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Abstract 

Background Governing interprofessional elderly care requires the commitment of many different organisations con-
nected in mandated collaboratives. Research over a decade ago showed that the governance relied on clan-based 
mechanisms, while lacking formal rules and incentives for collaborations. Awareness and reflection were seen as first 
steps towards progression. We aim to identify critical governance features of contemporary mandated collaboratives 
by discussing cases introduced by the healthcare professionals and managers themselves.

Methods Semi-structured interviews (n = 24) with two regional mandated collaboratives took place from November 
2019 to November 2020 in the Netherlands to learn more about critical governance features. The interviews were 
thematically analysed by the project team (authors) to synthesise the results and were subsequently validated during 
a focus group.

Results Critical governance features of interorganisational activities in mandated collaboratives include the gradual 
formulation of shared vision and clear client-centred goals, building trust and acquaintanceship for the advancement 
of an open collaborative culture, establishing a non-extreme formalised governance structure through leadership, 
mutual trust and innovation support and facilitating information exchange and formalisation tools for optimal elderly 
care.

Conclusion Trust and leadership form the backbone of interorganisational functioning. Interorganisational function-
ing should be seen in light of their national embedment and resources that are (being made) available, which makes 
them susceptible to constant change as they struggle with balancing between critical features in a fluid and inter-
mingled governance context. The identified critical features of (contemporary) mandated collaboratives may aid in 
assessing and improving interprofessional functioning within integrated elderly care. International debate on govern-
ance expectations of mandated collaboratives may further contribute to sharpening the roles of both managers and 
healthcare professionals.
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Introduction
Healthcare for elderly with chronic and disabling condi-
tions has become more complex and integrated care is 
believed to improve coordination, efficiency and quality 
outcomes of service delivery [1]. Review studies on the 
effects of integrated care conclude that there is a lack of 
consistent and reproducible evidence, probably due to 
the way integrated care is defined and conceptualized [2, 
3]. After all, integrated care is not an empirical phenom-
enon in itself, but it covers a multitude of topics, goals 
and strategies in which teamwork of autonomous profes-
sionals plays a key role at both care and organizational 
levels [2, 4]. A review suggested that less is known about 
the critical organisational factors that can improve inter-
professional functioning in integrated care and, as such, 
the patient outcomes [5]. The organizational level con-
cerns the various organizations involved in elderly care, 
often linked in so-called mandated collaboratives [6]. The 
organizations involved are represented in these man-
dated collaboratives on a local or regional level to gov-
ern innovative elderly care. However, the organizations 
and persons in the mandated collaborative may differ per 
project. The focus of the paper is on critical interorgani-
sational activities of the mandated collaboratives to gov-
ern interprofessional functioning in elderly care.

About 10 to 15 years ago, research was started into the 
governance of mandated collaboratives in healthcare. 
It was shown that mandated collaboration requires the 
mobilisation of multiple activities, as the collaboration is 
paradoxical in nature combining competition and coop-
eration, and autonomy and interdependence [6]. Based 
on their empirical data, the governance was described 
as relying on clan-based mechanisms. The assumption 
is that mandated collaboratives function because they 
are a group of people united by previous joint activities. 
Critical features that may affect this kind of governing 
include leadership, service structure, culture, language, 
resources, credibility, shared values, openness, integrity, 
internalisation and accountability [6–12]. These studies 
are based on normative theories and meta level examples 
[8, 10, 11], but also empirical findings from healthcare 
professionals and managers [6, 7, 9, 12]. Furthermore, it 
is stated that the activities of the collaboratives occur in 
a constantly dynamic environment with varying spokes-
persons and changing policies. Some research indicates 
that governance maturity is reached in a fully formalised 
structure [8]. In practice, some of these collaboratives 
have reached top-down a more formalised structure [10], 
while others believe in looser structures such as collabo-
rative platforms [11].

In the Netherlands, a national program of integrated 
elderly care was started in 2008 [www. zonmw. nl]. A 
recent report shows that the governance in mandated 

collaboratives is still taking shape [13]. The aim of our 
paper is to empirically identify the governance features 
of contemporary mandated collaboratives for integrated 
elderly care in the Dutch setting.

The research question is: What are current critical fea-
tures of governing interprofessional elderly care accord-
ing to healthcare professionals and managers engaged in 
mandating collaboratives?

The results may also add value to other settings or 
populations requiring integrated care, such as people 
with chronic mental problems or children with serious 
chronic diseases.

Methods
Study design
A qualitative study using semi-structured interviews and 
a validating focus group was performed to identify criti-
cal governance features in two regions. The study was 
designed and reported according to the consolidated 
criteria for reporting qualitative research (COREQ) [14]. 
Ethical approval for the study was given by the Erasmus 
University Ethical Review Board.

Setting
The study is performed in the Netherlands. To describe 
the setting, we studied a recent Dutch report on the 
governance of interprofessional elderly care [13] and 
conducted semi-structured interviews (n = 7) with 
healthcare professionals and their managers. This 
resulted in the background information of the setting as 
provided in Table 1.

