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INTRODUCTION

Multiple professionals are usually involved in the care for people with dementia. In primary dementia
care, collaboration is important and requires cooperation and communication between these
professionals. Lack of interprofessional collaboration is one of the main causes of adverse events in
patients and better integration of care is essential in health systems to achieve increased quality of care
[1]. In this thesis, interprofessional collaboration in primary dementia care will therefore be the subject

of in-depth evaluation.

Box 1: lllustrative case

Mr. W., 84 years of age, suffers from Alzheimer’s disease and his daily functioning is quickly deteriorating.
He has been married with Mrs. W. for 57 years. After caring for her husband for six years at a stretch,
Mrs. W. is at the end of her strengths. Mr. and Mrs. W. receive care from community nurses and home
care services, which support them with their activities of daily living. Three times a week, Mr. W. visits
a daytime dementia activity center, where he is trained in walking by a physiotherapist. The general
practitioner is responsible for treatment when additional medical problems arise.

When Mr. W. develops urine incontinence, Mrs. W. gets exhausted because of lack of sleep, and is
unable to provide care for her husband any longer. The community nursing team assesses, together
with Mrs. W. and her children, that Mr. W. is in the last stage of dementia and the end of his life is near.
Mrs. W. decides that admission in a hospice-facility would be the best care option. A family meeting is
planned with the community nurse and the general practitioner. During this meeting, it appears that
the nurse and the general practitioner did not have any prior communication about Mr. W!'s situation
and a shared care plan is lacking. Furthermore, the general practitioner is not convinced that Mr. W. is
in a terminal phase and decides to refer him to hospital to be admitted for an additional assessment
by the geriatrician. Consequently, Mr. W. stays in the hospital for a week. The geriatrician concludes
that palliative symptomatic treatment is most appropriate and agrees with the family’s deliberations,
so that after some delay Mr. W. can finally be admitted in a hospice. After another three weeks in the

hospice, he dies peacefully.

IMPACT AND COMPLEXITY OF DEMENTIA

In our aging population, the number of persons who suffer from one or more chronic diseases
accompanied by physical or psychiatric co-morbidity, is increasing. Dementia is one of these diseases
with rapidly rising prevalence. Today, in the Netherlands, about 270,000 people are estimated to suffer
from dementia [2]. Moreover, dementia also challenges the healthcare system, as it is the costliest
disease and poses heavy strains on the healthcare budget [3]. The Dutch government policy is aimed
at reducing hospital and nursing home admissions, and stimulating care for older people, including
persons with dementia, at home [4]. Consequently, primary health care is facing the challenge to

manage care for an increasing number of older persons with dementia, and to arrange dementia care
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CHAPTER 1

efficiently and effectively. However, the complexity of the disease and the fragmented primary health
care system hamper efficient care arrangements [5, 6].

The complexity of dementia is characterized by deterioration of a combination of cognitive functions
such as memory, thinking, judgement and language use. Due to these cognitive impairments, people
with dementia experience behavioral changes and limitations in daily functioning. Since dementia
syndromes differ widely in stage, aetiology and symptoms, standardization of care is difficult. Alongside
this, most people with dementia are old and often diagnosed with other chronic conditions as well,
therefore, they require different types of medical, care, and welfare services [7]. Moreover, caregivers
of patients with dementia are often distressed and in need of support [8].

Because this complexity of needs, various healthcare professionals are often involved in one patient
case (See Box 1). The need for interprofessional collaboration poses a huge challenge on the health care
system. The Health Council of the Netherlands has concluded that the Dutch health care system is not
yet prepared to deliver tailored care for persons with multi morbidity [9]. For several years, caregivers of
people with dementia already have reported unwanted fragmentation in care and advocate for better
coordination and communication between the different professionals [10].

In the Netherlands, the key disciplines involved in primary dementia care are: 1) medical professionals:
general practitioners, and consulting specialists (geriatricians and elderly care specialists); 2) nursing
professionals: community nurses, practice nurses, case management nurses and 3) social or welfare
professionals: social elderly workers and respite care workers. Furthermore, allied health professionals,
such as occupational therapists and geriatric physiotherapist are often engaged. These professionals
mostly work for different organizations, which makes collaboration less obvious.

Due to these complexities concerning the disease itself and its care organization, present shortcomings
in primary dementia care include i) lack of coordination and communication on the local level ii)
inadequate tailoring of care, iii) inadequate access to dementia-specialized care, due to lack of
collaboration of generalists (such as general practitioners and community nurses), and specialized
professionals (case management nurses and geriatricians) [11] and consequently due to the complexity
of care: iv) limited uptake of guidelines because guidelines’ implementation often request change of
organizational arrangements [12]. For the last three decades policy makers, as well as scientists and
healthcare professionals postulate integrated care to be the answer to the complex care challenges,

which might also be the best paradigm for primary dementia care [13-17].
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INTRODUCTION

WHAT IS INTEGRATED CARE?

Integrated care, as defined by the World Health Organization is a framework for the delivery of health
care services such that people receive and perceive a continuum of health promotion, health protection
and disease prevention services. Diagnosis, treatment, long-term care, rehabilitation and palliative
care services are delivered through the different levels and sites of care within the health care system
and according to their needs [18]. Over the last three decades, numerous different integrated care
frameworks and models have been developed [16]. The most widely accepted model is the Chronic
Care Model (CCM) [19]. CCM consists of six interrelated components: 1) health care organization, 2)
community linkages, 3) self-management support, 4) delivery system design, 5) decision support and
6) clinical information systems. The CCM’s perspective is quite broad and not specific for integrated
primary care and CCM’s implementation is known to be challenging as many factors influence the
implementation process, such as the organization culture, the organizational structure and the level of
support of leaders involved with the CCM implementation process [20, 21].

