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Summary  
 

Background: Given the rise in number of people with dementia, an increase in demand for palliative 

care for this patient group may be expected. Both dementia and palliative care are organised within 

networks to bring professionals and organizations together. In the care for people in the last phase of 

dementia, both networks can become relevant. Therefore, this study investigates how dementia and 

palliative care networks in itself are organised, when they collaborate and how this is experienced by 

the healthcare professionals involved, and whether there is support for increased collaboration 

between the networks. The main question is: “How is the current and ideal collaboration between 

regional dementia and palliative care networks in the care for patients with dementia?” The aim of this 

study is to use these insights to improve collaboration between regional dementia and palliative care 

networks in the care for patients with dementia. Improved collaboration can lead to a better tailored 

care provision from the organizations involved and an improvement of the care pathway of patients 

with dementia.  

Methods: Since this study concerns the experiences of professionals involved in the networks, 

qualitative methods have been used. From two regions in the Netherlands, both a dementia and 

palliative care network participated in the study. A literature review was used to define concepts on 

which networks were compared and collaboration could be characterized. Data is collected through 

14 semi-structured interviews with people at the clinical, organisational and system level of the 

networks.  

Results: Networks for dementia and palliative care are quite similarly organised. Collaboration 

between the networks in care delivery to patients with dementia is regarded relevant by the 

participants. Different financing models and interpersonal factors in the relationship between network 

coordinators may affect the extent of collaboration. Collaboration could be improved in the aspects of 

communication and information, agreement about the form of coordination, taking responsibility, and 

continuity in representation of the organizations.   

Conclusion: The current collaboration between the dementia and palliative care networks takes a lot 

of effort, but relevance and possibilities are acknowledged. For the future, participants do not want a 

complete merging of the networks, but indicate that more collaboration is possible and preferable. 

The ideal collaboration between the networks could be achieved through enhanced exchange of 

knowledge and information, better involvement of network partners and better communication 

between and within the networks.   
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1. Introduction 
The Dutch population is aging rapidly. In 2017 there were 3.1 million people of 65 years or older 

representing 18% of the total population in the Netherlands (CBS, 2017) and by 2040 this will increase 

to 4.6 million, which will account for 26% of the total population (PBL, 2013). As a result of the aging 

population, the number of people with dementia will increase from 260.000 in 2015 to 500.000 in 2050 

(Alzheimer Nederland & Vilans, 2013). People with dementia experience problems in processing 

information, which is reflected in problems with memory, behaviour and mental health. Over time, 

the ability to perform everyday activities declines. The quality of life of both the patient, their 

caregivers and families may be greatly influenced by the ongoing changes in behaviour and other 

dementia related symptoms (WHO & Alzheimer’s Disease International, 2012). 

 

1.1 Dementia and palliative care 
Dementia is a progressive terminal disease, although the course of the disease depends on the type of 

dementia and varies considerably between patients. Due to the dynamic disease process, no standard 

care pathway can be followed and therefore, in every patient the application of care standards requires 

continuous coordination and adjustment (Alzheimer Nederland & Vilans, 2013). Moreover, in a certain 

stage of dementia, palliative care may be required. Palliative care is care that intends to improve the 

quality of life of patients who face a life-threatening disease that is not susceptible to curative 

treatment (National Council for Palliative Care, 2007; WHO, 2018). In palliative care, a team approach 

is used to address the patient’s needs, with the focus being on prevention and relief of suffering. 

Furthermore, this approach integrates psychological and spiritual aspects of patient care and offers 

support to caregivers to help them cope with the situation (WHO, 2018).  

Given the rise in number of people with dementia, an increase in demand for palliative care for this 

patient group may be expected (IKNL, 2014). Dementia is seen more and more as a terminal condition 

with complex needs and palliative care is increasingly considered to be relevant (Mahin-Babaei, Hilal 

& Hughes, 2016). However, since palliative care was initially organised for cancer patients, it seems 

that patients with dementia have more difficulties with access to palliative care services (National 

Council for Palliative Care, 2007). Palliative needs of people with dementia are poorly addressed and 

delivering effective palliative care to this group is considered a challenge for several reasons (Birch & 

Draper, 2008; Dempsey, Dowling, Larkin & Murphy, 2015; Mahin-Babaei et al, 2016). Different from 

the cancer trajectory, which entails a steady progression and often a clear terminal phase, dementia 

follows an illness trajectory with prolonged gradual decline (Murray, Kendall, Boyd & Sheikh, 2005). 

This makes it difficult to define the terminal phase and to decide whether or not palliative care is 

appropriate (Birch & Draper, 2008). 

 

1.2 Care networks        
Due to the complex care needed and the progressive, life-limiting character of dementia, care for this 

growing patient group requires effort from many professionals and organizations. With rising numbers 

of patients, the burden of the care demand on professionals is increasing. To ensure that the patient 

receives the appropriate care at the right time in their process, professionals from the different 

domains of well-being, treatment, care, and support need to be coordinated (Huijsman, Jansen & Bolle, 

2017). To bring these professionals and organizations together, care for the elderly is organised in 

networks. In the Netherlands, there are separate networks for dementia and for palliative care. 
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However, as indicated above, palliative care may be needed for people with end-stage dementia and 

the networks will have to collaborate in the delivery of care. 

Research on the collaboration between the palliative care networks and dementia networks in care 

delivery for people with dementia is limited. Traditionally, research has focused on the individual 

networks for dementia or palliative care and the optimal models for a network approach (Birch & 

Draper, 2008; IGZ, 2013; Van Mierlo, Meiland, Van Hout & Dröes, 2014). For example, several studies 

are done on the characteristics of an integrated palliative care approach, which may be delivered 

through a care network (Hasselaar & Payne, 2016; Jones et al, 2016).  

Due to increasing attention to the palliative needs of patients with dementia, more and more studies 

are done on the integration of palliative care in the care for people with dementia. Following Birch & 

Draper (2008), qualitative palliative care is characterized as highly individual and appropriate care 

delivery could be achieved by multidisciplinary teams. These teams should focus on clear 

communication that acknowledges the preferences of patients and their caregivers (Birch & Draper, 

2008). Van der Steen et al. (2013) state that the palliative approach should entail all care and treatment 

in dementia. This includes the treatment of behavioural and psychological symptoms, health problems 

and comorbid diseases (Van der Steen et al, 2013). Furthermore, palliative care in patients with 

dementia requires communication, cooperation, and good coordination by and between healthcare 

professionals (Sampson, Burns & Richards, 2011). 

However, these studies do not address the inter-organizational collaboration in the situation that 

palliative care and dementia care are organised within networks. The role of the different networks in 

the collaboration between them for palliative care in people with dementia has not yet been 

investigated. Moreover, empirical research into the experiences of the healthcare professionals 

involved is limited. Therefore, this study is relevant for two reasons. First, it is relevant to explore how 

palliative care for people with dementia could be organised patient-centered through the care 

networks. Specialisation into palliative care and dementia care has led to a certain degree of 

fragmentation, but has also caused the need for integration. In the care for people in the last phase of 

dementia, both palliative and dementia care can become relevant. Therefore, it is needed to 

investigate the collaboration between the two networks. The results of this study can thereby 

contribute to both improved personalized and integrated care for people with dementia that are 

receiving care within the particular networks. Second, given the explorative nature of this study, this 

study can provide some first insights into the organisation of network care for certain patient groups. 

Insight into whether and how networks may collaborate in care for specific patient groups can 

contribute to the limited research that has been conducted on the collaboration between care 

networks.  

 

1.3 Objective and research questions 

This study investigates how dementia and palliative care networks in itself are organised, when they 

collaborate and how this is experienced by the healthcare professionals involved, and whether there 

is support for increased collaboration between the dementia and palliative care networks. The aim of 

this study is to use these insights to improve collaboration between regional dementia and palliative 

care networks in the care for patients with dementia. Improved collaboration can lead to a better 

tailored care provision from the organizations involved and an improvement of the care pathway of 

patients with dementia.  
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The main question is: “How is the current and ideal collaboration between regional dementia and 

palliative care networks in the care for patients with dementia?  

First, the definition and characteristics of a network must be clarified, and the differences between 

dementia and palliative care networks must be investigated. This will be based on a theoretical 

framework. With empirical research, the experiences of healthcare providers involved will be explored. 

Finally, it is important to investigate what stakeholders want regarding collaboration in the future.  

The main question will be answered by the following sub-questions: 

1. What are regional networks for care for the elderly following the literature?  

2. What are the differences and similarities between regional networks for dementia and 

palliative care? 

3. How do stakeholders experience the collaboration with the other network?  

4. What do stakeholders prefer with regard to future collaboration between the networks? 

 

1.4 Reading guide  
Based on the problem of adequate palliative care for people with dementia, this research continues 

with a theoretical framework concerning care networks in Chapter 2. This chapter discusses the 

relevant literature regarding care networks and inter-organizational collaboration and thereby, 

provides an answer to the first research question. Then, the methods used for data collection and data 

analysis are outlined in Chapter 3. Subsequently, the results of the study are presented in Chapter 4. 

In this chapter, answers to the second, third and fourth research questions are provided. In Chapter 5, 

the results will be discussed and interpreted in the light of the main research question, the literature 

and the theoretical framework. Based on the results, practical recommendations on collaboration 

between care networks are given in this chapter. The chapter ends with the final conclusion of this 

study.  
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2. Theoretical framework 
This chapter provides insight into the concepts, models, and theoretical perspectives that are used 

throughout this study. First, networks will be defined and literature on regional care networks will be 

discussed, which will provide an answer to the first research question. Furthermore, the concept of 

collaboration between networks will be examined and defined. Finally, a conceptual model will be 

presented in which the interrelations between the concepts are shown.  

 

2.1 Defining networks in general 
In the last decades, the literature on organizing inter-organizational collaboration through networks 

has become quite extensive (Kaats & Opheij, 2014; Provan, Fish & Sydow, 2007). Although networks 

have been studied a lot in many disciplines, there are various ways of talking about this phenomenon. 

Researchers address inter-organizational collaboration for example in terms of strategic alliances, 

partnerships, coalitions, or collaborative agreements, referring to a certain set of common themes 

(Cunningham et al, 2011; Provan, Fish & Sydow, 2007). Therefore, before starting empirical research 

in the field of healthcare, the term ‘network’ has to be defined for the scope of this study.   

In literature, there are varying definitions of networks and different approaches in the use of these 

definitions. Barringer & Harrison (2000) provide a detailed overview of the different forms of inter-

organizational collaboration, based on an extensive review of inter-organizational literature. They 

define a network as a constellation of organizations that organise through the establishment of social 

agreements, rather than legally binding contracts (Barringer & Harrison, 2000). A similar approach can 

be found by Milward & Provan (2006). They discuss a range of available definitions of networks and 

review common aspects within these definitions (Agranoff, 2004; McGuire, 2003; O’Toole Jr., 1997). 

After all, they decide to use the widely cited definition of O’Toole Jr. (1997), covering many aspects of 

inter-organizational collaboration, throughout their study.  

In contrast, Brass et al. (2004) provide a very general definition of a network. They define a network 

as “a set of nodes and the set of ties representing some relationship, or lack of relationship, between 

the nodes” in which the nodes are referred to as actors, for example individuals or organizations (Brass 

et al, 2004, p. 795).  The set of ties is considered to be maintained over time and represents a relatively 

stable pattern of interrelationships within the network. Popp et al. (2014) developed a working 

definition, based on various definitions from literature, because they found it impossible to capture all 

aspects of such a complex phenomenon within one definition. When speaking about ‘network’, they 

refer to “collaborative inter-organizational networks where three or more organizations are working 

together towards a common purpose” (Popp et al, 2014, p. 18). This definition mostly applies to 

networks of public, non-profit organizations, rather than for-profit settings, since ‘common purpose’ 

is an important aspect of it.  

The definition of Popp et al. is most applicable to this research, because the public, non-profit focus is 

in line with the organization of the Dutch healthcare system. Besides, the main goal of this study is not 

to determine an extensive definition, rather the concept ‘network’ is mainly defined by dementia and 

palliative care networks themselves. This will be further elaborated in paragraph 2.2. First, the 

intended effects of networks, factors necessary to realize these effects and the level of analysis will be 

discussed. 
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2.1.1 Intended effects of networks 

Several intended effects of inter-organizational collaboration within networks are described in 

literature. Participation in a network could have strategic effects, as it may help organizations to 

survive, for example through the acquisition of resources (Hardy, Philips & Lawrence, 2003; Provan & 

Kenis, 2007; Provan & Milward, 2001). Furthermore, within networks, participating organizations aim 

to achieve collective knowledge. Knowledge sharing, information-flow and organizational learning are 

key for network performance (Hardy et al, 2003; Mitchell et al, 2012; Provan & Kenis, 2007; Provan & 

Milward, 2001). Lastly, Provan & Milward (2001) mention the effect of efficiency, as working in a 

network may lead to a decrease in service duplication. 

2.1.2 Means to realize intended effects 
In order to achieve the desired effectiveness, networks should ensure that certain factors play a role 

in inter-organizational collaboration. For example, involvement, embeddedness, and trust are 

facilitating factors for effective inter-organizational collaboration (Hardy et al, 2003; Mitchell et al, 

2012; Provan & Kenis, 2007; Provan & Milward, 2001). The Health Foundation (2014) describes five 

core factors that can determine the effectiveness of networks for quality improvement: “a common 

purpose; establishing a cooperative structure; achieving critical mass; gathering collective intelligence; 

and developing a sense of community” (The Health Foundation, 2014, p. 11). Quality improvement is 

then not achieved by the distinctive features itself, but they function as a mutually reinforcing cycle, 

enabling learning and change through their combined effect (The Health Foundation, 2014).  