The situation in region A and B is similar to that 
described in Table  1. Region A was located in the east 
of the Netherlands and region B in the north-west of the 
Netherlands. In the collaboratives of both regions certain 
key organisations were naturally involved and comple-
mented by other organizations depending on the pro-
ject. The healthcare professionals and managers involved 
met each other more or less regularly on collaborative 
platforms to support integrated elderly care. Citizens, in 
our case older people, were often represented in panels 
within wider organisations and engaged in projects, but 
not structurally in the mandated collaboratives.

Participants
Participants were included if they met the criterion of 
being directly or indirectly active in one of the organi-
zations in the region involved in elderly care. The vol-
untary participants were identified using a combination 
of purposive and snowball sampling. For the regions, we 
purposively searched the Internet for names of health-
care professionals and managers of key organizations in 
the region. In addition, we asked the interviewees who 

http://www.zonmw.nl


Page 3 of 10Chrifou et al. BMC Health Services Research           (2023) 23:26  

we should definitely speak to and whom we could invite 
to participate in the focus group. We explained that we 
would like to interview people who worked at the man-
agement level from the key organizations participating 
in the mandated collaboratives. We aimed for diver-
sity in organization and function. Table  2 describes 
the organisations and the function of the participants. 
In total, 24 respondents (four double interviews, see 
merged cells) participated in the interviews, 12 in 
each region (A and B). Five persons joined the focus 
group. The age of the participants varied approximately 
between 30 and 70 years, 45% were female. The major-
ity of participants had more than five years of working 
experience in in the health sector.

Data collection
The one-hour interviews with the collaborative partners 
of the two regions were held during March–June 2020, 
and the focus group (two hours) was on November 11, 
2020. Due to travel restrictions, as a result of the COVID-
19 outbreak, the interviews and focus group in 2020 were 
held online. All interviews were recorded with consent. 
The interviews were performed mainly by RC or HS and 
sometimes accompanied by JB and KG, respectively. 
JB and KG are experts in the field and have pre-existing 
knowledge on the subject.

The interview guide for exploration of the setting and 
the features of the functioning of the collaboratives was 
based on the typology of D’Amour and colleagues [12]. 
The model was chosen due to its representativity of 

Table 1 Integrated elderly care in the Netherlands

• Integrated elderly care is described in national elderly care programmes, initiated by primary care. In the Netherlands approximately 20% of the popu-
lation is older than 65 years.

• Involved healthcare professionals are providing general practice care (gatekeeper), allied care (including district nursing, physio- and occupational 
therapy), home care services, social work, specialist (elderly) care. Day care is delivered by social care or specialist care.

• Involved organisations include primary care groups, care organisations (district nursing, home care services) and often additionally social work, munici-
palities and/or hospitals.

• Financers are health insurers, municipalities and government.

• Formalisation is still being developed but resembles mandated collaboratives [6]. Participants of such collaboratives are managers and coordinators 
of the organisations. In the Netherlands, there can be over 50 health organisations involved in elderly care in one region, including regional patient 
organisations. Managerial delegates from the key organisations meet at ‘round tables’ to set the regional agenda and discuss ongoing projects. It can be 
agreed that a certain organisation represents the others working in the same sector. Although there are some initiatives that strive for more formalisa-
tion, it is also proclaimed that a higher level of formalisation is not pursued to ensure flexibility over time.

Table 2 Organisation and function of participants

Region A: interview participants Region B: interview participants

Organisation Function Organisation Function

Primary care collaborative Coordinator Primary care collaborative Chair, GP

Dementia collaborative Director District nursing, home services Director

Home services Director Primary care group Staff

Home services Project manager Primary care group Policy officer, GP

Primary care group GP Social welfare Manager

Specialist elderly care Director Municipality Policy advisor

Social welfare Manager Municipality Policy advisor

Municipality Policy advisor Hospital Policy advisor

Municipality Policy advisor Patient elderly organisation Coordinator

Hospital Policy advisor Health insurer Innovation manager

Patient elderly organisation Chair Health insurer Local manager

Patient elderly organisation Assistant Network elderly care Coordinator

Region A: focus group participants Region B: focus group participants
Specialist elderly care Director Elderly patient organisation Chair

Collaborative platform Coordinator Social welfare Director

Primary care group Coordinator
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previously described features for interprofessional col-
laboration [6–12]. Some words in the description of the 
typology were modified to gain more focus on the inter-
organisational level, see Table  3. The interview started 
with a description of the participants in the collaborative 
and their activities. The main findings from the semi-
structured interviews were validated in a focus group by 
asking questions on recognizability and necessary addi-
tions [15].

After two-third of the interviews, data saturation was 
discussed and confirmed within the research team. Due 
to function and region diversity, it was decided to add 
extra interviews.

Data synthesis
Interview and focus group data were transcribed and 
analysed using a thematic analysis [16] based on the 
themes extracted from Table 3. Computer assisted analy-
sis software (Atlas.ti) was used to accelerate the coding 
process. The categorisation of the information was con-
tinuously and thoroughly discussed by the research team 
(RC, HS, KG, JB) to ensure a robust description of the 
perspectives and experiences of the involved stakehold-
ers. The information derived from the focus group served 
as a validation for the interviews and as a completion of 
the analysis. In reporting the quotes, the organisation 
and function of the speaker are made clear.