Implementation of ‘network based care’, one of the integrated care solutions, could better suit the
integration of primary dementia care as it facilitates the collaboration between a group of different
professionals, who are employed by several organizations, to improve the quality of care of a target
population. These professionals have to work across the boundaries of their organizations (inter-
organizational care) and have to achieve professional integration (inter-professional collaboration) [22].
The Rainbow Model for Integrated Care could provide a suitable theoretical framework for
implementation of networked based primary care. This recently developed model has a clear primary
care perspective and incorporates both interprofessional and interorganizational aspects (see Figure 1).
With this model several types of care networks can be distinguished combining the functions of primary
care with the different dimensions of integration on the micro (clinical integration), meso (professional
and organizational integration) and macro level (system integration). Functional integration within this
model refers to mechanisms through which financing, information, and management modalities are
linked. It involves shared policies and practices for support functions across partnerships between
different actors within a system. Normative integration refers to the development and maintenance of
a common frame of reference (i.e. shared mission, vision, values and culture) between organizations,

professional groups and individuals [23].
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System integration
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Professional integration
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Figure 1: Rainbow model for integrated care [23]
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ROLE OF COMMUNITY NURSES IN NETWORK-BASED PRIMARY CARE IN THE
NETHERLANDS

The last decade, policy makers have been promoting the connecting role of community nurses in
relation with general practitioners and other professionals in network-based primary care [24, 25].
Nurses are to become one of the key players to implement interprofessional collaboration together
with medical and welfare disciplines in local networks. This recently acquired allying role has been
stimulated by innovation programmes as ‘Visible Link’ [26] and ‘Ambassadors for Community Nursing’
[27]. Empowering nurses in their connecting role is important because collaboration between nurses
and doctors may have a positive impact on a number of patient outcomes and sufficient educated
nurses are needed. However, nurses’ roles, tasks and responsibilities concerning collaboration in
networks should be well described and required nurses’ competences should be made explicit and

trained accordingly [28].

INTEGRATED CARE SOLUTIONS FOR DEMENTIA IN THE NETHERLANDS

In high income countries, different integrated care approaches have been explored, that aimed to
improve dementia care [5, 6]. In the Netherlands, three successive health programs for dementia care
and care for vulnerable elderly were executed between 2004 and 2018:

1) The National Dementia Programme of the Netherlands (2004-2008). This programme was aimed at
improvement of early detection, support of medical diagnosis, care coordination, timely referrals
and information flows between professionals [29].

2) The National Care for the Elderly Programme (2008-2014) was aimed at improving the quality of care
for the growing number of frail elderly and included also intervention for people with dementia [30].

3) Deltaplan for Dementia (2013-2020). Deltaplan is a collaborative to stimulate research, healthcare
improvements and dementia friendly communities [31].

Until now, these programs resulted in the instalment of regional dementia networks. These networks

are positioned on a meso level, in which healthcare organizations -more or less- together agree on what

services they provide as a collaborative. In many regions, these networks organize the dementia case

management services [32].

Other revenues of these programs were the development of several care guidelines and tools (for
example the National Care standard Dementia). However, new programmes, guidelines and tools do
not automatically lead to good quality of care. A large variety in the services and quality of care exists
between different regions [33, 34]. This practice variation is even present on a much smaller and local
level, for example with differences in care provided by general practitioner practices. Therefore, it is
necessary to facilitate primary care professionals to improve the uptake of guidelines, knowledge and

skills, and to address the many collaboration issues these professionals are faced with, including better
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connections between the regional and local levels of care. Transition towards non-institutional care,
such as networked care, in which healthcare professionals from different healthcare organizations

collaborate, is, however, still poorly explored [35].

NETWORK-BASED CARE TO IMPROVE DEMENTIA CARE: THE DEMENTIANET
APPROACH

As stated above, many shortcomings in current dementia care in the Netherlands still exist and regional
networks fall short in tackling these problems. Therefore, we designed the DementiaNet as a multi-
component approach aimed at primary care ‘local’ networks. ‘Local’ means that professionals directly
involved in caring for dementia patients are forming the network, and not the layer of managers (i.e. in
regional networks). We stimulated practice improvement and facilitated the transition towards better
primary care integration on the clinical, professional and organizational level, according to the Rainbow
model. DementiaNet is aimed to support networks of primary care professionals to provide better care
for people with dementia and their informal caregivers, who live at home within a specific community
(population-based and person-focused care).

During the design process, we have used experiences from other network-based programmes, such as
the successful ParkinsonNet and the national health programs for dementia care and frail elderly (www.
beteroud.nl). We learned from ParkinsonNet that it is key to gather data on quality of care longitudinally,
to be able to build a business case [36, 37], and that education to guide implementation of guidelines
is one of the main connecting elements [38]. Also, clinical leadership appeared to be an important
factor to stimulate motivation to improve quality of care [21, 38]. In the primary care programmes
for frail elderly a large variation in levels of collaboration and quality of care was perceived [39], from
which we concluded that an approach fitting local levels of quality of care and adapting to the degree of
collaboration among professionals involved in the local primary dementia care was required. Tailoring

the DementiaNet approach to the local context would be crucial to assure actual implementation.

Thisled to a DementiaNet programme containing four key elements: 1) structured local interprofessional
collaboration, 2) clinical leadership, 3) Plan-Do Check-Act quality improvement cycles based on yearly
provided quality benchmark feedback and 4) support in collaboration and knowledge and skills
acquisition through interprofessional education.

Ad 1) DementiaNet facilitates structured local interprofessional collaboration between primary care
professionals that are responsible for a shared case-load of people with dementia and their care givers.
The rationale is as follows: we have concluded that previous programmes have mainly facilitated
networked care on the regional level. Support of the local level needed more attention and exploration.
Following the Rainbow Model, we reasoned that clinical and professional integration takes place on this
level of integrated primary care [23]. Better structured local networks may, therefore, be an important

clue for improvement of care coordination and reducing fragmentation of care.
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Ad 2) DementiaNet facilitates and trains clinical leadership: at least one network participant leads the
interprofessional local network. This network leader has to connect the different professionals, stimulate
collaboration and support the quality improvement processes. The rationale is that clinical leadership
is important in leading clinicians effectively through complex systems of care [40] and is studied in the
context of collaboration improvement in the hospital settings for example in team training programmes
for safer patient care [41]. Alongside this, we know from previous experience with integrated care
projects in primary care, that professionals would need support in clinical leadership roles [42].

