations and the RPHS, and the intetpretation
of the latter’s advisory role in policy-making, determine whether the RPHS can and
will assume the role of policy entrepreneur. To clarify this argument, we discuss the
foliowing points: (1] the interpretation of the WCPV, (2] the funding of the RPHS and |3] the
view on policy enirepreneurship.

The implementation of the WCPV law since 1990 has obliged the municipal administrations
and the RPHS to work together very closely [see section 1.1.2}. In Central Limburg, 14, and
later 27, municipalities have committed themselves to collaborate in the development of regional
public health policies and to maintain a regional public health service. The RPHS in turn
implements the tasks laid down in the WCPV in the whole region, on behalf of these municipal
administrations. Currently, the municipal administrations want the RPHS not only to take on
the regional responsibilities and activities, but also to act upon their individual {municipal)
needs. The introduction of the RPHS' diversified products provision model {KPA) in 2002
demonstrates this, as the model comprises not only products that are compulsory for each
municipality {decided upon at the regional level), but also optional products for the individual
municipalities. The hipartite contract has caused some tensions between the municipalities in
the region, as well as between the individual municipalities and the RPHS, and this is extremely
relevant to the present study of local health policy-making.

The way the individual municipal administrations now interpret the WCPV [which mentions
the policy advisory task of the RPHS,] largely determines the extent to which the RPHS is
requested to assist them in local health policy-making, In the case of Roggel & Neer, we have
seen that the municipal administration conceives of the RPHS as a policy advisor in every
respect, whereas in the case of Weert this advisory role is taken literally in terms of consulting
the RPHS when developing new policies. Thus, if the advisory task of the RPHS in municipal
policies is interpreted broadly, it should induce the RPHS to assume an entrepreneurial role. In
view of the need for a policy entrepreneur in health policy-making argued above, the municipal
administrations could even assign such an entrepreneurial role to the RPHS. Of course, the
ambitions of individual municipal administrations in the development of health policy should
be taken into consideration. In this study, the two urban municipalities had greater ambitions
to take the lead in policy-making than the two rural municipalities,

The above naturally leads to the observation that the RPHS largely depends on the municipal
authorities with respect to regional agreements and their individual interpretation and ambitions,
but also with respect to organisational matters, including the financial resources required for
the organisation’s functioning, It is the municipal administrations which define what products
and services they purchase, including community-based health promotion activities, epidemiological
research and palicy advisory services. The financial relationship thus also determines the actual
degrees of freedom the RPHS has in developing entrepreneurial activities.

Finally, should the policy entrepreneur be an individual or an organisation? Kingdon says
that amyone can take the entrepreneurial role, at least when she/he participates in one of the
streams and has a significant long-term interest in the matter under consideration. One might

163



chapter 10

question whether the individual participants in policy-making necessarily need the back-up of
the management of the organisation she/he generally represents. If so, the attitude and stances
the RPHS takes in local health policy-making enable (or impede] the individual policy officer
il developing entrepreneurial activities. In our study, the RPHS was originally of the opinion
that the organisation should play a modest role in municipal policy development. They
congidered an active role to be conflicting with their operational tasks. This attitude gradually
changed towards a more active role but not (or too late to develop} an entrepreneurial one.

We further argue that the other participants in policy-making do not play a prominent
role. The other professionals, at the local and regional levels, contribute their specific perspectives
on health problems and solutions. They try to convince the municipal administrations and the
other participants in the policy process to formulate policy objectives and actions which are in
line with the problems they perceive. They want their interests and input to be recognised in
the policy process. Apparently, the professionals did not operate in concord, let alone act within
more concrete coalition-type efforts to promote certain standpoints in the policy process. They
did not consider local health policy to be the proper opportunity to promote their interests. The
reciprocal relationships between a sinall number of professionals {cliques) shown by the networks
in 2001, however, raised such expectations of joint action.

Nor did local groups and organisations join forces to strengthen their involvement in local
health policy-making, although their position in terms of influencing the policy process to
promote their interests was rather weak. They were more focused on the support of a coordinating
organisation (e.g. the council for the elderly} or the welfare service than on supporting each other.

We have now extensively discussed the involvement of the different actors and groups of
actors in local health policy-making. The propositions, presented more fully in chapter 8, concern
the positions and roles of these stakeholders in local health policy-making. Each proposition is
discussed briefly below.

Because of its central position in the policy networks, the municipal administration

will actively communicate and mobilise the other actors in the network, and will

coordinate the network. The favourable starting position of the municipal administrations

in Weert and Roggel & Neer reinforced this role.

The municipal authorities in our study primarily took a facilitative role in local health
policy-making. They coordinated the policy process in practical respects. The supposed advantage
of the municipal administrations in Weert and Roggel & Neer apparently did not make a difference
in the role they actually assumed in policy-making, compared to Roermond. We therefore do not
find support for the first proposition in this inguiry.

The Regional Public Health Service will be a policy entrepreneur, connecting the

participants in the policy process through advocacy and negotiation, in case it is

requested to assist in policy-making.

The requests made to the RPHS to assist in policy-making were different in the three cases
where the policy process was implemented. These requests reflect the perceptions among the
respective municipal administrations of the appropriate role for the RPHS and their own ambitions
in local health policy-making, The RPHS responded in accordance with the specific requests.
The main practical assistance provided did not touch upon active knowledge management or
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communication among the different participants in the netwaork to lead the way in a joint policy
direction. So once again, our findings do not support the proposition. .+

Health professionals will participate in local health policy-making and compete with

each other to stimulate the health problems they are responsible for and their favourite

solutions. ‘ S

Health and other professionals have indeed promoted their interests inlocal health policy-
making. Their contribution concerned both problems in the public health domain and their
favoured solutions. They primarily took single-issue standpoints, although some of them are in
a position to assume an entrepreneurial role or to link community groups or organisations to
other actors in the policy network. Thus, the findings of the study do support this proposition.

Local non-professional groups will participate in the policy process but have a weak

position when it comes to influencing the policy-making process.

Interactive policy-making with community participation is considered important in Central
Limburg. However, the ability of the community to influence policy-making processes is impeded
by their generally peripheral position in the policy networks. The findings of the present inquiry
thus also support this proposition.

10.3 THE DEVELOPMENT OF LOCAL HEALTH POLICY

The central question of this inquiry was formulated as follows. How is local health policy
developed and how does community health promotion contribute to the development
of local health policy? Before answering this question, the next sections first answer the
three research questions of the present study:

1. Which actors and factors contribute to health policy development at the Jocal
level, and how do they contribute?

2. Are there major differences in health policy development and its outcome
between municipalities, and to what variables can they be attributed?

3. How does the Hartslag {Midden) Limburg community-based cardiovascular prevention
project contribute to policy development and how are the activities of the project
integrated in local health policy?

10.3.1 Contributions of actors and factors to the development of health
policy at the local level

Actors in policy development

The stakeholders we identified were mainly actors from the health and welfare sectors, actors
within the community and actors working for the municipal administration; they {and some
other actors) were the actors actually contributing to the development of local health policy.
We have argued that the contributions of specific stakeholders to the policy process vary; they
include process facilitation, practical assistance and different types of knowledge relating to
problems and solutions. The activities of the participants in policy-making are very much related
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to their (organisational} values and beliefs and the interest they have in local health policy.
At the start of this study, we assumed that the interactions and relationships between actors in
policy-making would determine their roles in the policy process. In the previous section, we
have already stated that the specific positions of actors in policy and other networks and the
links between them indicate what roles they can take, but not necessarily do, in the development
of local health policy. A number of reasons have been given for this claim.

Enabling factors relevant to policy-making

First and forernost, we should mention the active presence of a policy entrepreneur as a prere-
quisite in health policy development. That is because of the intricate character of public health
problems, the broad definition and aim of local health policy and the involvement of many
different actors, including the community, in the policy process. We have concluded above that
there was no policy entrepreneur active at the time when local health policy was being
developed in the municipalities included in our inquiry. The main reason for this absence was
the lack of high interest in local health policy by the stakeholders. The absence of a policy
entrepreneur has strongly influenced the still incoherent character of the memoranda on local
health policy that were produced.

