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CARE CHAIN COLLABORATION IN THE ACUTE OUT-OF-HOURS MENTAL HEALTH CARE

Management summary
Problem indication
In the current acute out-of-hours mental health care chain, GP
cooperatives (GPCs) face multiple problems when referring patients
with acute mental complaints ('crisis') to the acute secondary mental
health care (in Dutch: 'crisisdienst'). These problems include a lack of
sufficient insight by GPCs in the currently involved actors in the field of
acute out-of-hours mental health care (MHC), accessibility and
availability problems when referring to acute secondary mental health
care and an increasing demand of mental health care.

Problem statement
Which improvements can be achieved on the collaboration between
general practitioner cooperatives and mental health care in the
acute out-of-hours mental health care chain?

Research design
This research consists of three steps and examines the current
collaboration between GPCs and MHC crisisdienst within the acute outof-hours mental health care chain. First a broad orientation on the field
of collaboration between GPCs and MHC crisisdienst is performed in
order to define the problem statement. Second, a literature survey
within the field of supply chain management is carried out to develop a
theoretical framework on supply chain collaboration (SCC). Finally,
empirical research is done by means of both case studies and vignette
studies. This empirical research is based on the developed theoretical
framework of supply chain collaboration and resulted in a description of
the current acute out-of-hours mental health care chain and an analysis
of the current gaps in the collaboration within this chain.

Conclusions & Recommendations
Based on the concept of supply chain collaboration, nine gaps in the
current acute out-of-hours mental health care chain are identified. Each
gap is directly related to a recommendation:
1.

2.

3.

A clear strategic intent and top management support from both
GPC and MHC should be realized when improving the current acute
out-of-hours mental health care chain.
Processes of GPC and MHC should be further aligned. This concerns
the alignment of response times (solutions to buffer the differences
in response times), patient responsibility, exclusion of somatic
illnesses, how to differentiate known and unknown patients and the
alignment of geographic regions.
If necessary, GPCs and MHC crisisdienst should invest together in
time and specific (physical) resources such as information
technology on patient information exchanges.
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4.

5.

6.

7.

8.

9.

The collaboration between GPC and crisisdienst in the acute out-ofhours mental health care chain should be formalized in
agreements. These agreements should include formalizations on
performance metrics, common goals and roles and responsibilities
of both partners. Special attention needs to be paid on the 'gap' of
roles and responsibilities from the moment of the 'handover'
decision (of a patient to the crisisdienst red.) at a GPC until the
moment of first contact between patient and frontline of the
crisisdienst.
The exchange of patient information between GPC and MHC (and
GPC and GP) should be further organized. Both partners should
have the ability to have mutual insight in each other's patient
information systems.
Although joint planning did not receive substantial attention yet,
future considerations can be made on the application of joint
planning.
In line with the formalization of performance metrics, these
formalized performance metrics should be jointly measured and
monitored by both GPC and crisisdienst and should include
performance metrics on costs, productivity and quality.
Both GPC and crisisdienst should leverage more on each other's
resources, skills and knowledge. This can be arranged by mutual
trainings, co-location of employees (comparable to the POH-GGZ
during office hours, see appendix 5) and by arranging crossfunctional and cross-organizational teams.
Finally, additional insights are required in the SCC consequences of
efficiency, effectiveness and profitability in the acute out-of-hours
mental health care chain.
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1

Introduction

1.1

Background

1.1.1 Supply Chain Management and health care in the Netherlands
Many Western countries struggle with the high costs of their health
care system (Meijboom, Schmidt-Bakx, & Westert, 2011). In
expectance to reduce these costs, the Netherlands have introduced
market-like regulations. Secondly, a major issue in health care is the
societal trend to strengthen the patient-orientation in the traditional
supply-driven system (Meijboom et al., 2011). In order to both
convert their operations from supply-driven to demand-based and to
reduce costs or to improve quality, care providers pay increased
attention to the field of Operations Management (OM) and Supply
Chain Management (SCM).

1.1.2 Out-of-hours GP health care: GP cooperatives and VHN
An example of this 'conversion of operations' is the emergence of
large-scale general practitioners cooperatives (GPCs) in the
Netherlands around the millennium (Van Uden, Giesen, Metsemakers &
Grol, 2006). These GP cooperatives deliver acute out-of-hours (OOH)
primary care. "Out-of-hours care is defined as care delivered outside
office hours - from 5 pm to 8 am on weekdays and from 5 pm on
Friday to 8 am on Monday" (Van Uden et al., 2006). Specific features
of GP cooperatives are the single point of access via a regional
telephone number (which connects patients directly to a triagist nurse)
and in most cases their location near a hospital. This close location
near hospitals has the advantage of referring patients quickly to the
hospital and demonstrates the demand-based approach: patients who
do not need hospital care, are taken care of by a GP at a GP
cooperative. Vereniging Huisartsenposten Nederland (VHN, Dutch
Association of GP cooperatives) represents these GP cooperatives on a
nationwide scale and concerns itself with the common interests of GP
cooperatives.

1.2

Problem indication

1.2.1 Acute mental health care during out-of-hours
In case of close location of GP cooperatives near hospitals, GPs are
able to refer patients with somatic (physical) complications relatively
easy to the right (secondary) care provider during out-of-hours. When
treating or referring patients with acute mental complaints (in Dutch:
crisis) to secondary mental health care (MHC, in Dutch: Geestelijke
Gezondheidszorg, GGZ), GP cooperatives face multiple problems:

Firstly, GP cooperatives lack sufficient insight in the currently
involved actors in the field of both primary and secondary acute
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out-of-hours mental health care. This raises the need to gain
further insights in the complete out-of-hours mental health care
chain.

Secondly, GP cooperatives face accessibility and availability
problems when referring to secondary mental health care, which is
expressed in two ways. On one hand, GP cooperatives do not
always know how to reach acute secondary mental health care (in
Dutch: 'crisisdienst') by phone or have to wait for a considerable
time (accessibility). On the other hand, the acute secondary
mental health care needs a notable time before they have the
ability to visit an acute mental patient (availability). Until this
time, a GP is forced to visit this patient, taking up significant
amounts of available capacity at the GP cooperative. Within this
situation, Supply Chain Management seems to be relevant, as this
(partially external) problem concerns the care chain between GP
cooperatives and the general mental health care providers.

From a market perspective, market developments like
governmental budget cuts (in this case on secondary mental
health care) influence the composition of the type of mental health
care demanded by patients. It is expected that parts of the
demand of mental health care will shift from secondary to primary
mental health care (Nederlandse Zorgautoriteit, 2011). Practically,
this would mean a shift from secondary mental health care to the
GP (cooperatives), during both office hours and out-of-hours.
Concurrent with this development, the total volume of demand of
curative mental health care is increasing (Nederlandse
Zorgautoriteit, 2012).

Finally, from the VHN perspective, no research had been done
before on prerequisites for successful care chain collaboration from
an Operations Management or Supply Chain Management
perspective.
As mentioned above, multiple problems can be observed. As there is
only very limited quantitative data available on the different problems,
it is not possible to narrow the subject down to one specific problem
which can be regarded as the main issue (and thus should be solved).
As a result, this thesis will focus on a more generic level of supply/care
chain collaboration in order to improve it: "The basic rationale of a
supply chain management approach is founded in the belief that
intensive co-ordination and integration between operational processes
might lead to a better health supply chain performance" (De Vries &
Huijsman, 2011, p. 161).
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1.3

Problem statement
Based on the problem indication, the problem statement is formulated.
Which improvements can be achieved on the collaboration
between general practitioner cooperatives and mental health care
in the acute out-of-hours mental health care chain?

1.4

Research questions
Subsequently, the problem statement is broken down in different
research questions, in order to answer the problem statement.

1.5



What are the prerequisites for care chain collaboration?



How is the acute out-of-hours mental health care chain currently
organized?



Based on the theory of care chain collaboration, which gaps can be
identified in the current collaboration between GP cooperatives
and mental health care?

Thesis structure
This thesis consists of six chapters, this introduction being the first
one. Following chapters are in line with the research questions:
Chapter 2 elaborates on the concepts of supply chains, services, health
care chains and theoretical framework of supply/care chain
collaboration (research question ). Chapter 3 describes the detailed
research methods used in this research. Subsequently, Chapter 4 gives
an insight on the current collaboration between GP cooperatives and
mental health care in the out-of-hours mental health care chain and
forms the first part of the results of the empirical research (research
question ). The second part of the results are elaborated in Chapter
5, which identifies the gaps in the current collaboration between GPC
and MHC (research question ). Finally, these gaps lead to the
conclusions and recommendations in Chapter 6.
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2

Supply Chain Collaboration

2.1

Introduction
This chapter is concerned with the concept of supply chain
collaboration (SCC). First, a brief outline is made on the concept of
supply chain management, the differences between products and
services and the concepts of service supply chains and health care
chains. The second part of this chapter introduces the concept of SCC,
first from a general point view, followed by an in-depth analysis of the
enablers, elements and consequences of SCC. The chapter concludes
with a summary of the SCC concept.

2.2

Supply chains, services and health care
This section introduces the concept of supply chain management, the
characteristics of services, the concept of service supply chains and
concludes with the concept of health care chains.

2.2.1 Supply Chain Management
Since SCC is part of the broader field of supply chain management
(SCM), first the definition of SCM is presented:
"Supply chain management is the integration of business
processes from end user through original suppliers that provides
products, services and information that add value for customers"
(Cooper, Lambert, & Pagh, 1997, p. 2).
As stated in this definition, supply chain management includes
different elements. First, it involves all activities in a supply chain,
from beginning to end (Baltacioglu, Ada, Kaplan, Yurt, & Kaplan, 2007;
Meijboom, Schmidt-Bakx & Westert, 2010, 2011) and as a result,
multiple levels of suppliers and customers are involved in this chain
(Ellram, Tate, & Billington, 2004).
Second, as multiple entities are involved in the supply chain different
flows between these entities need to be coordinated. This includes the
flow of information throughout the supply chain (Cao, Vonderembse,
Zhang, & Ragu-Nathan, 2010; Fugate, Sahin, & Mentzer, 2006) which
improves the overall effectiveness and performance of the chain
(Ellram et al., 2004). In line with this flow of information, also the flow
of products, materials (Cao et al., 2010; Ellram et al., 2004) and in
case of a service environment (like the collaboration between GP
cooperatives and mental health care) the flow of services (Baltacioglu
et al., 2007; Fugate et al., 2006) needs to be coordinated. The third
type of flow that needs to be addressed, is the flow of financial
information (Ellram et al., 2004; Fugate et al., 2006; Meijboom et al.,
2011).
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Finally, the integrated approach of flows across the whole supply chain
has beneficial outcomes for both customers and the partners who are
active in the supply chain; it maximizes customer value (Baltacioglu et
al., 2007; Meijboom et al., 2010) and provides a performance
improvement for each supply chain member (De Vries & Huijsman,
2011; Ellram et al., 2004; Fugate et al., 2006).

2.2.2 Services: not just another product
Although the concept of Supply Chain Management has its origin in
manufacturing environments, also service and health care
organizations can benefit from the potential of SCM: "Applying supply
chain management concepts to patient flows requires special attention
to the specifics of services" (De Vries & Huijsman, 2011, p. 164).
A major difference between products and services is their tangibility.
Whereas products are physical and tangible, services are not (Ellram
et al., 2004). This has two consequences: first, as services are
perishable, they need to be consumed directly at the moment it is
available; unused service capacity is lost forever (Ellram et al., 2004;
Meijboom et al., 2011). Second - as a result of this perishability services cannot be stored in a warehouse, in order to be used on a
later moment (Baltacioglu et al., 2007; Ellram et al., 2004).
As stated before, a service needs to be consumed directly at the
moment of availability. In a service setting, production and
consumption occur simultaneously (Ellram et al., 2004; Sampson,
2011). This simultaneousness also implies that customers are directly
involved in the production of a service (Ellram et al., 2004; Meijboom
et al., 2011). Subsequent to this direct involvement, customers are
not only the customer of a service, but also supplier and co-creator in
the delivery of a service (Baltacioglu et al., 2007; Meijboom et al.,
2011; Sampson, 2011).
An example of this supplier role is a patient who provides the GP
information on an illness the patient experiences. Subsequently, when the
GP examines the patient, the patient co-creates the examining service the
GP offers.

Compared to products, services are relatively labour intensive to
produce (Baltacioglu et al., 2007), and the human factor increases the
complexity of services (Baltacioglu et al., 2007). This is also supported
by Ellram et al. (2004), who indicate that the demand for services is
heterogeneous, which also adds complexity. As a result this
heterogeneity of demand leads to a high degree of uncertainty of
demand; it is difficult to predict the specific demand of a service
(Ellram et al., 2004). As it is not possible to manage this uncertainty
by using inventories, other buffers are necessary. These buffers can be
achieved by adding service capacity, at the risk of not being used
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(Meijboom et al., 2011), or by establishing waiting queues for
customers, at the risk of dissatisfied customers.
Finally, the quality of services is relatively difficult to determine. Due
to the customer involvement and heterogeneous demand, quality
measures are subjective, user-dependent and not pre-specified and
thus difficult to measure (Ellram et al., 2004; Sampson, 2011). In
addition to this, the simultaneous production and consumption of a
service makes it impossible to arrange interim quality checks between
production and consumption (Sampson, 2011). Table 4 gives a
comparison of products and services.
Table 4: Services and products compared
Characteristic

Service

Product

Tangibility

Intangible

Tangible

Perishability

Perishable

Imperishable

Storability

Impossible

Inventories

Production & consumption

Simultaneous

Separated

Customer involvement

Directly involved

Limited

Customer role

Supplier, co-creator and customer

Customer only

Labour intensity

High

Low

Homogeneity of demand

Heterogeneous

Homogeneous

Demand uncertainty

High

Low

Buffers

Waiting queues,
unused services

Inventories

Quality control

Difficult

Interim control

2.2.3 Service supply chains
Due to the distinct characteristics of services, the general concept of a
supply chain needs to be adjusted. In a manufacturing supply chain,
products flow in one direction from supplier via the manufacturer to
the final customer (Ellram et al., 2004; Sampson, 2011). Figure 1
shows this (simplified) manufacturing supply chain.