Ad 3) DementiaNet facilitates execution of Plan-Do-Check-Act cycles in small, rapid cycle tests of change
based on quality feedback [43]. The rationale is that providing transparency about quality of care has
been an important asset of ParkinsonNet and ultimately provided them with data and proved the
effectiveness of care networks on triple aims goals. Quality feedback may help networks to account for
extra efforts and investments. In addition, quality information guides networks to prioritize and select
the quality improvement actions [44, 45].

Ad 4) DementiaNet facilitates interprofessional education within the network about self-selected topics
based on recent guidelines. The rationale is that interprofessional education may be an important driver
for interprofessional care [46]. We added the aspect of self-selection of topics to secure proper focus
on the knowledge deficiency in a specific network, as a great deal of variation in uptake in knowledge

and guidelines exist.

Box 2: DementiaNet, the implementation process

In February 2014, the DementiaNet project started with the development of the DementiaNet
approach and the recruitment of potential network leaders. The first network was launched in
January 2015, and gradually, other networks followed, until in January 2017, 20 local networks were
activated. Thirteen of these networks participated in the evaluation study [47]. We managed to
find follow-up funding for the continuation of the evaluation, entitled ‘DementiaNet: Evaluation of
Sustainability and self-organization of network-based care’. From this ongoing evaluation, we learned
that participation of general practitioners is an important success factor, together with broadening
the scope of the program to the target group of vulnerable elderly people with multiple complex
problems. Therefore, we actively searched for collaboration with the regional organization of general
practitioners, the CIHN/OCE, and we jointly managed to start up another 20 networks that focused
on collaboratively improving the quality of care for vulnerable elderly. In the course of time, four
networks stopped joining the DementiaNet program, in most cases, because the network leader
was absent or the network failed to continue collaboration with the general practitioner’s practice.
Today, the DementiaNet team is still involved in the support of some 40 networks and the number of

networks is still gradually growing. By actively spreading the results of the DementiaNet studies, we

aim to engage primary care professionals to improve the quality of care interprofessionally.
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AIMS OF THIS THESIS: FOCUS ON LEADERSHIP AND COMMUNICATION

With the introduction of the DementiaNet approach we aimed to support the transition towards high
quality care and improved collaboration and better patient outcomes. In the overall evaluation-study
of DementiaNet we examined if networks that followed the DementiaNet approach moved as a whole
towards improved quality of care and collaboration (Chapters 3, [48, 49]).

To achieve a better understanding of context-specific solutions of interprofessional collaboration, which
contribute to better patient results, this thesis zooms in on two essential aspects of interprofessional
collaboration: i) applying clinical leadership in local (dementia) primary care networks, and ii) improving

communication between care providers with different professional backgrounds.

Clinical leadership in networks

In this thesis, we explore necessary competencies for network leaders and how to best support these
clinical leaders in an integrated care setting. At the start of the development of the DementiaNet
approach, we were not aware of any other integrated care programmes that included a leadership
support programme. We then designed a clinical leadership programme, based on a literature search,
and incorporated this into the DementiaNet programme. In the DementiaNet programme, nurses play
animportant role in connecting the different professionals in the community. In this thesis, the required
visibility and role competency of nurses is given extra consideration and we will address if nurses can
indeed be adequate clinical leaders in community care networks. This is the first focus of this thesis

research.

Interprofessional communication

During the preparation phase of DementiaNet and the recruiting phase it became apparent that
ineffective communication between community nurses and general practitioners hampered the
formation of primary care networks. Initially, 42 professionals applied to join the DementiaNet program.
However 26 of them were excluded because their network lacked readiness to attend the DementiaNet
program, mostly caused by collaboration issues between community nurses and general practitioners.

This is illustrated by several quotes from field notes that we logged during the implementation process.

It took me some time to meet with the general practitioner. It was hard to get the message across

and | could not convince him (general practitioner). Community nurse L1.
The general practitioners were too busy. It took me six months to organize a meeting. However,
it turned out to be that they (general practitioners) wanted to organize dementia care in their

neighbourhood on their own. Community nurse L2.

Interprofessional collaboration between nursing and medical disciplines is essential for well-functioning

of the local networks and comprises elements such as communication, trust, respect, mutual
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acquaintanceship and power that are often experienced as undefined and vague [35]. For this reason,
we chose exploration of the community nurse-general practitioner communication as the second focus

of this thesis, as this is an essential driver of collaboration.

The primary aim of this thesis is to unravel the complexity of networked primary dementia care with
regard to clinical network leadership and interprofessional communication. There will be a special focus
on the role of community nurses in these processes.

Firstly, we aim to describe the DementiaNet intervention and its evaluation. Secondly, we aim to
evaluate the influence of clinical leadership on primary care integration. And thirdly, we aim to explore
the actual communication practice between general practitioners and community nurses to discover

clues for improvement.

THESIS OUTLINE

This thesis has the following structural elements. Chapter 2 describes the background, development
and content of the DementiaNet approach. Chapter 3 is focused on the DementiaNet evaluation study.
The design and protocol of the DementiaNet evaluation is described and the results of the overall
DementiaNet-evaluation are summarized. Subsequently, Chapter 4 provides a systematic review of the
literature on clinical leadership in integrated primary care. In Chapter 5, the results of the evaluation
of the DementiaNet leadership training program are reported. Chapter 6 identifies influencing factors
and strategies to improve communication between general practitioners and community nurses, and
in Chapter 7 the actual communication between general practitioners and community nurses is further
explored in search for improvement clues. Finally, Chapter 8 summarizes and discusses the findings of

this study and includes recommendations for research and practice.
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CHAPTER 2

ABSTRACT

Background:
A redesigning of primary care is required to meet dementia patients’ needs. In the Netherlands, current
dementia care still falls short in areas including ad hoc collaboration, lack of feedback on quality to

professionals involved, and insufficient implementation of established multidisciplinary guidelines.

Objective:
DementiaNet is a collaborative care approach, which aims to reduce the burden of the disease on
individuals, healthcare services and society via network-based care that encourages collaboration,

enhances knowledge and skills and stimulates quality improvement cycles.

Material and methods:

DementiaNet was developed to support primary care networks through implementation of five core
processes: network-based care, clinical leadership, quality improvement cycles, interprofessional
practice-based training and communication support tools, following a stepwise tailor-made approach.