Our examination of the policy processes showed that extensive and actively facilitated
processes are more effective in terms of exchange of knowledge and interests, and in getting
stakeholders to actually commit to the development and implementation of integral local health
policies. The formation of steering committees or working groups is useful for this purpose, as
well as for advocacy in the political arena.

Political commitment appeared to be a stimulating factor in the development of local health
policy. This factor refers to the importance given to health matters in the municipality, either
in an immaterial sense {(i.e., verbally, in reports, presence) or in a material sense {i.e., allocation
of budget, manpower|. The active engagement of the municipal administration in collaborative
processes in public health practice, as an indicator of political commitment, was found to
facilitate the involvement of the same actors in policy-making. Regular contacts with groups
and organisations in the community enable these stakeholders to fully participate in health
policy-making.

The participation by the community proved to enrich the policy process and its outcome
by providing interactive knowledge. Granting community members an official status (decision
power| or helping them to become more organised was found to increase their ability to
participate in and influence the policy process.

The policy processes studied have not resulted in highly integrated health policies yet.
However, we agree with the idea that such plans result from a policy process that is ideally based
on the convergence of the different perspectives and types of knowledge of the stakeholders
involved (see also our point on the policy entrepreneur above}. To enhance the implementation
of scientific knowledge into policy, it should be actively managed in the policy process, that is,
it should be presented and negotiated in the policy network. Familiarity with the relevant
network and its structure thus becomes a prerequisite.

Furthermore, the scientific knowledge that forms the evidence base of integrated health
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policy needs to be extended in two ways; it should address not only health problems but also
the effectiveness of local health promotion interventions, and epidemiological research should
also aim at the social determinants of health, both preferably at the local or sub regional level.

Finally, the establishment of a coherent policy plan is an important factor. Obviously a
memorandum on local health policy generally contains policy objectives, instruments and actions,
supplemented by a financial estimate. In the developmental phase of the policy processes we
have studied, we did not come across detailed policy plans yet, but frameworks have been
formulated that are to be further specified by the municipal authorities. The findings support
the idea that such a policy plan should also include the agreements on the division of tasks
among the stakeholders who will be involved in the implementation of the policy (including
other departments in the municipal organisation).

10.3.2 Differences between municipalities in policy development and its
outcome

In three of the four cases (municipalities) in this study, local health policy has been developed
and approved. At first sight, the policy processes in these cases do not differ greatly. The aspects
they share were described in sections 8.4 and 9.2. However, the study has uncovered some
differences in policy development, which were described and discussed in the previous
chapters. Briefly, the policy processes differed in the following respects. First, there were
differences in the level of intensity, that is, the duration of the process, which is closely
connected to the functioning of steering and working groups or interactive sessions, and the
involvement of the public health officers and aldermen. Second, the roles of the municipal
administrations and the RPHS in policy-making differed, which was largely determined by
external factors and the ambitions of each municipal administration and the RPHS. Third,
the network structures demonstrated differences in the cohesion of networks and the
connectedness or disconnectedness of the identified stakeholders to the networks in policy-
making and public health practice, Community groups and organisations, as well as some
professional actors, were not always connected in the policy networks. Fourth, the welfare
service was identified in two cases as an important actor in connecting the community to other
actors in the network or representing thelr interests, including those relating to health policy-
making. Nevertheless, this can only work if the welfare services recognise that they can
assume such a role in health matters {which was, for example, not the case in Roermond| or
are explicitly invited to do so by the municipal authorities. Finally, the perspectives on local
health policy reflected in the local health policy memoranda differ, ranging from a rather
narrow focus on health problems to more comprehensive ideas acknowledging the links
between health problems and other policy domains and {policy] decisions made at other
municipal departments.

Most of the above differences can be attributed to the inifial situation in the municipalities,
which differed in terms of enabling factors for the development of local health promotion
{involvement of the comrmunity, intersectoral collaboration and political commitment), that is,
the first of the two Inclusion criteria [see section 1.3]. The enabling factors which were most
clearly in evidence were the existence of {intersectoral} collaborative processes and structures,
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as well as political commitment, reflected in the coordination or at least the facilitation of these
collaborative processes in practice and the creation of the necessary conditions for policy
development. It seems that these factors need to be present simultaneously to create effective

networks in health policy-making as shown in the case of Weert. The above strengthens our -
initial idea that the enabling factors in local health promotion also enhance effective pelicy- =

making, This is best demonstrated by the case in which local health policy has not been developed. -

This fourth case {the municipality of Roerdalen) is characterised by networks that are
hardly integrated, and a central actor {the municipal administration) with an extremely re-
active attitude. The professional organisations have links with the municipal authorities, but
few with each other, and community groups and organisations are hardly integrated in the
networks. In addition, the municipal authorities {including the public health officer) do not
assume a stimulating coordinative role in collaborative processes, but a strictly formal one.
Finally, the municipal administration has not created the necessary conditions {in terms of
funding) for the public health office to develop local health policy.

10.3.3 Contributions by the community-based project Hartslag (Midden]
Limburg to policy development and its integration in local health policy

In the second part of this thesis, we have described and discussed the community-based
cardiovascular prevention project entitled Hartslag (Midden) Limburg. The project was not
successful in achieving the objectives set at the start of the project, nor did it meet the
expectations the RPHS and the researcher had about the contribution such a project could
make to policy development at the local level. We had assumed that the application of health
promotion concepts like intersectoral collaboration and community participation would
stimulate the development of comprehensive ideas about dealing with health problems at the
local level and enhance the involvement of professional organisations and the community in
policy development. Such stimulating effects of the intervention might have shown up in
several aspects of the policy process, Including changes in network structures (see also the next
section).

Neither the project leader nor the RPHS actively recommended using Hartslag (Midden)
Limburg as a possible solution to the problems identified in the local health policy processes
studied. [t was not tested in the policy network for its acceptability and practicality in the so-
called softening-up process |according to the Theory of Streams). The project thus did not
become integrated in the health policy domain at the municipal level. On the other hand, the
project is now integrated in the RPHS” KPA Mode! and thus available to individual municipal
administrations to use in the implementation of their local health policy, or more specifically,
the implementation of lifestyle activities tailored to the local needs.

The development of local health policy has been described exhaustively in the previous
sections. The second part of the central question, how local health promotion contributes to
the development of local health policy, cannot be fully answered, for the reasons outlined
above. We conclude that this research question still awaits an answer. However, we think
that the tools we have developed for this study could be useful in further research on the same
question. The next section elaborates on this idea.
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10.4 THE USE OF NEW TOOLS IN HEALTH PROMOTION RESEARCH
We argue that network analysis is a valuable instrument in the evaluation of policy
processes.

To evaluate the development of local health policy we have combined essential concepts
from theories on health promotion and policy-making i one evaluative instrument. The use
of this instrument has provided a comprehensive view of the policy processes in the four cases
and the factors influencing the policy process. Most importantly, it has gained us insights into
the positions, actions and interactions of the most important stakeholders in policy-making, These
specific insights primarily originate from the network analysis we have applied in this study.
However, our conclusions on the effectiveness of the relevant network structures ave very
tentative and can only be related to the findings regarding the other criteria in the evaluative
framework, like the perspectives of stakeholders on local health policy and the roie of the
municipal authorities and the RPHS.

The network perspective on policy-making we have used is complementary to the Interactive
perspective on policy-making in the Theory of Streams, which was at the basis of this inquiry.
Network analysis adds the type of information which is insufficiently provided by the study of
the processes in the problem, policy and political streams: zooming in on the coherence and
coordination of policy processes.

Notwithstanding the progress we have made, we feel that knowledge of possible linkages
between different networks and the effectiveness of networks in public health policy-making
might broaden and deepen the insights into policy processes developed so far. Further research
should not only focus on the effectiveness of networks for policy-making but also
study the influence of the structure of a particular network on the positions, actions
and interactions of actors in another network, over time.