Manufacturing supply chain (Simplified)
Supplier

Manufacturer

Customer

Figure 1: Manufacturing supply chain

In a service setting, the customer is directly involved in the delivery of
the service, which is not supported by the concept of a manufacturing
supply chain. Adding to this is the bidirectional flow in a service supply
chain; services and information flow in both directions of the chain
(Sampson, 2011). As a result, both Baltacioglu et al. (2007) and
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Sampson (2011) proposed a model for the service supply chain, based
on an adjusted model of the manufacturing supply chain (figure 2).
Service supply chain (Based on: Baltacioglu et al., 2007)
Supplier

Service provider

Figure 2: Service supply chain

Customer

Service delivery

In this model, supplier, service provider and customer are not
regarded as separated entities; the customer is overlapped by the
service provider and even the supplier of the service provider. Finally,
the blue arrows indicate the bidirectional flows (of services and
information). The actual service delivery takes place where the
customer interacts with the service provider and/or their suppliers.

2.2.4 Health care chains
In this research, emphasis will be on collaboration in health care
chains. Collaborative care has been proposed as the answer to many
complex health care issues (Boon, Mior, Barnsley, Ashbury, & Haig,
2009).
Health care chains can be seen as a hybrid form of manufacturing and
service supply chains; from a manufacturing perspective, the flow of
materials is replaced by a flow of patients (Meijboom et al., 2011)
through a chain of care providers. From the service perspective, each
care provider will interact with the patient and with other care
providers. As a result, the patient (customer) is not placed at the end
of the chain, but aside of the whole chain, as a part of the care chain.
Figure 3 shows this hybrid health care chain.

Health care chain
Care provider

Care provider

Care provider

Patient

Figure 3: Health care chain

2.3

SCC: general concept and framework
This section elaborates on the difference between collaboration and
integration, the definition of SCC, vertical and horizontal collaboration
and the dual approach of SCC, as a business process and as a
relationship. This section concludes with the outline of the SCC
framework used in this research.

 Vlemminx Performance / Vereniging Huisartsenposten Nederland

7

CARE CHAIN COLLABORATION IN THE ACUTE OUT-OF-HOURS MENTAL HEALTH CARE

2.3.1 Choosing collaboration above integration
Before the concept of SCC is explained, a distinction has to be made
between collaboration and integration, as these terms are sometimes
used interchangeably. On one hand, collaboration focuses on the joint
relationship between autonomous supply chain partners (Boon et al.,
2009; Cao & Zhang, 2011). On the other hand, integration means the
unified control (or ownership) of several successive or similar
processes formerly carried on independently (Cao & Zhang, 2011). In
the perspective of this Thesis, both GP Cooperatives and Mental Health
Care are regarded as autonomous partners. As a result - compared to
integration - the concept of (supply chain) collaboration fits this
relationship better and is the concept chosen in this research. Min et
al. (2005, p. 237) stated that "collaboration has been referred to as
the driving force behind effective supply chain management".

2.3.2 Supply chain collaboration: definition
Literature reveals a number of definitions of SCC; "collaboration is
defined as two or more companies sharing the responsibility of
exchanging common planning, management, execution, and
performance measurement information" (Min et al., 2005, p. 237).
Cao et al. (2010, p. 6616) defined SCC "as a long-term partnership
process where supply chain partners with common goals work closely
together to achieve mutual advantages that are greater than the firms
would achieve individually". Cao & Zhang (2011, p. 166) stated SCC
"as a partnership process where two or more autonomous firms work
closely to plan and execute supply chain operations toward common
goals and mutual benefits". These definitions include the involvement
of multiple partners, management of long-term relationships,
executing processes closely together, achieving common goals and
establishing greater mutual benefits. As a result following definition of
SCC is used in this research:
"Supply chain collaboration is defined as a long-term relationship
in which partners execute processes closely together to achieve
common goals and benefits that cannot be achieved individually".
This research concerns the collaboration between GP cooperatives and
Mental Health Care (MHC) in order to fulfill the common goal to deliver
a higher quality of acute mental health care to patients, without using
additional resources.

2.3.3 Vertical and horizontal collaboration
This research focuses on the vertical collaboration between GP
cooperatives and Mental Health Care. Vertical collaboration concerns
collaboration between parties performing complementary activities or
services and share their responsibilities and resources to serve similar
end customers (Naesens, Gelders, & Pintelon, 2007). As a result, this
vertical collaboration occurs along a (health care) chain, based on a
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flow of products or services (see figure 4). Another direction of
collaboration is horizontal collaboration. Horizontal collaboration
indicates the collaboration between parties performing the same type
of activities and/or services and occurs when unrelated or competing
organizations cooperate (Naesens et al., 2007). An example of
horizontal collaboration is the common procurement (by two or more
independent GP cooperatives) of information technology resources.

Vertical and horizontal collaboration
GP
Cooperative

GP
Cooperative

MHC
crisisdienst

MHC
crisisdienst

Horizontal
collaboration

Vertical
collaboration
Figure 4: Vertical & horizontal collaboration

2.3.4 SCC: business process and relationship
SCC can be approached in two ways: as a business process or as a
foundation of interorganizational relationships (Cao et al., 2010; Min et
al., 2005). On one hand, the business process approach is mainly
related to the operational aspects of collaboration itself (the 'pure'
form), such as the exchange of information between partners and
making use of joint problem solving in teams.
On the other hand, SCC can be seen as the formation of interfirm
relationships; for example, firms make use of each other's resources,
share risks and benefits in order to accomplish long-term mutual
objectives which cannot be achieved alone. In this research, emphasis
will be on both the business process and the interorganizational
relationship approach.

2.3.5 Supply chain collaboration: framework
Recent literature reveals two extensive concepts of supply chain
collaboration and its outcomes. In 2005, Min et al. developed a model
for SCC, which includes the antecedents, elements and consequences
of SCC. In 2010, Cao et al. also developed an SCC concept, which
gives a more in-depth view on the specific elements of SCC itself.
Figure 5 shows the framework used in this research; it is mainly based
on the concept of Min et al. (2005) and is further supported by other
literature on SCC. Instead of the term 'antecedents', the term
'enablers' is chosen to describe the prerequisites for SCC. These
enablers can be seen as the building blocks for a successful
relationship between two collaborating firms, parallel to the
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interorganizational relationship approach in previous section.
Subsequently, the elements of collaboration describe the 'business
process' of collaboration. Finally, the consequences encompass the
(beneficial) outcomes of SCC.

Supply Chain Collaboration (based on: Min et al., 2005)

Enablers

Elements

Consequences

Strategic intent

Information sharing

Efficiency

Alignment

Joint Planning

Effectiveness

Relationship orientation

Joint Problem Solving

Profitability

Relationship specific
investments

Joint Performance
Measurement

Free flow of information
and heigthened
communication

Leveraging Resources,
Skills and Knowledge

Reinforcement and
Expansion of the
Relationship

Formalization

Figure 5: Supply Chain Collaboration framework

2.4

Enabling SCC: building the relationship
This section describes the six enablers of SCC: strategic intent,
alignment, relationship orientation, relationship specific investments,
free flow of information & heightened communication and
formalization.

2.4.1 Strategic intent
The first enabler of SCC is a clear strategic intent when engaging a
collaboration. It leads to successful collaborative arrangements and
provides focus to gain the greatest cross-firm rewards or
improvements (Min et al., 2005). In line with this strategic intent, top
management support is necessary: "The leaders have to be involved to
make it work" (Fugate et al., 2006, p. 147) and without a strategic
roadmap, optimal results cannot be achieved (Min et al., 2005).
Finally, when supply chain partners work together toward common,
congruent goals, they can achieve more mutual benefits than can be
achieved by acting alone (Cao et al., 2010; Cao & Zhang, 2011).

2.4.2 Alignment
Internal alignments (of i.e. forecasting methods, customer service,
sales, logistics and information systems) can create a seamless
customer value delivery process (Min et al., 2005). Whereas the SCC
concept of Min et al. (2005) mainly focuses on the alignment of
internal processes in a company, also external alignments of both
processes and incentives are critical: "greater benefits in system
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performance are available through decision-making coordination,
which aligns all information and incentives to support global system
objectives" (Fugate et al., 2006).
Concerning the external alignment of processes, also Cao & Zhang
(2011) mention the coordination of decision making, as the
synchronization (or orchestration) of decision making in supply chain
planning and operations further optimizes the benefits of SCC.
Moreover, the alignment of incentives is regarded as a relevant factor
in external SCC. In a collaborative arrangement, incentive alignment is
referred to as the process of sharing costs, risks and benefits across
supply chain partners (Cao & Zhang, 2011). Re-alignment of
incentives contributes to the accomplishment of supply chain
objectives (Fugate et al., 2006). Concerning the sharing of risks,
Holweg, Disney, Holmström & Smaros (2005) indicate that reducing
uncertainty (i.e. the 'Bullwhip'-effect) is a major objective in external
SCC.

2.4.3 Relationship orientation
The third enabler is the relationship orientation within SCC. Instead of
a transactional, market driven relationship, SCC requires an ongoing,
long-term relationship built on trust and commitment.
An aspect of the establishment of a relationship is the mutual
understanding of each other's businesses: only when everybody is
aware of what their partners are doing, how they are doing it and why,
is it possible to coordinate each other’s actions optimally (Meijboom et
al., 2010). "Earlier research efforts define norms as mutual
understanding of behaviors that are approved and required of supply
chain members and are unwritten mechanisms that are critical in
achieving supply chain coordination" (Fugate et al., 2006).
Opportunities rise to establish relationships when partners understand
each other's processes. In a health care setting, the application of
supply chain management practices (like supply chain collaboration)
frequently involves organizational aspects like building long-term
relationships (De Vries & Huijsman, 2011).
Although Min et al. (2005) recognize the long-term orientation of a
SCC relationship, they pay limited attention to the underlying concepts
of trust and commitment: mutual trust can provide a foundation
between collaborative partners and can lead to sharing critical data
(Min et al., 2005). SCC also helps firms to reduce the costs of
opportunism and monitoring - that are inherent in market transactions
- as mutual trust increases the probability that partners behave in the
best interest of the partnership (Cao et al, 2010; Fugate et al, 2006).

 Vlemminx Performance / Vereniging Huisartsenposten Nederland

11

CARE CHAIN COLLABORATION IN THE ACUTE OUT-OF-HOURS MENTAL HEALTH CARE

Commitment implies that the parties are tolerant of each other’s
deficiencies (within reason) and that each will cooperate and not act
opportunistically (Min et al., 2005), even when there is for example a
difference in bargaining power.

2.4.4 Relationship specific investments
When starting long-term and ongoing relationships, these relationships
require both financial and non-financial investments. One of the nonfinancial investments is the investment of time. Min et al. (2005) even
regard time to maybe being the costliest investment. It does not just
include time needed to train personnel, but also time required by top
management (with adequate power) to support the development of
new relationships.
The second group of relationship specific investments concerns the
investments in physical resources and information technology. The
development of the electronic patient record in the Dutch health care
sector is a very recent and well-known example (De Vries & Huijsman,
2011) of such relationship specific investment. In this health care
setting, Meijboom et al. (2010) further elaborate on this by mentioning
the fact that information systems should be linked across functional
departments as well as organizational boundaries, so that patient
records can be accessed and updated by every health care provider.

2.4.5 Free flow of information and heightened communication
The fifth enabler encompasses the free flow of information and
heightened communication in SCC. These flows of information and
communication include both a business process and a relational
component. The business process component will be discussed in
section 2.5.1. It mainly relates to the sharing of information on a daily
or weekly basis at the operational levels of organizations.
On the relational side, a free flow of information also involves frequent
communication between the (senior) management levels of the
partners involved. The intent of this heightened communication is to
identify opportunities and areas for improvement (Min et al., 2005).
Beside these meetings on a regular basis, also open, frequent,
balanced, two-way and multilevel communication is generally an
indication of close interorganizational relationships (Cao & Zhang,
2011). "Communication is the glue that holds supply chain partners
together" (Cao & Zhang, 2011).

2.4.6 Formalization
The final enabler of SCC is formalization and is necessary for
successful collaboration execution (Min et al., 2005). It includes the
formalization of performance metrics, goals and objectives, roles and
responsibilities and the type of shared information.

 Vlemminx Performance / Vereniging Huisartsenposten Nederland

12

CARE CHAIN COLLABORATION IN THE ACUTE OUT-OF-HOURS MENTAL HEALTH CARE

Performance metrics (such as key performance indicators, scorecards
and service deliverables) should be co-developed and formalized by
the supply chain partners and should also include the resulting
incentives (Min et al., 2005). Furthermore, expectations can be
established through service level agreements (Ellram et al., 2004).
The second aspect of formalization is the formalization of prior
agreements on collaboration goals or objectives (Min et al., 2005).
Special attention is needed on the aspect of goal congruence. In the
case of true goal congruence, supply chain partners either feel that
their objectives fully coincide with those of the supply chain, or in case
of disparity, believe that their goals can be achieved as a direct result
of working toward the objectives of the supply chain (Cao & Zhang,
2011).
Finally, it is necessary to formalize roles and responsibilities in a
collaborative setting like a health care chain (De Vries & Huijsman,
2011; Min et al., 2005).

2.5

Elements of collaboration
The elements of collaboration are split in five groups: information
sharing, joint planning, joint problem solving, joint performance
measurement and leveraging resources, skills & knowledge.

2.5.1 Information sharing
Sharing information is the most important element of supply chain
collaboration and is mentioned in nearly all literature. Information flow
is the foundation of any effective supply chain and reduces the
uncertainty that can make all types of supply chains very risky and
reactive (Ellram et al., 2004). Information sharing is at the center of
collaboration (Min et al., 2005) and the flow of information between
organizations in a supply chain should be addressed (Meijboom et al.,
2011). Coordination of operationally autonomous, but structurally
coupled, units can be achieved through sharing information (Keen,
Moore, & West, 2006) and information sharing among the supply chain
members is one of the primary drivers of supply chain performance
(Fugate et al., 2006). Information sharing includes the forecasting of
both customer demand and materials requirement and sharing
information on marketing planning.
Regarding the forecasting of customer demand and materials
requirement, the flow and sharing of information is critical when
identifying demand (Ellram et al., 2004). Shared information provides
a common base for partners and triggers the flows of products and
services between partners (Min et al., 2005). The uncertainty of these
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customer demand and material requirements can be reduced via
transparency of information flows (Holweg et al., 2005).
Also information on marketing planning (such as sales promotions and
market intelligence) needs to be shared with supply chain partners.
This helps collaborative partners to work jointly on new business
development (Min et al., 2005).