Alongside this, a mixed method study was designed to evaluate innovation and effectiveness.

Results:

Currently, 18 networks have been formed. These vary in quality of care and strength of collaboration due
to local circumstances. Initial activities and goals of each network also vary, ranging from acquaintance
to shared care plans. Ongoing research will identify barriers, facilitators and merits of the approach
in increasing quality of care and ultimately improving outcomes for patient, carer, health service and

society.

Conclusion:

Initial results show that clinical practice varies and the DementiaNet approach can lead to quality
improvement. Complexity and variety of local care requires complex interventions and evaluation
methods that account for this in order to safeguard the value for practice. Strict methodology lessens

external validity.
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BRIEF INTRODUCTION

The number of elderly people with cognitive problems who are still living at home is likely to increase. As a
result, primary healthcare professionals will be increasingly required to manage and optimize treatment
for dementia patients. This underlines the need to improve dementia care within primary care. We
developed the DementiaNet collaborative care approach, which includes a gradual reorganization of
care towards high-quality, network-based dementia care. The development, implementation, initial

experiences and study design are described to evaluate the possible merits of this approach.

SHORTCOMINGS OF CURRENT DEMENTIA CARE

Although many initiatives have recently been designed, collaborative dementia care is still fragmented
and far from optimal due to lack of disease-specific expertise and training and limited communication
between healthcare professionals [1]. A collaborative approach could be especially important for
dementia patients as manifestation of the disease is often complex and complicated by comorbidities,
while loss of mental autonomy and disease awareness are specific for this disease, and determine
specific care needs. Dementia patients have to cope, not only with dementia, but also with other chronic
health and welfare problems. In a large Scottish study, 95% of all dementia patients also had relevant
concurrent diseases [2]. Yet, collaboration between healthcare professionals is mainly scheduled ad hoc
rather than structurally. This was also apparent in a Dutch study into the effectiveness of post-diagnosis
dementia care of memory clinics versus general practitioners conducted in nine memory clinics [3].
In both study arms, the care process was relatively unstructured. Furthermore, care was insufficiently
personalized and structured without formal assessment of individual problems and priorities or taking
the individual context into account [4]. Personalization should also address informal carers, who are
often faced with a high burden. Another limitation to current practice includes the lack of long-term
monitoring of symptomes, signs, quality of life, caregiver burden, and feedback on quality of care and
cost-effectiveness [5]. To tackle these shortcomings, the DementiaNet approach aims to reduce the
burden of the disease for all involved in dementia care, including healthcare professionals, patients and

their informal caregivers (quality of life, perseverance time), and societal (cost-effectiveness) impact.

DEVELOPMENT OF DEMENTIANET

DementiaNet functions as an overarching umbrella that facilitates the organization, implementation
and maintenance of primary care networks, which are in direct connection with secondary care facilities
for dementia. It was designed to support these networks to become an independent, sustainable and
interprofessional collaborative, in which members can provide better quality of care and achieve higher

effectiveness. Primary care for dementia patients in the Netherlands is characterized by complex
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social and financial developments. Due to the high societal and economic impact of dementia, the
Dutch government, as many others, aims for high-quality and affordable dementia care. Between
2005 and 2016 changes were instigated through the financing of four successive national dementia
and elderly care improvement programs. This created a nationwide regional network structure,
deployment of dementia case managers and dissemination of multidisciplinary guidelines; however,
incomplete implementation and lack of structural finance caused large variation in the acceptance and
adherence to the new guidelines and regulations in clinical practice. Additionally, in 2015, the Dutch
Government introduced radical reforms in the financial structure of primary healthcare, resulting in
shifting responsibilities for welfare and care from national and regional levels to local governments at
municipality level. Responsibility for welfare was transferred to local authorities. General practitioners
(GP) act as gatekeepers for medical care and community nurses (CN) determine the amount of
nursing care required. Case management is not yet structurally financed; therefore, funding varies
between regions and case managers are not available for all dementia patients. This new financial
arrangement has created much insecurity for healthcare professionals and institutes, as well as for
patients and their carers in primary care practice. The DementiaNet approach was designed taking
this healthcare complexity, shifting roles and variety in clinical practice into account. A stepwise,
tailor-made and bottom-up approach was chosen. Various stakeholders were consulted in designing
DementiaNet. Primary care professionals and representatives of elderly and dementia patients were
interviewed on their experiences, barriers and facilitators in dementia care. The theoretical framework
underlying DementiaNet includes collaborative network theories, such as the conceptual framework
of partnership collaboration [6], which emphasizes the importance of addressing shared ambitions,
mutual gains and relationship dynamics between network participants. We also applied best practice
models on quality improvement, including the Improvement Model/Plan-Do-Check-Act (PDCA) [7]
and Breakthrough Series Collaborative [8], and evidence from previously implemented collaboration
models, e.g. the ParkinsonNet [9] and Healthy Aging Brain Care model [10, 11]. Finally, experiences
from previous primary care network projects were used. For example, as the presence of active clinical
leaders emerged as the key to successful implementation, clinical leadership was added as a central
theme of DementiaNet [12].

CENTRAL THEMES

The DementiaNet approach consists of the following five central themes. These core themes form the

basis for all DementiaNet networks, as the starting point for a stepwise, tailor-made approach.

Network-based care
Each DementiaNet represents a local interprofessional team that includes healthcare professionals
from medical, care and social domains e.g. GPs, CNs, dementia case managers (CM), and welfare

professionals (WP). A CM supports community-dwelling individuals with dementia and their caregivers
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during the care process, from the prediagnostic phase to nursing home admission. The CM regularly
visits patients at home and coordinates medical and social care. The WPs support patients and
carers with participation in the community. They also visit patients at home and organize activities
in the community, such as day care activities. Together, these professionals form a network in a local
neighborhood, which is characterized by the catchment area of the GP practice. Recent research
findings about interprofessional collaboration in primary care [13] support the importance of a team
vision, shared goals, formal quality processes, information systems and shared team spirit; therefore,
development of collaboration and communication skills including all these aspects and jointly sharing

responsibility for improvement of dementia care are key issues.