Network structures are not static entities, but are altered by events and actions taken by
participants in the network. We are interested to know how the structure (in terms of positions
and interrelatedness of actors| of a specific network influences other networks, that is, the links
between networks. For instance, we do not have a clear idea of the relationship between the
structure of the network showing the involvement of stakeholders with each other’s public
health work and the network showing communication on local health policy (see also earlier
remnarks in this and the previous chapter). Does it matter, for instance, how stakeholders usually
collaborate {i.e., the practice of collaborative processes), or does the behaviour of the central actor
matter? In other words, if the central actor in a particular network assumes an entrepreneurial
role, she/he might not only influence the coordination and cohesion in that specific network
but also that in another network, and vice versa. Of course, such an actor would need to be
familiar with the contextual factors and be able to manage them.

Making a series of assessments of precisely defined networks and the activities of the actors
in these networks over time may shed light on these relationships. Such findings need to be
complemented by data from interviews and observations. Insight into the above processes would
increase our knowledge of how to influence the process of health policy-making from another angle.

We further argue that a policy stakeholder diagnosis is complementary to the
community analysis that is commonly used in health promotion and health education.
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The health education literature mentions different types of diagnosis to help the health
educator to precisely define, develop and implement health interventions, for example social
diagnosis, problem diagnosis and behavioural and environmental diagnosis [Bartholomew et
al., 2001; Green & Kreuter, 1991, 1999). The literature on local health promotion and community
projects also regards conducting a community analysis or needs assessment, or mapping
community capacity, as a prerequisite for actual intervention [Hancock & Minkler, 1997; Mc
Knight & Keretzmann, 1997; Rissel & Bracht, 1999}){see also chapters 3 and 4). Both health
education and health promotion generally acknowledge the influence of organisational
practices and policy on the health of people. They also recognise the influence either of these,
or both, may wield over the implementation of health promotion interventions, and even
recommend including a study of such factors in the process of developing an intervention.
However, the attertion paid to organisational and policy aspects in health promotion often
ends there. A policy stakeholder diagnosis may fill this gap.

10.5 FIiNAL COMMENTS

We have studied policy processes in local health policy-making in the Dutch region of Central
Limburg. We have gained more in-depth knowledge on a number of aspects of these processes,
on which we want to make some final comments in this final section of the thesis.

We have applied a health promotion and network perspective to health policy-making,
while the Theory of Streams has additionally served as a leitmotiv. We have seen that this theory
is also valuable when studying policy processes at the local level. Like the Theory of Streams,
policy-making at the local level is not a rational process, which ensures that the most appropriate
solution will be applied to objectively assessed urgent health problems. Rather, the policy process
involves divergent perspectives on health problems and solutions being discussed and negotiated;
the positions and interactions of the participants in the policy process are decisive for the
outcome of this process.

The development of a comprehensive evaluative framework and the use of stakeholder and
network analysis as additional tools to analyse the practice of health policy-making is innovative
and has proved to be useful in health promotion research. The outcomes of our study using
these instrurments to examine the interactivity of stakeholders in policy-making and the structures
of the networks they participate in contribute importantly to the understanding of policy
processes in the health domain and add to the Theory of Streams. They provide more
insight into the abilities of stakeholders to monitor and contribute to the policy process.

However, dividing participants in policy-making into visible and invisible participants, as is
done in the Theory of Streams, dees not work for the present study, so it should not be
considered a standard approach. Most important are the findings on the functioning of a policy
entrepreneur in the policy process. We have argued that policy-making in the complex domain
of health requires the continuous commitment of a policy entrepreneur, precisely to bring into
line the divergent perspectives in integrated health policy and to link up with the agenda of
the policy-makers. A large variety of actors participate in the policy processes we studied, but
none of them, neither the obvious candidates nor a surprise actor, has adopted the role of a
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policy entrepreneur. This has negative implications for the coherence of the local health policy
plans established and the commitment of the stakeholders to these plans,

The development of local health policy, although a statutory task of the municipal admxm
strations, has initiated a developmental process creating opportunities for local health promotion,
both inside and outside the municipal organisation. This may stimulate further coliaboration in
local health initiatives between stakeholders.

Nevertheless, we have learned that the interactions between and relatedness of stakeholders
in the field of public health do not automatically lead to involvement in policy-making, and that
participation in the policy process in itself does not automatically lead to effective integrated
health policy.
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SUMMARY

This thesis reports on a study into development processes of local health policy in four municipalities
in Central Limburg, the Netherlands. Health policy is used here in the sense of an integrated
policy acknowledging the multi-dimensionality and multiple determinants of health. The aim
of the study was to identify the factors and actors influencing these processes. It also examined
the relation between the community-based Hartslag (Midden] Limburg cardiovascular prevention
project and local health policy-making. The study focused on health promotion and network
perspectives.

Since the 1990s, public health care has regained attention among professional organisations
and the government. A national promotion programme for public health [1996-2003) and an
amendment to the law on collective prevention in public health aimed to increase the active
role of local government in public health care. Since 2003, the Ministry of Health, Welfare and
Sports has made the development of local health policy a mandatory task of the municipal
administrations. The public health services, being both executive bodies and policy advisors to
the municipal administrations, were also confronted with these developments. The regional
public health services {RPHS) in Central Limburg at the time happened to be developing new
policy, in response to a high prevalence of cardiovascular diseases in the region. One of the
policy intentions was to develop and implement a community-based project called Hartslag
(Midden] Limburg, which was expected to support the involvement of community stakeholders
in developing local health policies.

Against this national and regional background, the first part of this thesis sets the stage for
studying the development of local health policy. Chapter I outlines the history of public health
and the reasons for undertaking the present study, and introduces the research questions,
design and methods. We decided to use a multiple embedded case study and included the four
municipalities that also participated in the Hartslag (Midden} Limburg project. The research
methods consisted of semi-siructured interviews with stakeholders [identified beforehand),
participative observation in meetings at several levels and document analysis.

Chapter 2 provides a comprehensive theoretical framework, presents the evaluation instrument
and explains the data collection and analysis process. Based on health promotion theory and
practice, it moves from the rational, instrumental mode! of policy-making to an interactive and
network perspective. The Theory of Streams developed by Kingdon {1995] served as a guiding
principle. The chapter also presents and describes stakeholder and network analyses, the tools
that enabled us to operationalise the criteria used to evaluate the actors involved in local health
policy-making. The evaluation instrument is a coherent set of criteria and indicators based on
theoretical concepts from health promotion and policy sciences, and on the rationale behind



local health policy. It addresses five themes: perspectives on local health policy, the municipal
administration’s role in policy-making, stakeholders, policy network and the regional public
health service.

Part 11 of the thesis, comprising three chapters, is concerned with the community-based
Hartslag (Midden} Limburg project {1999-2003). Chapter 3 presents the project, which aimed
to prevent cardiovascular disease in the population and reduce relevant risk behaviour. The
project was also intended as a catalyst for the development of local health policy in the four
participating municipalities. To gain insight into the development of the project {as it was originaily
planned), we developed a monitoring instrument, which was applied at multiple levels: the
profect, the RPHS and the municipality.

Chapter 4 elaborates on theoretical concepts underpinning community projects, discusses
the findings of the monitoring instrument and draws some conclusions regarding the efficacy
of the project and the relation it was supposed to have with local health policy-making. The
project encountered a number of difficulties, resulting in changes to the planned course. In the
end, it did not produce the expected results, neither as a cardiovascular prevention project nor
as a support for building local policy.

Within the same context, chapter 5 reflects on the evaluation of health promotion interven-
tions like the Hartslag {Midden) Limburg project. Participative evaluation methods are probably
more appropriate to evaluate community projects in general and fit in better with the underlying
objectives of Hartslag [Midden} Limburg in particular. '

In part 11T of the thesis, the focus is on local health policy-making. Chapter 6 further reflects
on the operationalisation of the inquiry and its iterative character, and explains how the findings
presented in the next chapters should be interpreted.