2.5.2 Joint Planning
Joint planning is required to co-align operations as well as capacities of
each collaborative partner (Min et al., 2005). By using joint planning,
the ability rises to prioritize goals and objectives together with
customers, based on individual company goal expectations.

2.5.3 Joint Problem Solving
The third element of SCC itself is the use of joint problem solving:
collaborative partners must work together to solve supply chain
problems (Min et al., 2005). Joint problem solving involves crossfunctional and cross-organizational teams who concern themselves
with the redesign and development of products and related logistics
issues.
Compared to other literature (Fugate et al., 2006; Meijboom et al.,
2010; Stank, Keller, & Daugherty, 2001), the SCC concept of Min et al.
(2005) pays relatively limited attention to the usage of teams.
Opposite to the references mentioned before, Min et al. (2005) do also
mention the option to co-locate each other's personnel, in order to
jointly solve problems. However, the use of cross-functional and crossorganizational teams is more likely to occur (Fugate et al., 2006) and
has several advantages. Applying cross-functional and crossorganizational teams can help eliminate integration problems related
to unwillingness to change (Meijboom et al., 2010). The team-based
approach (often a decentralized approach) is a cooperative effort
among supply chain members who have limited information and
therefore work, communicate and coordinate their activities together
to achieve system optimization (Fugate et al., 2006). Finally, when
employees from different departments or organizations are united in
one team, their decisions will be less focused on the short-term benefit
for their own department or organization, and more focused on the
consequences of each decision for each department or organization
(Meijboom et al., 2010).
Related to the redesign and development of products, the expertise
from different functions is required to address product related
problems (Meijboom et al., 2010). Subsequently, cross-functional
teams can work closely with customers to tailor responses to unique
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opportunities (Stank et al., 2001), which fosters the development of
new products and markets.
Cross-functional and cross-organizational teams are also usable when
solving logistics issues or process problems. Joint problem solving can
result in mutually developed process improvement ideas (Min et al.,
2005). In addition to this, the cooperative decisions of teams on the
use of internal resources are supplemented with information from
external collaboration, which ensures that (internal) processes are
customer focused (Stank et al., 2001). This is also in line with the
definition of supply chain management to add customer value.

2.5.4 Joint Performance Measurement
Performance measurements are necessary to monitor the successes of
collaborative efforts. Common metrics need to be developed and
should include key performance indicators like targets on costs,
productivity and savings (Min et al., 2005). The information obtained
can be used for daily meetings and to organize business reviews, in
order to be able to redefine operational processes or to take corrective
actions (Min et al., 2005).

2.5.5 Leveraging Resources, Skills and Knowledge
The final element of Supply chain collaboration is the possibility to
leverage on resources, skills and knowledge. Whereas Min et al.
(2005) focus on leveraging resources and skills, Cao et al. (2010)
emphasize the leverage of joint knowledge creation.
First, resource sharing refers to the process of mutually leveraging
capabilities and assets and investing in capabilities and assets with
supply chain partners (Cao & Zhang, 2011; Min et al., 2005).
The possibility to leverage on skills is made possible by specialization
(Min et al., 2005). SCC allows firms to focus on their unique core
activities (Cao & Zhang, 2011) and helps firms to avoid internalizing
an activity that may not be aligned with their own competencies (Cao
et al., 2010). Specialization is even more relevant in a health care
setting, as the inherent complexity of human health requires the
involvement of individuals with disparate expertise who collaborate in
multidisciplinary teams to provide the best patient care (Boon et al,
2009).
Related to the leverage on skills is the concept of joint knowledge
creation. The creation of new knowledge is one of the primary
objectives of collaboration (Min et al., 2005). By focusing on core
competencies, increased firm specific skills will allow for better
learning effects (Cao & Zhang, 2011). Finally, joint knowledge creation
refers to the extent to which supply chain partners develop a better
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understanding of and response to the market and competitive
environment by working together (Cao & Zhang, 2011). Both
Baltacioglu et al. (2007) and Ellram et al. (2004) indicate that (joint)
knowledge creation is an enabler for the development of new products
and markets.

2.6

SCC: positive consequences
The final part of the SCC concept of Min et al. (2005) encompasses
four categories of consequences: efficiency, effectiveness, profitability
and reinforcement & expansion of the relationship. Each of these
outcomes are described in this section.

2.6.1 Efficiency
Efficiency is the measure how well expended resources are utilized
(Min et al., 2005) and refers to the extent to which a firm’s
collaboration process with supply chain partners is cost competitive
among primary competitors (Cao & Zhang, 2011). The concept of
efficiency is split up in four categories: cost reduction, inventory
reduction, shortened lead-times and the streamlining of supply chain
processes.
Cost reductions can be achieved by a higher utilization of assets (by
leveraging on resources) or by coordinating procurement activities
(Min et al, 2005). The second efficiency consequence of Supply chain
collaboration is the reduction of inventories (which also reduce costs).
Whereas inventory reductions are possible in a 'classic' supply chain,
customers cannot be 'stored' in a service supply chain. As a result, this
consequence is less usable in this research, but will be replaced by the
concept of waiting customers (Ellram et al., 2004; Sampson, 2000)
and the concept of unused service capacity (Meijboom et al., 2011).
Although previous paragraph indicates the limited relevance of
inventory reduction in a service or health care chain, the concept of
inventory reduction is linked to both lead time reductions and the
streamlining of supply chain processes: reductions in lead times
decrease inventory levels, which in turn decrease costs significantly
(Baltacioglu et al., 2007). Lower inventory costs are also the result of
the creation of a seamless, synchronized and streamlined supply chain
process which increases responsiveness (Holweg et al., 2005).

2.6.2 Effectiveness
Effectiveness refers to the extent to which goals are accomplished (Min
et al., 2005). It includes opportunities for improved customer service,
increases in market share and the development of new products.
Concerning improved customer service, the implementation of
integrated care programmes can be addressed as being a critical
strategy to improve health care quality (De Vries & Huijsman, 2011).
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Cao & Zhang (2011) illustrate the possibilities to increase market
shares by stating that collaboration between supply chain partners
leverages information sharing and market knowledge creation for
sustainable competitive advantage.
Finally, by carefully managing their relationships with suppliers and
customers, firms improve their ability to engage in process and
product innovation (Cao & Zhang, 2011) and "collaboration with
customers can generate a better, more profitable marketing mix as
well as new product ideas" (Min et al., 2005).

2.6.3 Profitability
In the SCC concept of Min et al. (2005), the improvement of
profitability is closely related to the improvement of efficiency (see
section 2.6.1). Profitability can both be improved by reducing costs or
by increasing sales per target segment. By improving profitability, also
the return on investment of a supply chain (partner) can be improved.

2.6.4 Reinforcement and expansion of the relationship
"True collaboration evolves over time as the partners explore the
potential for mutual benefits" (Min et al., 2005). If both parties are
satisfied
with
the
relationship,
collaboration
involvement
(commitment) is likely to increase as they begin to trust each other.
As a result of this strengthened cooperation, all parties will feel a
sense of ownership and become further interdependent.
Finally, as partners learn from the ongoing relationship, they are able
to further optimize and calibrate their business processes, which in
turn allow to better meet each other's (Min et al., 2005) and
customer's needs (this is represented in Figure 5 by the feedback
loop).

2.7

Conclusion
Supply chain collaboration is defined as a long-term relationship in
which partners execute processes closely together to achieve common
goals and benefits that cannot be achieved individually. SCC or care
chain collaboration is applicable in a health care setting, taking in
account the distinct characteristics of services (compared to products).
Important enablers of SCC are the alignment of processes and
incentives, the relational orientation, relationship specific investments
and formalization. Key elements of supply chain collaboration are
information sharing, joint problem solving by using teams and the
creation of joint knowledge. Main consequences of supply chain
collaboration are improvements in effectiveness and the reinforcement
of the relationship between supply chain partners.
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3

Research methods

3.1

Introduction
This chapter describes the research methods used. First, the general
research design and method are discussed, followed by an outline on
the literature review and empirical data collection. The final section of
this chapter elaborates on data analysis.

3.2

Research design and method
The type of research used, is of a cross-sectional time horizon and of
exploratory purpose: "Exploratory are studies undertaken when not
much is known about the situation at hand" (Sekaran, 2003, p. 119).
In this exploratory perspective, the research consists of three phases:
orientation, theory development and empirical research (figure 6).
Research design and method of data collection

Method

Orientation
and problem
definition

Development
of theoretical
framework on
SCC

Semi-open
interviews and
literature

Literature
survey

Empirical research

Description of
current chain

Analysis of
current
collaboration

Case study,
vignette study
and literature

Case study and
vignette study

Figure 6: Research design and method of data collection

The first phase concerns a broad orientation on the field of
collaboration between GPCs and MHC and is concluded by the
definition of the problem statement and its subsequent research
questions. The main method used in this part is the application of
semi-open interviews, as this enables the researcher to gain more
insight in the problem.
The second phase encompasses the development of the theoretical
framework on supply/care chain collaboration (research question ).
This is based on a review of scientific literature from the field of Supply
Chain Management. The purpose of this literature review is to ensure
that no important variable (of SCC red.) is ignored and it provides a
foundation for developing a comprehensive theoretical framework
(Sekaran, 2003).
The third of phase of this research is of an empirical nature and is split
up in two parts. First, the current acute out-of-hours mental health
care chain is described (research question ). Second, the current
collaboration between GPCs and MHC in this chain is analyzed
(research question ), based the theoretical framework of SCC. The
main methods used in this phase are case studies and vignette
studies.
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3.3

Literature review
The development of the SCC framework is based on scientific
literature. Relevant concepts searched for in this literature survey are
supply chain management, the characteristics of (health care)
services, differences between products and services, care chain
(collaboration) and integrated care.
To gather these literature, scientific sources like ABI/Inform,
ScienceDirect, Google Scholar and the 'Simultaneous search' function
of Tilburg University are used. Also, snowball sampling is applied on
already collected literature, in order to identify further literature which
is relevant for this research. To ensure the quality of the collected
secondary data, top journals (i.e. 'Journal of Supply Chain
Management') are used as much as possible. Also, if possible, the
Journal Impact Factor and the number of citations of an article are
taken into account.
During the orientation phase and the description of the current
collaboration, specific literature on the organization of Dutch acute
out-of-hours health care is used. This includes for example reports of
the Dutch Healthcare authority (NZa, Nederlandse Zorgautoriteit).

3.4

Empirical data collection
During the research, three methods of empirical data collection are
used. Semi-open ended interviews are used during the orientation
phase and the definition of the problem statement. During the
empirical phase, case studies and vignette studies are applied.

3.4.1 Semi-open interviews
During the orientation phase, unstructured interviews are held with
representatives from both GPCs and MHC. The objective of an
unstructured interview is to bring preliminary issues to the surface to
determine what variables need further in-depth investigation
(Sekaran, 2003). To a limited extent, open-ended questions were
prepared for these interviews. "Open-ended questions allow
respondents to answer them in any way they choose" (Sekaran, 2003,
p. 239), which is preferred in the orientation phase. A final advantage
of these face-to-face interviews is the ability to ask new questions
during the interview. A disadvantage of face-to-face interviews is the
amount of time these interviews take.

3.4.2 Case study
One of the two methods used in the empirical phase is the application
of qualitative case studies. According to Sekaran (2003), qualitative
case studies are useful in applying solutions to current problems based
on past problem-solving experiences. An advantage of a case study is
the fact that the different cases already may deliver different best
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practices to solve identified gaps in the collaboration between GPCs
and MHC. Although Sekaran (2003) states that case studies are not
suitable when finding a problem in comparable settings due to the
reluctance of the companies to reveal their problems, in this case the
comparable setting will be another GPC facing possibly the same
collaboration issues with MHC.
Opposite to the orientation phase, the case study interviews are
structured. The input for these interviews is based on the theoretical
framework of SCC and consists of a list of semi-open ended questions.
These semi-open ended questions are in line with the coding
labels/constructs which are used during the data analysis (as will be
described in Section 3.6). The template for the case study interviews is
described in appendix 1.

3.4.3 Vignette study
Next to the application of case studies, vignettes are used to describe
and analyze the acute out-of-hours mental health care chain on a
more detailed and operational level.
Vignette studies are short descriptions of situations or persons that are
usually shown to respondents within surveys in order to elicit their
judgments about these scenarios (Alexander & Becker, 1978;
Atzmüller & Steiner, 2010). The use of vignettes has two advantages.
First, vignettes provide a useful focus for discussion during individual
interviews (Hughes & Huby, 2001). This is beneficial when discussing
specific cases on the collaboration in the acute out-of-hours mental
health care chain. Second, it can reduce (socially) desirable responses
as case vignettes have the ability to describe the context of a specific
scenario (Hughes & Huby, 2001).
A risk of vignettes is the fact that the used situations are selective,
which makes vignettes not directly comparable to a real situation
(Hughes, 1998). However, vignettes can be used to explore the main
influencing factors (Hughes, 1998).
Finally, two vignettes are constructed. During the composition of this
vignettes multiple considerations are made to construct representative
vignettes:
 Together, these two vignettes represent most common MHC
related scenarios at a GPC who require the involvement of MHC.
 Truly occurred cases are used.
 Cases are anonymized and originate from a region which is not
included in the case studies and vignettes.
 Finally, the vignettes are reviewed by a GPC director and GP from
another region (face validity, [Sekaran, 2003]) to assess the
representativeness and content of the vignettes.
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Both vignettes are discussed with each of the interviewees. The
template for the vignette study interviews is described in appendix 2.

3.4.4 Respondent selection
Multiple criteria are used to select the respondents for both the case
studies and vignettes. By applying these criterions, a heterogeneous
set of participants has been selected. An advantage of this
heterogeneous set is the ability to review the current collaboration
between GPCs and MHC from as many different angles as possible.
First, the group of participants consists of urban (Amsterdam, Den
Haag), rural (Drenthe) and intermediate (Arnhem, Den Bosch, Tilburg)
areas. Second, - if possible - all different functions in the acute out-ofhours mental health care chain are interviewed, such as triagist, GP or
'crisisdienst'-nurse. The third criterion used is the involvement of both
employees on the operational level and on management
(strategic/tactic) level of the organizations. Fourth, participants from
both GP cooperatives and MHC are chosen (cross-organizational
approach). The final criterion used, is the selection of both areas who
have recently revised the collaboration between GPCs and MHC and
areas in which this collaboration can be regarded as a steady state,
which has not been updated for some time. Figure 7 shows the
interviewed participants.