These factors point out that networks are innovative structures, where learning and development have 

a central place (Randall, 2013). Inter-organizational collaboration through networks can help to make 

the most of the capability and resources network members have (Randall, 2013). The ultimate effect 

of healthcare networks is improvement of quality of care through well-organised collaboration. The 

before mentioned factors together will help to achieve this. The intended effects and factors of 

network collaboration could also be translated to the level of collaboration between networks. They 

may help to organise the collaboration in an effective way, thereby improving the quality of care 

delivered. 

2.1.3 Level of analysis 

Finally, networks can be examined on different levels. Provan & Milward (2001) argue that networks 

should be evaluated at three different levels, organization/participant, network, and community, 

because every level has its own effectiveness criteria that must be analysed. This distinction is made 

to evaluate the effectiveness of networks (Provan & Milward, 2001). For this study, mainly the level of 

integration and collaboration between networks is considered important. Kilduff &Tsai (2003) 

distinguish two levels of observation: the individual organizational level and the perspective of the 

network level. These levels represent the different but complementary perspectives of either the 

egocentric network or the whole network (Kilduff & Tsai, 2003). In this study, networks will be analysed 

from the network perspective because only at this level can be understood how networks are governed 

and how they collaborate (Provan, Fish & Sydow, 2007). Furthermore, this perspective will provide 

information concerning “the complete set of ties among all actors in the network” and how the actors 

integrate (Kilduff & Tsai, 2003, p. 136). These aspects are considered relevant for this study, since the 

aim is to investigate the integration of networks members and the collaboration between different 

networks for palliative and dementia care.  
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2.2 Characteristics of networks for elderly care 
The definition of a network as a form of inter-organizational collaboration is still quite broad and the 

functions and features presented apply to networks in general. Therefore, it is necessary to distinguish 

aspects on which dementia and palliative care networks may differ from one another. Based on 

literature on networks and integrated care, a perceptual model is constructed to describe the practice 

of regional care networks. 

2.2.1 Network governance 

One of the structural issues on which networks can be compared is the type of governance that is used 

(Provan, Fish & Sydow, 2007). Following Gulati (1998), governance refers to the formal structure 

networks use to organise the partnerships and this can considerably vary between networks that 

provide similar services. Provan & Kenis (2007) define network governance as the sharing of 

information, resources, activities, and competences of at least three organizations to produce a certain 

outcome. They identified three forms of network governance that increase in the intensity of 

governance. This classification is a widely used format and many studies build on it (Cristofoli, Markovic 

& Meneguzzo, 2014; Kaats & Opheij, 2014; Raab, Mannak & Cambré, 2013; Willem & Gemmel, 2013). 

Therefore, the classification by Provan & Kenis (2007) will be used throughout this study. 

In participant-governed networks, all members participate in the network governance and there is no 

separate governance entity. Participant-governed networks vary in the extent of centralizing the 

governance and in their level of formality of coordination. In contrast, the lead organization-governed 

networks have a more centralized approach. An important member of the network forms the 

administrative governance entity but still plays a role in the primary process. Often, a core healthcare 

provider with a central position in the patient flow acts as the lead organization. The network 

coordinator may be employed and paid by one of the participating organizations. The third model is 

the network administrative organization (NAO). Like in the lead organization-governed networks, 

governance is centralized. However, in NAO governance a separate, external entity is created to 

manage the network (Provan & Kenis, 2007). If this is the case in a palliative or dementia care network, 

the network coordinator is independent and is not employed by one of the participants. Often, he or 

she is paid by the collected contributions of all participating organizations. In general, healthcare 

networks for the elderly adopt either lead organization governance or NAO. In adopting one of these 

governance forms, one must take into account that every form has certain consequences for the 

network performance (Kaats & Opheij, 2014; Provan & Kenis, 2007). The successful adoption of a 

governance form could be predicted by several contingencies: trust, need for network-level 

competencies, goal consensus, and number of participants (Provan & Kenis, 2007). 

2.2.2 Number and diversity of network partners 

As indicated above is the optimal form of network governance and the effectiveness of a network 

related to the number and diversity of network partners. Participant-governance works best in small 

networks. Also, a small and more homogeneous network facilitates goal consensus and trust. However, 

when the need for network-level competencies is higher, a higher number of participants will be 

required (Provan & Kenis, 2007). For networks with more than ten or twenty partners, governance is 

more efficient in the form of a lead-organization or a NAO (Faerman, McCaffrey & Slyke, 2001; Provan 

& Kenis, 2007). Also, the diversity of partners involved in a network influences the collaboration and 

need for governance. Collaboration is easier when partners are more similar and have corresponding 

perspectives (Faerman et al, 2001). A larger network and more diversity can both hinder governance 

through a lot of disagreement as well as facilitate network performance by creating more possibilities 

(Faerman et al, 2001; Greve & Salaff, 2003). The number and diversity of network partners can also 
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influence the connectedness within the network. The network’s effectiveness could then be 

threatened by processes of fragmentation and forming of cliques (Cunningham et al, 2011; Provan, 

2007; Rowley et al, 2005). However, a higher level of density is not always advantageous, due to the 

increased coordination burden that goes with it (Provan, 2007). In order to still be able to be effectively 

coordinated, networks for dementia and palliative care have to balance both the number and diversity 

of participating organizations.  

2.2.3 Phase of integrated care 

Another important aspect of the care delivery through networks is the level of implementation of 

integrated care. This concept is not easily defined (Kodner & Spreeuwenberg, 2002; National Voices, 

2013; World Health Organization, 2013). The health system-based definition acknowledges that 

“integrated care is achieved through the alignment of all health system functions and effective change 

management” (World Health Organization, 2016, p. 4). This is mostly in line with a network approach 

and thereby with this study, because the alignment within and between the networks for dementia 

and palliative care towards integrated care will be examined. Although the definitions differ in their 

focus, they have in common that integrated care should concentrate on the needs of patients, their 

families and the community, which is also a key aspect in this study (Shaw, Rosen & Rumbold, 2011).  

To investigate the phase of integrated care within the networks, The Development Model for 

Integrated Care of Minkman (2016) will be used in this study. This model includes four phases: 

“initiative and design”, “experimental and execution”, “expansion and monitoring”, and “consolidation 

and transformation”. This is a generic model that is not specific for one client group and could 

therefore be used for both dementia and palliative care networks (Minkman, 2016). The four phases 

could help to classify the different networks in their effort and development towards integrated care.   

2.2.4 Financing models 

Lastly, when it comes to the costs of network administration, networks use different models. In lead 

organization-governed networks, the lead organization may ask contributions from the other 

members, seek access to external funding such as grants, or decide to bear the costs (Provan & Kenis, 

2007). The type of financing of the network may have an effect on the scope of action and a network’s 

opportunities and preferences for collaboration (Willem & Gemmel, 2013). Recently, the financing of 

dementia care delivery like case-management has changed in the Netherlands (Francke & Peeter, 

2015). Since 2015, case-management is financed from the obligatory part of the health insurance and 

is therefore arranged through contracts with health insurers (Francke & Peeter, 2015). These insurers 

can set their own requirements for the procurement of care, which may lead to differences between 

networks (Francke & Peeter, 2015). Furthermore, there is a separate financing policy for activities that 

are important to maintain the chain (Francke & Peeter, 2015).  

The financing for palliative care networks is quite different. In 2014, the Ministry of Health, Welfare 

and Sport started the National Program Palliative Care with the aim to take away financial obstacles 

for palliative care delivery (IKNL, 2017). Until 2020, the Ministry will invest 50 million euros to take 

palliative care to a higher level. Palliative care itself is reimbursed from the long-term care act or from 

the obligatory health insurance, which is then arranged through contracts with health insurers.  
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2.3 Collaboration between regional care networks 
The aim of this study is to investigate the current and ideal collaboration between dementia and 

palliative care networks. Therefore, it is also important to define the concept of collaboration. Both 

within and between the networks, collaboration is a central component of care delivery. 

More intensive collaboration between networks for elderly care may be preferable for several reasons. 

Elderly with chronic conditions need different kind of services, which makes them vulnerable to care 

fragmentation (Bayliss et al, 2015; Goodwin, Dixon, Anderson & Wodchis, 2014). This fragmentation is 

associated with higher costs of care, higher amount of avoidable hospital admissions, and more 

medication errors (Bayliss et al, 2015). To overcome the shortcomings of fragmented care delivery by 

several providers and to improve the quality of care for patients with chronic diseases, often an 

integrated approach is used to address the needs of those patients (Busse & Stahl, 2014). Several 

studies indicate that multidisciplinary coordination of clinical practice and effective collaboration 

between different healthcare professionals may improve the quality of care (Bayliss et al, 2015; Busse 

& Stahl, 2014; Goodwin et al, 2014). Within care networks often a certain degree of integration and 

collaboration exists, but collaboration between networks may even improve the quality of care for 

elderly people with dementia and palliative needs. These patients need a consistent long-term 

management by different healthcare professionals from both domains which should be well-

coordinated (Busse & Stahl, 2014; Strandberg & Krasnik, 2009). This could be done by intensifying the 

collaboration between the networks.   

2.3.1 Cooperation, coordination and collaboration 
In literature, there are several approaches for classifying collaboration. A classical way of doing this 

comes from Mattessich & Monsey (1992), who make a distinction between cooperating, coordinating 

and collaborating activities. Cooperation is the loosest form in which individuals work together and 

organizational mission or goals are not considered. Relationships based on cooperation are informal 

and resources are separate. All authority and accountability remains with each single organization. 

Coordination refers to individual relationships that are supported by organizations and entails 

interaction regarding one specific project. The organizations remain separate, but the mission and 

goals are reviewed for compatibility. Channels for interaction are created and there is some sharing of 

leadership and control. Still, most authority rests with each organization. In collaboration a new, 

common mission and goals are created by participating organizations. Collaboration refers to a longer-

term relationship in which new structures are created and many levels of communication occur. 

Resources, leadership and control are shared and authority is determined by the collaboration in order 

to balance ownership (Mattessich & Monsey, 1992). This widely used classification can help to order 

activities between networks for dementia and palliative care in one of the categories. However, other 

authors, like Kaats & Opheij (2014), take a different approach in order to assess which form of 

collaboration is present in inter-organizational relationships.  

2.3.2 Four basic forms of collaboration 

Kaats en Opheij (2014) developed a model that distinguishes four basic forms of collaboration, defined 

by two axes: the intention and the nature of the collaboration (Figure 1). The intention of collaboration 

refers to the question whether you want to improve what you are doing or want to explore new 

opportunities. The nature of collaboration is determined by the question whether harmonization 

between organizations is needed or whether collaboration could be limited to a form of exchange of 

information and services. On these extremes, four basic forms of collaboration are identified (Kaats & 

Opheij, 2014).  
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Figure 1. Four basic forms of collaboration (Kaats & Opheij, 2014, p. 232) 

In transactional collaboration, the intention is to improve the transactions in a chain, and the 

collaboration focuses on effectively and efficiently exchanging products, services, personnel, or 

information. Transactional collaboration has a lot to do with the term ‘chain management’. In a chain, 

partners commit themselves around different issues and their purpose is to stimulate each other to 

collaborate, since it is often impossible to enforce collaboration. Long-term agreements are made on 

the results that are aimed for and a central contact point is organised. The level of chain efficiency is a 

key performance measure. In this form of collaboration, managers need to be result-oriented to 

ensure the quality and financial advantages of the collaboration (Kaats & Opheij, 2014). 

The second form in which improvement is the intention, is functional collaboration. Partners commit 

themselves to each other to a great extent and make agreements about sharing and integrating their 

activities. Service level agreements on performance have to be made to align the way of organising in 

the different organizations. Preferably these agreements are agreed upon by all the involved 

organizations. Also guaranteeing commissioning, steering on business integration, and a service-

oriented management style are key principles in functional collaboration (Kaats & Opheij, 2014).    

Two other forms of collaboration incorporate the intention to explore new opportunities. In 

explorative collaboration, organizations learn from each other by exchanging experiences and 

knowledge. The collaborating organizations are not exclusively connected to each other and are equal 

in their cooperation. This form of cooperation is a bit loose. Therefore, agreements are made on 

confidentiality and reciprocity of information exchange. Steering on accessibility and enough 

opportunities for interaction and a facilitating management style are needed to get the most out of 

this form of collaboration (Kaats & Opheij, 2014).  

Lastly, entrepreneurial collaboration concerns the idea that organizations need complementary 

organizations to create strategic renewal. It entails intensive collaboration in which competencies and 

skills are shared to a great extent. Full commitment of the partners is required, because of the strategic 

value of shared information, knowledge and technologies have. Agreements are made on procedures 

regarding confidentiality, transparency and copyrights. Steering on goals and synergy is required in 

order to enlarge the feasibility of achieving the goals set (Kaats & Opheij, 2014). 
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Taking together the classification of Mattessich & Monsey (1992) and the model of Kaats & Opheij 

(2014) could help in determining which kind of collaboration exists between networks. Whether 

cooperation, coordination or collaboration, as distinguished by Mattessich & Monsey (1992), form a 

part of the relationship between networks, could be derived from classifying the intention and nature 

of collaboration on which the model of Kaats & Opheij (2014) is based. For example, transactional 

leadership is quite similar to the concept of coordination in searching for compatible views and goals 

and improving processes in specific projects. Due to the overlap between transactional collaboration 

and chain management, this form of collaboration is mainly seen within healthcare networks. Chain 

management is then defined as “organizing and developing (better) services as experienced by the 

patient, by encouraging the (potential) chain partners to better coordinate their activities” (Kaats & 

Opheij, 2014, p. 236). This definition of chain management could be translated to the level of 

relationships between healthcare networks. However, whether different healthcare networks mainly 

collaborate on the basis of transactional collaboration or on one of the other forms of collaboration 

has to be investigated.  