Chapter 7 elaborates on the findings of our analyses prior to the start of local health policy-
making,. It starts off with a presentation of the four cases [municipalities) included in our study:
Weert, Roermond, Roggel & Neer and Roerdalen. Next, it reports on the findings of the first
stakeholder identification round and the interviews held in 2001. We distinguished three stake-
holder groups: civil servants and aldermen responsible for public health, local and regional
professional organisations (e.g. home care organisation, social work agencies, general practitioners)
and local non-professionals {e.g. interest groups like a platform for the disabled, volunteers). In
general, professional health organisations were considered the most important stakeholders,
while the community members (the non-professionals) were regarded as less important. The
stakeholders were characterised in terms of their ideas on local health potlicy, interests in policy-
making and the collaboration and relations with other stakeholders. Analysis of the latter data
showed remarkable differences in the networks at operational and policy level, in terms of
density and the nature of the central actor. The operational networks were more integrated and
general practitioners occupied a central position, while in the policy networks, it was the municipal
authorities, which occupied the central position. The policy-making process at that point in
time was still completely open.

Chapter 8 presents the findings obtained while the process of policy-making was developing.
It starts by outlining four propositions on the involvement of the municipal authorities, the
RPHS and other professional organisations and the community in the policy process. The
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chapter then goes on to present the results of a second interview round held at the end of
2002, in which stakeholders in the four municipalities were interviewed about their involve-
ment in policy-making and in which officers and aldermen responsible for public health in all
fourteen municipalities in Central Limburg were interviewed about the progress of local health
policy development in their municipality. The process of local health policy-making might be
characterised as rather static in 2002, which means that the majority of the stakeholders had
not yet communicated about local health policy. The municipal administrations were mostly
concerned with organising the policy process and getting it started. Health issues still had a low
agenda status.

The chapter subsequently describes the stakeholder identification round held in 2003,
which provided the starting point for the interviews held in the same year. The results of the
retrospective interviews concerned the involvement of stakeholders in the policy development
process, their interpretation of local health policy, the interests involved and their own impression
of the influence they exerted on policy-making. At the same time, communication, collaboration
and relations between stakeholders were mapped.

The data obtained from the interviews, from the participatory observation, document analysis,
and the Hartslag {Midden) Limburg project were analysed using the evaluation instrurnent. The
findings, including network graphs and indices, are described extensively for each individual
case and compared across cases. We found that most stakeholders did participate in local health
policy-making. Their involvement, however, was reactive and inspired by interest-based reasons.
The networks were found to include more [regional) professional organisations than non-professio-
nals, with the professionals having direct access to the municipal authorities. The latter occupied
a central position in all networks, which was not in agreement with their facilitative rather
than coordinative attitude and activities, Community groups and organisations were regarded
as less important and occupied peripheral positions in the networks, unless they had an official
status as members of advisory boards. The RPHS did not occupy a very central position in the
networks, although it gradually hecame active as a policy advisor and coach, and provided
epidemiological data in all cases. Local health policy did not appear to be of pivotal importance
to stakeholders. Our data do not reveal a very clear health or sectoral perspective on health policy.

The final part of this thesis, comprising two chapters, links the theoretical framework to
the findings. The discussion in chapter ¢ starts by considering methodological quality issues.
Despite some limitations, the strength of the present study was the application of a coherent
evaluation instrument acknowledging the multi-dimensionality of policy processes and combining
health promation and network perspectives on policy-making. In addition, the use of stakeholder
and network analyses in health promotion research was innovative and has provided new insights,
most importantly concerning the abilities of stakeholders to monitor and contribute to the
policy process.

The second part of the discussion reflects on the findings about local health policy-making
in relation to the items of the evaluative framework. It first elaborates on the involvement of
the different actors in the policy process, in terms of the ideas and activities of the stakeholders,
the relationships between these stakeholders (represented in networl structures) and the position
and role of policy entrepreneurs within the networks. [t then reflects on the effective components
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of the policy-making processes: a positive and (pro-) active attitude on the part of the municipal
administration towards community participation and intersectoral collaboration in public health
practice and policy-making, an official status given to community groups, a consistent policy plan
and political commitment expressed in a decisive attitude and visible involvement in the policy
process.

Finally, chapter 10 draws conclusions in the light of the propositions and research questions
and provides implications for practice and sorme suggestions for further research. As regards the
involvemerit of stakeholders in the policy processes, we conclude that the municipal administration
is a central actor in all networks but does not assume the role of a policy entrepreneus, that
health professionals including the RPHS do not play a prominent role in policy-making and that
local groups and organisations have difficulties in gaining access to the central actor to voice
their interests. We have not heen able to detect the presence of a policy entrepreneur in the
processes studied, which has negative implications for the integrated character and coherence
of the policy plans. We conclude that the following factors have a positive impact on policy-
making: the active presence of a policy entrepreneur; involvement of professionals, the community
and municipal departments other than those responsible for public health; political commitment;
and concrete objectives, instruments, and time paths.

Regarding the Hartslag (Midden) Limburg project, we conclude that it did not contribute
to the development of local health policy in the four municipalities.

Network analysis proved to be a valuable instrument in the evaluation of policy processes.
Specifically, it has afforded insights into the positions of and the interactions and relations between
the most important stakeholders, and their opportunities to influence the policy process. It is
recommended that network effectiveness and the changeability of networks over time induced
by interventions be further investigated. Finally, it is suggested that health education practice
might benefit from diagnosing policy stakeholders.
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Dit proefschrift beschrijft de vorming van lokaal gezondheidsbeleid in Midden Limburg waarbij
gezondheidsheleid wordt beschouwd als integraal beleid. Het doel van de studie was meer
inzicht te verkrijgen in de factoren en actoren die van belang zijn bij het tot stand komen van
lokaal gezondheidsbeleid. In vier gemeenten zijn het beleidsvormend proces en de uitkomsten
geévalueerd. Tevens werd de relatie tussen lokale gezondheidsbevordering en het maken van
gezondheidsbeleid bekeken. De studie is verricht vanuit het perspectief van Health Promotion
en de rol van netwerken.

Sinds de jaren negentig van de vorige eeuw staat de collectieve preventie en de openbare
gezondheidszorg opnieuw in de belangstelling, Een nationaal stimuleringsprogramma openbare
gezondheidszorg [OGZ] [1996-2003) en een aanpassing van de wet collectieve preventie
{WCPV) in 2002 becogden onder andere de lokale overheid te stimuleren een actievere rol te
spelen in de OGZ. De aanpassing van de WCPV hield ondermeer in dat de gemeente per
januari 2003 verplicht werd elke vier jaar een lokaal gezondheidsbeleid te ontwikkelen en vast
te stellen. GGD-en, als beleidsadviseur en uitvoerende dienst van de gemeente, werden ook
gecanfronteerd met deze veranderingen. Los van deze ontwikkeling formuleerde de GGD in
Midden—Limburg in dezelfde periode specifieke beleidsvoornemens naar aanleiding van de
hoge prevalentie van hart- en vaatziekten en de factoren die bijdragen aan het ontstaan daarvan
in de regio. Eén daarvan was de ontwikkeling en implementatie van het community-based project
Hartslag {Midden| Limburg. Het opzetten van een community project zou echter heel goed als
katalysator kunnen werken voor de totstandkoming van locaal gezondheidsbeleid met actieve
participatie van de community.

Tegen bovengeschetste nationale en regionale achtergrond beschrijft hoofdstuk 1 van het
proefschrift de onderzoeksvragen en globale opzet. We kozen een multiple embedded case
onderzoeksdesign om de volgende vraag te onderzoeken: hoe wordt lokaal gezondheidsbeleid
gevormd en hoe dragen lokale gezondheidsinitiatieven die ontwikkeld worden door Hartslag
{Midden} Limburg bij aan de vorming van dit beleid. De studie werd uitgevoerd in vier cases
{gemeenten). Deze vier waren gelijk aan de gemeenten die deelnamen aan Hartslag {Midden)
Limburg. Er werden kwalitatieve onderzoeksmethoden ingezet: semi-gesctructureerde interviews
met vooraf geidentificeerde stakeholders, participatieve observatie in vergaderingen en bijeen-
komsten op verschillende niveau’s en analyse van documenten.