Case study and vignette participants
GP Cooperatives
Function

Management

Triagist
nurse

Amsterdam

Study

Vignette

Arnhem

Study

Den Bosch/Eindhoven

Study

Area

Vignette

Mental health care
GP

Crisisdienst

Management
Study

Vignette

Study

Den Haag

Study

Drenthe

Study

Tilburg

Study

Vignette
Vignette

Vignette
Vignette

Study

Figure 7: Case study and vignette participants

Deliberate choices are made in the appliance of either case studies or
vignettes. Case studies are used when the interviewee concerned a
representative from a management (strategic/tactic) level since the
content of the SCC concept also includes strategic/tactic items.
Vignettes are used in interviews on the operational level (triagist
nurse, GP, crisisdienst-nurse), in order to gain further detailed
operational insights on the collaboration between GPC and MHC. One
exception has been made. The interview with MHC crisisdienst Den
Bosch was based on a case study.
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Initially no case studies were conducted at the operational level, as the
case studies (and as such the concept of SCC) include strategic topics,
which are expected to be beyond the working scope of employees on
the operational level. However, as the number of interviews
progressed, a shift in the topics discussed during the case vignettes
occurred. Whereas the first interviews on the case vignettes fully
focused on the vignettes itself, later interviews did also include some
topics from the case study. Possible explanations for this shift are the
possibility to refer to the SCC framework during the case vignettes and
the development of new insights by the researcher on the
collaboration between GPCs and MHC as the number of completed
interviews progressed.

3.5

Data analysis

3.5.1 Interview notes and feedback
Notes of all interviews are written out in minutes on the same day of
the interview in order to collect and remind as many information as
accurate as possible. These minutes are sent back to the interviewees
for feedback. This ensures a common agreement (of both interviewee
and researcher) on the topics discussed and statements made during
the interviews.

3.5.2 Definition of coding labels
In order to code the results of the interviews, the theoretical
framework on SCC has been broken down in different labels and sub
labels. Figure 8 gives a graphic overview of these 56 (sub) labels in a
tree diagram. A description of each separate label is given in Appendix
3.
Coding tree Supply Chain Collaboration
SI: Strategic intent
AL: Alignment

EN
SSC (Supply Chain Collaboration)

(Enablers)

RO: Relationship orientation
RI: Relationship specific investments
IF: Free flow of information
FO: Formalization
IS: Information sharing

EL
(Elements)

JP: Joint planning
PS: Joint problem solving
PM: Performance measurement
LE: Leveraging resources & skills
FI: Efficiency

SI / TM / SR / CG
CS / IS / PR / IN / DC
MU / RO / RE / LT / TR / CO
TI / PR / IT
FC / TW
FO / PM / GO / RO / RE
CD / PI / TI
JP
PS / TM / CF / CO / NP / LI
PM / CO / PR / QU / DM / BR
RE / SK / KN
CR / WC /SC / LT / RE

CO

FE: Effectiveness

CS / NP

(Consequences)

PR: Profitability

RC / IS

RE: Reinforcement of relationship

SC / FI / FO

Figure 8: Coding tree Supply Chain Collaboration
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3.5.3 Analysis of interviews
The minutes of the case study and vignette interviews are labeled
according to the defined SCC coding scheme. Subsequently, these
labeled items are collected in a database, in order to generate
matrices with outcomes for each individual label or other viewpoints,
such as the results of GPCs only.
By grouping the case results on each separate label of SCC, a crosscase analysis is made on the results and the current status for each
label is identified. Finally, the current status for each label is regarded
as sufficient (compliant with the SCC framework) or insufficient. In
case of an insufficient label, a gap in the current collaboration is
considered to be found.

3.5.4 Added coding labels
During the coding of the interview items, three labels were added.
First a label was added to the enabler 'relationship orientation'
concerning the roles of both GPC and crisisdienst within the OOH MHC
chain. In addition to this label, a label concerning responsibilities has
been added to the enabler 'relationship orientation'. These two labels
were added to have the ability to separate the mentioned roles and
responsibilities (in the interviews red.) from the existing formalized
roles and responsibilities between GPCs and MHC. The final added
label concerns the sharing of patient information, as this specific topic
has been mentioned frequently in both case study and vignette
interviews. Appendix 4 gives an overview of the number of labeled
items for each interview.

3.5.5 Unused coding labels
Four coding labels were not used during the coding of the interview
items. This concerns alignment of information systems, transparency
of information (sharing), joint solving of logistics issues and the
consequence of increased sales. The first three labels were not
mentioned explicitly in the case study templates. The fourth unused
label (increased sales) is probably not mentioned as the main focus is
on improving the quality of care provided and not on the reduction of
costs.

3.5.6 Difference in emphasis between case study and vignette
On one hand the case study interviews included the complete
framework of supply chain collaboration. Multiple case study interview
items were labeled as enabler, element or consequence, and comprise
the complete framework of supply chain collaboration. On the other
hand, results from the vignette interviews resulted in a focus on
specific constructs of supply chain collaboration. This concerns the
(alignment of) processes in the acute out-of-hours mental health care
chain, mutual understanding, roles, responsibilities, sharing patient
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information and joint problem solving. In addition, the vignette results
yielded important additional in-depth information concerning the
alignment of processes, and roles and responsibilities of GPC and MHC
which was not collected from the case study interviews.

3.6

Triangulation
By using a mixed method approach (open-ended interviews, case
studies, vignettes and a literature review), collected data can be
triangulated to check for convergent validity. Convergent validity is
established when the results from two methods measuring the same
concept are highly correlated (Sekaran, 2003). Triangulation is "the
combination of methodologies in the study of the same phenomenon"
(Jick, 1979, p. 602). It is largely a vehicle for cross validation when
two or more distinct methods are found to be congruent and yield
comparable data (Jick, 1979, p. 602) which lead to an increased
validity of collected data.

3.7

Conclusion
After the orientation phase, a theoretical framework on SCC is
developed, which is used during the empirical phase to describe and
analyze the current GPC-MHC collaboration in the acute out-of-hours
mental health care chain. Different methods of data collection are
used: literature surveys, semi-open ended interviews, case studies and
vignettes. Interview results are labeled and analyzed and the results
are triangulated to check for convergent validity.
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4

Acute out-of-hours mental health care

4.1

Introduction
This chapter describes the actual out-of-hours mental health care
chain. First, the organization of GP Cooperatives is described, followed
by Mental Health Care. Subsequently, the complete acute out-of-hours
mental health care chain is described and current topics within this
chain. The chapter concludes with a summary of the acute out-ofhours mental health care chain.

4.2

GP Cooperatives

4.2.1 Out-of-hours GP care: an overview of GP cooperatives
In the early 2000s, GP care outside office hours experienced a radical
change (Van Uden et al., 2006). Formerly, GPs performed out-of-hours
GP care in small-call rotations in a local setting, comparable with the
situation during office hours (see Appendix 5). Nowadays, this GP care
is delivered by large-scale GP cooperatives. An advantage of these
GPCs for GPs is the fact that GPs have to work less hours during outof-hours (De Bakker, 2009).

GPC locations

Figure 9: GPC locations

About 130 GPCs are currently located across the Netherlands (figure
9). The smallest GPC serves 13.600 patients, whereas the biggest GPC
serves 335.000 patients (Vereniging Huisartsenposten Nederland,
2011).
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4.2.2 GP cooperatives: internal network
The internal network of a GPC can be divided into five main functions:
triagist nurse GPC, nurse, director GP, consult GP and visiting GP
(figure 10).

GP cooperative network
Triagist nurse
GPC(callcenter)

GP (director)

Nurse

Note:
In this research, only limited distinctions
are made on the flows of patients,
services and information:

GP (consult)

One-directional flow of patients,
services or information
Bi-directional flow of patients,
services or information

GP (visiting)

One-directional flow of
information

Figure 10: GPC network

Most GPCs require patients to contact the GPC by telephone before
attending a GPC (Van Uden et al., 2009). Incoming telephone calls are
answered by a triagist nurse GPC in a call center. During this
telephone call, the urgency of the patient's problem is assessed and a
decision is made on the appropriate action to be taken (Van Uden et
al., 2009). Triagist nurses are supported in this assessment by both
triage systems (based on the Nederlandse Triage Standard, NTS) and
by a supervising GP (the 'director GP' in the callcenter) in case of
doubt or to authorize a handled call.
Depending on the results of this triage, different actions may follow.
First, a telephonic consult (by triagist nurse or GP) could satisfy a
patient and does not require a successive action. Second, a patient can
be requested to visit the GPC for consultation. These consults are
handled by a consulting GP and eventually assisted by a nurse. Third,
in case of urgency or the disability of a patient to visit a GPC, a GP can
visit the patient at home. These visiting GPs are assisted by a driver. A
final possibility is to refer a patient directly to the emergency care
department of a hospital or an ambulance.
After the consult by a GP (visiting or consulting), a patient may be
helped or will be further referred to second line specialist health care.
Depending on the size of a GPC and the moment during the day
(evening, night, weekend), some of these functions are integrated into
one function. The first combination involves the integration of the
triagist nurse and assistant nurse. The second combination involves
the integration of the 'director GP' and 'consulting GP'.

 Vlemminx Performance / Vereniging Huisartsenposten Nederland

26

CARE CHAIN COLLABORATION IN THE ACUTE OUT-OF-HOURS MENTAL HEALTH CARE

4.3

Mental health care

4.3.1 Crisisdienst chain
Compared to the internal organization of GPCs, a similar chain can be
described for the acute mental health care (in Dutch: crisisdienst, or
acute psychiatry). The acute psychiatry is concerned with diagnostics,
intervention and treatment of patients with acute mental complaints
(in Dutch: crisis). In the mental health care setting, acute care is
defined as health care which needs to be delivered within 24 hours, or
as earlier as possible (Hermens, van Wetten, & Sinnema, 2010).

Mental health care (crisisdienst) chain

Message taker
Triagist nurse
MHC

Crisisdienst
‘Frontline’
(Psychiatric nurse)

Crisisdienst
‘Backline’
(Psychiatrist)

Mental health
care
institutions

Figure 11: Out-of-hours Mental Health Care Chain

Figure 11 describes the crisisdienst chain, which consists of four steps
and is based on results from the case studies and vignettes. It starts
with telephonic access to a message taker, triagist nurse or directly to
the frontline (in Dutch: 'voorwacht') or backline (in Dutch:
'achterwacht') of the MHC crisisdienst. The second and third step
encompass the crisisdienst itself and are respectively formed by a
frontline (psychiatric nurse) and a backline (psychiatrist). The mental
health care institutions comprise the final step in this chain. Opposite
to a GPC, the MHC crisisdienst is also accessible during office hours.

4.3.2 Crisisdienst access
As displayed in figure 11, four different routes of telephonic access
were found in the first step of telephonic access (for a GPC). The first
route concerns the access via a message taker. GPCs can directly
access the message taker, which will accept the message concerning
the situation of a patient. A major difference with the triagist nurse
MHC is the absence of psychiatric knowledge or training. As a result
this message taker only forwards the message to the frontline and acts
as a buffer between GPC and frontline. This forwarding is displayed by
the single direction of the arrows before and after the message taker.
The second route concerns the usage of a triagist nurse MHC. This
triagist nurse MHC is trained and has limited psychiatric knowledge to
provide basic support before the crisisdienst frontline is accessed. Four
types of support were found during the interviews.
1. The triagist nurse MHC can provide direct feedback to a GPC
(opposite to the message taker).
2. The triagist MHC has access to the patient information system of
the mental health care institutions. During telephonic contact with
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a GPC, the triagist nurse MHC is able to collect all information
concerning a specific case from both GPC and MHC. This collected
information can be handed over to the frontline.
3. In the Drenthe area, the triagist nurse MHC is also responsible for
the coordination and planning of the MHC related cases across the
different crisisdienst teams. As a result, the triagist nurse MHC has
an overview of the complete region.
4. The triagist nurse MHC is also accessible for non-professionals
(such as relatives of a patient) and can answer general MHC
related questions, which could normally end up at a GPC call
center.
The third route is direct accessibility of the frontline. In this case GPCs
contact the crisisdienst directly. In the fourth set-up GPs from a GPC
have direct access to the backline for consults concerning psychiatry
related medication. This is a common route used in case a GP itself is
able to treat a psychiatric patient and only requires advise from an
expert.

4.3.3 Frontline, backline and institutions
After the first step of telephonic access, the crisisdienst frontline will
be involved (second step). This frontline function is carried out by a
psychiatric nurse and in some cases by a psychiatrist in training. In
general, a psychiatric patient will be visited only by the frontline of the
crisisdienst. The frontline makes a first assessment on the patient and
a provisional report on the necessary treatment for the patient. As this
frontline does not have physician skills, these reports need to be
authorized by the backline psychiatrist.
The third step in the crisisdienst chain involves this backline
psychiatrist. The backline psychiatrist has the final responsibility over
the patients under treatment at a crisisdienst, due to his rank as
physician. Normally a backline psychiatrist will not visit a patient and is
(during out-of-office hours) only accessible by telephone. However
there are two exceptions. First, in some cases anti-psychotic
medication needs to be prescribed, which cannot be done by a
frontline MHC nurse. Second, in some cases the crisis of a patient is so
violent, resulting in a necessary (voluntary or forced) admission to a
MHC institution. Before this admission, a backline psychiatrist has to
conduct a face-to-face assessment of this patient. Due to the violence
of the patient, also assistance of police may be necessary.
The final step in the acute MHC-chain encompasses the MHC
institutions. These institutions are only involved in case of admission of
a patient to an institution. In order to focus on the collaboration
between GPC and crisisdienst, the institutions are located beyond the
scope of this research.
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4.3.4 Differences in shift rotations between GPC and crisisdienst
A major difference in the organization of shifts can be identified
between GPCs and crisisdienst. Whereas GPCs have a sufficient
volume of patients/calls to organize on-duty shifts during the out-ofoffice hours, most crisisdienst shifts consist of 'sleeping' duties. Both
front- and backline employee can be called awake in case of a crisis,
because of the limited number of occurring crises. Only in the
Amsterdam and Den Haag areas indicated that the crisisdienst
operates 24 hours a day in on-duty shifts.