2.3.3 Collaboration and integrated care  

There is limited research on collaboration between different care networks (Powell, Koput & Smith-

Doerr, 1996). However, the collaboration between networks can be linked to the concept of integrated 

care on an aggregate level. Integrated care can include joint decision making, information systems, 

screening and referral, training, service delivery, and care planning (Leutz, 1999). These means are also 

important in collaboration between care networks. Where the model of Minkman (2016) is about the 

phase of development of integrated care within a network, Valentijn et al. (2013) developed a 

conceptual framework on integrated primary care that distinguishes the level at which the integration 

of care takes place (Figure 2). This framework could be applied to the situation in which networks 

collaborate. The framework is developed to better understand the complexity of the inter-

relationships within integrated care. Valentijn et al. (2013) distinguish three levels of integration. The 

micro level represents clinical integration that refers to the extent to which care is coordinated. The 

meso level is about professional and organizational integration, regarding to the extent to which 

professionals and organizations coordinate services across different disciplines and organizations, 

respectively. Macro level integration is about system integration, concerning the alignment of policies 

and rules in a system. These three types of integration are needed to deliver both person-focused and 

population-based care (Valentijn et al, 2013). In this study, this framework can be used to classify the 

collaboration between different care networks by their level of integration.  

 

Figure 2. Conceptual framework for integrated care (Valentijn et al, 2013, p. 8) 
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2.3.4 Four aspects of collaboration 

Collaboration is a complex and dynamic process that involves several skills and the abovementioned 

models can be seen as abstract forms for classifying collaboration. Therefore, some other relevant 

aspects from literature regarding the practice of collaboration will help to investigate to what extent 

the networks cooperate and how the collaboration between different networks is perceived. 

First, coordination is a key aspect of effective network management and is therefore also important in 

collaboration between networks (Milward & Provan, 2006). In inter-organizational collaboration, a 

coordinator should focus on facilitating communication across different levels, organizing meetings, 

and being familiar with inter-organizational programs (Shepherd & Meehan, 2012). Especially in 

organizational integration, it is important that different organizations are aligned and that their 

interdependencies are coordinated (Valentijn et al, 2013). Several studies found that collaborative and 

cohesive healthcare networks can facilitate the coordination of care and contribute to improved 

quality and safety of care (Cunningham et al, 2011; Valentijn et al, 2013). Therefore, the collaboration 

between dementia and palliative care networks should be well coordinated.  

Second, communication plays a crucial role in collaboration and is seen as a core process through which 

collaboration takes place (Karam, Brault, Van Durme & Macq, 2018; Mitchell et al, 2012). The level of 

communication determines whether all partners involved have access to and can use the same 

information (Mitchell et al, 2012; Valentijn et al, 2013). An appropriate infrastructure for the collection 

and exchange of information is needed to let information flow between every level of the system. 

Furthermore, communication has to be reciprocal, open, and regular (Bradley, Ashcroft & Noyce, 2012; 

Crowley & Sabatelli, 2008). Collaborating organizations must be able to communicate comfortably with 

each other and communication should be both formal and informal (Bradley et al, 2012). Since 

communication is such a core aspect of effective collaboration, healthcare networks should put a lot 

of effort in keeping communication on a good level.  

Effective communication is also a means for the third aspect: clarity about the different responsibilities 

of each partner (Karam et al, 2018). Assigning and sharing responsibilities formalizes collaboration and 

thereby supports the coordination of a network (Karam et al, 2018). Clear expectations about function, 

roles and accountabilities optimizes a team’s efficiency, but this can also be applied to the 

organizational level (Mitchell et al, 2012; Valentijn et al, 2013). When all partners in a collaboration 

between networks understand their responsibilities based on the shared goals, these goals will be 

easier achieved (Mitchell et al, 2012).  

Last, continuity of the participation in collaborative relationships is relevant to create structural and 

relational embeddedness (Gulati, 1998). Collaborations that are embedded are more often associated 

with organizational learning (Hardy et al, 2003). Another important implication of the relational 

embeddedness is the trust that is built between network partners, which supports collaboration 

between them (Axelsson & Axelsson, 2009; Gulati, 1998; Karam et al, 2018). A high level of trust 

enables to take full advantage of the collaboration within or between networks (Axelsson & Axelsson, 

2009). For dementia and palliative care networks it is important to consider continual participation in 

the collaboration process as a prerequisite for participation at first, in order to develop a certain level 

of embeddedness and the trust and organizational learning that comes with it.   
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2.3.5 Efficiency of collaboration 
The abovementioned aspects of collaboration are factors that may influence the effectiveness of the 
collaboration between healthcare networks. The effectiveness is the extent to which goals are 
achieved in the network collaboration. To come to an overall conclusion about the collaboration 
between the networks, also the efficiency needs to be investigated. Efficiency is the effectiveness of 
the collaboration compared to the costs and efforts that are required for this. 

On the one hand, collaboration between networks may increase the efficiency of care delivery by 
decreasing service duplication and utilizing resources more efficiently. Collaborating networks could 
collectively provide healthcare services more efficiently and effectively than a system in which funding 
and services are fragmented (Provan &  Milward, 2001). On the other hand, to organize collaboration, 
a lot of effort may be required in order to make it successful. Especially when the interests of a high 
number of organizations from the different networks have to be aligned, collaboration may become 
less effective. Even too many organizations may be involved, resulting in a confusing array of services 
with considerable duplication of effort (Provan & Milward, 2001). Therefore, efficiency is an important 
measure to consider while evaluating the current and possible future collaboration between dementia 
and palliative care networks.    
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2.4 Conceptual model 
The conceptual model of this study is based on the concepts that derived from the literature review. 

A visual representation of the conceptual model is presented in Figure 3. The model clarifies on which 

aspects the networks are compared and how collaboration between them is observed in this study. 

Insights in the various concepts together will provide an overall understanding of how the networks 

for dementia and palliative care differ from each other. It is expected that the different network 

characteristics may influence the collaboration between the networks. This collaboration is then 

described based on the concepts presented in the model. Furthermore, the expectation is that 

effective collaboration could lead to improved care for people with dementia.  

 

  

 

Figure 3. Conceptual model 

Dementia care network 

 Governance mode 

 Number of partners 

 Diversity of partners 

 Phase of integrated care 

 Financing model 

Palliative care network 
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 Level of integration  
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2.5 Conclusion 
This theoretical framework provided an answer to the theoretical research question of what regional 

care networks are, by defining networks in general and specifying characteristics of care networks. In 

this study, several concepts and models will be used to provide insight in the construction of networks 

for dementia and palliative care. The conceptual model presented will help to compare the networks 

and investigate particular characteristics of collaboration between dementia and palliative care 

networks. In the following chapter will be discussed how differences between dementia and palliative 

care networks and the collaboration between them are investigated.   
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3. Methods 
The methods used in this study will be discussed in this chapter. First, the study design, research 

population, data collection and analysis will be discussed. After this, the validity and reliability of the 

study will be reviewed. 

 

3.1 Study design 
This study can be characterized as a qualitative multi-case study with semi-structured interviews. 

There are several reasons why such a qualitative approach was the most appropriate type of research 

in this study. First, there is a lack of empirical knowledge on the experiences of the people involved in 

healthcare networks when it comes to collaboration between networks. A qualitative method provides 

in-depth and detailed insights into personal experiences, which made a qualitative approach more 

applicable for this study than a quantitative study design (Green & Thorogood, 2014). Second, studying 

multiple cases enabled comparing networks from different regions on the predetermined aspects of 

the theoretical framework. This was especially useful for this study, since variation between regions 

was expected in the form and degree of collaboration between dementia and palliative care networks 

(Provan & Kenis, 2007). Third, semi-structured interviews follow a standardized list of topics that need 

to be discussed in the interview, ensuring responses from all participants on each of the themes. At 

the same time,  it is a flexible way of interviewing in which the interviewer can adapt the way in which 

issues are addressed and participants are allowed to be associative and come up with other relevant 

issues (Green & Thorogood, 2014). Lastly, semi-structured interviews foster two-way communication, 

which gives the interviewer the opportunity to ask supplementary questions. This provides the 

opportunity to clarify underlying ideas and to gain further insight into the experiences of the person 

who is interviewed.  

Initially, this study mainly had a deductive orientation of analyses. Sensitizing concepts were derived 

from the theoretical framework and explored in practice. However, analysis could not be purely 

inductive or deductive, therefore both approaches were present in this study. Inductive processes 

occurred when the data was searched for patterns that suggested new regularities which could explain 

similarities and differences between networks (Green & Thorogood, 2014).  

 

3.2 Research population 
From two regions in the Netherlands, a dementia and palliative care network were approached to 

participate in the study. From the principal of theoretical sampling, variation in the four participating 

networks was sought to fully elaborate variations in the data (Sandelowski, 1995). Networks with a 

higher number of partners are more complex than networks with fewer partners (Provan & Kenis, 

2007). In general, networks in an urban area have more partnerships than networks from a more rural 

region. Therefore, networks in both an urban area and in a rural region were investigated, because 

differences in organization and levels of cooperation were expected between these networks. 

3.2.1 Recruitment 

Recruitment of participants started with selecting networks for dementia and palliative care. This was 

done by publishing a recruitment text on the LinkedIn page for network coordinators of palliative care 

networks. In this text, it was described what the purpose and set-up of the study was, what was 

expected from the networks and what participants could expect from the interview. One of the 

network coordinators of the palliative care network in the urban region responded on this recruitment 
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text. Both the dementia and palliative care networks within this region were willing to participate. 

However, this was the only response on this recruitment text and the set-up of the study was to 

compare the healthcare networks in two regions. Therefore, the project advisor of the national 

organization for palliative care networks, Fibula, was asked to provide contact data of the network 

coordinator in the rural region. After explaining the purpose and set-up of the study, this region was 

also willing to participate.  Via snowball sampling, the network coordinators were asked to come up 

with names and contact data of case managers, palliative nurses and geriatric specialists. These 

persons were approached by email or a telephone call whether they were willing to participate in the 

study. They were informed about the purpose of the study, what they could expect of the interview 

and what was expected of them. When people were willing to participate, an appointment was made 

for the interview on a time and location that was suitable for them. People involved in the networks 

were recruited until data saturation was reached. In total, 14 participants were recruited.  

 

3.3 Data collection 

3.3.1 Interview procedure 
All 14 interviews were conducted by the same researcher. Seven interviews were conducted at a 

location suitable for the participant and seven interviews were conducted by telephone, because of 

scheduling issues or because the participant preferred a telephone interview. To get accurate and 

profound answers, the interviews were conducted individually in a room where only the participant 

and researcher were present. At the beginning of the interview, the overall purpose of the study and 

the structure of the interview were explained. Participants were informed about the anonymity of 

their answers. All participants explicitly gave permission for recording the interview. The interviews 

lasted between 55 and 70 minutes, except for four interviews that lasted around 30 minutes. All the 

interviews were conducted in spring 2018. 

3.3.2 Interview design 

To structure the interviews, a topic list was developed (Appendix 1). This topic list was based on the 

literature review and the concepts of the conceptual model (Figure 3). It included topics about 

characteristics of the particular network the participant was working in and topics concerning their 

experiences regarding the collaboration with the other healthcare network in the region.  

In order to be able to compare the responses of the different participants, the topic list formed the 

basis of the interview design. Where needed, questions were adjusted to the situation of the 

participant and some topics were indicated as only applicable to the network coordinator. In each 

interview, follow-up questions were asked in order to get further insight in the underlying reasons for 

participants’ statements and to stimulate participants to come up with examples to support a certain 

opinion. 

3.3.3 Documents 
Documents concerning the organizational structure of the networks and mission statements, annual 

plans or specific programs developed by the networks were collected. In the interviews, participants 

often referred to certain projects or structures within and between the networks. The documents 

provided important background information about these subjects. Furthermore, they gave additional 

insight into the characteristics of the networks which supported the comparison of the dementia and 

palliative care networks.  
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3.4 Data analysis 
The data generated by the interviews was analysed following a thematic content analysis. Thematic 

content analysis aims to present the key elements of participants’ statements. This is done by looking 

for patterns or ‘themes’ in the data. The analysis consists of the following steps: 1) familiarization with 

the data, 2) identification of codes and themes, 3) coding the data, and 4) organizing of codes and 

themes (Green & Thorogood, 2014). First, all the interviews were transcribed verbatim and 

summarized. Through this process of transcribing, reading and summarizing the transcripts, the 

researcher became familiar with the data. In the second step, the transcripts were analysed by 

identifying codes and themes in the text. In the first phase of the coding process, coding was based on 

the concepts of the theoretical framework, including the characteristics of the care networks and the 

different aspects of the collaboration between them. Subsequently, open coding was used during the 

second phase of coding, in order to define concepts that were initially not included in the conceptual 

framework. The new appearing codes were added to the coding scheme. In the third step, this coding 

scheme was used to code the remaining data. Lastly, organizing the codes and themes was done by 

identifying relationships between codes and merging codes into broader themes, representing key 

patterns in the data (Green & Thorogood, 2014).  Together, these key patterns formed the guideline 

for writing the results of this study. 