Clinical leadership

In the primary care setting, organizational and personal barriers can hamper collaborative team efforts,
for example, lack of trust, absence of shared goals and lack of opportunities to meet [14]. Strong
clinical team leadership is important to facilitate low-level redesigning of work, and achieve quality
and efficiency improvements [15]; therefore, in each local DementiaNet network, at least one network
participant is recruited to lead connection and quality catalysis. This network leader or network
connector, must be able to connect the different professionals and stimulate collaboration. As this is
a new role for many professionals, we developed a leadership program to provide support to these

primary care clinical professionals.

Quality improvement cycles

DementiaNet network members are stimulated to use practical tools to enhance quality improvement
of dementia care. The process of quality improvement begins with data acquisition to facilitate
feedback reports on performance measurements [16]. An online questionnaire is distributed to the
network participants. This questionnaire consists of multiple validated instruments, such as team
skills, attitudes towards healthcare teams, prerequisites for collaboration [14] and knowledge about
dementia. Furthermore, data on quality of care are gathered including a concise set of quality indicators
derived from the Dutch multidisciplinary guidelines for dementia care [17, 18]. Benchmarking provides
members with insights into their own quality compared to the average quality of care of all participating
networks. The network is then encouraged to discuss quality feedback, select a problem for focus,
formulate goals and design an action plan, according to the PDCA cycle [7]. This tailor-made approach

stimulates a sense of urgency and ownership amongst network members towards improved care.

Interprofessional practice-based training and learning

Based on the feedback on quality of local dementia care and the action plan, we support the
organization of practice-based interdisciplinary training on topics selected by the network participants.
In these training sessions, examples from daily clinical practice are taken, in which complex cases are

discussed to ensure integration of knowledge and practice. Teamwork can also be the focus of training
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sessions, as team competency is important for collaboration, although frequently lacking as healthcare

professionals are often not actively taught to cooperate.

Communication

Successful collaboration in practice depends on clear and effective communication between the key
disciplinary groups [19]; therefore, communication tools are provided. For example, an electronic
communication tool for healthcare professionals and informal caregivers to discuss patient cases and
coordinate actions. Additionally, an online community will enable interprofessional communication and

networking between different local platforms, and secondarily, more specialized dementia expertise.

STEPWISE DEVELOPMENT OF A DEMENTIANET NETWORK

DementiaNet networks are formed via a stepwise approach. The program for each network is tailored
to the members’ own needs and priorities. This tailor-made approach requires the guidance of
each DementiaNet team in applying the central themes. Various steps to support the network are
undertaken over a 2-year period. As a wide variety of dementia care practice exists between regions,
the DementiaNet approach must be adapted to local settings and needs. In some networks, team
members already collaborate. Hence, these networks obviously require a different approach than those
in which team members have never worked together before. In general, the following three steps are

undertaken to form a network and enhance performance:

Step 1: Recruitment of network leaders.

The DementiaNet team organizes training sessions comprised of interprofessional workshops that
address the DementiaNet themes. DementiaNet is also promoted in various local, regional and national
healthcare meetings and through printed and online publications [20] to encourage professionals to

start a network.

Step 2: Network leader forms local network.

If a potential network leader is interested to join the program, the network leader and DementiaNet
coordinator assess the local situation together. Detailed insight into actual dementia healthcare
provision in that specific community is crucial to optimize connection to other related healthcare
initiatives. If the potential network leader can organize a group of interested professionals, preferably
from medical, care and social services, the DementiaNet coordinator meets with this potential team
to provide information about DementiaNet and gauge support. This step usually takes 3—6 months
and requires the commitment of the potential network leader; it is a first test of the leadership of this
individual’s competencies. So far 18 network leaders have succeeded in establishing a DementiaNet
network, 10 are still in the process of organizing the network and 17 healthcare professionals were not

able to engage other professionals to jointly start a network.
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Step 3: Implementation of the DementiaNet program.

This step encompasses the implementation of the central themes, according to an action plan with:
monitoring of team performance, annual self-assessment of quality of care in the local network and
interprofessional and practice-based education to enhance expertise.

Network leaders also join a leadership support program based on the UK National Health Service (NHS)
healthcare leadership model [21]. This provides individual coaching and group session workshops
to improve personal leadership skills. Regular meetings facilitate long-lasting collaboration and help
develop a collaborative view on healthcare [14, 22] through open discussion of task coordination
and responsibilities and conflicts of interests. Prerequisites for collaboration and reflections on team
performance results are also discussed in local network meetings. During the 2-year program all
network members attend interprofessional training workshops, often twice a year. Network members
select training topics themselves, for example on recognition of cognitive decline, dementia diagnosis,

complex behavioral problems and shared decision making.
SCIENTIFIC EVALUATION

An evaluation study provides insight into the possible merits of DementiaNet. The longitudinal mixed
methods multiple case study design is in line with evaluation methods used for complex interventions.
All DementiaNet networks serve as a case in this study and are followed over time. Quantitative data are
collected at baseline and annually and qualitative data are collected throughout the course of the study
to gain in-depth knowledge on processes and experiences of people involved i.e. care professionals,
patients and informal caregivers. The evaluation study commenced at the start of the first network in
January 2015 and will be concluded in the second half of 2017.

From the concept of evidence-based healthcare [22] it follows that local resources should be invested
in those programs that have been studied and found to be effective. Regarding novel health care
delivery systems, this is of great importance, as innovations occur in complex environments with
numerous stakeholders and external influences that make the effects difficult to predict. This high
level of complexity also applies to DementiaNet, emphasizing the need for a mixed methods design,
especially as the approach is tailored to each network. In addition, innovations such as DementiaNet,
are impossible to evaluate before implementation [23], and so implementation and evaluation occur
simultaneously. For this, data are gathered from multiple sources for each network. Firstly, each network
is rated on their network-based maturity, based on yearly structured interviews with the network
leader(s). The rating is performed based on a Dutch model, The Primary Care Maturity Model, in which
the level of network-based functioning is rated as one of four levels on eight domains [24]. Secondly,
online questionnaires are completed by network members on instruments, such as team skills and
attitude towards dementia. Each network is also requested to complete a set of quality indicators of
care, as described, including indicators related to diagnostics in primary care setting, involvement of
case management, geriatric assessment, care plan, polypharmacy check, and emergency consultations.