Results
Shared vison and goals: client‑centred goals 
and the negotiation of interest
Respondents emphasised that shared vision and goals are 
needed to consolidate collaboration. General descrip-
tions of shared vision are used as ‘putting the client at the 
centre’, ‘the right care in the right place’ or ‘interprofes-
sional collaboration’. According to the respondents, more 
concrete goals were formulated in the separate, theme-
based projects. Refinement along the way across health-
care organisations was preferred over starting a long 
discussion beforehand:

The first thing we started doing four years ago was 
to connect with those other home care and nurs-
ing organisations. And to see whether it is possible 
to develop one vision together. That is quite compli-
cated, by the way. Well, that takes time. And I have 
to say, step by step it is going in a certain direction. 
(Director specialist elderly care)

Implementing these goals means that all organisations 
involved should benefit from the collaboration. Interests 
of the different organisations should be considered or 
negotiated to achieve a sustainable collaborative:

I think there is still a lot of work to be done when it 
comes to interests. If you want to build a very strong 

Table 3 Typology of (interorganisational) collaboration based on the model of D’Amour and colleagues [12]

Theme Subtheme Short description

Shared goals and vision Client-centred goals Identifying and sharing common goals is essential for a collaborative.

Negotiation of interest Complex structures of different interests are a risk to loss of focus on client-centred collabora-
tion.

Internalisation Mutual acquaintanceship Knowing each other personally means knowing each other’s values, level of competence and 
becoming acquainted with the professionalism of each agency.

Trust Collaboration is possible having trust in each other’s competencies and ability to assume 
responsibilities.

Governance Centrality Centrality refers to the existence of clear and explicit direction that is meant to guide the col-
laboration.

Leadership Local leadership is necessary for the development of interorganisational collaboration. If leader-
ship is related to a position, power should not be concentrated in the hands of a single agency; 
all agencies must be able to have their opinions heard and to participate in decision-making.

Support for innovation New activities and responsibilities between the organisations must be developed and imple-
mented. This is a learning process.

Connectivity Connectivity refers to the fact that the organisations are interconnected, that there are places 
for discussion and for constructing bonds between them. It solves coordination problems and 
enables adjustments.

Formalisation Tools Tangible products that serve as facilitators in interorganisational collaboration, such as agree-
ments, protocols and information systems. Collaboration is less influenced by the degree of 
formalisation than by the consensus that emerges around formalisation mechanisms and the 
specific rules that are implemented.

Information exchange The exchange of information refers to the existence and appropriate use of an information 
infrastructure to allow for rapid and complete exchanges of information between professionals 
and organisations. Feedback is an important aspect of establishing relationships of trust.
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network, you must of course first share the same 
ambitions, but then those interests really must also 
be on the table: why are you doing this? Why is this 
important to you? What opportunities do you see 
and what threats? And those interests are far from 
being on the table at the moment. (Policy advisor 
hospital)

One example of underlying interests which may hin-
der collaboration in the long run is losing market shares. 
Allocated market shares from municipalities and health 
insurers cause division between organisations in the 
region in terms of acting power and control, which 
potentially thwarts the formulation of shared goals and 
vision of organisations involved in the first place:

And I have to say that the current model, in which 
health insurers buy in every year and influence the 
extent to which an organisation can provide care, 
is incredibly frustrating, and also it does not help 
with this development (of network collaboration). So, 
I suffer from that too. And we all suffer from that. 
Because on the one hand we have these great ambi-
tions and we all want to, but on the other hand we 
also negotiate with those insurers every year and we 
try to get the biggest piece of the pie. (Director spe-
cialist elderly care)

By making the aims of the collaborative more explicit 
at an early stage, discussions on conflicting interests are 
required, which facilitates the implementation of project 
goals.

Internalisation: mutual acquaintanceship and trust
Acting in a relatively small area is beneficial for commu-
nicative purposes and building on acquaintanceship and 
trust. In general, it seems that more effort is needed to 
build trust and be acquainted with each other at an inter-
organisational level as opposed to the interprofessional 
level, especially when there is no history of collaboration. 
Internalisation takes more effort if more organisations 
are involved. A trajectory is needed for collaborators to 
know each other professionally and personally and to 
build trust. As illustrated by the quote below, a proactive 
attitude from collaborators is needed:

What we have to do, if we want true network col-
laboration, is more than just calling or emailing. We 
really have to invest in relationships with each other 
and create the same picture. (Coordinator patient 
elderly organisation)

Several managers emphasised the importance of 
creating a culture in which professionals understand 
their tasks and where openness and trust are the norm. 

According to them, trusting each other’s knowledge and 
capabilities has grown over the past years. However, the 
development of trusting relationships is sometimes hin-
dered by internal agreements within one of the involved 
organisations or by competing for finance from health-
care insurers or municipalities:

Lack of collaboration is ultimately quite frustrat-
ing. And it still gives rise to a kind of basic mistrust: 
do you still talk to that insurer? And sometimes we 
just compete (with similar organisations) and try to 
attract future growth. Those kinds of classic patterns 
still reappear. That really disturbs me, but it does 
happen. And I just go along with it. Let that be clear 
too. But of course, it is just bad for network devel-
opment. So, it is also constantly navigating between 
trust, building a relationship… (Director specialist 
elderly care).