 

3.5 Validity and reliability 

3.5.1 Internal and external validity 

To ensure internal validity in this study, a theoretical framework was developed to establish consistent 

operationalization and analysis of the included concepts. The topic list and questions derived from the 

theoretical framework, ensuring that responses were connected to the concepts. Furthermore, 

participants at the different relevant levels were selected in order to get a broad insight into the 

concepts that needed to be investigated. Triangulation of sources of data improved the internal validity 

of this study. Organizational documents that were approved by different stakeholders complemented 

the findings from the individual interviews. After all, a member check with the participants was 

performed by sending a narrative summary of the interviews for verification, which improved the 

validity of the data interpretation (Green & Thorogood, 2014; Mortelmans, 2011). The external validity 

of a study refers to the extent to which the results can be generalized to a different context 

(Mortelmans, 2011). In the selection of networks has been searched for increasing the variation to 

improve the generalizability. Both from an urban and rural region networks were selected. However, 

participation was voluntary, so this could have influenced the extent to which the findings are 

generalizable to other contexts.  

3.5.2 Reliability 
Reliability refers to the degree to which the data can be replicated. To ensure reliability, triangulation 

in research methods was applied (Green & Thorogood, 2014). The recorded interviews were fully 

transcribed and another researcher peer reviewed the methods of this study and the interpretation of 

the data. The coding tree used provided insight into the process of data analysis (Appendix 2). Lastly, 

for each interpretation made, evidence from the data and enough context was provided for the reader 

to judge the interpretation.  
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3.6 Ethical considerations 
Several ethical considerations were taken into account during this study. The anonymity of participants 

and the organizations they were working for was guaranteed by removing all personal identifiers from 

the transcripts and quotes. All 14 participants gave explicitly permission for the interviews to be 

recorded. Data was processed confidentially and the audio files of the interviews were deleted at the 

end of this study. Furthermore, voluntary participation was ensured by providing extensive 

information about the purpose and set-up of the study in order to give potential participants the 

opportunity to make a considered decision on participation. In order to be transparent, all participants 

were offered a narrative summary of their interview and six participants reacted on the summary with 

some additions.  
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4. Results  
In this chapter, the results of this study will be presented. First, the research population will be 

characterized. In order to answer the sub-questions of this study, the networks for dementia and 

palliative care are described according to the predefined characteristics from the literature review: 

governance mode, number and diversity of participants, phase of integrated care, and the financing 

model. Then, the characteristics of the dementia and palliative care networks are compared. 

Thereafter, based on the concepts of the conceptual framework and on additional concepts arising 

from the empirical study, will be described how stakeholders experience the current collaboration 

between the care networks and what they prefer regarding future collaboration.  

4.1 Research population  
From both an urban and a rural region, a dementia care network and a palliative care network are 

included in this study. In these four networks, stakeholder’s perspectives on collaboration between 

the networks for dementia and palliative care are investigated.  

The urban region consists of five municipalities with around 245,000 citizens in total (355 citizens/km2). 

The number of citizens in this region is five times bigger than in the rural region and there is a relatively 

high number of healthcare organizations. In 2016, the dementia-geriatric care network was merged at 

the administrative level with the palliative care network in the region. This means that they have a 

joint steering committee and one chairman for the two networks. There are three coordinators 

working in the networks. Two persons coordinate the palliative care network and there is one 

coordinator for the dementia-geriatric care network. In this study, only the dementia part of the 

dementia-geriatric care network and the palliative care network will be investigated. 

The rural region consists of one municipality with approximately 49,000 citizens (116 citizens/km2). 

Due to its geographical position, the boundaries of this region are very clear. The number of healthcare 

organizations in this area is relatively small and competition and market mechanisms are not that 

strong, which is reflected in the fact that there is only one provider of inpatient care in this area. In the 

rural region, one network coordinator coordinates both the palliative and dementia care network.  

To gain broad insight into the collaboration between the networks it is important to have perspectives 

of several actors. Within the networks, a total of 14 stakeholders are approached (Table 1). The 

selection of stakeholders is made in order to provide an answer to the research questions in such a 

way that different disciplines are represented.  

 URBAN REGION RURAL REGION 

 DN PN DN PN 

Clinical 

Case manager 

(CM1) 

Palliative nurse 

(P1a) 

Palliative nurse 

(P1b) 

Case manager 

(CM2) 

Palliative nurse 

(P2) 

Professional Geriatric specialist (G1) General practitioner (G2) 

Organizational 
Network 

coordinator (N1a) 

Network 

coordinator (N1b) 

Network coordinator (N2) 

Board member (B2) 

System 
Chairman of the networks (C1) Member steering committee (S2) 

Council member (C2) 
Table 1. Distribution of participants per network type and level of integration (Valentijn et al, 2013).  
(DN: dementia care network; PN: palliative care network) 
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4.2 Dementia care networks 

4.2.1 Network governance in dementia care networks 
In both regions, the dementia care networks are governed by an independent coordinator who 

functions as a separate entity. How this has been arranged differs slightly between the regions. In the 

urban region, the coordinator legally has an employer, though this organization only operates as 

cashier with having the coordinator on the payroll of the organization. The chairman of the urban 

network fulfils the role of employer of the network coordinator. In the rural region, the coordinator 

works as a freelancer. The steering committee of the rural network determines the budget with the 

personnel costs of the coordinator. One of the network partners operates as cashier. In both regions 

the network coordinators of the dementia care networks get paid by the collected contributions of all 

participating organizations. Furthermore, they are accountable to the steering committee and 

regularly update this committee about activities of the network. These characteristics together 

indicate a governance mode with a network administrative organization that manages the network 

(Provan & Kenis, 2007). 

“I should be independent. I am. I am employed by one organization and seconded to the other  

and in the following I have my office. So I am nobody’s.”  (N1b)1 

Structure of dementia care networks  

The two dementia care networks have a similar structure. In both regions, a steering committee with 

directors of the participating organizations determines the budget and the annual plan for the 

network. The day-to-day affairs are dealt with by a project group or regional team that consists of the 

network coordinator and representatives of the organizations. The project group monitors network 

agreements, identifies bottlenecks and opportunities for improvement, initiates new projects, and is 

responsible for the communication to the target groups or stakeholders. To do this, the project group 

receives input from several working groups that are set up around a specific theme like case 

management and that are coordinated by the network coordinator. Additionally, the dementia care 

network in the urban region entails five permanent working groups for the so-called ‘support points’ 

for people with dementia and their relatives. These ‘support points’ are financed by the municipality. 

Therefore, a working group per municipality is needed to address local issues. 

In the rural region, the members of the steering committee have different experiences with the line of 

steering committee – project group – working group. One member of the steering committee mentions 

that she does not get any feedback on whether things are picked up after discussing them in a meeting. 

In contrast, another member thinks that the steering committee is working pragmatically and practical:  

“We reviewed the annual plan, made plans for the coming year, discussed the financing. And we  

have assigned current bottlenecks in the network to certain stakeholders.” (B2)2 

Similarly, there are different opinions within the group of healthcare professionals. In both regions, 

the case managers are officially employed by a home care organization, but are seconded to and 

coordinated by the network coordinator. One case manager had frequent contact with the coordinator 

and was positive about the connection between the different layers, while another thought that things 

are discussed at a high level but that the practical effects are not clearly visible: 

                                                           
1 ”Ik behoor onafhankelijk te zijn. Dat ben ik ook. Ik ben in dienst bij de ene organisatie en gedetacheerd bij de 

andere en bij de volgende heb ik mijn kantoor. Dus ik ben van niemand.”  

2 “We hebben het jaarplan doorgenomen, plannen gemaakt voor het nieuwe jaar, de financiering besproken. En 
actuele knelpunten in de keten gealloceerd aan bepaalde stakeholders.” 
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 “At a high level a lot is discussed, but how that really comes into practice  

is sometimes really difficult.” (CM1)3 

 

4.2.2 Number, diversity and attitude of network partners in dementia care networks 
The dementia networks differ a lot in number and diversity of their network partners. The dementia 

network in the urban region is a relatively large network with around 20 participating organizations. 

The partners are quite diverse with organizations for inpatient care, mental healthcare, welfare, home 

care, hospitals, general practitioners (GPs) and a patient association. Together, the network partners 

form an active group. Besides the official network partners, the five municipalities are closely involved 

in the initiatives of the network. The network coordinator regularly consults the municipalities about 

the financing of the ‘support points’ and steers towards a more uniform approach of the different 

municipalities:  

“And then it is my job to talk to those municipalities to say: I see some similarities.  

Can we get some kind of uniformity in that we do agree on a working method  

and where we can learn from each other.” (N1b)4 

In the rural region, the number of participants of the dementia network is limited to ten. Like in the 

urban region, the municipality is involved in the network. Although the number of participants is 

limited, the diversity is quite similar to that of the urban dementia network, though in the rural 

network also volunteers are involved. Only one organization provides inpatient care in the rural area. 

The diversity in interests corresponds to that in the urban region, however, there is less competition 

between the healthcare organizations in the rural region.  

 “The network coordinator is very active and of course, it is our job, so that makes sense. But the other 

parties, I would like them to be more active, because we can still develop a lot together.” (CM2)5    

Several participants in the rural region indicate that it becomes more difficult and takes more time to 

activate participating organizations to contribute to the network. The work pressure within the 

organizations is very high and the recent years have not been easy for a lot of healthcare organizations. 

Financial cuts, reorganisations, and the development of self-managing teams have caused the shifting 

of priorities towards the own organization. This hinders the network in setting new ambitions and 

stimulating enthusiasm regarding activities of the network. On the other hand, participants point out 

that their organizations, despite increasing work pressure, contribute to their ability to the network. 

 

4.2.3 Phase of integrated care in dementia care networks 
In general, the alignment of health system functions and professionals is one of the key goals of 

healthcare networks in order to effectively address the needs of patients and their relatives more. In 

both regions, there are multidisciplinary consultations between GPs and case managers. These 

consultations exceed the level of the individual patient, provide an opportunity to discuss different 

cases and the respective tasks of the GPs and case managers and enhance the coordination of care. 

                                                           
3 “Op hoog niveau wordt soms wel veel besproken, maar hoe dat echt in de praktijk komt is soms echt wel lastig.” 
4 “En dan is het mijn taak om met die gemeentes in gesprek te gaan om te zeggen: ik zie een aantal 
overeenstemmingen. Kunnen we daar een soort uniformiteit in krijgen dat we daar een werkwijze over afspreken, 
waar we ook weer van kunnen leren met elkaar.” 
5 “De netwerkcoördinator is erg actief en het is natuurlijk ons werk, dus dat is ook logisch. Maar van de andere 
partijen zou ik willen dat ze ook actiever zijn, want we kunnen nog veel met elkaar ontwikkelen.” 
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“Those ‘support points’ are a general facility, everyone can go there. When dementia is diagnosed, 

the GP makes up a report that goes to one central registration point. There, we give people advice 

about which case manager they can get. So it is a comprehensive approach, one continuous line from 

the moment that ‘there is something wrong’, the GP consult until admission or death.” (N1b)6 

In the urban region, the ‘support points’ form a unique service in which GPs and case managers are 

aligned in one uniform system. All GPs follow the same procedure for the admission of their patients. 

Using the Development Model for Integrated Care of Minkman (2016), this integrated care program is 

in the expansion and monitoring phase. Agreements are made on the content, roles and tasks in the 

care chain and the project is fully integrated. Recently, another collaborative initiative emerged with 

the municipality on the Social Support Act. The case manager advices the municipality about the level 

of support the patient needs. In most of the cases, the municipality takes up this advice and delivers 

the support. This pilot is still in the experimental and execution phase (Minkman, 2016). Up till now, 

the results of the pilot are promising and the expectation is that this project will be integrated in the 

network.     

However, there are also sceptical reactions on how plans actually work out in practice. There are a lot 

of meetings to talk about a more integral approach of care delivery, but sometimes the idea is that 

everyone sticks to its own perspective, and that it is difficult to realise change. Often, the monitoring 

of the agreement is not guaranteed well and no one is really responsible for the outcome. This is 

reflected in the following quote: 

“So if there is something happening in the end, then these appointments often disappear again. You 

must ensure that it is guaranteed that these agreements will remain. That is very persistent.” (G2)7 

4.2.4 Financing model in dementia care networks 
The dementia care networks are financed by contributions of the network partners. From these 

contributions, the network coordinators are paid. Every year the contribution per network partner is 

determined by the steering committee. This type of financing limits the activities of the network, 

because for specific projects additional contributions have to be asked. Therefore, health insurers are 

involved in a discussion about network financing, which could lead to professionalization of the 

network and more room for manoeuvre to use certain opportunities. However, the network partners 

want to be careful with implementing this: 

“The network partners said: we do not want to be dependent. Look, it is good that the health insurer 

wants to contribute to the future of the network, but we want to be independent and have the 

network coordinator keep the control.” (N1b)8 

The financing of the case management has recently changed. This has the consequence that the case 

managers are still coordinated by the network coordinator, but the organizations in which they are 

employed have gained a stronger position in controlling their work.  