Lastly, paper-based questionnaires are send to informal caregivers of patients within the network,

33




CHAPTER 2

including instruments to measure quality of life [25, 26], caregiver burden [27-29], satisfaction with
care [30], and health services utilization. In addition to these data sources, in-depth interviews with care
professionals in the networks, as well as informal caregivers and patients are performed to gain more
insight into experiences with the DementiaNet approach, identify other possible merits or challenges
and to find opportunities to enhance the DementiaNet approach to fit each situation better. We use
semi-structured interviews which are transcribed verbatim and subsequently coded independently by
two trained researchers after which consensus is obtained to ultimately lead to overarching lessons.
Quantitative and qualitative data sources will be combined to reflect on our hypothesis. We hypothesize
that network maturity level will change differently for each network, depending on varying baseline
situation and improvement actions. We expect that quality of care, as measured by the quality indicators,
will be associated with the network maturity and will increase if the network maturity has increased.
We also measure informal caregiver reported outcomes; however, we realize that the timeframe of the
current evaluation study might be too short to indicate significant effect, especially as these outcomes
are indirectly influenced by the organization of networks. From the data, trends are examined over
time by means of growth models. Not only are measurements within each network investigated but
data between different networks are compared to identify improvement patterns. This is facilitated
by natural contrasts between networks, as each baseline level differs and will vary in development
during the 2-year course. Qualitative data enables us to explain findings and patterns. Additionally,
specific elements of the approach are assessed for effectiveness, including the DementiaNet leadership

program and communication between GPs and CNs, as key players within the networks.

INITIAL EXPERIENCES AND RESULTS

The first generation of DementiaNet currently includes 18 networks, distributed throughout the
Netherlands. These networks are comprised of an average of 10 care professionals, and range from
5 to 22. The most frequently represented disciplines are GPs, CNs, CMs, and practice nurses. Other
disciplinesinclude allied health care professionals, such as physiotherapists and occupational therapists,
and welfare professionals. In five networks, volunteers, interested groups or carers of dementia patients
participate as team members. In total, the healthcare professionals in these networks provided care
for over 278 community-dwelling dementia patients at baseline. As expected, the networks varied
considerably regarding their situation on enrolment. Some networks had already worked together
intensively for a long time and had already established reasonable levels of collaboration and
communication. Of the networks six worked together in a program for complex elderly patients before
they entered the DementiaNet program. Contrary, the majority of health care professionals were still
focused on getting to know each other and formulating agreements on sharing responsibilities in care
processes. This variety between networks is also reflected in the quality indicators, which show a large

heterogeneity and indicate that improvements are still needed in several domains.
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In general, the PDCA method to design quality improvement cycles is appreciated by healthcare
professionals, as it requires them to focus on one or two specific aims at one time, for which they can
draw up a concrete action plan. Since these cycles are based on each networks’ own goals and priorities,
a wide variety of improvement targets were defined, including: improvement of collaborative skills,
increase knowledge on management of behavioral changes, implementation of shared care plans for all
professionals involved, enhancement of diagnostic expertise in the general practice, and optimization

of the format of multidisciplinary team meetings.

CONCLUSION

With DementiaNet, we aim to work towards high-quality, network-based care. These networks are
organized on a local level, including healthcare professionals from medical, care and social disciplines.
Based on theory, literature and experiences, we designed a stepwise approach to increase the quality
of dementia care, including multiple elements on quality improvement, interprofessional learning and
collaboration, and clinical leadership. So far, our initial experiences and results confirm the effectiveness
of this DementiaNet design, as a tailor-made integrated care innovation, directly built on the differences
and needs in clinical dementia practice. Although, initially, we aim to enhance dementia care, the basics
of DementiaNet are general and might also, therefore, serve as a model to increase quality of healthcare

for other populations, for example, frail elderly and patients that require palliative care.

PRACTICAL CONCLUSIONS

More patients with dementia will live at home for longer periods of time, which highlights the need
to improve dementia care within primary care. DementiaNet improves local collaboration amongst
primary healthcare professionals to provide care for community-dwelling elderly with dementia and
their informal carers. Our mission is to deliver added value for patients, caregivers, healthcare services
and society, by realizing an innovative, cost-effective change in care processes, finely tuned for local,
collaborating professionals. We engage patients and carers, and start from their perspectives, which
we adopt in line with network and system-based methodologies. As many themes and activities are
generally applicable, the DementiaNet approach might also serve as a model towards enhanced

collaboration and quality improvement for other populations.
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CHAPTER 3

ABSTRACT

Introduction:

Primary healthcare professionals will increasingly be required to manage and optimize their treatment
for patients with dementia. With DementiaNet, we aim to reduce the burden of dementia on healthcare
services and society through implementation and facilitation of integrated network-based care with
increased dementia expertise. DementiaNet is designed as a stepwise approach including clinical
leadership, quality improvement cycles and interprofessional training, which are tailor-made to the
local context. For example, the composition of the network and improvement goals are tailored to
the local context and availability. Here, we describe the linked evaluation study which aims to provide
insight in effectiveness, process and mechanism of the DementiaNet approach through an innovative

evaluation design.

Methods and analysis:

We designed a longitudinal, mixed methods, multiple case study. Study population consists of two levels:
(i) local DementiaNet networks of primary care professionals and (ii) patients and informal caregivers
who receive care from these networks. At the start and after 12 and 24 months, quantitative data
are collected for each network on: level of network maturity, quality of care indicators and outcomes
reported by informal caregivers of dementia patients. We assess changes in networks over time and the
association with quality of care and informal caregiver-reported outcomes. Throughout the study, logs
about each network are registered. Additionally, semi-structured interviews with network members and
informal caregivers will provide insight in experiences and opinions regarding effects and mechanisms
through which changes in quantitative outcomes are effectuated. Rich narratives will be constructed

about the development of the local networks using collected data.