Hoofdstuk 2 presenteert het theoretisch kader van het onderzoek en het evaluatie-
instrument. Ook wordt verder ingegaan op de verzameling en analyse van de data. Het
theoretisch kader wordt gevormd door concepten en perspectieven uit health promotion en
beleidswetenschappen. Startend met de theorie en praktijk van health promotion wordt een
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interactief- en netwerkperspectief op beleidsprocessen ontwikkeld. De ‘Stromentheorie’ van
Kingdon (1995} is leidraad in dit onderzoek. Deze theorie gaat er van uit dat beleid tot stand
komt als er een erkend probleem is, een uitvoerbare, acceptabele oplossing voor handen is en
de tijd er rijp voor is. De aanwezigheid en activiteiten van een beleidsentrepreneur verhoogt
de kans op het tot stand kemen van beleid. Het evaluatie-instrument voor deze studie is
ontwikkeld op basis van het theoretisch kader en de rationale achter lokaal gezondheidsbeleid.
Het is een samenhangende verzameling van evaluatie-criteria en indicatoren gericht op vijf
thema’s: perspectief op lokaal gezondheidsbeleid, de rol van de gemeente in het beleidsproces,
stakeholders, het beleidsnetwerk en de GGD. Om (een deel van) de evaluatie criteria in te
praktijk te kunnen vaststellen hebben we gebruik gemaakt van stakeholder- en netwerkanalyse.

Deel II van dit proefschrift beschrijft en bediscussieert het community-based project
Hartslag (Midden} Limburg. Hoofdstuk 3 gaat in op de doelstellingen en opzet van het project,
Hartstag (Midden) Limburg {1999-2003] becogde hart- en vaatziekten te voorkomen en
risicogedrag dat hiermee samenhangt te reduceren. Het project had tevens tot doel een katalysator
te zijn voor de vorming van lokaal gezondheidsbeleid in de de vier gemeenten waar het
geimplementeerd werd. Om de ontwikkeling van het project zoals het gepland was te volgen
en inzicht te verwerven in de werking van zogenaamde principes van community projecten
(0.2 bevolkingsparticipatie en intersectorale samenwerking) is een monitor ontwikkeld. Deze
monitor was gericht op meerdere niveau’s: het project, de GGD en de gemeente.

Hoofdstuk 4 definieert community projecten, presenteert de resultaten van Hartslag
{Midden) Limburg en trekt op basis hiervan enkele conclusies. Community projecten worden
gekenmerkt door hun grote omvang (in termen van methoden, activiteiten en partners),
complexiteit, participatie van de bevolking, een lange tijdsduur en flexibiliteit. Hartslag (Midden)
Limburg was actief in vier communities, gemeenten. Gedurende de looptijd van het project
waren er een aantal problemen, o.a een fusie van de GGD en personeelsmatig. Dit had tot
gevolg dat de koers van het project geleidelijk afweek van de kernconcepten van community
projecten. Een relatie met het beleidsvormend proces in de deelnemende gemeenten is niet tot
stand gekomen.

Aan de hand van een beschrijving van het preventie en health promotion paradigma en
respectievelijk positivisme en constructivisme als uitgangspunt voor het genereren van kennis
reflecteert hoofdstuk 5 op de evaluatie van community projecten zoals Hartslag (Midden] Limburg.
Een meer participatieve evaluatiemethode past wellicht beter bij community projecten in het
algemeen en bij de achterliggende doelstellingen van Hartslag (Midden) Limburg in het bijzonder.

Deel 111 bespreekt de resultaten met betrekking tot de beleidsvorming van lokaal gezondheids-
beleid. Als gevolg van de ongunstige ontwikkeling van Hartslag {Midden) Limburg heeft het
onderzoek verder ingezoomd op het beleidsvormende proces en de evaluatie van dit proces.
Hoofdstuk 6 reflecteert daarom nogmaals op de operationalisatie en het iteratieve karakter ervan,

Hoofdstuk 7 start met een presentatie van de vier cases (gemeenten): Weert, Roermond,
Roggel en Neer, en Roerdalen. De belangrijkste kenmerken, de reden voor inclusie in deze
studie en hun aanpak van de vorming van lokaal gezondheidsbeleid worden besproken. Dit
hoofdstuk beschrijft verder de situatie in deze gemeenten véérdat de beleidsvorming daadwerkelijk
van start ging. Bij de identificatie van belanghebbenden bij het tot stand komen van lokaal
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gezondheidsbeleid onderscheidden we drie groepen: ambtenaren en portefeuillehouders
volksgezondheid in de gemeenten, lokale en regionale professionals (0.a. de Thuiszorg, Riagg,
welzijnswerk, huisarts) en non-professionals (belangenbehartigingsorganisaties zoals een gehan-
dicaptenplatform en vrijwilligers). In het algemeen werden de professionals aangemerkt als
belangrijkste stakeholders bij het tot stand komen van lokaal gezondheidsbeleid en de non
professionals als minst belangrijk. Van de stakeholders werden een aantal kenmerken in kaart
gebracht, onder andere: de ideefn over lokaal gezondheidsbeleid, de belangen bij de
beleidsvorming, de invioedsverwachting of ervaring, de onderlinge samenwerking en relaties.
Analyse van de data laat opmerkelijke verschillen zien tussen de netwerken op uitvoerend- en
beleidsniveau. De netwerken op uitvoerend niveau vertoonden een hogere cohesie en de
centrale actor was de huisarts. De beleidsnetwerken daarentegen waren minder geintegreerd
en de centrale positie werd ingenomen door de gemeente. De gemeente zag de vorming van
lokaal gezondheidsbeleid vooral als een verplichting die van hogerhand werd opgelegd. Ze
voelden tevens gebrek aan expertise en menskracht. De visie op de gemeentelijke rol en die
van de GGD verschilde tussen de twee grote en de kleine gemeenten. De positie van de GGD
in de beleidsnetwerken verschilde van tamelijk centraal in de kleine gemeenten en nauwelijks
centraal in de grote gemeenten.

Hoofdstuk 8 presenteert allereerst onze verwachtingen ten aanzien van de betrokkenheid
van de gemeente, de GGD en andere professionals, en de bevolking in het beleidsproces.
Vervolgens beschrijft het de resultaten die verkregen zijn tijdens de beleidsvorming,. In 2002
vonden per telefoon semi-gestructureerde interviews plaats, met de eerder geidentificeerde
stakeholders in de vier cases en met portefeuillehouders en ambtenaren volksgezondheid in
alle veertien middenlimburgse gemeenten. De interviews met stakeholders gingen over hun
betrokkenheid in het beleidsproces op dat moment; de interviews met portefeuillehouders en
ambtenaren over de voortgang van de vorming van lokaal gezondheidsbeleid in hun gemeente.
Het beleidsvormend proces in 2002 is te typeren als statisch. Het merendeel van de stakeholders
was nog niet met elkaar in gesprek over lokaal gezondheidsbeleid. De gemeente was voornamelijk
bezig met de organisatie van een aantal randvoorwaarden om het beleidspraces viot te trekken,
Gezondheid werd een gemiddelde tot lage agendastatus toegekend. Het hoofdstuk beschrijft
vervolgens de stakeholderidentificatie die plaats vond als voorbereiding op de derde interviewronde
(2003). Deze interviews keken terug op de betrokkenheid van de stakeholders in het beleidsproces,
hun belangen, invicedservaring en de interpretatie van lokaal gezondheidsbeleid. Op datzelfde
moment werden de interacties en relaties van de betrokken stakeholders in kaart gebracht. De
evaluatie-criteria uit het theoretisch kader werden tenslotte toegepast op de verschillende
databronnen: de interviews, participatieve observatie, de analyse van documenten en de resullaten
van Hartslag (Midden) Limburg. De bevindingen, inclusief de netwerkgrafieken en indexcijfers,
zijn in dit hoofdstuk eerst uitgebreid per gemeente beschreven. Vervolgens zijn ze voor de vier
gemeenten vergeleken. De meeste stakeholders hebben daadwerkelijk deelgenomen aan de
beleidsvorming, Hun betrokkenheid was gebaseerd op specifieke belangen en voornamelijk reactief.
De netwerken bevatten meer (regionale) professionele organisaties die een directe link hadden
met de gemeente, dan lokale non professionals. De gemeente had een centrale positie in alle
netwerken. De verwachting dat een centrale actor ook een actieve cobrdinerende rol speelt
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APPENDIX 1.A ITEM LIST FOR 2001 INTERVIEWS

Introduction

* The purpose of this interview is to gather information about the different organisations and

groups that have an interest in the development and adoption of local health policy in your
rnunicipality. The interview is part of the research project you are afready familiar with,

I will mostly ask open questions. What 1 would like you to do is express your ideas,
opinions and experience, obviously in your capacity as |job] at [organisation, group,
etc.]. There are no right or wrong answers.