                                                           
6 “Die geheugensteunpunten zijn een algemene voorziening, iedereen kan daar naartoe. Wanneer dementie 

wordt vastgesteld, vult de huisarts een meldingsformulier in, dat gaat naar één centraal registratiepunt. Dan 

adviseren we mensen over welke casemanager zij kunnen krijgen. Dus het is een sluitende aanpak, één 

doorgaande lijn vanaf het moment van niet pluis, het eerste huisartsenbezoek tot aan opname of overlijden.” 
7 “Dus als er al iets gebeurt, dan verzanden die afspraken vaak weer. Je moet nog maar zien dat het geborgd 
wordt en dat die afspraken blijven bestaan. Dat is heel hardnekkig.” 
8 “De netwerk partners hebben gezegd: we willen niet afhankelijk zijn. Kijk, het is heel mooi dat de zorgverzekeraar 
een bijdrage wil doen in het in stand houden van de keten, maar wij willen wel baas zijn in eigen huis en de 
netwerkcoördinator daar de regie in laten houden.” 
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4.3 Palliative care networks  

4.3.1 Network governance in palliative care networks 
The mode of network governance in the palliative care networks is mainly the same as in the dementia 

care networks. In the urban region, the coordinators are employed by the regional hospital, but are 

accountable to the steering committee. The geriatric department of the hospital is closely involved in 

the plans and actions of the palliative care network. The salary of the coordinators is paid from a 

subsidy. In the rural region, the network coordinator, who also coordinates the dementia care 

network, works as a freelancer. A regional foundation for palliative care receives the subsidy of the 

Ministry and the coordinator can send her bills to this cashier. Like in the dementia care networks, the 

coordinators of the palliative care networks work as network administrative organizations (Provan & 

Kenis, 2007). This mode of governance provides an independent position to the coordinator. The 

coordinators appreciate this and think that their independence facilitates their role as connector of 

people and organizations:  

“I am not employed by one organization, which of course gives a very independent position.  

And that is also important, I think, to have that independent position.” (N1a)9 

Structure of palliative care networks 

The structure of the palliative care networks is quite similar to that of the dementia care networks as 

well. In the urban region, there is a combined steering committee with representatives from both the 

dementia and palliative care organizations. In the rural region, often the issues of the palliative care 

are also discussed in the steering committee of the dementia care network, because a lot of 

stakeholders are the same. However, both palliative care networks have a separate project group. Like 

in the dementia care networks, there are several working groups around specific themes in the 

palliative care networks. The network coordinators of the palliative care networks often function as 

the communication channel for information from the different levels and have a total overview of 

developments within and between the networks. 

 

4.3.2 Number, diversity and attitude of network partners in palliative care networks 
 

“In our region there are a lot of enthusiastic people, I think, that form a loyal group.” (G1)10 

The palliative care networks differ even more in number and diversity between the regions compared 

to the dementia care networks. In the urban region, the palliative care network has 29 network 

partners, from a variety of organizations, like organizations for home care, inpatient care, hospices, 

and volunteering organizations. In contrast with the dementia care networks, the municipalities are 

not directly involved in the palliative care networks, because they have no role in the financing of 

palliative care. The participating organizations in the urban region are very eager to provide good 

qualitative palliative care and play an active role in the network. Healthcare professionals consider it 

as a strong network with people that really try to put palliative care on the map in their own 

organization.   

The wide range of network partners is not the case in the palliative network in the rural region, which 

consists of six organizations. In this region, there is one provider of inpatient care, running four 

locations throughout the area. Furthermore, this organization provides home care, as do two other 

                                                           
9 ”Ik ben niet in dienst bij één organisatie, dat geeft natuurlijk wel een heel erg onafhankelijke positie. En dat is 
ook belangrijk, vind ik, om die onafhankelijke positie te hebben.” 
10 “Ik denk dat binnen onze regio er heel veel enthousiaste mensen zijn, die best een trouwe club vormen.” 
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organizations. A hospital, an organization for people with intellectual disability and one hospice are 

also represented in the network. The diversity in this network is relatively low. Stakeholders, however, 

consider this as positive:  

“It is a great advantage, we have to deal with one hospital only. There are short lines of 

communication, we consider that as our strength.” (CM2)11 

Despite the low competition and short lines of communication, the rural network notices that it has 

become more difficult to involve the organizations in the network. Active contribution has decreased 

while participating organizations have focused more on their own organizational goals, due to all the 

recent changes in regulations. It takes more time to keep people on board and several participants 

indicate that they would like some network members to be more active and contributing. 

 

4.3.3 Phase of integrated care in palliative care networks 
In both regions, the networks have developed a transmural care pathway for palliative care. In the 

urban region, an important part of this project is the education of home care nurses to specialised 

palliative nurses. This plan is still being implemented, so following Minkman (2016), the integrated 

care is in the experimental and execution phase. Yet, the introduction of the care pathway has already 

led to a more active approach on palliative care: 

 “So the palliative nurses are now all working within their own organization to get palliative care 

more in the picture. Investigate what is needed in such an organization to implement the care path. 

And therefore also involve the directors more, so that they start thinking about what can be done 

regarding palliative care and how that should be carried out.” (P1b)12 

In the rural region, the care path is already longer in place and is continuously improved. Recently, 

education on signalling of dementia symptoms has started, to enable an earlier diagnosis and 

adaptation of care. The phase of integrated care in this region can therefore be identified as expansion 

and monitoring (Minkman, 2016). The aim is to increase cooperation, both within the network and 

with healthcare providers in the dementia care network. This is still under construction, as is reflected 

in the following quote:  

“We hope that in a few years’ time a patient will go through a whole care chain, from the  

hospital with a good transfer home, that the GP is informed, or the other way around,  

that someone will come to us with a good transfer of the GP.” (P2)13 

 

4.3.4 Financing model in palliative care networks 
The palliative care networks are financed from external funds. Until 2020, the Ministry of Health, 

Welfare and Sports provides a subsidy for the salaries of the network coordinators and activities within 

                                                           
11 “Het is een groot voordeel natuurlijk, we hebben ook maar met één ziekenhuis te maken. Dus de lijnen zijn wel 
heel erg kort, dat zien wij wel als onze kracht.”  
12 “Dus de palliatief verpleegkundigen zijn nu ook allemaal bezig binnen hun eigen organisatie om die palliatieve 
zorg meer voor het voetlicht te halen. Kijken wat er in zo’n organisatie nodig is om het zorgpad te implementeren. 
En daarvoor ook de bestuurders erbij te betrekken, zodat ze na gaan denken wat er aan palliatieve zorg gedaan 
kan worden en hoe dat vormgegeven zou moeten worden.” 
13 “We hopen dat over een paar jaar een patiënt een hele zorgketen doorloopt, vanuit het ziekenhuis met een 
goede overdracht naar huis gaat, dat de huisarts op de hoogte is. Of andersom, dat iemand bij ons komt met een 
goede overdracht van de huisarts.” 
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the networks. Therefore, the network partners of palliative care networks do not have to pay a 

contribution as in the dementia care networks. Stakeholders from both kinds of networks indicate that 

this difference in financing may cause some difficulties in collaboration and agreements between the 

networks. For example, a joint network of palliative and dementia care networks could lead to 

situations in which organizations that are members now may not be able to be a member anymore: 

“The official membership of a new partner in the network, say a small organization in the palliative 

care…. In a new joint network, they would have to pay, but often do not have the money for it. I think 

this hinders part of the merging of the networks.” (G1)14 

 

4.4 Comparing dementia and palliative care networks 
In conclusion, when comparing the dementia and palliative care networks from the two regions certain 

similarities and differences stand out. The NAO governance mode and the network structure are 

similar and the independent network coordinators fulfil a central role. However, participants think 

differently about the role and the attitude of the steering group. A striking difference is the number of 

network partners, due to regional features. The diversity of partners is overall comparable, except for 

the palliative care network in the rural region. Municipalities are only involved in the dementia care 

networks. Especially in the rural region, although competition is lower, it seems to be more difficult to 

activate partners to contribute to the network. All four networks put effort into the integration of care 

through care pathways or other projects. Finally, an important difference is the financing model that 

also seems to hinder increased collaboration.  

In table 2, characteristics of the dementia and palliative care networks are presented, according to the 

predefined concepts of the conceptual model.  

 

 DN Urban DN Rural PN Urban PN Rural 

Governance 

mode 
NAO NAO NAO NAO 

No. of partners 20 10 29 6 

Diversity High Moderate High Low 

Phase of 

integrated care 

Expansion & 

monitoring 

Experimental & 

execution 

Experimental & 

execution 

Expansion & 

monitoring 

Financing model Contributions Contributions Subsidy Subsidy 

Table 2. Characteristics of dementia and palliative care networks. (NAO: network administrative organization (Provan & 

Kenis, 2007))  

                                                           
14 “Het officiële lidmaatschap van een nieuwe partner in het netwerk, zeg een kleine organisatie in de palliatieve 
zorg… In een nieuw gezamenlijk netwerk zouden ze moeten betalen, maar vaak hebben ze er het geld niet voor. 
Dat belemmert denk ik wel voor een deel het echt samengaan van de netwerken.”  
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4.5 Collaboration between dementia and palliative care networks  

4.5.1 Basic form of collaboration 
In both regions, the collaboration between the dementia and palliative care networks in providing care 

is mainly based on the exchange of knowledge and experiences, rather than on integration of functions 

and processes. This integration may also be not possible due to the great number of collaborating 

organizations when combining the two networks. Furthermore, most of the participants indicate that 

the initial intention of the collaboration is to improve the care delivery for the patient but not primarily 

to renew certain services. This is, amongst others, due to work pressure as indicated in the following 

quote: 

“The question is whether we are really innovating. When I look at how busy everyone is and how 

everyone works from his own perspective. Then I do not know if that is very realistic.” (CM1)15 

Combining the common idea of the participants and following Kaats & Opheij (2014), the networks 

seem to mainly collaborate on the basis of transactional collaboration in which the nature is to 

exchange knowledge and information and the intention is to improve healthcare services. This form is 

mainly seen within healthcare networks, but now also seems to be translated to the level of 

collaboration between networks. Furthermore, this type of collaboration is mostly in line of the 

concept of coordination, in the classification of Mattessich & Monsey (1992). In both regions, the 

networks remain separate but their mission, goals and activities are reviewed for compatibility.  

 “When it comes to palliative care, dementia is almost always taken into account too. It is actually no 

longer separate from each other in dealing with the subjects.” (P2)16 

For the future, participants preferred to keep this form of transactional collaboration and strengthen 

it. Especially the participants from the clinical level indicate that they want to get to know each other 

better and would like to increase the exchange of knowledge and expertise.  

4.5.2 Level of integration  
When it comes to the level of integration between the dementia and palliative care networks, in both 

the urban and rural region, the participants differ remarkably in their opinion about the current 

situation. The participants at the system and organizational level, like network coordinators, board 

members and steering committee members, think that the agreements at the macro level work out in 

practice, so that professionals find each other and increasingly cooperate around the patient:  

“I can imagine it is clear for the GPs. They always know who they have to call” (S2)17 

However, the professionals have a very different opinion. They think that agreements made at the 

system level in the steering committee take a long time to be worked out in practice and that 

developments sometimes go really slow. Professionals do work together in clinical practice, but mainly 

in the context of their own organizations and the network does not really play a role here.  

“I hear very little about palliative care in the dementia network. I think that should be much more. 

That the organizations cooperate with each other on the operational level, I do not see that.” (P1b)18 

                                                           
15 “De vraag is of we echt al aan het vernieuwen zijn. Als ik kijk naar hoe druk iedereen is en eigenlijk ook z’n eigen 
eilandje heeft. Dan weet ik niet of dat heel reëel is.” 
16 “Als het gaat om palliatieve zorg, dan wordt dementie eigenlijk altijd meegenomen. Het staat eigenlijk in het 
behandelen van de onderwerpen niet meer los van elkaar.” 
17 “Ik kan me wel voorstellen dat het voor de huisartsen helder is. Die weten altijd wel wie ze moeten bellen.” 
18 “Ik hoor weinig over palliatieve zorg in het netwerk dementie. Dat zou veel meer moeten vind ik. Dat de 
organisaties op het uitvoerende vlak met elkaar samenwerken, dat zie ik niet zo.”  
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All the participants would like to see that integration appears at both the macro, meso and micro level 

and see this as the ideal way of collaboration. This corresponds with the idea of Valentijn et al. (2013). 

The coordinators indicate that this is a main thing that they are working on and that they focus on a 

two-way communication. Through working groups, information is taken up to come to better 

integration at the macro level. Various projects and training programs on palliative care in dementia 

integrate the dementia care with the palliative care throughout the meso and micro level:  

“This palliative transmural care pathway should also be available for people with dementia in the 

nursing homes of the participating organizations. Then it really is about that individual client.” (C1)19 

 

“Recently, we started a project to improve palliative care in people with dementia, including a 

training program. In this project, the use of two methods is combined to investigate whether using 

these methodologies together can lead to better care for these patients and the caregivers.” (N2)20 

 

4.5.3 Interpersonal aspects in the urban region 
One of the main differences between the two regions in the collaboration between the dementia and 

palliative care networks is that in the rural region both networks are coordinated by one network 

coordinator, who is seen as the connecting link. This prevents any situation of friction between 

different coordinators. Friction that was visible between the network coordinators in the urban region.  