Ethics and dissemination:

The study protocol was reviewed by the local medical ethics committee; formal judgement was not
required (protocol number: 2015-2053). The findings of this study will be disseminated through peer-
reviewed publications, conference presentations and presentations for healthcare professionals where

appropriate.
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EVALUATION STUDY DEMENTIANET

STRENGTHS AND LIMITATIONS OF THIS STUDY

e Primary care innovations are not always subjected to the right rigorous evaluation, especially if their
complexity is at odds with the conceptual assumptions of the randomized controlled experiment.
This evaluation study adds to evidence-based healthcare, by employing research methods that
help to understand whether DementiaNet is effective or not and focuses on why, how and in which
context certain outcomes can be expected. Therefore, comprehensive data collection is designed
with quantitative and qualitative methods.

e The knowledge resulting from this longitudinal multiple case study emanates from theoretical
generalizability rather than statistical generalizability, and may have great importance in allocating
healthcare resources in such a way that patients benefit most.

e Quality indicators of care were derived based on widely supported primary care guidelines and
were developed specifically for the current study to fit the innovation. Hence, these have not been
employed in research before. Indicators’ face validity has been established and will be reviewed for
feasibility and reliability before final data analyses.

e The time span of the current evaluation study is likely too short to result in impacts on informal
caregiver-reported outcomes; however, it may provide important data for further evaluation of

DementiaNet with extended follow-up.

INTRODUCTION

Healthcare needs of elderly are characterized by high prevalence of chronic conditions, multimorbidity
and strong heterogeneity between individuals and over time [1]. As a result, numerous health and
social caregivers are involved in care for this population. Additionally, over the last years, care systems
and services have changed with a shift from long-term residential care facilities towards increased
community-based care for elderly, resulting in increased requirements for primary care. Despite many
initiatives, care arrangements are still sub optimally designed to deal with the complexity of care, that
is, the large number of different available services, the involvement of many different professionals
and the accompanying lack of certainty and agreement about the best treatment plan. This has led to
a lack of integration, coordination and continuity [2-5]. Possible explanations might be the facts that,
in general, new guidelines are not fully taken up in clinical daily practice and are not adapted to each
other, and improvement strategies merely target only parts of the system or aim at regional instead of

local systems.

Community-dwelling patients with dementia present an illustrative example of the challenges that
are posed on complex chronic primary care. First, much diversity exists in care needs since both the
manifestation of dementia and the patients’ social contexts are multiform. Second, many different

primary care professionals are involved from different health and social disciplines to provide care for
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patients with dementia. This urges the need for a high level of collaboration, as clinical practice is still
mainly characterized by ad hoc collaboration. Hence, reorganization of primary care is needed, in a way
that is innovative, effective, scalable and also cost-effective [6]. An overview of usual care is provided

in box 1.

Education alone is insufficient to improve primary dementia care [7]. Also, interventions targeted at
improving case management, a crucial factor in primary dementia care, show limited improvements on
outcomes such as caregiver burden [8] or care needs and quality of life [5]. Another UK-based analysis
showed disappointing results from efforts on dementia recognition, diagnosis and management [9,
10]. In contrast, innovations aimed at a more comprehensive system, such as the PRISMA model for
integrated service delivery system for frail older people in Canada, were positively evaluated on several
relevant outcomes such as functional decline rate and unmet care needs [11]. Another intervention
study that targets dementia management in primary care as a whole, the Delphi study in Germany,
shows promising preliminary results (on general practitioner attitude and caregiver burden) [12], but is

yet to publish the overall results.

Box 1: Usual primary dementia care and DementiaNet care

Usual care for patients with dementia in the Netherlands:
Dementia care in the Netherlands is characterized by practice variation among regions. The most
important characteristics and common shortcomings are:
e key players in primary dementia care are general practitioners, practice nurses, case managers,

community nurses;

originally focused on acute episodes of single diseases instead of chronic multimorbidity patients;

care is fragmented with professionals working in their own domain, with limited interprofessional
communication and ad hoc collaboration;
e many professionals do not know each other, are unfamiliar with each other’s disciplines,

responsibilities and competencies;

there is little adherence to guidelines;

knowledge about dementia diagnosis and management is often insufficient.

Care with the DementiaNet innovation:

The DementiaNet innovation aims to promote a shift, addressing these limitations, towards integrated

dementia care through:

e network-based care with high levels of collaboration;

¢ a network leader to stimulate and coordinate the network;

e care improvement through quality improvement cycles with tailor-made goals and improvement
plan to fit the situation of each individual network;

¢ high dementia-specific expertise through interprofessional training and practice-based learning.
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Both the necessity and possibility for improvement in primary care for patients with dementia are
evident, which led to the development of DementiaNet. This innovation aims at network-based care
for community-dwelling patients with dementia, following a stepwise, tailor-made approach. The
innovation is integrated with a parallel running evaluation study which aims to assess implementation
of DementiaNet in primary care, and to assess the merits and harms of this approach.

DementiaNet is complex in nature, as it alters a services delivery system with many different players
involved and many external factors potentially influencing the pathways through which effects can be
accomplished. The evaluation study, thus, has to fit the complexity of the healthcare innovation. In
contrast to most medical and healthcare research where the influence of context is minimized, this is
of particular interest in the evaluation of complex innovations. Therefore, research should not solely be
aimed to answer the question of ‘does it work?’, but should prioritize on how and why does it work [13].
Therefore, the current evaluation study aims to answer the following questions: what are the merits
and drawbacks of the DementiaNet approach; how are these achieved and which factors influence
these processes? This paper describes the innovative methods used for the evaluation of DementiaNet

along with background on these methods.

METHODS

DementiaNet Innovation

With DementiaNet we work towards high-quality, network-based care, which is organized on a local
level with professionals from medical, care and social disciplines. DementiaNet aims to optimize care
processes and outcomes, both from a perspective of community-dwelling patients with dementia
and their informal caregivers, as well as from care professionals’ perspective. This is pursued through
multidisciplinary network-based care with a high level of collaboration. A tailor-made approach is

employed to ensure fit to the large practice variation as seen in daily clinical practice.