* With your permission [ would like to tape our conversation, after which it will be

processed anonymously. The interview will take 30 to 40 minutes.
¢ Do you have any questions before we start?

Questions

1.

Municipal authorities have the intention, and will indeed be obliged by the Minister of
Health, Welfare and Sports in 2003, to develop local health policy. There are different views
on what makes up such a policy. First I would like to ask you o tell me what you would
mean by local health policy.

As regards your own organisation, in which field/part of heaith policy are you active? What
are the objectives, tasks and activities of the organisation? [For the alderman responsible
for public health:;] When and how do you become involved in the policy development
process?

In earlier contacts you have said that the organisation you work for has an interest in the
development of local health policy. Could you describe this interest?

Do you consider your organisation to be an important actor in the development of local
health policy? What influence do you expect your organisation to exert on the development
of local health policy? Do you feel able to help decide the outcomes of the policy
process?

Let's take a look at some important events in health care and public health, such as making
the allocation of care services and facilities for the disabled the responsibility of the
municipal authorities, and framing regional vision documents on public mental health care,
care for the elderly, youth care and other subjects. What was your experience in terms of
influencing and defining the above policies?
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With what organisations do you collaborate [see the list of names of identified stake-
holders). Could you tell me about this collaboration?

What organisations, groups and individuals do you consult? With what purpose and
frequency do these consultations take place, and in what form? Can you identify
organisations on which you depend to provide you with the necessary resources Jor the

functioning of your own organisation?

At the end

Would you like to add anything to the interview, for instance subjects that were not
or insufficiently discussed but that you feel are important to you as regards local health
policy?

Do you have an annual report or mission statement of your organisation that you
could let me have?

would like to thank you for your confribution to our inguiry.

Categories

Local health policy: interpretation, defining

Tasks and activities in the health field

Interest in local health policy: defining, reasons, dimensions

Influence: degree, defining outcomes, expectations

Involvement in earlier policy-making; regional/local level, role, perceived degree of influence
Collaboration: involvement, formal/informal, level of collaboration

Relations: dependencies and interdependencies, formal authority

AprpPENDIX 1.B ITEM LIST FOR 2003 INTERVIEWS

Introduction

194

In the previous year, municipal authorities have been developing a local health policy.
Perhaps your organisation has been invoived in the policy-making process in one or
more municipalities. Perhaps you have even been discussing the subject with other
organisations outside the formal meetings. In this interview, I would like to look back
upon the policy-making process in [municipality] and tell me about your experiences.
I will mostly ask open questions. What [ would like you to do is express your ideas,
opinions and experience, obvicusly in your capacity as [job| at |organisation, group,
etc.]. There are no right or wrong answers.

At the end of the interview | would like to fill in a form on the relations you maintain
with other organisations, groups and individuals regarding local health policy.

With your permission | would like to tape our conversation, after which it will be
processed anonymously. The interview will take 30 to 40 minutes.

Do you have any questions before we start?
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Questions

1.

0.

Could you tell me about your involvement in the development of local health policy {in
[municipality])?

Why did you participate? How did you fee! involved? In what way were you involved? At
what stage in the process were you active or passive? What role did you take in the
process? What was your concrete contribution? Could you define the interest your
organisation has in local health policy development?

[For the public health officer and alderman:] What is your specific contribution or role in
the policy-making process and what interaction takes place between you and the public
health officer/alderman.

What influence has your organisation been able to exert on the local health policy-making
process in {municipality]?

Could you describe your contribution in terms of the influence exerted on the policy
process; did your contribution lead to the desired outcomes in terms of the prioritising
of problems and solutions or other aspects? Why are you able or unable to exert
influence on local health policy-making?

Do you consider your organisation to be an important actor in local health policy-making,
compared to others participating in the process? Who is / who else is? Have there been
changes in this pattern during the policy process?

A few years ago, local health policy was a new term. In the meantime a lot has been said
about this policy domain and we are getting used to it. What is currently your interpretation
of local health policy?

With what ideas do you associate local health policy? Have your ideas regarding local
health policy changed?

If you look at the policy process and the content of the local health policy memorandum,
what components should definitely be present for you to be satisfied?

Did the municipal authorities or others enable you to promote your interests? In what way
did this happen?

Are your organisational interests reflected in the local health policy as it was finally
formulated in the memorandum?

Since January of this year, developing a local health policy has become obligatoty. This has
brought ‘health’ to the attention of the municipal authorities and others.

How does health rank on the agenda of your organisation? Why is this high/low? Did the
activities undertaken to develop local health policy permanently change the imporiance
of the subject?

Can ] invite you to fill in this form with me? (see below].

At the end

e Would you like to add anything to the interview, for instance subjects that were not
or insufficiently discussed but that you feel are important to you as regards local health
policy?

e [ would like to thank you for your contribution to the inquiry.
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Categories

Local health policy: interpretation (change), components ensuring ‘good’ content/process
Interest in local health policy: defining, reasons for involvement, interests reflected in memorandum
Influence: perceived degree of influence (change}, defining outcomes, important actor
Involvement in local health policy-making: participation, role, initiative, contribution

Health on the agenda: when, why

Interactions and relations: see form below

AprpPENDIX 1.c FORM - RELATIONS WITH OTHERS IN THE NETWORK

Below is a list of organisations, groups and individuals who have been identified as stakeholders in
the development of local health policy. We would like to know with which of the actors on the
list you have collaborated in the development of local health policy and at the operational level. If
any of the organisations that you collaborated with are not on the list, please feel free to add them.
We will fill in the form together by addressing six points, namely: (please read this form carefully)

Communication and consultation

Did you or other employees in the organisation communicate or consult on local health policy
with any of the organisations, groups or individuals mentioned on the list? These interactions
may have been with several organisations at the same time or in one—on-one situations.

Informal contacts

Do you or other employees in the organisation employ informal contacts to discuss local health
policy with any of the organisations, groups or individuals mentioned on the list? (Contacts
may relate to obtaining additional information, coordination or conflict management)

Expertise

The development {and later on, implementation) of local health policy requires specific expertise.
Do you have and contribute such expertise to one or more of the organisations, groups and indivi-
duals mentioned on the list? Or are you the one receiving expertise from others? Or perhaps both?

Involvement

Is your organisation involved with one or more organisations, groups or individuals mentioned
on the list? The reason may be that (1} you are the one providing resources (financial, material),
commissioning tasks to be implemented or functioning as the principal partner in a project, or
(2) your organisation receives resources, implements commissioned tasks or is a co-partner in
a joint project. Or both may apply.

Strategic collaboration

With which of the organisations, groups and individuals mentioned on the list do you consult when
important decisions have to be taken? In other words with whom do you establish a joint strategy?
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APPENDICES

Entrepreneurship

pid any of the organisations, groups or individuals mentioned on ,ytha' list 'ﬁake avery active role
in the policy-making process? (E.g. by actively linking problems to solutions at the right moment)

EXAMPLE

Organisation ~ Commu- Informal  Expertise I

Faheclibaries | ; : volvemenStmtﬂgic "Emtmpm.,f
- Nication,  contagt . . pre:
consulta-

ollabora- neurship

ion

*
=4

1. Home Care prganisation

2 General Practitioner~ -~
3 Platiorm for the disabled

4. Welfare Service. 0 o
5 Municipal Administration -

6 Neighbourhood Council -+
7. Regional Public Health

- Service SR e
8 Nursing Home -
9 etc

DD BB DG BB B G BT
TDDHID WBIBHDH

BB BB G

*(S) Sender (R) Receiver

Health problems are complex and the promotion of health occurs in many different ways and
places. When making choices and decisions about complex issues (in our case local health
policy} in networks the opinion and ideas of the other actors involved in the network have to
be taken into account. Could you define what organisations, groups and individuals mentioned
on the list have been most clearly taken into account in the development of local health policy?
In other words, what organisations were most influential?