Common language and knowing each other’s tasks 
were described as facilitators for internalisation, and 
besides time, require curiosity as possibilities to meet had 
to be created:

It’s not that you encounter each other in the corri-
dors. You only meet each other if you really seek to 
meet. And then there must be lines. Then I come 
back to my first comment about synergy and curios-
ity. Those are conditions. And you just have to have 
time for that again. (Director social welfare)

Governance: centrality, leadership, support for innovation, 
connectivity
Centrality
The collaboratives started mostly from one or two joint 
projects to implement parts of the Dutch national pro-
gramme on integrated elderly care. Harmonising tasks, 
responsibilities and finances seem to be the main driv-
ers for the interorganisational collaboration. Govern-
ance structures to guide interorganisational collaboration 
differ in their degree of formalisation. Some stated that 
it suffices to have a couple of enthusiastic members who 
lead and organise interorganisational meetings, while 
others stressed the importance of formalisation to man-
date projects initiatives. At least it seems common to 
conclude on covenants between the key organisations 
within the collaboratives, that is, general practices rep-
resented by their regional association, organisations that 
provide district nursing and home care services, and 
social work organisations.

Agreements are made about representatives. In prac-
tice this means that mainly the larger organisations par-
ticipate; they have more resources (financial, capacity, 
knowledge) to be able to invest in collaboration. Little 
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energy is put into defining the region or catchment area, 
because the various organisations involved each serve 
different regions, and for the necessary care it is espe-
cially important that the partners (also outside regional 
borders) know each other.

Respondents agreed that the collaborative body should 
not be authoritative with an imperative hierarchical 
structure, rather it should function as a ‘vehicle’ or facili-
tator to improve and accelerate collaboration between 
organisations:

In my opinion, structuring, formalising, is not 
always a mandatory condition for me to be able to 
talk about a well-functioning collaborative. (Chair 
elderly patient organisation)

Collaboration on an interorganisational level is pre-
dominantly based on projects, as these initiatives need 
reconciliation and coordination. Patient organisations are 
often present at the projects, but they hardly participate 
in the regular meetings with the key organisations. The 
same applies for municipalities and health insurers. How-
ever, the latter two are decisive on the available budget 
and as such, influence the activities:

The municipality determines the scope within an 
area. Through conversations and contract meet-
ings we tried to facilitate collaboration within the 
area. For years we have been looking for the key to 
how collaboration within care collaboratives can be 
improved. (Policy advisor municipality)

Nevertheless, a limited form of formalisation is being 
pursued. This could include appointing a coordinator and 
limited support staff to prepare for a meeting. This coor-
dination is intended to maintain an overview of several 
regional and national projects and can support the sus-
tainability of new initiatives.

Leadership
The importance of leadership was underlined, defined 
as being able to propagate the goal, being trustworthy 
and communicative, being able to stimulate and encour-
age others and being positive, inspirational, realistic and 
decisive:

It is not clear whether a structure can change the 
underlying tension, especially leadership can play a 
role in this. For example, making yourself vulnerable 
is what the director does, you notice that within the 
organisation, you can say anything to that person. 
(Manager social welfare)

Collective leadership – embodied by multiple parties – 
was stressed as creating impact and power in the region:

When there is no “click” between people, when there 
is no trust between people, then you will not get 
any further (in collaboration). It also doesn’t help 
when it’s up to someone who can’t take it further. I 
am powerful when I work together as a team, and 
not just as one party, when you are with multiple 
parties, then you have more coverage in the region. 
(Director district nursing, home services)

Some organisations mentioned that they have a his-
torical advantage of being in the lead in a certain region 
because of their volume, proactive attitude or position. 
These ‘key’ organisations felt they had a good position in 
the region and felt a certain responsibility to initiate and 
carry collaborative initiatives in the region. One of the 
respondents spoke of a kind of legacy:

And there is also a cultural aspect to it. That we 
have actually been initiators of new developments in 
the region for many years… We now also see that we 
are very much granted that regional pioneering role. 
(Project manager home services)

Support for innovation
The extent to which training and academic workspaces 
are offered by the collaboratives to improve integrated 
elderly care and thus interprofessional collaboration is 
limited. Respondents reacted in a surprised manner as 
the interviewer suggested supporting a common edu-
cational programme for the healthcare professionals as 
well as the managers, but the idea was embraced by both. 
More in general support for innovation was evident from 
the various projects that were set up and carried out. 
Project finance and implementation fidelity were seen 
as barriers especially in the current context of market 
forces in healthcare. This made the support of innovation 
challenging:

In the elderly care, financial frameworks are cre-
ated… you can experiment more, but there is tension 
between the professional expertise and (profitable) 
financing. There is still a challenge there. (Policy 
officer primary care group)

Connectivity
The awareness of healthcare professionals of being part 
of a collaborative was present and growing gradually. 
Developing mutual trust and getting acquainted within 
collaboratives is a preliminary stage for creating strong 
ties. Being connected at an interorganisational level 
adds an extra dimension to the collaboration. However, 
organising connectivity across multiple organisations is 
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difficult and not always appreciated, partly due to the 
busy schedule of directors:

The board meets very frequently for all kinds of 
projects, initiatives, etc. There is an enormous 
meeting culture that needs to be reduced. It is 
more efficient if there can be a joint agenda and 
administrative consultation in which decisions are 
made, direction is given if something escalates and 
to facilitate collaboration. (Policy advisor hospital)

The joint agenda needs to be launched by the col-
laborative members within the collaborating organisa-
tions. The connectivity demands information exchange 
within and between the organisations to support the 
(change) management. Meetings to discuss progress 
are a manner of safeguarding these responsibilities. 
Unfortunately, there is little continuity among directors 
and managers, which impedes the development and 
advancement of innovations.

Formalisation: tools and information exchange
Formalisation includes the establishment of respon-
sibilities and rules through agreements and protocols 
and ensuring information exchange by setting up infra-
structures to do so. It was indicated that to have for-
malisation tools and to exchange information in order 
to establish optimal patient care were crucial. Accord-
ing to respondents, intelligent electronic systems for 
exchanging information between healthcare profes-
sionals remain an obstacle for optimal performance. 
Furthermore, legal privacy restrictions hinder the shar-
ing of patient information between professionals, but 
thorough discussions on who is authorised for which 
client information (medical, social) should also be 
organised.

In general, little to no attention was paid during meet-
ings to the equipment of the healthcare professionals or 
how they became motivated to perform in a collabora-
tive. The supervisory boards of the separate organisa-
tions often kept an eye on the quality of services and 
collaboration with partners. However, respondents 
acknowledged that more time and action were needed 
to monitor the client outcomes at an interorganisa-
tional level as well as the manner of cooperation itself:

We still have a long way to go. We do not yet have 
that much experience in working in collaboratives. 
This collaborative functions well, there is a lot of 
energy in it. There is good administrative consul-
tation. A collaborative agreement is included. We 
have formulated quality criteria. And there we are 
about now. (Director specialist elderly care)

Discussion
Principal findings
The current study aimed to identify the current criti-
cal features of governing interprofessional elderly care 
according to healthcare professionals and manag-
ers engaged in mandating collaboratives. Our findings 
showed that, according to healthcare professionals and 
managers from the organizations engaged in current 
Dutch mandated collaboratives, critical governance fea-
tures are: client-centred goals, negotiation of interests, 
mutual acquaintanceship, trust, centrality, leadership, 
support for innovation, connectivity, formalisation tools 
and information change. The degree of formalisation is 
kept low and the guiding principles of governance are 
trust and leadership. This approach implied that little 
attention is paid to the negotiation of interests, which 
makes it more difficult to implement the innovations in 
a sustainable manner. Moreover, the necessary resources 
are often lacking for the desired innovations. The fact 
that the mandated collaboratives are to a limited extent 
linked to the political or system level makes longer-term 
decisions and structural financing more complicated.

Scientific and practical implications
The subthemes defined in D’Amour and colleagues’ 
model of interprofessional collaboration [12] can be 
applied to describe critical features for interorganisa-
tional collaboration as well. The critical features are 
known and can be interpreted as criteria for a qualitative 
functioning of collaboratives. Moving forward requires a 
fundamental debate about governance expectations and 
monitoring of the critical features. For practical reason 
we suggest to focus the monitoring on five intercon-
nected issues, including: (1) the degree of formalisation, 
(2) trust and leadership, (3) negotiating interests, (4) 
available resources, and (5) connectivity between care, 
organisation and system levels. We will discuss each of 
these critical features, and formulate points of attention 
for the governance.

Formalisation within a collaborative is seen as a way 
of cultivating trust by contractually defining tasks 
and accountability [17]. Therefore, formalisation can 
likely contribute to trust, another critical feature in 
interorganisational collaboration. On the other hand, 
the pragmatic approach of initiating and complet-
ing projects can also be seen as a way to enhance 
sustainability in the collaboration and may consti-
tute another path for trust-building [18]. In the latter 
case, the role of formalisation is taken over by trust. 
However, the expressed high turnover of the people 
mandated by their organisation to join the collabora-
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tive can be a factor that hinders this kind of reinforc-
ing sustainability. Understanding these mechanisms 
and being able to apply them in a specific setting can 
probably support a collaborative in making a more 
conscious choice for an appropriate degree of for-
malization.
Trust and leadership are seen as drivers for success-
ful governance of the interorganisational collabora-
tion in healthcare [19, 20]. Developing mutual trust 
facilitates the construction of collaboratives [12, 21]. 
Previous joint activities act as enablers of trust for 
the collaborative. However, in order to maintain 
trust, it must be enforced through mutual successes 
and therefore, the results established must be real-
istic and agreed upon by all parties, which in turn 
strengthens the trust in the parties; otherwise, trust 
is counterproductive [17]. This maintenance aspect 
of trust received little attention from the collabora-
tives in our study. Trust and leadership appear to be 
a double unit, but leadership emerges in the inter-
views as the golden bullet for governance. Although 
a high turnover of the managers who participated in 
the collaboratives makes it vulnerable to attach lead-
ership to one person, especially when their role and 
tasks are not formalised.
Negotiating interests took place within innovative 
projects. That does not seem to be very efficient, 
since differences of interests – based on competing 
for market share or financing of activities – have to 
be discussed again and again, presumably with a dif-
ferent composition of managers present. As such, 
it can become a barrier to a sustainable implemen-
tation of the project results [22]. Negotiating and 
exploring interests of each party within the col-
laborative allows for more effective use of shared 
space and value creation for all parties involved [23]. 
Healthcare professionals and citizens who do not 
participate in negotiating interests run the risk that 
private interests will emerge and that there will be 
room for opportunistic behaviour and a shift-away 
from client-centred collaboration [12]. By allowing 
the interests to negotiate around the table, the reali-
zation of shared goals within mandated collabora-
tives can be safeguarded.
Available resources are crucial in enabling healthcare 
professionals to function in mandated collabora-
tives, the facilitation of resources has proven to be a 
persistent obstacle. With regard to resources and the 
functioning of collaboratives, a certain paradox was 
identified, namely that ‘on the one hand integrated 
care is stimulated, but at the same time competition 
is stimulated and new financial structures do not 
facilitate integrated care’ [24]. Strengthening collab-