4.3.5 Crisisdienst: service and function
Another distinction can be made on the employees who are allocated
to the crisisdienst. Whereas in a number of regions (Amsterdam, Den
Bosch, Den Haag, Drenthe and Tilburg) a dedicated team (crisisdienst
as a dedicated 'service') is available, in some regions (Veghel, Oss)
crisisdienst duties are performed by employees from MHC institutions
(crisisdienst as an additional 'function').
An advantage of the 'service' set-up is the use of a dedicated team,
which is familiar with work practices of both crisisdienst and GPC and
does not have other duties in a MHC institution. Another advantage of
this dedicated approach is the fact that these teams are organized as a
separated division (within a larger MHC organization) and thus have
their own budget and goals. Opposite to the 'service' set-up, the
'function' set-up has the disadvantage of MHC employees being
allocated to crisisdienst duties on an occasional basis. As a result,
these employees are less familiar with both crisisdienst and GPC
practices. In addition, crisisdienst is not seen as a separate division of
MHC institutions in these regions.

4.3.6 Crisisdienst visits: working individually or teaming up
A final difference is noticed in the organization of visits by the
crisisdienst. As stated in Section 4.3.3, a crisisdienst visit is normally
only carried out by a frontline nurse. Although this frontline nurse may
act individually, some regions make use of teams. In the Amsterdam
and Den Haag area each frontline team exists of two psychiatric
nurses (backed up by a backline psychiatrist). In the Drenthe area a
team is formed by a frontline nurse and backline psychiatrist (thus
resulting in a psychiatrist who will always visit a patient).
Multiple advantages of these teams have been mentioned in the
interviews. First, by teaming up, the safety of both crisisdienst
employee and patient can be further ensured (Den Haag, Drenthe).
Second, by visiting in teams, one could treat or guide the patient,
while the other is able to keep an overview on the situation and has
time available to write reports and is still telephonically accessible
(Amsterdam, Den Haag). A third advantage is mentioned in the
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Drenthe area, as time is saved by not having to wait for a necessary
visit by a backline psychiatrist, as the backline psychiatrist is already
visiting the patient.

4.4

Acute out-of-hours mental health care chain

4.4.1 Connecting GPCs and MHC
A display of the complete acute out-of-hours mental health care chain
can be derived from the internal GPC network and crisisdienst chain
described in previous two sections. This is done by connecting the GPC
network and crisisdienst chain (figure 12). Compared to the
individually described GPC network and crisisdienst chain, two
adjustments are made in the display of the acute out-of-hours mental
health care chain. Patient involvement is added and the chain display
is condensed.

4.4.2 Patient involvement
First, the involvement of the patient across the chain is added, as the
patient is involved from the beginning until the end of the chain.

Acute out-of-hours mental health care chain and response times
Local GP
(gatekeeper)

Triagist nurse
GPC

GP (consult /
visiting /
director)

‘Messagetaker’
Triagist
nurse MHC

Crisisdienst
‘Frontline’
(Psychiatric nurse)

Crisisdienst
‘Backline’
(Psychiatrist)

Patient
<2 minutes

<2 hours

<24 hours

Figure 12: Acute out-of-hours mental health care chain and response times

As a result, the chain transforms to a more network-like set-up (Keen
et al., 2006). Despite of this network-like approach, patients are still
guided and treated across a chain (patients follow a certain path). For
this reason, the term of an acute out-of-hours mental health care
'chain' is preferred above a 'network'. From an organizational level,
the relationship is even only dyadic between GPCs and MHC.

4.4.3 Condensed chain display
In order to retain the acute out-of-hours mental health care chain
understandable, the display of the chain is condensed. On the side of
the GPC, the displayed chain has been reduced to two steps. The first
step concerns the triagist nurse and the second step the GP itself. No
difference is made between consulting, visiting and director GPs. In
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each different role (telephonic) access to the crisisdienst needs to be
organized.
As already mentioned before in Section 4.3.3, the MHC institutions
itself are excluded from the chain. Opposite to this exclusion is the
inclusion of the own, local GP who acts as a gatekeeper during office
hours. Reports from the crisisdienst (both front- and backline) are fed
back to the own GP. An advantage of this feedback is the general
overview this GP retains. This route of feedback also has a
disadvantage. Whereas most crisisdienst services do not provide direct
feedback to the GPC itself (or only after a request from a GPC), GPCs
are not always informed about the results of a specific case. The own
GP (as gatekeeper) has a role to forward this crisisdienst reports to the
relevant GPC. If this feedback to the GPC is executed, it will be at least
several hours later after closure of the GPC, as the own GP only works
during office hours and GPC is closed during office hours.

4.5

Topics in the acute OOH mental health care chain
During the interviews, some topics in the acute out-of-hours mental
health care chain were mentioned, which are not directly related to the
supply chain collaboration framework but could influence the processes
and set-up of the chain.

4.5.1 Differences in response times
One topic in the acute out-of-hours mental health care chain is the
difference in response times during the different steps in the chain
(figure 12). First, GPCs are required to answer telephonic requests
from patients within 2 minutes (immediate urgencies even within 30
seconds). After the telephonic triage, GPs will consult or visit a patient.
The required response time of the GP depends on the urgency level of
a case. This urgency level is set according to the NTS (Nederlandse
Triage Standard) during the telephonic triage. In the NTS, psychiatric
issues are set as urgency level U2 or U3 (Nederlands Huisartsen
Genootschap, 2011), which requires a response time of a GP within
one (U2) or two (U3) hours. Finally, as stated before in Section 4.3.1,
in the mental health care setting, acute care is defined as health care
which needs to be delivered within 24 hours (Hermens, van Wetten, &
Sinnema, 2010). In the current collaboration, no buffers are organized
to handle this difference response times.

4.5.2 Patient responsibility
As stated by De Vries & Huijsman (2011) and Koninklijke
Nederlandsche Maatschappij tot bevordering der Geneeskunst (KNMG,
2010), roles and responsibilities in a health care chain need to be
formalized. Besides the formalization of roles and responsibilities itself,
figure 13 displays (in red) a possible 'gap' of responsibility between
GPCs and mental health care.
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Acute out-of-hours mental health care chain and responsibility
Local GP
(gatekeeper)

Triagist nurse
GPC

GP (consult /
visiting /
director)

‘Messagetaker’
Triagist
nurse MHC

Crisisdienst
‘Frontline’
(Psychiatric nurse)

Crisisdienst
‘Backline’
(Psychiatrist)

Patient
GPC responsibility

???

MHC responsibility

Figure 13: Acute out-of-hours mental health care chain and responsibility

From the starting point of the chain, GPCs are responsible for the
patients under treatment. Until the decision is made to hand over a
patient to the crisisdienst, GPCs keep this responsibility. As this
handover decision is made, the GPC will contact the crisisdienst for
further treatment of a patient. From the crisisdienst perspective, the
crisisdienst will take over patient responsibility at the moment of first
contact (face-to-face and in some cases telephonic) between patient
and frontline. As a result, there is no clear view on patient
responsibility during the phase of first contact between GPC and
crisisdienst. This has not been discussed extensively during the case
study and vignette interviews.

4.5.3 Exclusion of somatic illnesses
The third topic is the exclusion of somatic illnesses. Somatic illnesses
involve illnesses which are related to the physical body of a patient
and do not have a psychological background. Before the crisisdienst
will accept a patient, the presence of somatic illnesses should be
excluded. This is a disadvantage from the GPC perspective, as a faceto-face contact between patient and GP (in a consult at the GPC or by
a visit) is necessary before a patient can be referred to the
crisisdienst. In case of an evident psychiatric crisis, which is
determined after telephonic triage, this results in unnecessary consults
or visits by GPs.
One reason for the crisisdienst to demand this exclusion of somatic
illnesses is the lack of physician knowledge in the frontline of the
crisisdienst. The frontline is not able to treat somatic illnesses, which
subsequently still requires the involvement of a GP.

4.5.4 Known versus unknown patients
The final topic concerns the differences between known and unknown
patients and can be split up in three coherent subtopics. First, multiple
definitions of 'known' patients are used. For example, MHC Drenthe
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regards a patient as known when a patient is registered under
treatment at a MHC institution, while crisisdienst MHC Breburg only
regards a patient as known when a patient is known by crisisdienst
specifically (subscribed to a dedicated list). Being registered under
treatment at a MHC institution is not sufficient at crisisdienst MHC
Breburg to be known.
The second subtopic concerns the fact that GPCs do not have access to
the patient files of MHC crisisdienst and as such do not know whether
a patient is known at MHC crisisdienst. Multiple GPC interviewees
responded that the easiest way to determine whether a patient is
known by MHC crisisdienst is to ask the patient (or relatives) itself.
The final subtopic on known patients is related to the exclusion of
somatic illnesses. On one hand, in some regions (e.g. Drenthe) GPCs
have the ability to refer known patients directly to MHC crisisdienst.
This can be done without a face-2-face contact between GP and
patient to exclude somatic illnesses. On the other hand, some regions
also require the exclusion of somatic illnesses in case of known
patients. Concerning unknown patients, most interviewees indicated
that the exclusion of somatic illnesses is required.

4.6

Conclusion
The acute out-of-hours mental health care chain (figure 12) consists of
four parties being the patient, GP cooperatives, MHC crisisdienst and
finally the own, local GP. The GPC part of the chain is consists of a
triage step and a GP step. The MHC crisisdienst chain concerns a first
step of telephonically access, followed by involvement of a frontline
nurse and (if necessary) the involvement of a backline psychiatrist.
Differences were found in shift rotations (GPC versus MHC crisisdienst)
and set-up of MHC crisisdienst itself (service versus function;
individually versus team). Further topics in the acute out-of-hours
mental health care chain are response times, patient responsibilities,
exclusion of somatic illnesses and known versus unknown patients.
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5

Results

5.1

Introduction
This chapter describes the results from the case study and vignette
interviews. First a general overview on the results of the interviews is
given, followed by a discussion on the identified gaps in the current
collaboration.

5.2

Result overview
Table 5 describes the main cross-case results for each of the
components of supply chain collaboration and whether it has been
identified as a gap in the current collaboration.
Table 5: Case study and vignette results

Consequences

Elements

Enablers

Gr.

Component

Main results

Gap

Strategic
intent

Under conditions, congruency on patient
Yes
focus, less congruent on response times.
(5.3.1)

Alignment

Internally aligned, limited external alignment
Yes
of
processes,
incentives
and
decision
(5.3.2)
coordination.

Relationship
orientation

Long term focus, willing to commitment when
this favors a patient. Differences in mutual
understanding, roles and responsibilities (see
also section 4.5.2).

Relationship
investments

Mostly limited to time.

Free flow of
information

Frequent meetings, two-way communication
but mainly GPC driven.

Formalization

Absent or incomplete.

Information
sharing

Mainly focused on patient information, lack of
Yes
mutual insight in patient information systems
(5.3.5)
(see also section 4.4.3).

Joint planning

Absent

Problem
solving

Internal
cross-functional
teams,
crossorganizational only if regarded necessary.

Performance
measurement

Limited, no metrics on costs, productivity or
Yes
quality.
(5.3.7)

Leveraging

No leverage on resources, limited leverage on
Yes
skills and knowledge.
(5.3.8)

Efficiency

Limited insights, experiences of reduced
waiting times and unused service capacity.

Effectiveness

Limited insights.

Profitability

Reductions in costs are not measured.

Reinforcement
of relationship

Reinforcement
of
relationship.
Partners
become more dependent of each other, but
less
dependent
on
goodwill.
Further
optimization of processes.

No
Yes
(5.3.3)
No
Yes
(5.3.4)

Yes
(5.3.6)
No

Yes
(5.3.9)

No

* The number between brackets indicates the respective section
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5.3

Discussion of identified gaps
Due to the extensiveness of the interview results, this section focuses
specifically on the identified gaps in the current acute out-of-hours
mental health care chain collaboration. A detailed description of the
interview results can be found in appendix 6.

5.3.1 Strategic intent
Although respondents indicated that a strategic intent and top
management support are present at both GPCs and MHC crisisdienst,
this depends on some conditions. Conditions given are a difference in
sense of urgency at management level to improve collaboration
between GPC and crisisdienst and limited presence of congruent goals.
The first gap concerns the fact that top management support at MHC
crisisdienst only emerged after frequently indicating the urgency to
improve collaboration between GPC and crisisdienst (Drenthe), while
top management support is necessary to drive adjustments for
improvement (Min et al., 2005). This is also related to the second gap
of limited presence of congruent goals. Although a common focus is
present to provide patients the right (necessary) form of mental health
care, goals of GPC and MHC crisisdienst are not congruent on response
times.

5.3.2 Alignment
Most respondents mentioned that the internal organization is aligned
concerning the focus on customer (patient) service. Gaps are found in
the alignment of GCP and MHC crisisdienst processes. This includes
differences in response times, patient responsibility, exclusion of
somatic illnesses and known versus unknown patients (as described in
Section 4.5). In addition, some regions (Arnhem and Den Haag)
mentioned the dissimilarity of GPC and MHC crisisdienst regions. Also
gaps are found in the alignment of incentives. Respondents indicated
complete absence of common incentives (GPC Tilburg) or difficulties in
aligning incentives due to differences in financing of both GPC and
mental health care. Cao & Zhang (2011) indicated that incentive
alignment is a requirement for successful supply chain partnerships.
The final gap on alignment concerns the absence of decision making
coordination in some regions (Den Bosch, Tilburg).

5.3.3 Relationship specific investments
Investments in the relationship between GPC and crisisdienst are
mostly limited to investments in time on a strategic level. None of the
GPCs indicated to already have invested in physical resources and in
specific information technology, while these might be necessary to
further develop the collaboration in the acute out-of-hours mental
health care chain.
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5.3.4 Formalization
The interviews revealed multiple gaps on the enabler of formalization.
First, some regions (Den Bosch) do not have formalized agreements,
whereas other regions do have formalized agreements that are not
complete. These agreements at least lack either the formalization of
goals, performance metrics, roles or responsibilities. Formalization of
roles and responsibilities in a health care chain is seen as a necessity
by De Vries & Huijsman (2011).

5.3.5 Information sharing
The element of information sharing also resulted in two gaps. The first
gap concerns the absence of direct feedback on cases from crisisdienst
to GPC (Section 4.4.3). The second gap encompasses the absence of
links between the GPC and MHC information systems.

5.3.6 Joint planning
Respondents indicated they do not make use of a joint planning of GPC
and crisisdienst. Only in specific occasions - depending on a specific
crisis of a patient - GPC and crisisdienst jointly plan who (GP, frontline,
backline or together) visits a patient.

5.3.7 Joint performance measurement
The interviews reveal only a very limited presence of joint performance
measurement. Most regions do not measure any metrics on the
performance of the acute out-of-hours mental health care chain. As a
result, no joint performance metrics on costs, productivity or quality
are used, which is regarded as a considerable gap.