Please indicate three to five influential organisations, groups or individuals from the list by
noting the number under which they appear on the list.

197



APPENDIX 2 CHECKLIST FOUR MUNICIPALITIES

O‘ritelria

1 Local health policy is
integrated policy

-2 Local health policy is a
translation of the
perspective and choices
regarding health made
by the municipal
administration.

3 Local health policy is
based on
epidermiological
considerations.
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Indicator

11

1.2

1.3

2.1

2.2

2.3

3.1

Other departmenis thanthe
health department within the
local governmental
organisation are involved,
.., education, social affairs
and housing departments.
Actors {organisations, groups,
individuals) outside the local
government are involved in
the policy-making process,
€.g., social workers, health
professionals and interest
groups.

The local government sets
objectives for all four
components of health policy
referred to in section 2.2
(heaith protection, prevention
of disease, health promotion
and health care).

Local health policy is informed
by data emanating from the
municipal level, but not
necessarily from
epidemiclogical research
alone.

Local health palicy is in line
with the municipal
development plan. In other
words, the mission statement
of the current administration
and the approach to health
matlers are compatible,
Locat health policy reflects a
particular perspective on
health: the health or sectoral
perspective.

Health problems are prioritised
according to national or
regional epidemiologicat
reports on the health status of
the population.

Check list Weert

participation Cryes L no
aftitude L pro-active
Dreactive :

Q1 symbolic D tangible
number of sectors (3101 2
& more

participation 2y yes i no
aftitude LJ pro-active
Qrreactive ;

[ symbolic E1:fangible

number of actors 0 <3 023

number of fields @ 1 321304

Qyes dno
Jepi Erepiplus T other

Qyes Dno

(J completely

Llisomewhat health persp. [ no

I not at all

L yes Csomewhat I no

in addition, priorities from
interactive sessions



‘Gheck list Rogrmond

partic:ipamn Qyes @no

attitude O pro-active
gactive

O symbolic Dtangible
“number of sectors D 1 @2
1 more

participation [ yes T no
aftitude I3 pro-active
2 reactive

3 symbolic [ tangible

‘number of actors O <3 @23

_number of fields 312220304
“{4 when including WCPV tasks)

fl:l epi Elepiplus O other

Cyes Qno

i completely
3 somewhat health persp.
Cino Qdnotatal

[0 yes Drsomewhat 1 no

in addition, priorities from
interactive sessions

Check list Roggel&Neer

participation C1yes Q no
atmude i8] pm -active

,ﬂhc (2 tangible
numbey of sectors @31 3 2
2 more

participation Qiyes 1 no
attituds. (J pro-active

U symbolic Qhtangible
number of actors 01 <3 &1=3

number of fields A1 G2 Q1304
Qyes Qno
depl Chepipiis Ciother

Ciyes Qno

letely health persp.
it sectoral persp.
D no 3 not at all

Cyes O somewhat @no

heavy emphasis on priorities
from interactive sessions

APPENDICES

Check list Roerdalen

participation (yes T no
attitude T pro-acti we

L reactive ‘

Q- symbolic & tangible
number of sectors 04 113 2
I3 more

participation [ yes ¥
attitude Q3 pro-active

12 reactive

I symbuolic 2 tangible

number of actors 1 <3 323

number of fields 0 1 203 Q4

Byes Qno
Uepi Qepiplus O other

Clyes WIno

3 completely 1 somewhat
i no Tl not at all

yes dno
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Criteria

4. Local healthy policy

~+ improves the situation of
individual patients.or
clients, target groups or

- the papulation as a
whole.

5 Municipal administration

- bears main responsibility

“ = for the development of
local health policy.

6 Municipal administration
provides (financial)
resources to achieve the
objectives.

7 Health is a political
issue.
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Indicator

4.1 Policy congists of objectives
and a set of coherent
instruments, resources and -
facilities. :

5.1 Municipal administration
facilitates the policy process.
it creates favourable
condlitions in a practical
sense.

5.2  Municipal administration
creates necessary
opportunities for stakeholders
to collaborate.

B.1 Resources allocated to
municipal authorities because
they are in the best position to
solve the problem.

6.2 Resources allocated to one of
the stakeholders because
hefshe is in the best position
to solve the problem.

6.3 Resources allocated to
municipal authorities, even
though another party is in the
best position to solve the
problem.

6.4 Resources allocated to another
party, even though the munici
authorities are in the best
position to solve the problem

7.1 The long-term palicy plan of
the local administration
{‘'college programma’)
mentions health explicitly.

7.2 Apart from the obligation to
develop local health policy,
health appears as an item on
the political agenda.

Check list Weert

i concrete Q1 in abstracto
O no

Qyes Qno

Qyes Tino
within the municipal organisation

-
budget available but distribution is
not clear

Qyes Dng

on the agenda
D incidentally O permanently



Check list Roermond

Zchpncrete' £ in abstracto

Qo

broad policy directions

Gyes Qno

Qyes Qno

Dyes Trnb

on the agenda
I incidentally &1 permanently

Check list Roggel&Neer

L concrete Qiin abstracto
Qno

- policy propositions
- establishment of a stesring
commitiee

@yes Cino

iyes Cino
still intentional, see 4.1

i+

Qyes LIno

on the agenda
2} incidentally '3 permanently

APPENDICES

Check list Roardalen

Q concrete T in abstracto - 1
o e -

Ciyes 0 no

Hyes Eno

Q-
-
Giyes Crno

on the agenda
Lyincidentally L permanently
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‘ wC‘rMer‘\ia

8 The development of
focal health policy
requires political
commitment,

9 The development of
local health policy
requires enthusiasm on
the parts of officials.

10 Other departments
within the municipal
organisation review their
policy decisions in terms
of the impact on health.

11 Local health policy is
hased on the interests
of stakeholders.

12 The better the
organisational interests
of stakeholders are
served, the stronger
their involvernent.

13 Local health policy is
based on existing
strategies of
stakeholders to solve
current health problems.
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Indicator

8.1

8.2

8.3

9.1

9.2

The character of the political
parties represented in the local
administration reflects their. .~
point of view:on health: ;
The politician responsiblefor
public health comes from a
political party with well-
formulated ideas on health
issues.

If s0 (8.2), this politician has
made an issue of health in the
coalescing negotiations after
elections in 2002,

Public health officers take a
broad view of their policy-
making fask.

Public health officers do not
work in isolation but have an
internal and/or external
reference group.

10.1 Other departments than the

health department mention
health in their policies.

11.1Stakeholders give information.

11.2The information given by

stakeholders is reflected in the
policy.

12.14 division of tagks among

131

stakeholders in relation to the
described objectives is
included in the memorandum.

Stakeholders (in particular
professionals) consider the
policy process an occasion to
reformulate and propose their
favourite solutions as policy
proposals.

13.2 Stakeholders perceive their

influence as positive.

Check list Weert

Jyes Cino

“yes Dno

Qves @no
not observable in long range plan

(2 formal view 2 plus

{2 solely 0 internal
& external

Byes Dno

Hyes Tno

Qyes Qno

intention to form working groups

@yes 1 somehow Qno
especially for professionals

CXyes Ll somehow Lno
> 50%



Check list Roermond

n yes T no

Qyes Qno alderman
changed after half a year in the
fown council

Q yes Llno

not observable in long range plan

{ formal view Q-plis

QO solely O internal
X external

Eyes Qno

Ciyes Cino  objectively: yes
subjectively: opinions of
stakeholders differ

Qyes rno

@'yes O somehow ' no
for professionals and non
professionals

1 yes Cisomehow LI no
some feel input is not recognised

Check list Roggel&Meer

Qyes @no

Qyes Uno

Qyes Dnp
not observable in long range plan

(2 formal view Eiplus

1 solely Tl internal
(2 external

@yes Qno

yes Cno objectively yes,
subjective experience is guite
negative

Qyes Ano

an intermunicipal coordinative
committee will be established to
formulate and execute the policy
plan

Qi yes X somehow 1o

O yes 0 somehow [no

APPENDICES

Check list Roerdalen

Qiyes Lino

QOvyes no

yes Q@no :
not observable in long range plan

() formal view 3 plus

@ solely. 3 internal
EAexternal tamporarily

Syes no

Qyes dno

dyes LAno

yes (J somehow I no

professionals
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Criteria

14 The structure of the
policy network at the

. municipal level

- influences the
development of local
health policy.