orative ties through resources should therefore be 
facilitated by intensifying the connection between 
care, organizational and system levels.
Three-fold connectivity which means that interor-
ganisational activities should not only align with the 
individual organisations and as such to the healthcare 
professionals, but also with the national policy mak-
ers (national elderly care programme, regulation of 
the healthcare budget and the professionals’ capac-
ity). Working on interconnectivity further draws 
attention to the resources needed to shape interor-
ganisational collaboration, such as education and 
finance [25].

Our study implies that the governance by collabora-
tives requires a shift from passive to active recognition 
and action appropriate to the complexity of collabora-
tive functioning [26]. Since both healthcare professionals 
and managers are believed to complement each other in 
developing and sustaining mandated collaboratives [27], 
both are expected to contribute with respect to their 
autonomy and responsibility. Our findings suggest that 
healthcare professionals are still not properly supported 
and prepared to participate in mandated collaboratives, 
leaving professionals at risk of ‘overwork’: investing dis-
proportionately in project initiatives while not being 
compensated by organizations or governments.

The identified five critical features could form the prel-
ude to a national monitoring program on the functioning 
of the governance of mandated collaboratives. Atten-
tion should be paid to the characteristics of organisa-
tions participating in the mandated collaboratives, as this 
shapes the scope of mandated collaboratives and with 
that interprofessional functioning. Moreover, since the 
involvement of patient organizations is not self-evident, 
we formulate this as a point for improvement in current 
governance structures. Sharing best practices, struggles 
and insights on participating in mandated collaboratives 
has received insufficient attention to date, despite being 
a powerful tool for refining and defining collaborative 
functioning, raising awareness and cultivating reflection 
[26]. By acknowledging what to expect in terms of task 
management, resources and formalisation, both manag-
ers and healthcare professionals can prepare their roles 
accordingly [21].

Strengths and limitations
A strength of this study is the robust interview guide 
based on the model of D’Amour and colleagues [12]. 
Although the model was initially drafted to explore inter-
professional functioning, the four general themes proved 
solid enough to explore the specific critical features for 
interorganisational collaboration. Another strong point is 



Page 9 of 10Chrifou et al. BMC Health Services Research           (2023) 23:26  

the diversity of participants from the different organisa-
tions included. This resulted in a rich overview of cases 
and perspectives on the dynamics of interorganisational 
collaboration in practice. A focus group ensured the 
robustness of the information. A limitation can be the 
selection of the regions. We searched for collaboratives 
that were beyond their early stages and had been working 
together for a few years. Functioning characteristics had 
then crystallized somewhat.

Conclusion
Trust and leadership form the backbone of interorganisa-
tional functioning as our findings suggest that the degree 
of formalisation is less important as long as trust and 
leadership can be built. Interorganisational functioning 
should be seen in light of their national embedment and 
resources that are (being made) available, which makes 
them susceptible to constant change as they struggle with 
balancing between critical features in a fluid and inter-
mingled governance context. The identified critical fea-
tures of (contemporary) mandated collaboratives may aid 
in assessing and improving interprofessional functioning 
within integrated elderly care. Intensifying (international) 
debate on governance expectations of mandated collabo-
ratives may further contribute to sharpening the roles of 
both managers and healthcare professionals.

Acknowledgements
We would like to thank all the participants of our study for their valuable time 
and input.

Authors’ contributions
All authors were involved in developing the project. JB and KG designed the 
study. All authors interviewed some of the individual participants and the 
members of the focus groups. We started off with interviews led by two per-
sons. All authors interpreted the data. RC and JB prepared the text. HS and KG 
critically reviewed the manuscript. All authors agree to submit the manuscript.

Funding
This research is funded by The Netherlands Organisation for Health Research 
and Development, ZonMw [grant number 516004617]. This party played no 
role in the design, analysis, or decision to publish the results of this study.