5.3.8 Leveraging resources, skills and knowledge
Concerning the leverage on resources, skills and knowledge,
respondents indicated this occurs on a too limited scale. No interview
elaborated on sharing physical resources or assets. Another gap
concerns the limited leverage on skills: in most cases the GPC makes
use of skills of the crisisdienst and the crisisdienst rarely makes use of
skills of a GPC. Finally a gap is found on the leverage on knowledge.
Leveraging knowledge between GPC and crisisdienst occurs more
frequently, but according most respondents still on a too limited scale
as this is a enabler for innovation (Cao & Zhang, 2011).

5.3.9 Efficiency, effectiveness and profitability
In line with the gap of limited performance measurement, respondents
indicated to have only very limited insights in improvements of both
efficiency, effectiveness and profitability. This gap concerns the fact
that none of the respondents was able to mention an explicit reduction
in costs, improvement in waiting time or other performance metric. If
present, statements on improvements on efficiency, effectiveness and
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profitability are based subjective feelings and not on objective,
quantitative measures.

5.4

Conclusion
Both case study and vignette interviews were analyzed on the
presence of enablers, elements and consequences of SCC. Based on
the concept of SCC, nine gaps in the current acute out-of-hours mental
health care chain are identified. These gaps are the conditional
presence of strategic intent, limited alignment of processes, limited
relationship specific investments, incomplete formalization, lack of
mutual insight in patient information, lack of joint planning, very
limited performance measurement, limited leverage on resources and
skills and very limited insights in improvements in efficiency,
effectiveness and profitability.

 Vlemminx Performance / Vereniging Huisartsenposten Nederland

37

CARE CHAIN COLLABORATION IN THE ACUTE OUT-OF-HOURS MENTAL HEALTH CARE

6

Conclusions & recommendations

6.1

Introduction
This chapter gives the overall conclusions and recommendations of this
research which are the respective answers on the research questions
and problem statement. Subsequently, limitations of this research are
presented, followed by the managerial implications and directions for
further research.

6.2

Conclusion
In this section each research question is answered, based on the
results of this research.



What are the prerequisites for care chain collaboration?
Supply chain collaboration (SCC) is defined as a long-term
relationship in which partners execute processes closely together
to achieve common goals and benefits that cannot be achieved
individually. SCC or care chain collaboration is applicable in a
health care setting, taking in account the distinct characteristics of
services (compared to products). Important enablers of SCC are
the alignment of processes and incentives, the relational
orientation, relationship specific investments and formalization.
Key elements of supply chain collaboration are information
sharing, joint problem solving by using teams and the creation of
joint knowledge. Main consequences of supply chain collaboration
are improvements in effectiveness and the reinforcement of the
relationship between supply chain partners.



How is the acute out-of-hours mental health care chain currently
organized?
The acute out-of-hours mental health care chain (figure 12)
consists of four parties being the patient, GP cooperatives, MHC
crisisdienst and finally the own, local GP. The GPC part of the
chain is consists of a triage step and a GP step. The MHC
crisisdienst chain concerns a first step of telephonically access,
followed by involvement of a frontline nurse and (if necessary) the
involvement of a backline psychiatrist. Differences were found in
shift rotations (GPC versus MHC crisisdienst) and set-up of MHC
crisisdienst itself (service versus function; individually versus
team). Further topics in the acute out-of-hours mental health care
chain are response times, patient responsibilities, exclusion of
somatic illnesses and known versus unknown patients.
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Based on the theory of care chain collaboration, which gaps can be
identified in the current collaboration between GP cooperatives
and mental health care?
Based on the concept of supply chain collaboration, nine gaps in
the current acute out-of-hours mental health care chain are
identified. These gaps are the conditional presence of strategic
intent, limited alignment of processes, limited relationship specific
investments, incomplete formalization, lack of mutual insight in
patient information, lack of joint planning, very limited
performance measurement, limited leverage on resources and
skills and very limited insights in improvements in efficiency,
effectiveness and profitability.

6.3

Recommendations
Based on the answers of the research questions, the problem
statement can be answered. The answer of the problem statement
simultaneously forms the recommendations of this research. First, the
problem statement is given:
Which improvements can be achieved on the collaboration
between general practitioner cooperatives and mental health care
in the acute out-of-hours mental health care chain?
Based on the findings in this research, multiple improvements in the
current acute out-of-hours are recommended:
1. A clear strategic intent and top management support from both
GPC and MHC should be realized when improving the current acute
out-of-hours mental health care chain.
2. Processes of GPC and MHC should be further aligned. This
concerns the alignment of response times (solutions to buffer the
differences in response times), patient responsibility, exclusion of
somatic illnesses, how to differentiate known and unknown
patients and the alignment of geographic regions.
3. If necessary, GPCs and MHC crisisdienst should invest together in
time and specific (physical) resources such as information
technology on patient information exchanges.
4. The collaboration between GPC and crisisdienst in the acute outof-hours mental health care chain should be formalized in
agreements. These agreements should include formalizations on
performance metrics, common goals and roles and responsibilities
of both partners. Special attention needs to be paid on the 'gap' of
roles and responsibilities from the moment of the 'handover'
decision (of a patient to the crisisdienst red.) at a GPC until the
moment of first contact between patient and frontline of the
crisisdienst.
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5.

6.

7.

8.

9.

The exchange of patient information between GPC and MHC (and
GPC and GP) should be further organized. Both partners should
have the ability to have mutual insight in each other's patient
information systems.
Although joint planning did not receive substantial attention yet,
future considerations can be made on the application of joint
planning.
In line with the formalization of performance metrics, these
formalized performance metrics should be jointly measured and
monitored by both GPC and crisisdienst and should include
performance metrics on costs, productivity and quality.
Both GPC and crisisdienst should leverage more on each other's
resources, skills and knowledge. This can be arranged by mutual
trainings, co-location of employees (comparable to the POH-GGZ
during office hours, see appendix 5) and by arranging crossfunctional and cross-organizational teams.
Finally, additional insights are required in the SCC consequences
of efficiency, effectiveness and profitability in the acute out-ofhours mental health care chain.

The recommendations can be prioritized in accordance with the
concept of SCC. Initial emphasis should be on improvement of the
enablers of SCC (recommendation 1 to 4), followed by the elements of
SCC (recommendation 5 to 8). Final emphasis should be on the
improvement on the insights in the consequences of SCC
(recommendation 9).

6.4

Limitations
This research has several limitations. First, this qualitative research
makes use of a limited sample of respondents. As a result, the
generalizability of the findings is restricted (Sekaran, 2011, p. 296)
and due to its exploratory nature, this research does not provide
generalizable, nationwide, answers to improve the current acute outof-hours mental health care chain. Second, although the two
constructed vignettes were reviewed by a GPC director and a GP, the
vignettes were constructed from a GPC perspective and might have
lead to a bias from GPC side, as the MHC crisisdienst was not involved.
A third limitation is the absence of separate analyses on the flows of
patients, information and services in a chain. As stated in Section
2.2.1, SCM includes the coordination of multiple flows such as
products, materials and information. The fourth limitation is related to
the limited attention to patient focus. In this research, emphasis is on
optimizing the current collaboration between GPCs and MHC
crisisdienst, which is a supply-driven approach, instead of optimizing
the chain from a pure demand-driven (patient first) approach. The
final limitation concerns differences on specific groups of mental health
care patients. As a part of the patients in crisis is already known or
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under treatment by mental health care, in some regions these patients
can be directly referred to the crisisdienst. As a result, these 'known'
patients follow a different path along the acute out-of-hours mental
health care chain compared to unknown patients. This logistic
consequence has not been taken into account.

6.5

Managerial implications
Several managerial implications can be recognized. First, VHN can
support GPCs in establishing improved collaborations with MHC on a
nationwide scale. This has two advantages.
1. VHN could set-up an agreement with GGZ Nederland on the
collaboration in the acute out-of-hours mental health care chain
which includes a nationwide reference that can be used on a
regional level by both GPC and MHC crisisdienst.
2. As VHN has a nationwide overview, regional initiatives (best
practices) can be exchanged to other regions, saving other regions
time and effort in improving the collaboration. During this
research, already three best practices appeared which can be
directly related to the concept op supply chain collaboration and
are usable in other regions:
o
A recent development on the GPC-MHC collaboration in
Drenthe is an excellent example of improving the strategic
intent in a GPC-MHC collaboration.
o
In the Arnhem region, a specific project is initiated on the
exchange of information of MHC patients between GPC, MHC
crisisdienst and police.
o
In the area of westelijk Noord-Brabant, a project is performed
on the development of MHC specific performance metrics.
Second, this research only used qualitative methods and focused on
cross-case results. By using a nationwide questionnaire at both GPC
and MHC crisisdienst across all organizational levels, also quantitative
data can be collected, in order to gain additional insights on the
current acute out-of-hours mental health care collaboration. This
research could besides a cross-case analysis also focus on within-case
analysis.
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Finally, the concept of supply chain collaboration is a general
framework which can be applied to multiple different collaborations. In
this research, focus was on the collaboration between GPC and MHC
crisisdienst. Further research can be done on supply chain
collaboration with other care providers in the out-of-hours health care
network, such as emergency care departments of hospitals,
ambulance facilities and police (figure 14).
Out-of-hours health care network
Emergency care
department
GP
Cooperatives

Ambulance

Mental health
care

Police

Figure 14: Out-of-hours health care network

6.6

Directions for further research
Two directions for further research can be identified. First, the concept
of supply chain collaboration is used by partners to achieve goals and
benefits that cannot be achieved alone. One of these goals is the
development of new products, which can be used to create a
competitive advantage in an open, competitive market. In case of this
research, both GPC and MHC crisisdienst are the nearly sole provider
of respectively GP care and acute mental health care in the out-ofhours setting. As a result, both GPC and crisisdienst can be seen as a
monopolist in these markets. Research could be done on the effect of
market type on supply chain collaboration.
The second direction for scientific research concerns the differences in
response times of GPC and crisisdienst and the relationship of these
response times to the volumes of patients/calls. As the crisisdienst
shifts are organized as 'sleeping' duties on a regional (MHC) level, time
is lost when crisisdienst employees need to be called awake. From a
physical distribution perspective, a mathematical analysis/research
could be done on the effects of organizing on-duty crisisdienst shifts
and the possibility to organize crisisdienst shifts on a cross-regional
level (horizontal collaboration) and the effect of these measures on the
average response time of the MHC crisisdienst. This gives additional
insights what kind of response times (of the crisisdienst) can be
considered realistic.
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Appendix 1

Case study template

Toelichting Case Study samenwerking HAP+GGZ
Dit document bevat een korte introductie van het concept van 'Supply
Chain Collaboration' (SCC) ofwel ketensamenwerking vanuit een
logistiek/bedrijfskundig perspectief. Aan de hand van dit concept is
een open vragenlijst opgesteld, welke als leidraad dient voor het
interview.
Door het toepassen van het SCC concept kunnen partijen beter
samenwerken en kan er uiteindelijk een beter product aan de klant (in
dit geval de patiënt) geleverd worden. Het concept van supply chain
collaboration (SCC) wordt reeds gebruikt bij samenwerkingen in
producerende omgevingen, maar kan ook prima toegepast worden op
dienstverlenende processen, zoals de acute GGZ-zorgverlening in de
keten huisartsenpost-GGZ. Supply Chain Collaboration bestaat uit een
drietal elementen:
1. Randvoorwaarden: Aan welke randvoorwaarden moet voldaan
worden, zodat de daadwerkelijke operationele samenwerking beter
verloopt?
2. Elementen:
Hoe
ziet
deze
daadwerkelijke
operationele
samenwerking er uit?
3. Gevolgen: Wat zijn de positieve resultaten van een goede
ketensamenwerking?
Deze drie elementen zijn op de volgende pagina's verder uitgewerkt
tot open vragen. Deze open vragen zijn bedoeld om discussie te
creëren over de samenwerking HAP+GGZ; 'ja' en 'nee' zijn
antwoorden, maar bieden nog niet de gewenste diepgang. Het is
echter niet nodig om voorafgaand aan het interview de vragen al
uitgewerkt te hebben; de vragen zijn een indicatie om aan te geven
wat relevante onderwerpen zijn, zodat er vooraf een beter beeld is van
de onderwerpen die besproken zullen worden.
Aan de hand van deze vragen zal beoordeeld worden in hoeverre de
huidige samenwerking tussen huisartsenpost en GGZ (crisisdienst) al
voldoet aan dit concept en kan dus bepaald worden wat
verbeterpunten zijn in de huidige ketensamenwerking HAP+GGZ.

Randvoorwaarden voor ketensamenwerking
Strategische intentie

Is er draagvlak vanuit het management van beide organisaties?

Is er een strategie die er naar streeft om samen te werken?

Streven beide organisaties dezelfde doelen na?
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Afstemming

Kijkt iedereen binnen de organisatie zelf op dezelfde manier naar
de service die aan de patiënt verleend dient te worden?

Zijn de logistieke processen van beide organisaties op elkaar
afgestemd?

Zijn de doelen van beide organisaties op elkaar afgestemd?

Worden beslissingen (die relevant zijn voor de samenwerking)
gelijktijdig door beide partijen genomen?
Oriëntatie van de samenwerking

Begrijpen de organisaties elkaars processen, weet men hoe de
andere partij werkt?

Weet men van elkaar wat elkaars rollen zijn?

Weet men van elkaar wat elkaars verantwoordelijkheden zijn?

Is men er op gericht om voor langere termijn samen te werken?

Is vertrouwen in de andere partij aanwezig?

Is men voldoende bereid samen te werken, ook als dit niet altijd
direct ten voordeel komt van de eigen organisatie (maar wel van
de ander).
Specifieke investeringen voor de samenwerking HAP+GGZ

Wordt er door medewerkers tijd gestoken in het opbouwen van de
samenwerking tussen HAP en GGZ?

Worden er investeringen gedaan die specifiek bedoeld zijn voor de
ketensamenwerking? Specifiek: informatiesystemen?
Periodiek strategisch overleg

Wordt er periodiek op strategisch niveau overleg gehouden tussen
HAP en GGZ?

Wordt er in twee richtingen gecommuniceerd? (zowel HAP -->
GGZ als GGZ--> HAP)
Formalisatie

Zijn er afspraken tussen de partijen vastgelegd?

Zijn hierin gezamenlijke doelen afgesproken?