15 One of the stakeholders
adopts an
entrapreneurial position
and attitude.

16 The RPHS ig a policy
entrepreneur.

17 Local health initiatives
developed and managed
by the RPHS' ‘Hartslag
(Midden) Limburg’
project create a
favourable climate
allowing municipal
authorities to base their
objectives and
interventions on a
community-based
approach.
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Indicator

14,1 Céntral actors recognise their
central role in the process.

14.2 Peripheral actors recognise
they have a minor role in the
process.

16,1 Stakeholders identify one or
mare of them as a policy
entrapreneur.

15.2 This stakeholder/entrepreneur
takes a central position in the
policy netwaork.

16.1 Stakeholders identify the RPHS
as a policy entrepreneur.

16.2 The RPHS considers the
entrepreneurial role
appropriate for its participation
in focal health policy-making.

17.1Local health initiatives are
implemented in consultation
with municipal authorities and
public health officers.

Check list Weert

Hiyes Tino

: Dyes O no

Ciyes T no
50% identify the mun. adm

Qyes Qno

Qyes Qno

[ pro-active & reactive

RPHS considered as executive body
and formal advisor

I= information

(2 facilitation
budget available, no activities

) active role

I other actors



gzcﬁenk list Roermond

D yes i no

Dyes Qno
‘opinions vary which actors are
_most important

Diyes Qino

Qyes Qno

Qyes 3o

1 pro-active D reactive

practical task in policy-making
process

13 information

' faciltation

finacement of number of

“activities

{1 active role

(1 other actors

Check list ‘Rngge»l&weexr
Qyes Qno

Qyes Ono

stakeholders find all participants
equatly important

Qyes Cno
a few refer to the municipality

Qyes o

Cyes [Ang

Q pro-active 3 reactive

(3 information
12 facilitation
(1 active role

{3 other actors

APPENDICES

Check list Roerdalen - :

~Diyes Qo

Qiyes Dno

Qyes Qo

“Byes 3 no

Tryes Bno

L3 pro-active (3 reactive

[ information

@ facilitation

money available, did not want to
pariicipate in health committee
i3 active role

[ other actors
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DANK JE WEL

Nu het grote werk gedaan is en de tijd aanbreekt voor een nieuwe uitdaging wil ik eerst een
aantal mensen bedanken.

) Om te beginnen bedank ik alle respondenten die hun medewerking hebben verleend aan
dit Or‘l*dEI‘ZOEk, in het bijzonder de portefeuillehouders en beleidsmedewerkers volksgezondheid,
welzijn en zorg van de veertien gemeenten in Midden Limburg. Ik was ook blij met de hulp van
dm. Arie Stas en mevr. Cecile Peeters van de gemeente Horst aan de Maas en mijn oud collega
uit de zorg dhr. Hans Vestjens die me geholpen hebben met de jaarlijkse pre-testen. Verder een
dankjewel voor de mensen die hand- en spandiensten voor me hebben verricht: Afra Hopman,
Hélene van den Nieuwenhoff, Davy Cuppens, Ciska Hiemstra, Marieke Sijbers en Stefan Sels.

Dan bedank ik mijn collega’s. Allereerst de collega’s aan de capaciteitsgroep GVO, jullie
waren ondanks mijn geringe aanwezigheid een stimulans voor me. André Meijer van de
capaciteitsgroep BEOZ bedank ik hartelijk voor alle afspraken in zijn balboekje. Vervolgens
bedank ik de mensen van de afdeling gezondheidsbevordering aan de GGD-NML. fullie gaven
me het gevoel cok bij het team te horen. Dat was zeker in de eerste jaren van het onderzoek
erg belangrijk voor me. Ik dank heel in het bijzonder Angélique van de Kar die aan de wieg
stond wvan dit onderzoek en die me tot aan het einde toe heeft gesteund.

Een héél groot dankjewel is bestemnd voor mijn promotores. Ik was gezegend met drie
promotores die me ieder op hun heel eigen wijze hebben geinspireerd. Nanne, je noemt jezelf
‘een harde jongen in de wetenschap, een positivistische empirist’. Bij de start gaf je me het
voordeel van de twijfel omdat je nieuwsgierig was naar de betekenis van dit type onderzoek
voor gezondheidsbevordering. Na het vertrek van Evelyne uit Maastricht werd ons contact
intensiever en wvolgde een lange rij gesprekken met kritische reflecties, goede raad en
vertrouwen. Je bleek zo hard niet te zijn. Evelyne, jij was degene die me van meef af aan
inspireerde met je visie op en ideeén over gezondheidsbevordering in de breedst mogelijke
betekenis. De bezoeken met Ellis aan de grote werktafel in je huiskamer in Denemarken waren
een groot genot, niet in het minst om de vurige gesprekken over ‘de wetesjap’ en dl zijn
wetenswaardigheden. Patrick, jij kwam halverwege de 1it bij het team. Je maakte me wegwijs
in de netwerkanalyse en wist bovendien juist die vragen te stellen die het onderzoek nog meer
richting gaven. De vleug Belgische hartelijkheid was daarbij zeer aangenaam.

Hoewel niet erg gebruikelijk in de familie is een diep gemeend dankjewel gericht aan mijn
ouders. Jullie stimuleerden me als Kklein kind om ‘te leren’ en later om gewoon stug door te
werken. Verder ben ik blij met mijn centrale positie in het familienetwerk.

Tenslotte voor mijn mannen Peter, Gydo en Niels. Jullie lieten me gelukkig afstand nemen
van studie en onderzoek. Ik dark jullie uit de grond van mijn hart, jullie halen het beste in me

hoven. Marjan
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Ma,r?an Hoeijmakers was born on May 15, 1960 in the village of Horst, in the Dutch province
o‘f Limburg. In 1978 she received her secondary school diploma at the Boschveld College in
Venray. That same year, she started her higher professional training in nursing at the Gezondheids-
zorg Academie in Sittard, where she graduated in 1982. Immediately after graduation, she
started working as a community and home care nurse in three villages in the northern part of
Limburg, where she remained until 1986. She continued this wide-ranging work for another
two years in the area around the town of Maastricht. After intensive preparations, Marjan
started to work in the tropics in 1988. For three years, she was a technical assistant for SNV
{Netherlands Development Organisation) in Burkina Faso, at the department of mother and
child care of the Direction Provinciale de la Santé de la Sissili. From 1992 to early 1995, she
was back in the Metherlands and enjoyed motherhood in combination with some activities in
the care and dewvelopment sector. Then the family moved to Uganda. Besides caring for her
family and teaching her oldest son she became involved in the care for AIDS patients and
health education. She became coordinator of a small AIDS programme at the Kasese Diocese,
until she was forced to leave the country due to rebel activities. This abrupt change in
September 1997 brought her to the Faculty of Health Sciences at Maastricht University, where
she enrolled in the programme called Health Education and Health Promotion. During her
studies, she worked as a home care nurse in the night care for chronically and terminally ill
patients. She graduated in 2000 and continued right away with the PhD project described in this
thesis, at the department of Health Education and Health Promotion of Maastricht University.
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In network analysis, the circles represent the centrality of actors in a network.

In addition, the circles symbolise what you see when you throw a stone
into a quiet pond ~ in this case by introducing local health policy.
At the time of the action, it is impossible to predict the scope of the effect.

What we tried to identify in the four municipalities we investigated was

the driving force behind the development of local health policy;
this is symbolised in this figure by the vortex.

ln neMerkanaMe gewen krmgen de centmlttew van de aatoren in het neMerk aan.

evens mnbulmeren de krmgen het eﬁect dat optreedt als ]e een voomem
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