Availability of data and materials
The datasets generated and analysed during the current study are not publicly 
available as the informed consent applied only for the use by the research 
team. If desired, the data can be viewed and reviewed together with the cor-
responding author.

Declarations

Ethics approval and consent to participate
The research has been performed in accordance with the relevant guidelines 
and regulations as stated in the Declaration of Helsinki. The ethical approval 
for the study was given by the Erasmus University Ethical Review Board [refer-
ence number: 21 − 008]. Informed consent was obtained from all participants.

Consent for publication
Not applicable.

Competing interests
The authors have no conflicts of interest to declare.

Received: 3 June 2022   Accepted: 3 January 2023

References
 1. Kodner DL, Kyriacou CK. Fully integrated care for frail elderly: two ameri-

can models. Int J Integr Care. 2000;1(1):1. https:// doi. org/ 10. 5334/ ijic. 11.
 2. Liljas AE, Brattström F, Burström B, Schön P, Agerholm J. Impact of 

integrated care on patient-related outcomes among older people-a 
systematic review. Int J Integr Care. 2019;19(2):6. https:// doi. org/ 10. 5334/ 
ijic. 4632.

 3. Hughes G, Shaw SE, Greenhalgh T. Rethinking integrated care: a system-
atic hermeneutic review of the literature on integrated care strategies 
and concepts. Milbank Q. 2020;98(2):446. https:// doi. org/ 10. 1111/ 1468- 
0009. 12459.

 4. Wodchis WP, Dixon A, Anderson GM, Goodwin N. Integrating care for 
older people with complex needs: key insights and lessons from a seven-
country cross-case analysis. Int J Integr Care. 2015;15(6):e021. https:// doi. 
org/ 10. 5334/ ijic. 2249.

 5. Dahlke S, Meherali S, Chambers T, Freund-Heritage R, Steil K, Wagg A. The 
care of older adults experiencing cognitive challenges: how interprofes-
sional teams collaborate. Can J Aging. 2017;36(4):485–500. https:// doi. 
org/ 10. 1017/ S0714 98081 70003 68.

 6. Rodríguez C, Langley A, Béland F, Denis J-L. Governance, power, and 
mandated collaboration in an interorganizational network. Adm Soc Q. 
2007;39(2):229. https:// doi. org/ 10. 1177/ 00953 99706 297212.

 7. Valentijn PP, Schepman SM, Opheij W, Bruijnzeels MA. Understanding 
integrated care: a comprehensive conceptual framework based on the 
integrative functions of primary care. Int J Integr Care. 2013;13(1):e010. 
https:// doi. org/ 10. 5334/ ijic. 886.

 8. Threapleton DE, Chung RY, Wong SYS, Wong E, Chau P, Woo J, et al. Inte-
grated care for older populations and its implementation facilitators and 
barriers: a rapid scoping review. Int J Qual Health Care. 2017;29(3):327. 
https:// doi. org/ 10. 1093/ intqhc/ mzx041.

 9. Karam M, Brault I, Van Durme T, Macq J. Comparing interprofessional and 
interorganizational collaboration in healthcare: a systematic review of the 
qualitative research. Int J Nurs Stud. 2018;79:70. https:// doi. org/ 10. 1016/j. 
ijnur stu.

 10. Ansell C, Gash A. Collaborative platforms as a governance strategy. J 
Public Adm Res Theory. 2018;28(1):16. https:// doi. org/ 10. 1093/ jopart/ 
mux030.

 11. Johansson S, Liljegren A. Democratic accountability in strategic coordina-
tion bodies – an investigation of governance in swedish elder care. Int J 
Integr Care. 2019;19(9):1. https:// doi. org/ 10. 5334/ ijic. 4207.

 12. D’Amour D, Goulet L, Labadie J-F, Martín-Rodriguez LS, Pineault R. A 
model and typology of collaboration between professionals in healthcare 
organizations. BMC Health Serv Res. 2008;8(1):188. https:// doi. org/ 10. 
1186/ 1472- 6963-8- 188.

 13. De Bruin S, Lemmens L, Beijer M, Scheepens M. Networks for integrated 
elderly care: what is the state of affairs in the Netherlands? [In Dutch: 
Netwerken integrale ouderenzorg: wat is de stand van zaken in Neder-
land?]. Rijksinstituut voor Volksgezondheid en Milieu. 2020.

 14. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. 
Int J Qual Health Care. 2007;19(6):349. https:// doi. org/ 10. 1093/ intqhc/ 
mzm042.

 15. Jung H, Ro E. Validating common experiences through focus group 
interaction. J Pragmat. 2019;143:169–84.

 16. Vaismoradi M, Turunen H, Bondas T. Content analysis and thematic 
analysis: implications for conducting a qualitative descriptive study. Nurs 
Health Sci. 2013;15(3):398–405. https:// doi. org/ 10. 1111/ nhs. 12048.