Zijn hierin prestatie-indicatoren vastgelegd?

Zijn de rollen van de verschillende partijen vastgelegd?

Zijn de verantwoordelijkheden van de verschillende partijen
vastgelegd?

Elementen van ketensamenwerking
Informatie-uitwisseling

Wordt er informatie uitgewisseld over de verwachte zorgvraag?

Wordt er informatie over patiënten uitgewisseld?
Gezamenlijk plannen

Worden activiteiten gezamenlijk gepland?
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Gezamenlijke probleemoplossing

Worden problemen gezamenlijk opgelost?

Wordt hierbij gebruik gemaakt van teams?

Bevatten deze teams medewerkers uit beide organisaties?

Bevatten deze teams medewerkers uit meerdere lagen van de
organisaties?
Gezamenlijk meten van de prestaties

Worden de prestaties van de zorgketen gemeten?

Bevatten deze prestatie-indicatoren informatie over kosten?

Bevatten deze prestatie-indicatoren informatie over productiviteit?

Bevatten deze prestatie-indicatoren informatie over kwaliteit?

Worden dagelijkse meetings georganiseerd om de prestatie van de
keten te bespreken?
Gebruik maken van elkaars specialiteiten en kennis

Wordt er gebruik gemaakt van elkaars bronnen?

Wordt er gebruik gemaakt van elkaars specialiteiten?

Wordt er nieuwe kennis ontwikkeld door kennis uit te wisselen?

Gevolgen van ketensamenwerking
Het laatste onderdeel van een goede ketensamenwerking zijn de
(positieve) uitkomsten van deze samenwerking.
Efficiëntie

Zijn er kostenreducties gerealiseerd?

Worden medewerkers van de huisartsenpost efficiënter ingezet
(minder wachttijd, meer patiënten/consulten in een dienst)

Is de wachttijd van patiënten verkort?
Effectiviteit

Is de kwaliteit van de verleende zorg verbeterd?

Heeft de ketensamenwerking nieuwe diensten opgeleverd ? (kwam
men door de ketensamenwerking tot het inzicht dat men samen
een nieuwe, innovatieve dienst aan kon bieden, welke de klant
beter helpt?)
Winstgevendheid

Zijn er kostenreducties gerealiseerd?
Versterking van de samenwerking/relatie

Is de samenwerking na de opstartfase verder versterkt?

Zijn de partijen afhankelijker geworden van elkaar?

Heeft de ketensamenwerking er aan bijgedragen dat men zich
beter focust en aan elkaar aanpast?
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Appendix 2

Case vignette template

Toelichting Case Vignetten
Dit document bevat een tweetal waargebeurde casussen die vragen
om samenwerking tussen HAP en GGZ. De eerste casus omschrijft een
psychotische zoon en de tweede casus heeft betrekking op een vrouw
welke met grote regelmaat de HAP belt.
Elke casus is opgedeeld in meerdere delen; in de praktijk hebben
medewerkers van de HAP en GGZ ook niet direct een volledig beeld
van de situatie. Daarom worden beide casussen in kleine delen
'ontleed'. Zou u bij elk deel (voordat u verder gaat naar het volgende
deel) aandacht willen besteden aan de volgende punten:

Wat valt u hier op aan deze casus?

Hoe zou u handelen in deze situatie (en wat ziet u als beste
aanpak)?

Wat schrijven de huidige protocollen/werkwijzen van uw
organisatie voor?

Casus 1 - Psychotische zoon
1.1 - Introductie
Rond 22:30 in de avond neemt de vader contact op met het
crisismeldpunt van de GGZ-instelling (geen crisisdienst) vanwege zijn
psychotische zoon. De vader vraagt om doorverbonden te worden met
de crisisdienst, maar de medewerker van het crisismeldpunt weigert
dit en verwijst door naar de politie in verband met agressiviteit van de
patiënt. Het gaat hier om een bij de GGZ bekende patiënt, welke
eerder deze week al in psychose is geraakt en waarover reeds vijf keer
contact is geweest met de crisisdienst; de crisisdienst had de ouders
beloofd in geval van nood altijd contact op te kunnen nemen.
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
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1.2 - Politie ter plaatse
De politie is bij de patiënt geweest en heeft rond 23:30 contact
opgenomen met de HAP; hierna is de politie weer vertrokken.
Vervolgens heeft de triagist van de HAP contact opgenomen met de
crisisdienst GGZ. Deze beloofde contact op te nemen met de familie
van de patiënt.
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
1.3 - Alsnog de huisarts
Rond 00:30 heeft de triagist van de huisartsenpost op eigen initiatief
weer contact opgenomen met de familie, om te vragen hoe de situatie
is. De vader was verbaasd dat hij nog niets gehoord had van de
crisisdienst (en er was ook nog niemand geweest). Ondertussen
verslechtert de situatie met de zoon; de ouders zijn ten einde raad.
Hierna heeft de triagist van de HAP opnieuw contact gehad met de
voorwacht crisisdienst. Deze vindt dat de huisarts de situatie eerst
moet beoordelen, waarna de huisarts een visite aflegt. De huisarts
treft een zeer psychotische patiënt aan, die medicatie weigert, maar
wel opgenomen wil worden. De huisarts heeft hier overleg over met de
SPV (voorwacht crisisdienst), maar opname in de nacht is niet
mogelijk.
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
1.4 - Advies van de achterwacht crisisdienst
Vervolgens dringt de arts op de post aan op overleg met de psychiater
(achterwacht crisisdienst) voor een medicatieadvies. Er wordt besloten
5 mg Haldol en 7,5 Dormicum te geven. De patiënt weigert dit echter
en loopt weg. Wederom wordt de politie ingeschakeld, waarna onder
dwang de medicatie wordt toegediend.
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
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1.5 - Resultaat
Uiteindelijk vertrekken de huisarts en politie en wordt de ouders het
advies gegeven om de volgende dag om 8:30 contact op te nemen
met de crisisdienst.
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
1.6 - Wijziging van het scenario
In paragraaf 1.1 is reeds aangegeven dat het in deze casus om een
bekende patiënt gaat; het kan echter ook zo zijn dat het om een
nieuwe, onbekende patiënt gaat. Wat zou u in deze situatie anders
doen?
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?

Casus 2 - Veelbeller
2.1 - Introductie
Een vrouw - een psychiatrische patiënt - belt
meerdere malen met de HAP (soms tot wel zes
dreigt ze met suïcide, vraagt om hulp en heeft
hulp nodig omdat ze automutileert. Ze woont
nachts geen hulpverleners aanwezig zijn.

elke dag in de nacht
keer per uur). Hierbij
soms ook somatische
in een RIBW waar 's

Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
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2.2 - Sancties door crisisdienst
De RIBW waar deze mevrouw woont, is geen geschikte instelling voor
haar; ze zou opgenomen moeten worden in een psychiatrische
instelling, maar wil dit niet. De crisisdienst GGZ is bekend met deze
problematiek; deze heeft aan haar aangegeven dat ze de crisisdienst
niet steeds mag bellen en heeft haar al eens een sanctie opgelegd.
Vervolgens belt de patiënte de HAP (in plaats van de crisisdienst).
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
2.3 - Afloop
Uiteindelijk is er een gesprek georganiseerd tussen de huisarts van de
patiënte, de case-manager van de GGZ-instelling, de begeleiding van
het RIBW en de manager van de huisartsenpost. Hierin is een
handelwijze voor de vrouw afgesproken; de HAP moet gesprekken met
haar kort houden; de triage-assistenten hebben van de GGZ
instructies gekregen over wat wel en niet te zeggen tegen mevrouw.
In de eerste periode nadat afspraken met de GGZ waren gemaakt,
belde mevrouw nog vaak naar de HAP. Ondertussen weten de triageassistenten hoe ze de gesprekken met mevrouw kort kunnen houden;
haar belgedrag is veranderd en ze belt nu nog maar zelden.
Wat valt u hier op aan deze casus?
Wat schrijven de huidige protocollen/werkwijzen van uw organisatie
voor?
Hoe zou u handelen in deze situatie (en wat ziet u als beste aanpak)?
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Appendix 3

Coding scheme

Table 7 shows the labels used to analyze the interviews held for this
research.
Table 7: Coding scheme

Freq.
comm.

Invest-ments

Relationship orientation

Alignment

Strategic intent

EN - Enablers

Description

SI - Strategic intent

Presence of a clear strategic intent when
engaging a collaboration (Min et al., 2005).

TM - Top management
support

Presence of top management support (Fugate
et al., 2006, p. 147).

SR - Strategic roadmap

Usage of a strategic roadmap (Min et al.,
2005).

CG - Congruent goals

Supply chain partners working together to
common, congruent goals (Cao et al., 2010;
Cao & Zhang, 2011).

CS - Customer service

Internal alignment of customer focus (Min et
al., 2005).

IS - Information systems

External alignment of
(Fugate et al., 2006).

PR - Processes

External alignment of processes (Fugate et al.,
2006).

IN - Incentives

External alignment of incentives (Fugate et al.,
2006).

DC - Decision
coordination

Coordination of decision making (Cao & Zhang,
2011).

MU - Mutual
understanding

Mutual
understanding
of
each
other's
businesses (Fugate et al., 2006; Meijboom et
al., 2010).

RL - Roles

Mutual view on each other's roles in the
collaboration (label added after the interviews)

RE - Responsibilities

Mutual view on each other's roles in the
collaboration (label added after the interviews)

LT - Long term
orientation

Building long-term relationships (De Vries &
Huijsman, 2011).

TR - Trust

The presence of mutual trust (Min et al., 2005).

CO - Commitment

Commitment to the relationship and tolerance
of each other's deficiencies (Min et al., 2005).

TI - Time

Non-financial investments in time (Min et al.,
2005).

PR - Physical resources

Investments in physical resources (Min et al.,
2005).

IT - Information
technology

Investments in specific information systems (De
Vries & Huijsman, 2011; Meijboom et al.,
2010).

FC - Frequent
communication

Performing
frequent
communication
management level (Min et al., 2005).

TW - Two-way
communication

Communication in two directions (Cao & Zhang,
2011).
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FO - Formalization

Formalization (Min et al., 2005).

GO - Goals

Formalization of goals (Min et al., 2005).

PM - Performance
metrics

Formalization of performance metrics (Min et
al., 2005).

RO - Roles

Formalization of roles (De Vries & Huijsman,
2011).

RE - Responsibilities

Formalization of responsibilities (De Vries &
Huijsman, 2011).

Info sharing

EL - Elements

Leverage

Performance metrics

Joint problem solving

J. plan

Sharing information on expected
demand (Ellram et al., 2004).

PI - Patient information

Sharing patient information (label added after
the interviews).

TI - Transparency of
information

Presence of transparent
(Holweg et al., 2005).

JP - Joint planning

Joint planning of operations and capacities (Min
et al., 2005).

PS - Joint problem
solving

Working together to solve
problems (Min et al., 2005).

TM - Teams

Usage of teams (Fugate et al., 2006; Meijboom
et al., 2010).

CF - Cross-functional
teams

Application of cross-functional teams (Fugate et
al., 2006; Meijboom et al., 2010).

CO - Crossorganizational teams

Application
of
cross-organizational
teams
(Fugate et al., 2006; Meijboom et al., 2010).

NP - New products and
markets

Development of new products and markets
(Stank et al., 2001).

LI - Logistics issues

Solving logistics issues (Min et al., 2005).

PM - Performance
metrics

Application of joint performance metrics (Min et
al., 2005).

CO - Costs

Presence of performance metrics on costs (Min
et al., 2005).

PR - Productivity

Presence
of
performance
productivity (Min et al., 2005).

QU - Quality

Presence of performance metrics on quality
(Min et al., 2005).

DM - Daily meetings

Organization of daily meetings (Min et al.,
2005).

BR - Business reviews

Organization of business reviews (Min et al.,
2005).

RE - Resources

Leveraging on or sharing resources (Cao &
Zhang, 2011; Min et al., 2005).

SK - Skills

Leveraging on skills by specialization (Min et
al., 2005).

KN - Knowledge

Joint knowledge creation (Cao & Zhang, 2011;
Min et al., 2005).

CO - Consequences

Efficiency

Description

CD - Customer demand

customer

information

supply

flows

chain

metrics

on

Description

CR - Cost reductions

Reductions in costs (Min et al., 2005).

WC - Waiting customers

Reductions in waiting times for customers
(Ellram et al., 2004; Sampson, 2000).

SC - Unused service
capacity

Reductions in unused
(Meijboom et al., 2011).

LT - Lead time reduction

Reductions of lead times (Baltacioglu et al.,
2007).

RE - Responsiveness

Increased
2005).

responsiveness
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Effect

Reinforcem.
of relation

Profit

CS - Customer service

Improvements in customer service (De Vries &
Huijsman, 2011; Min et al., 2005).

NP - New products

Development of new products and increases in
market share (Cao & Zhang, 2011; Min et al.,
2005).

RC - Reducing costs

Reductions in costs (Min et al., 2005).

IS - Increased sales

Increased sales (Min et al., 2005).

SC - Strengthened
cooperation

Increased involvement in the cooperation (Min
et al., 2005).

FI - Further
interdependence

Increase in dependency between partners (Min
et al., 2005).