Although all three coordinators acknowledge the relevance of collaboration between the networks, 

the interpersonal collaboration does not go smoothly. The difficult relationship seems to have 

considerable influence on the collaboration between the networks. Some examples illustrate this:  

“We still think that the accent is still too much on dementia. Recently a director of the hospice said: 

‘Does it really make sense that we are here at the stakeholders meeting? Because it is only about 

dementia.’ Well, I found that very striking. That is not well balanced, that is a pity.” (N1a)21 

 

“The intention to collaborate is actually a bit on the background. I have not found it at all in the policy 

plan of the dementia network. That indicates that it is certainly not a priority.” (G1)22 

Underlying factors 

The difficulties seem to arise from different factors. First, the management styles of the coordinators 

are quite different. The coordinator of the dementia care network has had a career as a manager and 

consequently, she has more a leadership style, while the other coordinators have a medical 

background and show a coordinating style. Their background is also reflected in the second factor, the 

way in which the coordinators approach the people at the clinical level. Although the dementia care 

network coordinator describes her approach as bottom-up, the other participants regard it as a more 

top-down approach, compared to the approach of the palliative care network coordinators. The latter 

                                                           
19 “Dit transmurale zorgpad palliatieve zorg moet ook straks beschikbaar zijn voor mensen met dementie, in de 
verpleeghuizen van de deelnemende organisaties. Dan gaat het echt om de individuele cliënt.” 
20 “Recent zijn we een project gestart om de palliatieve zorg bij mensen met dementie te verbeteren. Daar zit ook 
een scholingstraject aan vast. We onderzoeken in dit project of het combineren van twee methodieken tot betere 
zorg voor deze patiënten en hun mantelzorgers kan leiden.” 
21 “Wij vinden nog steeds dat het accent teveel op dementie ligt. Laatst zei een bestuurder van het hospice: ‘Heeft 
het eigenlijk wel zin dat wij hier bij het stakeholdersoverleg zitten? Want het gaat alleen maar over dementie.’ 
Nou, dat vond ik wel heel tekenend. Dat is dus niet goed in balans, dat is gewoon jammer.”  
22 “De intentie tot samenwerken is eigenlijk een beetje op de achtergrond geraakt. In het  beleidsplan van het 
netwerk dementie heb ik het helemaal niet meer teruggevonden. Dat zegt wel dat het zeker geen prioriteit heeft.” 
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have a bottom-up approach in which they actively and continuously approach the operational level to 

investigate what their needs are:   

“The network coordinators of palliative care really try to motivate the organizations, but also ask 

them what they need. So more from bottom-up.” (P1b)23 

“They actually have a kind of opposite approach. The palliative network is very bottom-up and the 

dementia is very top-down.” (G1)24 

Third, the intention to collaborate varies among the coordinators. The coordinators of the palliative 

care network have the intention to enhance the collaboration. The coordinator of the dementia care 

network points out that she is still too busy with strengthening the geriatric network and that 

collaboration with the palliative care network is currently not her number one priority. Similarly, 

another participant suggests that both networks have their specific issues that need to be resolved 

first and require a lot of energy, before further investments in the collaboration are possible.  

As mentioned above, the coordinators of the palliative care networks have a medical background that 

the coordinator of the dementia care network does not have. This is a fourth factor as it leads to 

another vision on the activities that the networks should undertake and what they think is important 

in the collaboration.  

 “I am not medically educated. I mean, in the palliative network those people understand  

the profession. I do not have that and I do not want that either. So I just look for  

the people who can help me with that and who can give the input.” (N1b)25 

Lastly, the personalities of the network coordinators differ so that they do not really have a connection 

with each other. It is clear to the other participants that it is therefore not a close relationship, but 

they accept the situation, although it is sometimes more difficult to come to agreements. A pragmatic 

approach helps to deal with this situation, following the chairman of the networks: 

“You deal with it. But you try to steer on collaboration where the content overlaps. That works. From 

the moment that we had a clear understanding that we only integrate content on those points where 

it is really necessary and useful, the coordinators have also worked hard to achieve this.” (C1)26 

 

 

 

                                                           
23 “De netwerk coördinatoren van palliatieve zorg proberen echt gewoon de organisaties te enthousiasmeren, 
maar vragen ook wel aan ze waar behoefte aan is. Dus meer van bottom-up.”  
24 “Ze hebben eigenlijk een soort tegengestelde benadering. Het palliatieve netwerk is juist heel erg bottom-up 
en dementie heel erg top-down.” 
25 “Ik ben geen medicus. Ik bedoel, bij palliatief, dat zijn mensen die inhoudelijk ook verstand van het vak hebben. 
Dat heb ik niet en dat wil ik ook niet hebben. Dus ik zoek gewoon de mensen op die mij daarin verder kunnen 
helpen en die de input kunnen geven.”  
26 “Je doet het ermee. Maar je probeert wel aan te sturen op samenwerking daar waar de inhoud elkaar raakt. 

Dat lukt wel. Vanaf het moment dat we helder hebben gekregen dat we alleen inhoudelijk integreren op die 

punten waar het echt nodig en nuttig is, hebben de coördinatoren ook hard gewerkt om dit tot stand te brengen.” 
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4.5.4 Four aspects of collaboration  

Coordination  

Effective coordination is an important aspect of collaboration between networks. Participants from 

the clinical level experience the role of the network coordinators in the collaboration with the other 

network in different ways. Some indicate that they do not see a lot from the coordination, while others 

think that the coordination goes well. Though, they prefer a two-way effort in bringing together the 

networks and their healthcare professionals, as is reflected in the following quote: 

“Because I know a lot of people, I can make new connections. If managers do a bit more as well,  

I think we can work together more efficiently and more powerfully.” (CM2)27 

The coordinators have a different opinion on the role of the steering committee. One of the 

coordinators thinks that the steering committee does not have a substantive role in the collaboration, 

while another would like to have more coordination from the steering committee: 

“If you are the board and you have a strategy and a vision, you also expect something to arise from 

that. Also to initiate towards the network coordinators. I miss that.” (N1a)28 

Of course, the network coordinators play a key role in the coordination of collaboration. In the rural 

region, one person coordinates both networks. This coordinator forms the connecting link and has a 

total overview, which helps her to handle things quickly and effectively. However, this construction 

has the downside that a lot of the work is for the account of the coordinator. This makes it a vulnerable 

position and the coordinator wants to be permanently aware that ideas are supported by the network 

partners.  

“I always try to say: I think this is my part, but now it is time for the managers to take their role.  

So I try to ensure that not everything is my problem. But that is difficult.” (N2)29 

For the future, some participants indicate that an evaluation on the role and functioning of the network 

coordinator could be worthwhile. Others suggest that a discussion about the role of the steering 

committee in the initiation of activities of the networks also could provide some clarity. Altogether, 

they indicate that it is important to strongly connect the coordination of collaboration with the needs 

from practice. 

 

Communication  

Communication is a core process that may either facilitate or hinder collaboration between the 

networks. At the network level of both regions, there are several formal constructions to inform the 

members of the networks with a certain frequency, like meetings with the steering committee, 

stakeholders or chairs of the networks, and sometimes a symposium. Furthermore, there are contact 

persons to the networks from the various participating organizations. Websites provide information 

about the networks and about case management for example. The coordinators intend to send out 

newsletters about developments in the networks, but this is not a number one priority and does not 

happen frequently. 

                                                           
27 “Doordat ik veel mensen ken, kan ik ook weer verbindingen leggen. Terwijl als managers daar ook wat meer 
aan doen, denk ik wel dat we nog efficiënter en krachtiger samen kunnen werken.”  
28 “Als je het bestuur bent en je hebt een strategie en een visie, dan verwacht je ook dat daar iets uit ontstaat. 
Ook te initiëren richting de netwerkcoördinatoren. Dat mis ik dan wel.” 
29 “Ik probeer altijd wel te zeggen: dit vind ik nog bij mij horen, maar nu wordt het echt tijd dat de managers hun 
rol pakken. Dus ik probeer er wel voor te waken dat niet alles mijn probleem wordt. Maar dat is wel lastig.”  
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In the urban region, the network coordinators do not have a lot of mutual contact informally. Especially 

in this region, participants from the clinical level point out that they experience a lack of information. 

This could have to do with the larger number of network partners that have to be informed. 

“I know there is a collaboration, but I do not hear a lot about it. I know there are trainings now and 

then and I have to say that I find out through others.” (CM1)30 

For the future, the network coordinators acknowledge that more could be done to facilitate better 

communication between the networks. Participants indicate that it is important to be pragmatic in the 

methods and content of communication. The case managers from both regions would also like to know 

more about what the purpose of the collaboration is and they would like to get to know the people 

and plans in the other network.  

“It may be good to know from each other what will be worked on in the coming year. Then you know 

something more about what people are concerned with and then we could get involved. That you can 

make that connection and can think along with each other.” (CM2)31 

 

Responsibility  

Another important aspect of effective collaboration is to what extent expectations about function, 

roles and accountabilities are clear. This could be seen at two different levels. When it comes to the 

clinical level, participants indicate that the distinct responsibilities are clear, which is reflected in the 

following quote from a case manager about the collaboration with palliative nurses: 

 “In practice, that is very clear. Sometimes you have to step back,  

then you are of less importance.” (CM2)32 

There are no strict rules or agreements about when a palliative nurse should be involved in the process. 

Case managers indicate that they prefer this situation. They would like to have some agreements about 

when they could call a palliative nurse to get extra information but this should not become a must.  

“Because I always want to look to the need of a client. Where can we help someone?  

And not because it are our rules.” (CM1)33 

In contrast, some participants from the professional level indicate that it is still unclear how roles and 

responsibilities are divided between the coordinators and the steering committee. Others struggle 

with the high abstract level of the agreements and think that it is difficult to measure the outcomes of 

the effort delivered by the network and the organizations. 

Regarding the network level itself, agreements are made based on certain goals and plans. However, 

there is often a low attendance of stakeholders in the meetings and sometimes the agreements are 

not executed well. It is expected that those who attend a meeting communicate the new agreements 

into their own organizations, but that is not always done. This can have several reasons: 

                                                           
30 “Ik weet dat ze samenwerken, maar ik hoor daar eigenlijk weinig van terug. Ik weet dat er af en toe scholingen 
zijn en ik moet zeggen dat ik daar via via dan weer achter kom.”  
31 “Het is misschien ook goed om van elkaar te weten waar aan gewerkt gaat worden in het komende jaar. Dat 
je iets meer weet van waar mensen zich mee bezig houden en dat we bij dingen betrokken kunnen worden. Dat 
je ook die verbinding kan leggen en dat je met elkaar mee kan denken.” 
32 “In de praktijk is dat heel duidelijk. Soms moet je bewust een stap terug doen, dan ben je even van minder 
belang.”  
33 “Want ik wil altijd kijken van waar ligt de behoefte van een cliënt. Waarin kunnen we iemand helpen? En niet 
omdat het onze regeltjes zijn.” 
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“I think there is simply insufficient ownership attached to certain action points.” (S2)34 

“Maybe a bit of involvement is missing. Leaving the meeting and moving on with the daily issues.  

So are the responsibilities clear? Yes, but that does not mean that the agreements  

are always executed well.” (N2)35 

To be able to take more advantage of the collaboration in the future, participants indicate that it would 

be better that goals are formulated more specific and more ownership is attached to the agreements 

made. The case managers would prefer to have more regular meetings with the palliative nurses to 

talk about how they could support each other at which moments in the care process.  

 

Continuity  

To create structural and relational embeddedness, continuity of participation in the collaboration 

between the dementia and palliative care networks is important. In general, the participating 

organizations are stable. However, the people who represent the network partners in the various 

meetings change a lot and sometimes an organization is not even represented for a longer period. 

Partly this is caused by people taking on another job, but also by the fact that the middle management 

in organizations has fallen out. The people who replace the middle managers have less overview and 

mandate, and new people do not really know where it is about. This hinders the effectiveness of the 

meetings, because it makes it more difficult for the networks to come to agreements. The lack of 

continuity also has a direct effect on the efficiency of the meetings, as is reflected in the following 

quote: 

“It would be nice if there was a bit more continuity. We always start with an introductory round, you 

know. That also says something. And that can cause a lot of unrest for the people who have been 

participating in such a group for some time.” (N2)36  

Furthermore, the idea of trust as an implication of relational embeddedness and continuity of 

participation is not really recognized by the participants. They trust the people they know, but do not 

really relate this to the role of the networks or the continuity of participation.  

For the future, participants point out that it is important that organizations try to delegate at least 

someone to the meetings and preferably the same person for a longer period. This will facilitate the 

decision-making in the collaborating networks.  

 

 
 

                                                           
34 “Ik denk dat er gewoon onvoldoende eigenaarschap verbonden wordt aan bepaalde actiepunten.” 
35 “Misschien dat er een stukje betrokkenheid mist. Weg gaan bij de vergadering en weer overgaan tot de orde 
van de dag. Dus zijn de verantwoordelijkheden duidelijk? Ja, maar dat wil niet zeggen dat de afspraken altijd 
uitgevoerd worden.” 
36 “Het zou fijn zijn als daar wat meer continuïteit in zou zitten. We beginnen altijd weer met een 

kennismakingsrondje weet je wel. Dat wil ook wel wat zeggen. En dat kan een stuk onrust geven voor de mensen 

die al langer in zo’n groep deelnemen.”  
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4.5.5 Efficiency of collaboration 
When evaluating the efficiency of collaboration, the extent to which goals are achieved, must be 

weighed against the effort that is required to achieve them. The collaboration between different 

disciplines is experienced to be very useful in the care delivery to dementia patients. However, the 

organisation of the collaboration takes quite a lot of effort from the network coordinators and the 

network partners. The differences in financing of the networks is an often mentioned barrier to easier 

collaboration. Furthermore, the coordinators have to deal with different interests and goals of the 

organizations. Due to all kind of external pressures and developments, it increasingly takes a lot of 

effort to keep things going at the network level.  

“You operate in an environment where organizations on the one hand need to work together in the 

network. On the other hand, they are still competitors of each other. And sometimes you see  

that the organizational interests outweigh the network interest.” (N2)37 

However, collaboration on the content is sought as much as possible and goals and activities are 

reviewed for compatibility. Also the effort to integrate more at both the macro, meso and micro level 

and the development of projects and training programs can be seen in this light. The enhanced 

exchange of knowledge as an effect of collaboration is often mentioned by the participants.  