 17. Aunger JA, Millar R, Greenhalgh J, Mannion R, Rafferty A-M, McLeod H. 
Why do some inter-organisational collaborations in healthcare work 
when others do not? A realist review. Syst Rev. 2021;10(1):82. https:// doi. 
org/ 10. 1186/ s13643- 021- 01630-8.

https://doi.org/10.5334/ijic.11
https://doi.org/10.5334/ijic.4632
https://doi.org/10.5334/ijic.4632
https://doi.org/10.1111/1468-0009.12459
https://doi.org/10.1111/1468-0009.12459
https://doi.org/10.5334/ijic.2249
https://doi.org/10.5334/ijic.2249
https://doi.org/10.1017/S0714980817000368
https://doi.org/10.1017/S0714980817000368
https://doi.org/10.1177/0095399706297212
https://doi.org/10.5334/ijic.886
https://doi.org/10.1093/intqhc/mzx041
https://doi.org/10.1016/j.ijnurstu
https://doi.org/10.1016/j.ijnurstu
https://doi.org/10.1093/jopart/mux030
https://doi.org/10.1093/jopart/mux030
https://doi.org/10.5334/ijic.4207
https://doi.org/10.1186/1472-6963-8-188
https://doi.org/10.1186/1472-6963-8-188
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1111/nhs.12048
https://doi.org/10.1186/s13643-021-01630-8
https://doi.org/10.1186/s13643-021-01630-8


Page 10 of 10Chrifou et al. BMC Health Services Research           (2023) 23:26 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 18. Hallberg A, Winblad U, Fredriksson M. Balancing pragmatism and 
sustainability: a case study of an interorganisational network to improve 
integrated care for the elderly. Int J Integr Care. 2021;21(3):14. https:// doi. 
org/ 10. 5334/ ijic. 5635.

 19. Minkman MMN. Longing for integrated care: the importance of effective 
governance. Int J Integr Care. 2017;17(4):10. https:// doi. org/ 10. 5334/ ijic. 
3510.

 20. Mitterlechner M. Leadership in integrated care networks: a litera-
ture review and opportunities for future research. Int J Integr Care. 
2020;20(3):6. https:// doi. org/ 10. 5334/ ijic. 5420.

 21. Raus K, Mortier E, Eeckloo K. Challenges in turning a great idea into 
great health policy: the case of integrated care. BMC Health Serv Res. 
2020;20(1):1–9. https:// doi. org/ 10. 1186/ s12913- 020- 4950-z.

 22. May CR, Johnson M, Finch T. Implementation, context and com-
plexity. Implement Sci. 2016;11(1):141. https:// doi. org/ 10. 1186/ 
s13012- 016- 0506-3.

 23. Clay-Williams R, Johnson A, Lane P, Li Z, Camilleri L, Winata T, Klug M. 
Collaboration in a competitive healthcare system: negotiation 101 for 
clinicians. J Health Organ Manag. 2018;32(2):263–78. https:// doi. org/ 10. 
1108/ JHOM- 12- 2017- 0333.

 24. Minkman MMN, Ahaus KTB, Huijsman R. A four phase development 
model for integrated care services in the Netherlands. BMC Health Serv 
Res. 2009;9(1):42. https:// doi. org/ 10. 1186/ 1472- 6963-9- 42.

 25. Alderwick H, Hutchings A, Briggs A, Mays N. The impacts of collaboration 
between local health care and non-health care organizations and factors 
shaping how they work: a systematic review of reviews. BMC Public 
Health. 2021;21(1):753. https:// doi. org/ 10. 1186/ s12889- 021- 10630-1.

 26. Zajac S, Woods A, Tannenbaum S, Salas E, Holladay Courtney L. Over-
coming challenges to teamwork in healthcare: a team effectiveness 
framework and evidence-based guidance. Front Communication. 2021;6. 
https:// doi. org/ 10. 3389/ fcomm. 2021. 606445.

 27. Salvatore D, Numerato D, Fattore G. Physicians’ professional autonomy 
and their organizational identification with their hospital. BMC Health 
Serv Res. 2018;18(1):1–11. https:// doi. org/ 10. 1186/ s12913- 018- 3582-z.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.5334/ijic.5635
https://doi.org/10.5334/ijic.5635
https://doi.org/10.5334/ijic.3510
https://doi.org/10.5334/ijic.3510
https://doi.org/10.5334/ijic.5420
https://doi.org/10.1186/s12913-020-4950-z
https://doi.org/10.1186/s13012-016-0506-3
https://doi.org/10.1186/s13012-016-0506-3
https://doi.org/10.1108/JHOM-12-2017-0333
https://doi.org/10.1108/JHOM-12-2017-0333
https://doi.org/10.1186/1472-6963-9-42
https://doi.org/10.1186/s12889-021-10630-1
https://doi.org/10.3389/fcomm.2021.606445
https://doi.org/10.1186/s12913-018-3582-z

	Struggling with the governance of interprofessional elderly care in mandated collaboratives: a qualitative study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Study design
	Setting
	Participants
	Data collection
	Data synthesis

	Results
	Shared vison and goals: client-centred goals and the negotiation of interest
	Internalisation: mutual acquaintanceship and trust
	Governance: centrality, leadership, support for innovation, connectivity
	Centrality
	Leadership
	Support for innovation
	Connectivity

	Formalisation: tools and information exchange

	Discussion
	Principal findings
	Scientific and practical implications
	Strengths and limitations

	Conclusion
	Acknowledgements
	References