FO - Further
optimization

Further optimization and calibration of business
processes (Min et al., 2005).
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Appendix 4

Coded items per interview

Table 8 shows the number of coded items for each interview.
Table 8: Coded items per interview
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1

Eindtotaal

Vignet GGZ Breburg

Vignet GGZ Drenthe

Vignet CHP Tilburg

Vignet triagist CHP Asd

MHC

Vignet huisarts HOV

Vignet triagist HOV

1
1
1
3

1

Vignet CH Drenthe

1
1
1
1

1

Study GGZ PBG den Haag

2
1
2
6

Study GGZ Breburg

1
2
2
1

Study GGZ SPA

Study CHP Tilburg

1
1
1
1

Study GGZ den Bosch

Study CHP Amsterdam

1
1
1
1
1

Study CHP Arnhem

Study HOV

1 - SI - Strategic intent
2 - TM - Top management support
3 - SR - Strategic roadmap
4 - CG - Congruent goals
2 - AL - Alignment
1 - CS - Customer service
2 - IS - Information systems
3 - PR - Processes
4 - IN - Incentives
5 - DC - Decision coordination
3 - RO - Relationship orientation 1 - MU - Mutual understanding
2 - RL - Roles
3 - RE - Responsibilities
4 - LT - Long term orientation
5 - TR - Trust
6 - CO - Commitment
4 - RI - Relationship specific investments
1 - TI - Time
2 - PR - Physical resources
3 - IT - Information technology
5 - IF - Free flow of information 1 - FC - Frequent communication
2 - TW - Two-way communication
6 - FO - Formalization
1 - FO - Formalization
2 - GO - Goals
3 - PM - Performance metrics
4 - RO - Roles
5 - RE - Responsibilities
Totaal 1 - EN - Enablers
2 - EL - Elements 1 - IS - Information sharing
1 - CD - Customer demand
2 - PI - Patient information
3 - TI - Transparency of information
2 - JP - Joint Planning
1 - JP - Joint planning
3 - PS - Joint problem solving
1 - PS - Joint problem solving
2 - TM - Teams
3 - CF - Cross-functional teams
4 - CO - Cross-organizational teams
5 - NP - New products and markets
6 - LI - Logistics issues
4 - PM - Joint performance measurement
1 - PM - Performance metrics
2 - CO - Costs
3 - PR - Productivity
4 - QU - Quality
5 - DM - Daily meetings
6 - BR - Business reviews
5 - LE - Leveraging
1 - RE - Resources
2 - SK - Skills
3 - KN - Knowledge
Totaal 2 - EL - Elements
3 - CO - Consequences
1 - FI - Efficiency
1 - CR - Cost reductions
2 - WC - Waiting customers
3 - SC - Unused service capacity
4 - LT - Lead time reduction
5 - RE - Responsiveness
2 - FE - Effectiveness
1 - CS - Customer service
2 - NP - New products
3 - PR - Profitability
1 - RC - Reducing costs
2 - IS - Increased sales
4 - RE - Reinforcement of relationship
1 - SC - Strengthened cooperation
2 - FI - Further interdependence
3 - FO - Further optimization
Totaal 3 - CO - Consequences
Eindtotaal

1
1
1
1

1 - SI - Strategic intent

Vignette
GPC

MHC
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1 - EN - Enablers
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Appendix 5

GP care during office hours

GP care during office hours
During office-hours, Dutch GPs are locally organized in single practices
or in small scale group practices. In these practices, assistants handle
incoming calls from patients and plan the consults of GPs with these
patients (figure 15). Due to this local setting, patients normally have
their own dedicated GP. Before a patient will be referred to specialists
like an emergency care department of a hospital or mental health
care, a GP will review the patient from a generalist point of view. In
the Dutch health care system, these GPs are regarded as the
'gatekeepers' of the health care system. This gatekeeper function is
also mentioned as primary GP care in Dutch health care. Subsequently
to primary care, GPs refer patients to secondary specialist health care,
such as mental health care.

GP organization
Assistant

GP
Specialists
POH-GGZ

Primary care

Secondary
care

Figure 15: Basic GP organization

A recent development (since 2008) in GP care during office hours is
the emergence of the nurse-practitioner MHC (Praktijk ondersteuner
GGZ, POH-GGZ). The purpose of the POH-GGZ is to structurally
support GPs regarding the delivery of mental health care (Nederlandse
Zorgautoriteit, 2011). In 2011, approximately 30% of the Dutch GPs
make use of a POH-GGZ (Nederlandse Zorgautoriteit, 2011, p. 45).
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Appendix 6

Detailed description of results

This appendix gives detailed insights in the results on the enablers,
elements and consequences on care chain collaboration in the acute
out-of-hours mental health care chain.

Enablers
Results from the interviews concerning the enablers of supply chain
collaboration are elaborated in this section. Relatively most attention is
paid to (alignment of) processes, relationship orientation and
formalization. Less emphasis was on relationship specific investments.

Strategic intent
Although respondents indicated that a strategic intent and top
management support are present at both GPCs and MHC crisisdienst,
multiple respondents indicated this depends on some conditions. One
example is GPC Den Bosch who indicated a difference in sense of
urgency to help a patient in crisis. As a result, top management
support at MHC crisisdienst only emerged after frequently indicating
(at management level) the urgency to improve collaboration between
GPC and crisisdienst (Drenthe). Lastly, GGZ Breburg indicated the
simple fact that both GPC and crisisdienst are the sole providers of
out-of-hours GP care and out-of-hours mental health care respectively.
Both GPC and crisisdienst do not have the option to collaborate with
another care provider.
None of the respondents indicated to make use of strategic roadmaps,
but some respondents (GPCs in Amsterdam, Den Bosch, Drenthe and
Tilburg) indicated presence of an informal strategy to establish
collaboration between GPCs and MHC. Two respondents (Crisisdienst
MHC Breburg and crisisdienst PBG Den Haag) mentioned the existing
agreements between GPC and crisisdienst as a form of a strategic
roadmap on the collaboration between GPCs and crisisdienst.
Concerning goal congruency, different responses were given. Some
regions (Drenthe and Amsterdam) mentioned congruency of GPC and
MHC goals. Mentioned goals are a common focus to provide patients
the right (necessary) form of mental health care and - if possible - as
quickly as possible. Other respondents (GPC Tilburg and MHC Breburg)
mentioned the absence of congruent goals, for example by means of
differences in response times between GPC and crisisdienst. Finally,
one respondent (GPC Den Bosch) does not have the insight to
determine whether or not the goals of both GPC and crisisdienst are
congruent.
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Alignment
Most respondents mentioned that the internal organization is aligned
concerning the focus on customer (patient) service. In the Den Bosch
area, MHC also indicated the presence of internal alignment on
customer focus, but subsequently mentions differences between
employees in how to achieve the goal to fulfill a request by a patient.
The alignment of processes resulted in several different responses.
First, some regions (Den Bosch and Tilburg) indicated that processes
were not aligned, partially due to differences in response times.
Second, other regions (Arnhem and Den Haag) mentioned the
dissimilarity of the GPC and crisisdienst regions, while the Drenthe
GPCs indicated the similarity of the crisisdienst and GPC regions. In
the Drenthe and Den Haag area, telephonic access to the crisisdienst
has been modified (aligned) in order to improve the communication
between GPC and crisisdienst.
Also concerning the alignment of incentives to improve collaboration
between GPC and crisisdienst, different responses were given. On one
hand, several respondents indicated the common incentive to provide
the right care to patients. On the other hand, other respondents
indicated complete absence of common incentives (GPC Tilburg) or
difficulties in aligning incentives due to differences in financing of both
GPC and mental health care. Finally, some area's (Amsterdam, Den
Haag, Drenthe) do coordinate decision making when it concerns the
collaboration between GPC and crisisdienst. Other regions (Den Bosch,
Tilburg) mentioned the absence of decision making coordination.

Relationship orientation
All respondents do have a long term focus on the collaboration
between GPC and crisisdienst and most respondents (except GPC
Tilburg) do trust the other partner in the collaboration. GPC Drenthe
indicated that trust is necessary to formalize agreements on GPCcrisisdienst collaboration.
Concerning commitment to the relationship, all GPCs gave similar
responses. GPCs are willing to commit themselves to the collaboration
with the crisisdienst, even when this is disadvantageous for the GPC
itself. One condition for this commitment is the fact that this
commitment must be advantageous for the patient.
The mutual understanding of each other's processes resulted in many
different responses. First, some interviewees (on both GPC and MHC
side) on one hand indicated that they have sufficient insights in the
processes of the other partner. On the other hand, other interviewees
indicated they do not have sufficient insights in the processes of the
other partner. Second, different answers were given on the perceived
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insights of the collaboration partners on the respondents own
processes. For example, the Amsterdam GPC indicated that the
crisisdienst has sufficient insight in the GPC processes, whereas in the
Den Bosch area, the GPC indicated that the crisisdienst does not have
sufficient insights in the GPC processes.
Finally, different responses on the roles and responsibilities of both
GPC and crisisdienst in the collaboration are given. These differences
in roles and responsibilities are already discussed in Section 4.5.2.

Relationship specific investments
Investments in the relationship between GPC and crisisdienst are
mostly limited to investments in time. Almost all respondents indicated
to invest time in the relationship between GPC and crisisdienst on a
strategic level. None of the GPCs indicated to already have invested in
physical resources and in specific information technology. On the MHC
side, some crisisdienst regions invested in information technology,
such as new telephone exchanges (MHC Drenthe and MHC Den Haag)
or digital systems to exchange patient information (MHC Drenthe).

Free flow of information and heightened communication
Nearly all case study respondents indicated that at strategic level
frequent (at least once a year) meetings are planned and executed.
These meetings are mainly arranged to evaluate the current
collaboration and formalized agreements between GPC and
crisisdienst. Also concerning two-way communication, nearly all case
study respondents indicated the use of two-way communication,
although some GPCs indicated most communication was in the
direction from GPC to MHC.

Formalization
Differences are found on the extent to which collaboration between
GPC and crisisdienst is formalized by agreements. Some regions (Den
Bosch) do not have formalized agreements. In the regions who do
have formalized agreements, none of the agreements can be regarded
as complete. These agreements at least lack either the formalization of
goals, performance metrics, roles or responsibilities.

Elements
This section describes the interview results concerning the elements of
care chain collaboration. Relatively many labeled items concerned the
exchange/sharing of information or the usage of teams to solve
problems, whereas joint planning received only limited attention.

Information sharing
The element of information sharing resulted in many responses. First
these responses involve communication from crisisdienst to the own
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'local' GP and absence of direct feedback on cases from crisisdienst to
GPC (or only after request from a GPC), which are already mentioned
in Section 4.4.3.
None of the respondents indicated to share information on expected
customer demand. The shared information mainly concerns patient
information. Concerning the digital access on patient information, none
of the interviewed GPCs and crisisdienst services do have linked the
GPC and MHC information systems. One GPC (Amsterdam) indicated it
does not have digital access to the information systems of the own
local GPs and the Tilburg GPC indicated that they not have access to
all patient files of the local GPs. On the MHC side, crisisdienst
employees do have access to the patient files in the MHC systems.

Joint planning
Respondents indicated they do not make use of a joint planning of GPC
and crisisdienst. Only in specific occasions - depending on a specific
crisis of a patient - GPC and crisisdienst jointly plan who (GP, frontline,
backline or together) visits a patient.

Joint problem solving
The element of joint problem solving resulted in different responses.
Most respondents indicated to make use of teams when problems need
to be solved. In most cases, cross-functional teams are arranged but
only include either GPC or MHC employees. Multiple respondents
indicated to apply cross-organizational teams only if this is regarded
necessary. Only the Drenthe area makes use of a fully cross-functional
and cross-organizational team.

Joint performance measurement
Results of the interviews show a minimal presence of joint
performance measurement. The GPC in Tilburg and GGZ Breburg
jointly measure the number of referrals from the GPC to the
crisisdienst and ParnassiaBavo Groep in Den Haag measures the
average waiting time for psychiatric patients. Other regions do not
measure any metrics on the performance of the acute out-of-hours
mental health care chain. As a result, no joint performance metrics on
costs, productivity or quality are used in any of the interviewed
regions.
Concerning the usage of daily (performance measurement) meetings,
no GPC indicated that they make use of the possibility to organize
these daily meetings. On the MHC side, some crisisdienst area's
(Amsterdam and Den Haag) indicated they organize regular structured
meetings (at least once a week). These meetings are not directly
focused on the performance of the acute OOH MHC chain, but focus on
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individual cases in order to learn from these cases (Den Haag) or to
evaluate roles (Amsterdam) during the treatment of a specific case.

Leveraging resources, skills and knowledge
Concerning the leverage on resources, skills and knowledge,
respondents indicated this occurs on a too limited scale. No interview
elaborated on sharing physical resources or assets. Sharing skills
resulted in different answers. First, the Amsterdam GPC indicated that
in most cases the GPC makes use of skills of the crisisdienst and the
crisisdienst rarely makes use of skills of a GPC. Second, crisisdienst
Den Bosch indicated that it is not clear what specific skills each of the
partners (GPC and crisisdienst) do have. Leveraging knowledge
between GPC and crisisdienst occurs more frequently, but according
most respondents still on a too limited scale. Mentioned examples of
leveraging on knowledge are training of GPC triagist nurses by a
crisisdienst employee and the development of the triagist MHC in the
Drenthe area, which was based on the GPC experiences with GPC
triagist nurses.

Consequences
The results on the consequences of supply chain collaboration are
discussed in this section. Both efficiency, effectiveness and
reinforcement of the relationship received sufficient attention. The
consequence of profitability received little attention.

Efficiency
In line with the limited extent of performance measurement,
respondents indicated to have only limited insights in improvements in
efficiency in het acute out-of-hours mental health care chain.
Respondents did not mention an explicit reduction in costs or indicated
a lack of sufficient insight on costs reduction.
In the Drenthe area, both GPC management and triagist nurse
indicated to experience a reduction in waiting time for patients and a
reduction in unused service capacity of both GP and triagist nurse at
the GPC. Other respondents were not able to indicate whether or not
waiting times, unused service capacity and lead times are reduced.

Effectiveness
Also answers on the consequence of effectiveness were restricted by
limited insights on the improvement of the quality of delivered care.
For example, the Drenthe GPC indicated that they were unable to
determine whether or not the quality of care delivered has improved:
the medical content of the delivered care has not been changed. GPC
Drenthe suggested that a reduction in waiting time can be seen by
patients as an improvement of the quality of delivered care. Finally,
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none of the current collaborations between GPCs and crisisdienst
delivered new products.

Profitability
The interviews resulted in limited information on the profitability of the
acute out-of-hours mental health care chain. As stated in before, no
attention has been paid to the possibility to increase sales and no
interview items have been labeled as such. Regarding the reduction of
costs, interviewees did not mention a decrease in costs: changes in
the GPC-crisisdienst collaboration are executed on a budget-neutral
basis (GPC Drenthe), costs reductions are not measured (MHC Den
Haag) or interviewees do not have insights in the realized cost
reductions (GPCs in Amsterdam, Den Bosch and Tilburg).

Reinforcement and expansion of the relationship
Finally, most respondents indicated a strengthening of the GPCcrisisdienst collaboration as a result of new developments in the
existing collaboration. These same respondents indicated that the
internal processes are further optimized.
Concerning dependability, different answers were given. On one hand,
some respondents indicated an increase of interdependence, as
agreements are formalized. On the other hand, one respondent (MHC
Den Haag) mentioned that the formalization of agreements makes
partners less dependent from each other, as partners know what they
can expect from each other: when the formalized agreements are not
sufficient, one partner is more dependent on the goodwill of the other
partner.
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