“You can learn from each other. The exchange of experiences, but also the trainings are being 

appreciated. So in that sense you have a positive influence on each other.” (S2)38 

With better knowledge about the specific issues of dementia and palliative care, care delivery could 

improve and responsibilities will be shared more easily. This prevents overlap of services and 

inefficiency in caring for the same patient from two different perspectives. However, the extent to 

which these goals are achieved is difficult to evaluate within the scope of this study. 

 

4.5.6 Conclusion 
In conclusion, analysing the practice of collaboration provides some important insights into the 

experiences of stakeholders with the collaboration. The overall opinion of the participants is that 

collaboration between networks for dementia and palliative care is relevant. However, how the 

coordination of collaboration works out in practice is regarded differently by the people on different 

levels. Also, interpersonal factors seem to play an important role in the extent of collaboration. For the 

future, participants do not want a complete merging of the networks, but indicate that more 

collaboration is possible and preferable. More exchange of knowledge and experiences and better 

integration over the different levels is preferred. Especially in the urban region, palliative care should 

be more balanced with dementia care in the collaboration, according to participants. All the four 

aspects of coordination, communication, responsibilities and continuity provide possibilities to 

improve the collaboration. This will be further elaborated and discussed in Chapter 5. Lastly, apart 

from the financing models, the differences in characteristics of the networks do not seem to lead to 

different demands on the cooperation between the networks.  

  

                                                           
37 “Je opereert ook in een omgeving waar organisaties aan de ene kant met elkaar moeten samenwerken in die 

ketenband. Aan de andere kant ook gewoon concurrenten zijn van elkaar. En soms zie je natuurlijk ook dat het 
organisatiebelang voor het ketenbelang gaat.” 
38 “Je kunt van elkaar leren. Die uitwisseling van ervaringen, maar ook de scholing wordt altijd gewaardeerd. 
Dus in die zin beïnvloedt je elkaar positief.” 
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5. Discussion  

5.1 Main findings in broader perspective 
The aim of this study was to gain insight into the organisation of dementia and palliative care networks, 

how their current collaboration is experienced and whether there is support for increased 

collaboration between the networks. For both the dementia and the palliative care networks, as well 

as for their collaboration, several important characteristics are identified. 

Regional networks for elderly care 

A literature review was done to provide an answer to the first sub-question of this study: “What are 

regional networks for care for the elderly?”. In this study, the network definition of Popp et al. (2014) 

was regarded as most applicable to the empirical research. Speaking about networks as “collaborative 

inter-organizational networks where three or more organizations are working together towards a 

common purpose” involves a public, non-profit focus. In practice, the networks in themselves are 

indeed non-profit and function as a vehicle to bring organizations and people together around a 

common purpose, in this case the aim to improve quality of either dementia or palliative care. 

To effectively work towards this aim, networks should have several features that are summarized in 

five core factors by The Health Foundation (2014): “common purpose; establishing a cooperative 

structure; achieving critical mass; gathering collective intelligence; and developing a sense of 

community” (The Health Foundation, 2014, p. 11). In practice, the common purpose of the network 

connects organizations and professionals and seems to induce a cooperative structure. Together, the 

five factors emphasize the innovative character of healthcare networks and the central role of learning 

and development (Randall, 2013). Following the participants, the exchange of knowledge and 

developing innovative care pathways to improve the quality of care for their target group are indeed 

of great importance within the networks themselves. 

Differences and similarities between dementia and palliative care networks 

The second question in this study was: “What are the differences and similarities between networks 

for dementia and palliative care following the literature?”. A literature study was done to determine 

certain aspects on which the networks could be compared in the empirical study. These aspects 

included network governance; number and diversity of network members; phase of integrated care; 

and the financing model. 

A remarkable similarity between the dementia and palliative care networks is that the mode of 

network governance appears to be the same for all four networks. The NAO model provides the 

network coordinators the independency they need in their work as connector of organizations and 

people. This type of governance is in line with the general governance mode in healthcare networks, 

following the literature (Kaats & Opheij, 2014; Provan & Kenis, 2007). Especially in networks with a 

larger number of participants, less densely distributed trust and moderate consensus on network 

goals, a brokered form of network governance, like the NAO appears to be more effective than 

participant-governance (Provan & Kenis, 2007). However, also the smaller networks in the urban 

region use this form of governance. This seems to indicate that the NAO is a governance form that 

could be applied more generally.   

Furthermore, in all four networks in this study, several initiatives are set up to improve the integration 

of care to better address the needs of patients and caregivers. Through transmural care pathways or 

arrangements with municipalities, networks try to align health system functions. The level of 

implementation of integrated care is classified according to the model of Minkman (2016). The effort 

and development towards integrated care in the networks turn out to be quite similar and are either 
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in the ‘experimental and execution’ phase or the ‘expansion and monitoring’ phase, following the 

participants. 

A striking difference between the networks is the number of network partners. Both networks in the 

urban region are relatively large, while the rural region entails two small networks. The number of 

participating organizations is clearly related to the urbanisation rate, rather than to the type of 

network. In the small networks, the lines of communication are short and the low level of competition 

is considered positive. In line with the literature, participants indicated that collaboration is easier with 

a lower diversity (Faerman et al, 2001). The idea that larger networks could be threatened by processes 

of fragmentation and forming of cliques was not recognized in practice (Rowley et al, 2005; Provan, 

2007; Cunningham et al, 2011). The effort of the network coordinators, as key players in the networks, 

in connecting the organizations may have a preventive effect, as well as the level of competition 

between the network partners (Rowley et al, 2005). 

Lastly, an important difference between the dementia and palliative care networks is the way in which 

they are financed. Where the members of the dementia care networks have to pay a yearly 

contribution, the palliative care networks are financed from a subsidy of the Health Ministry. As 

indicated by Willem & Gemmel (2013), the type of financing may affect the preferences for 

collaboration. Participants indicated that the participation of small organizations in a joint network 

could be hindered, because they could not pay the contribution. Furthermore, the dementia care 

networks are to a certain extent responsible for the adequate financing of case management. This 

forms an additional pressure on the work of the network coordinator and in the relation with the 

healthcare organizations, that may influence the extent to which networks are willing to collaborate.  

Current collaboration 

An empirical study was done to provide an answer to the third question: “How do stakeholders 

experience the collaboration with the other network?”. Looking at the collaboration between the 

networks, participants acknowledged the relevance of collaboration for this patient group. The 

transactional collaboration with the emphasis on exchange of knowledge and improvement of 

healthcare services appears to be within the scope of possibilities. This is in line with previous literature 

that stated that transactional collaboration is mainly seen within healthcare networks (Kaats & Opheij, 

2014). The results of the empirical study suggest that this type of collaboration could also be translated 

to the level of collaboration between networks.  

In addition to the findings from the literature review, a new type of factors emerged from the empirical 

study. In the urban region, where three network coordinators have to collaborate, certain 

interpersonal aspects interfere in the communication about the collaboration and alignment of goals 

and intentions. Various factors play a role in this and especially in the palliative care network, this is 

regarded as hindering the collaboration. A review of D’amour et al. (2005) showed that an equal 

relationship between actors is essential for collaboration. Nevertheless, the coordinators of the 

palliative network in the rural region experience the relationship with the coordinator of the dementia 

care network as unequal and hierarchical. Furthermore, the coordinators collaborate in an 

environment with not only opportunities but also a range of organisational constraints, which makes 

the relationship even more complex. A partnership like this demands open and honest communication 

between the stakeholders (D’amour et al, 2005). 

On several aspects, the views and experiences of different participants, for example managers at the 

system level and the people from the operational level were contradictory. Remarkable differences 

were seen in the opinion of participants regarding the level of integration. Where managers in the 
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steering committee thought that their agreements work out in practice, the people from the 

operational level were critical about how long this takes to be developed. Also about the current 

practice of the coordination of collaboration and the concrete role of the steering committee in this, 

participants did not agree with each other. These findings indicate that there is a lack of shared vision 

on the collaboration through the different levels. The members of the steering committee seem to put 

limited effort into following whether things are picked up in the end. Furthermore, there appears to 

be no clarity and consensus about the distinct roles and tasks of the network coordinators and steering 

committee in managing the collaboration between the networks. 

Looking at communication, various formal structures were in place. Despite this, participants at the 

clinical level felt that they did not have enough and correct information about activities of and 

developments in the collaboration. Furthermore, regarding the different responsibilities, it was 

indicated that low attendance at meetings and not following up agreements hindered the 

collaboration between the networks. These two findings give the impression that there is limited 

involvement of the participating organizations in providing information to their professionals and 

taking responsibility in the collaboration. This could be due to work pressure and continuous 

developments within the own organization. However, commitment is needed of all organizations to 

make the collaboration successful (Hardy et al, 2003; Mitchell et al, 2012; Provan & Kenis, 2007).   

Lastly, an important issue was the continuity of participation. Though the membership of organizations 

is stable, their representatives in the joint meetings of the networks change a lot or do not attend the 

meetings. This hinders effective collaboration and structural embeddedness (Gulati, 1998). Moreover, 

participants did not recognize the concept of trust as an implication of continuity of participation, as 

described by several authors (Axelsson & Axelsson, 2009; Gulati, 1998; Karam et al, 2018). Participants 

trusted the people they know, but did not really relate this to the role of the networks or the continuity 

of participation. However, trust and involvement are important facilitating factors for effective 

collaboration (Mitchell et al, 2012; Provan & Kenis, 2007; Provan & Milward, 2001). Following Karam 

et al.(2018), building trust helps to balance power. It could be that the organizations collaborate in 

such a loose relationship that power and competition do not play a very important role. Consequently, 

to them, trust may appear to not be a main factor in the collaboration between the networks.   

Future collaboration 

Within the empirical study, also the fourth sub-question was answered: “What do stakeholders prefer 

with regard to future collaboration between the networks?”. Overall, the relevance of collaboration is 

acknowledged and stakeholders want to continue the transactional collaboration between the 

networks. Stakeholders from the clinical level would like to be more supported by the network, in 

facilitating meetings between palliative nurses and case managers. Through this, the exchange of 

knowledge and expertise could be strengthened and professionals can get to know each other, which 

will facilitate further collaboration at the clinical level (Gucciardi, Espin, Morganti & Dorado, 2016).    

Concerning the effort that is put into the collaboration, all the participants would like to work towards 

an integration that appears at the macro, meso and micro level. They see this as the ideal way of 

collaboration to be effective. Valentijn et al. (2013) also indicate that only through integration at the 

three levels, both person-focused and population-based care can be improved. The networks have the 

ambition to further integrate the palliative approach in dementia care through several projects and 

training programs on palliative care in dementia. Following Sampson et al. (2011), this approach of 

integration requires adequate communication and good coordination. In practice, participants 

indicated as well that these are means to integration at all three levels.  
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As mentioned before, interpersonal aspects in the rural region interfere with the collaboration. This is 

also reflected in the different preferences regarding future collaboration. The persons in the palliative 

care networks would like to better balance the position of the dementia and palliative care within the 

collaboration, while for the dementia care network specific projects currently have more priority than 

further collaboration. Other stakeholders try to take a pragmatic approach and collaborate on the 

content as much as possible. To achieve a constructive partnership, it is important to be aware of the 

reciprocal perspectives and to continuously discuss in an open way the opportunities and boundaries 

of collaboration between the networks (D’amour et al, 2005).   

Following the participants, all concepts of coordination, communication, responsibilities and 

continuity provide possibilities to improve future collaboration. First, when it comes to coordination, 

it is important that the different roles and intentions towards the collaboration are clear. Evaluating 

the role and functioning of the network coordinator and steering committee could provide clarity 

about this. Second, more could be done to facilitate better communication between the networks. The 

professionals would like to know more about the purpose of the collaboration and activities that are 

organised. Sharing the plans of the separate networks enables them to think along with other 

disciplines and to know where they can contribute in the collaboration. Third, stakeholders indicated 

that when it comes to responsibility, they would like to see that goals are formulated more specific 

and accountabilities are made explicit. This will help to take more advantage of the collaboration in 

the future and corresponds with the statement of Mitchell et al. (2012) that when all participants 

understand their responsibilities based on specific goals, these goals will be more easily achieved. 

Lastly, collaboration could be improved when the representatives of network partners are the same 

for a longer period. This continuity in person will facilitate decision-making and the building of 

collective knowledge.  

This study does not claim that these are the only concepts that are relevant in the collaboration 

between networks. Rather, based on the literature about networks and inter-organizational 

collaboration and on the empirical study, the factors mentioned before are considered important and 

can provide starting points for the evaluation and improvement of collaboration.  

Conclusion 

At a certain moment, all the people with dementia enter the palliative phase. Therefore, the overall 

opinion of the participants was that collaboration between networks for dementia and palliative care 

is relevant. The current collaboration takes a lot of effort, mainly at the level of the network 

coordinators, who have to deal with expectations and intentions at different levels. On the one hand, 

professionals are motivated to learn from other disciplines and willing to contribute to the 

collaboration between the networks. Through knowledge sharing and supporting each other in the 

care for patients with dementia, better patient centered care is thought to be achieved. On the other 

hand, at the level of the organizations and the steering committees, the connection between strategy 

and operation seems weak. Limited involvement and low commitment, reflected in a lot of changes in 

representatives and a lack of ownership towards agreements, indicate a loose collaboration. Since 

trust is essential in close collaboration, the fact that this was perceived by the participants as 

unimportant, is an indication of the attitude of the network partners in the collaboration. Although the 

work pressure in organizations may have priority for organizations, their communication towards the 

healthcare professionals and commitment to the collaboration are of great importance to integrate 

the different levels.  

After all, there is certainly support for continuing and strengthening the collaboration between the 

networks within both regions. To improve the current collaboration, the networks should invest in 
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better coordination and communication at all levels of the network. A pro-active approach in 

questioning the professionals on their needs and active sharing of information will facilitate the 

development of joint projects and activities. The partners should take their responsibility and pay more 

effort to attain continuity in representation of their organization, to facilitate decision-making and 

structural embeddedness. In doing so, the collaboration is strengthened from bottom-up and top-

down, leading to more knowledge about the specific types of care and initiatives to improve 

collaboration in a way that the needs from practice are closely involved. This will ultimately results in 

an overall improved patient care. 

 

5.2 Implications 
To our knowledge, this is the first qualitative study that investigated the experiences of stakeholders 

involved in the collaboration between healthcare networks for the elderly. Previous studies described 

the need for a multidisciplinary and integrated approach in palliative care (Birch & Draper, 2008; 

Hasselaar & Payne, 2016; Jones et al, 2016). The current study focused specifically on the experiences 

of the people in the healthcare practice with the organisation of collaboration. In the care for people 

with dementia, stakeholders experience that an integrative approach is needed to meet the complex 

needs of this patient group. This could be done through collaborating networks. Sharing knowledge 

and experiences and developing projects to improve the care pathway of patients are important 

aspects of this kind of collaboration. Therefore, the current study provides useful insights for 

healthcare networks that aim to improve quality of care for people with complex care needs through 

collaborating with another network. By focusing on the experiences of stakeholders, in-depth insights 

were gained in the organisation of network care. It became clear that there are certain preconditions 

to collaboration with other healthcare networks. These preconditions entail, amongst others, the 

formulation of clear and measurable goals, the attachment of ownership and accountability to specific 

goals and activities and the continuous commitment of the reciprocal network partners. Furthermore, 

it is important to take the role of interpersonal factors into account. Moreover, a strong strategy on 

communication and information is a key facilitator for effective collaboration. The insights gained in 

this study could help to determine whether and how collaboration can be sought between other 

healthcare networks.  

 

5.3 Strengths and limitations  

5.3.1 Strengths 
There are a number of strengths when evaluating this study. First, by including dementia and palliative 

care networks from two different regions in the Netherlands, variation in the data increased. These 

regions had different characteristics, especially in the number of network partners and complexity of 

network structures. Furthermore, the coordination varied between the regions with three network 

coordinators in the urban region and one coordinator for the two networks in the rural region. This 

variation between the regions increased the generalisability of this study. 

Secondly, interviewing a variety of people who were involved in the networks provided a multi-actor 

perspective on the collaboration between the networks. Through this, more insight in the daily 

practice, current collaboration and preferences for future collaboration was gained. By combining the 

opinions and experiences of the participants, a better view on the situation was provided. This can be 

regarded as a strength because the diversity in the results enabled a broader and more detailed answer 

to the research questions.   
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Third, the use of semi-structured interviews provided in-depth insight into the experiences and 

preferences of people who were involved in the networks and the collaboration between the 

networks. To date, various studies have been done on the individual networks for dementia and 

palliative care and their particular approaches. However, insight in the personal experiences of those 

involved in the collaboration between these networks was lacking. Through the semi-structured 

interviews, this in-depth insight was gained. This can be seen as a strength, because the correct 

method for answering the research question of this study was used.   

Furthermore, during the interviews, data saturation was achieved. Although participants had a 

different background and role in the networks, in the last three interviews, no new topics about the 

collaboration were mentioned. At that point, the characteristics of the networks and the bottlenecks 

in the collaboration were already extensively discussed by all participants. This implies that the 

sampling strategy was adequate for the scope of this study.  

Lastly, all participants were willing to participate in this study because they found it relevant. It can be 

said that the extent of collaboration between the networks matters for the people who are actually 

involved in these processes and that they are thinking about what can be done to improve the 

collaboration.  

5.3.2 Limitations  
There are also a number of limitations to this study that need to be discussed. First, there is a chance 

of selection bias in this study. The selection of the two regions went differently. The palliative care 

network from the urban region reacted on a recruitment message. Because no other reaction came on 

this message, the other region was actively approached to participate. The selection criteria were to 

include networks from an urban and a rural region and in the regions, both networks should be willing 

to participate. This selection could have led to results that are not representative for other regions. 

However, due to time constraints, it was not possible to include more networks in this study and by 

selecting one urban and one rural region, variation was sought as much as possible. Furthermore, via 

snowball sampling, the network coordinators provided names of the professionals. Because they were 

initially recruited by their network coordinator, these participants could have had a more positive 

attitude towards the network or have been more active in the collaboration. This could have influenced 

the results in that they would probably know more about the purposes of the collaboration, give more 

socially desirable answers or be more hesitant to be critical. However, not all participants were a 

member of one of the formal meetings and therefore seemed to be less informed about the networks. 

Besides, part of the recruitment of the participants took place via another participant than the 

coordinator. 

Secondly, the same researcher conducted all the interviews. This increases the chance of researcher 

bias (Chenail, 2011). Using only the interpretation of this interviewer in conducting and analysing the 

interviews could have influenced the results. However, the coding process was discussed with fellow-

researchers and, through a member check, the participants were able to adjust the interpretations 

made. This reduced the chance of researcher bias in that the interpretation of data was not fully done 

by only one person.  

Third, half of the interviews was conducted face-to-face and the other half was done by telephone. 

Conducting interviews by telephone made that the researcher was not able to react on participant’s 

non-verbal communication. This could have caused different results for the telephone interviews 

compared to the face-to-face interviews. However, no differences in results were found between the 

methods. This implies that the way of conducting the interviews in this study did not have a major 

influence on the results.  
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Lastly, the distribution of participants over the different levels did not fully correspond between the 

regions. In the rural region, less professionals from the clinical and professional level were working in 

the palliative and dementia care. Therefore, it was more difficult to find a comparable research 

population within the urban region. In a study with only 14 interviews, this could have had a reasonable 

influence on the results. Though, still both the dementia as the palliative care network were 

represented in the rural region and by recruiting additional participants at the system level, it was 

attempted to balance the research populations.  

 

5.4 Recommendations  

5.4.1 Further research  
There is a number of implications for further research on the topic of collaboration between healthcare 

networks. First, more research should be done on how patients and their caregivers experience the 

care delivered and what their preferences are for the organisation of their care. The current study 

provided insights in the experiences of professionals and network coordinators, showing the relevance 

of collaboration for the clinical practice of professionals. By conducting research on the needs and 

preferences of patients with dementia and their caregivers, it will become clearer what the added 

value of collaboration could be for these patients. Insights into their experiences can help to specifically 

determine what the focus of collaboration should be to effectively improve the quality of care for this 

patient group.  

Furthermore, more studies should be conducted on the effectiveness and efficiency of collaboration. 

From this study became clear that a lot of effort is required to organise the collaboration in a reciprocal 

and fruitful way. Although the relevance is clear and exchange of knowledge is highly appreciated by 

the stakeholders, several barriers like financing models, different interests and work pressure may 

hinder effective collaboration. Therefore, it is essential to more extensively evaluate the efficiency of 

collaboration between the networks. At the level of quality of care, the extent to which goals of 

collaboration are achieved should be assessed and weighted against the effort that was required to 

achieve them. By doing this, it can be determined more specifically what is required to come to a 

sustainable collaboration in the end. 

5.4.2 Practical recommendations  
Considering the results of this study, recommendations towards the networks can be made. These 

recommendations could be used by the networks to critically reflect on their current policies and 

agreements and to determine the direction and focus of future collaboration. 

Recommendation 1: Evaluation of goals and intention 

As discussed before, the intention to collaborate can sometimes shift a bit to the background. In 

collaboration, it is important to have a clear view on the aim and goals of the people involved. First, 

the network coordinators and steering committees should re-evaluate their intention with the 

collaboration. Trying to align these intentions into concrete goals will help to get a clear focus on the 

common purpose of the collaboration. Second, it could be helpful to review whether the current goals 

are still desirable. Moreover, to be effective, goals should be feasible and the outcomes in quality of 

care should be measurable. Reassessing the goals in the light of current possibilities in both networks 

will help to get a result-oriented focus, that is needed in this form of collaboration (Kaats & Opheij, 

2014). Lastly, it is of great importance to communicate the revised goals towards the network partners, 

to provide clarity about the reciprocal priorities at all levels of collaboration. Ultimately, this will help 

to avoid friction between people of the different networks. 
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Recommendation 2: Evaluating role of network coordinators and steering committee 

Another aspect that is related to the effectiveness of collaboration is the role of the network 

coordinators. It is important to regularly evaluate the role and functioning of these people. In this way, 

everyone stays aware of the importance of these key players and the effort they put into the 

collaboration. The coordinators have a difficult job in dealing with different interests, goals and 

intentions of the network partners. Therefore, evaluating their role could be put in the broader 

perspective of chain management in general. Furthermore, this evaluation can be extended by 

discussing the role of the steering committee in relation to the initiation of activities and the 

coordination of the collaboration. Again, it is important to align the expectations about the different 

functions, in order to avoid friction or ineffective collaboration.  

Recommendation 3: Actively approach the clinical level  

In different ways, networks already put a lot of effort in the integration of activities at different levels. 

To improve the collaboration, networks should continue to do this. To do this effectively, it is important 

to know what happens at the clinical level and which issues professionals face in their day-to-day work. 

Therefore, network coordinators should actively and continuously approach the professionals at the 

clinical level to question them about their wishes and needs when it comes to collaboration. The 

professionals could also give insight in what they think patients and their caregivers need most. Such 

an approach is highly appreciated by the professionals and gives a lot of input for further integration. 

In this way, collaborating activities that are developed based on the input from the professionals will 

fit the needs in daily practice in the best way. 

Recommendation 4: Facilitate exchange of knowledge at the clinical level 

Lastly, the professionals at the clinical level already meet each other in their contact with patients. 

They declare to actively look for opportunities to collaborate. However, case managers and palliative 

nurses would like to be supported in this. The networks should facilitate meetings in which they can 

come together and exchange their knowledge and expertise. In this way, case managers and palliative 

nurses can get to know each other, which will help to approach the other discipline in case of questions 

concerning the other’s expertise. Combining clinical training and organising symposia are two of many 

forms that could be used to do this, in order to ultimately lead to better care for patients with 

dementia. 
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Appendix 1 – Topic list  

 

Introductie 

 Kennismaking 

 Toelichting op doelstelling onderzoek 

 Opzet interview: welke thema’s komen aan bod  

 Toestemming opname interview 

 Anonimiseren transcripten 

Netwerk algemeen 

 Rol binnen het netwerk 

 Wat is zijn/haar algemene beeld van hoe het netwerk werkt 

Kenmerken netwerk  

(voor netwerkcoördinatoren) 

 Besturingsstijl  

o Besturing: door gezamenlijke partners / vanuit één deelnemer / door afzonderlijk orgaan 

o Aan wie/wat verantwoording afleggen 

o Van waaruit gefinancierd: financieringsvorm van activiteiten van netwerk 

 Aantal netwerk partners en uit welke domeinen (diversiteit) veel/weinig 

Integrale zorg binnen het netwerk 

 Verschillende fases te onderscheiden van op één lijn brengen van zorg; in welke fase is het 

netwerk 

o Opbouw (initiatief en ontwerp); Experimenteren; Uitbreiden en monitoren, of 

Versterken/transformeren 

Samenwerking met andere netwerk algemeen 

 Algemene korte indruk van huidige samenwerking: wat gaat goed en wat zijn knelpunten  

 Op welke basis is er samenwerking (grondvorm) 

o Delen/integreren functies en processen vs. uitwisselen informatie en services 

o Intentie: Verbeteren vs. exploreren nieuwe mogelijkheden 

 Op welk niveau is er samenwerking 

o Klinisch: zorg coördinatie 

o Professioneel & organisationeel: coördinatie over verschillende disciplines en organisaties? 

o Systeem: afstemming van regels en beleid tussen de netwerken 

Effecten van samenwerking met netwerk  

(met name voor netwerkcoördinatoren) 

 Wat zijn de effecten van de samenwerking  

o Strategisch: verwerven van extra middelen, kennis, personeel 

o Kennis: delen van kennis en nieuwe kennis opdoen 

o Politiek/invloed: meer centrale positie van netwerk? Meer invloed binnen grotere context? 
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Coördinatie 

 Taken van netwerkcoördinator in samenwerking 

 Taken gedelegeerd naar andere functies binnen de netwerken? 

 Hoe loopt de huidige samenwerking op dit punt  

 Wat zou er anders/beter kunnen in toekomstige samenwerking 

Communicatie 

 Geschikte informatiestructuur ingeregeld 

o Formeel en informeel 

o Wederkerig en regelmatig 

 Beschikken over voldoende en juiste informatie 

 Hoe loopt de huidige samenwerking op dit punt  

 Wat zou er anders/beter kunnen in toekomstige samenwerking 

Verantwoordelijkheden 

 Verschillende taken en rollen duidelijk 

 Verantwoordelijkheid richting gedeelde doelen duidelijk 

 Hoe loopt de huidige samenwerking op dit punt  

 Wat zou er anders/beter kunnen in toekomstige samenwerking 

Continuïteit/stabiliteit deelname  

 Hoe is de continuïteit van deelname aan samenwerking 

 Hoe is het onderlinge vertrouwen 

 Hoe loopt de huidige samenwerking op dit punt  

 Wat zou er anders/beter kunnen in toekomstige samenwerking 

Afsluiten 

 Member check: controle transcript of samenvatting door respondent 

 Vragen, opmerkingen, onderwerpen onderbelicht of niet aan de orde geweest? 

 Bedanken en afscheid (aanbieden verslag) 
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Appendix 2 – Coding tree  
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