DementiaNet encompasses the transition towards network-based care through practice facilitation
[14]. These clinical networks are designed in primary care, and include professionals from multiple
disciplines and from varying organizations. Hence, these networks include collaborations between
individuals and organizations across institutional and professional boundaries. These clinical networks
thereby ensure quality of and access to care for patients, including those who require coordination
of care across a range of settings [15]. This is pursued through formation of networks of primary care
professionals who jointly and locally provide care to a number of patients with dementia, desirably
including at least one professional of the medical (eg, general practitioner), care (eg, community nurses
or case managers) and welfare (eg, social workers) discipline. Inclusion of healthcare professionals is
adapted to local sources and needs. As a consequence, each network in the programme is different
from another in terms of size, represented disciplines and starting level of collaboration and care.

A baseline data collection assessment takes place to map the starting position of the network. This
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includes measurements regarding network members and their backgrounds as well as the quality of
care in their network. Feedback of the findings in the baseline data collection is then provided to the
networks. Local network meetings are scheduled which start by making several actions to improve
dementia care. These goals and actions are part of the quality improvement cycle, which are tailor-
made to each networks’ specific situation. Tailoring the approach to fit their local diversity is key in this

innovation [16].

Each network will employ four key components that are central to the approach of DementiaNet.
Primarily, it relies on network-based care. The professionals in the network generally share a caseload of
patients, the majority of whom have multiple professionals involved, requiring structured and organized

collaboration to ensure continuity in care.

Second, the network leaders take up a central role in the process. Their task is to connect all professionals
in the network and to stimulate and facilitate collaboration and improvement actions. Specifically, there

is a leadership support programme for network leaders to help them take up this role.

Third, networks work through quality improvement cycles (Plan-Do-Check-Act (PDCA)). This means that
at the beginning of each PDCA cycle, a comprehensive assessment is performed to get an overview of
the quality of care and their network characteristics. The network jointly identifies improvement goals
based on this measurement and their own experiences. A plan is drawn up with specific actions, tasks
and a timeframe to achieve their goals. At the end of the yearly cycle, another assessment is performed

to evaluate improvement and to identify new goals.

The last key element has a facilitating function. Interprofessional training and practice-based learning
are used to increase knowledge and competencies. The contents of these training and coaching
sessions are tailored to each network’s own goals, as they have different starting levels and different
improvement goals. Preferably, the training topics are linked to the quality improvement cycles. Also
team training sessions are applied to increase team coherence, with sufficient team working skills,
attitudes and competencies in the individuals involved in the team. Furthermore, professionals from
different networks can take part in other sessions that were planned for these groups together, to be
able to learn from each other and from best practices. More detailed information on the development

of the DementiaNet innovation are described elsewhere [17].

Study design and population

The evaluation study is designed as a longitudinal, mixed methods, multiple case study [18]. Each
participating network serves as a case in this study. Networks will be followed over time. Quantitative
data will be collected at baseline and after every 12 months, with a maximum of three measurements
within the current study period (January 2015-July 2017). Qualitative data will be collected throughout

the course of the innovation programme to gain in-depth knowledge on processes and experiences of
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involved persons (ie, care professionals, patients and informal caregivers). Triangulation of quantitative

and qualitative data will be used to strengthen insight in patterns.

The study population consists of two levels. The first level includes the local DementiaNet networks
participating in the DementiaNet programme. The second level includes patients and informal caregivers

who receive care from care professionals in these local networks.

Data collection

We will collect data from multiple sources to describe the networks and to measure outcomes. First,
for each network, data will be documented by the research team regarding the number and discipline
of professionals involved. Log documents will be kept for each network with information on the process
of network formation and actions taken before enrolment of networks into the programme, as well
as specifics that may influence the way their network develops and is able to execute the quality
improvement cycles. Of this log, a narrative is to be constructed about each network. Additionally,
a yearly online questionnaire will be distributed among network members, including instruments
including their attitude towards healthcare teams [19] and dementia [20], their perceived team skills

[21] and enabling factors for collaboration [22].

The following data will be collected to assess the effects of the DementiaNet innovation on care

processes and outcomes (figure 1):

Network maturity

Network maturity is defined as the level at which the care professionals operate as a network. To
assess the starting level and changes over time, we will use a model for integrated primary care called
the ‘Primary Care Maturity Model” [23], which includes eight items in three domains: (1) person-
focused care, population-focused care; (2) clinical integration, professional integration, organizational
integration, system integration and (3) functional integration, and normative integration. Each item is
rated on four defined levels, ranging from (1) ad hoc, through (2) defined, and (3) controlled, to (4)
synchronized. By summing the scores on the eight domains, a global maturity score will be derived for

each network for each measurement point, reflecting their network maturity at each time.

The rating of network maturity will be based on information obtained directly from the networks
by means of interviews. Structured interviews with the network’s leader(s) will be held at each
measurement point (baseline and after every 12 months) by an independent researcher. An interview
guide is developed based on the content of the Primary Care Maturity Model in such a way that sufficient
information is obtained on each of the eight items to be scored. This approach is chosen in order to
allow a certain degree of flexibility to each networks composition and context, while still targeting the
specific topics to be scored. Interviews are recorded on audio tape and stored until the end of the

evaluation study. At that point, another independent and blinded researcher, who is unfamiliar with
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the study design and networks in the programme, will be instructed to rate the eight aspects of the
Primary Care Maturity Model based on the information in the interview, to obtain the global network

maturity score.

Quality of care indicators

Quality of dementia care will be assessed by means of quality indicators. The quality indicators will be
reported on by the local networks through a registration file. A composite score will be constructed of
the indicator scores of the final quality indicators to obtain a single overall score reflecting the network’s

quality of care.

This set of quality indicators was developed by an expert panel consisting of a geriatrician, general
practitioner, community nurse/researcher, primary care researcher, epidemiologist and geriatric
researcher prior to the current study to fit this particular evaluation. As it regards an innovative services
delivery approach, it therefore requires different indicators then have already been developed for
primary care settings. First, a framework was drafted with the basic concepts of the DementiaNet
innovation, which were translated into criteria and subsequently operationalized into indicators that
care should meet. These were checked to comply with relevant current guidelines and agreements
regarding primary dementia care. Consensus on 13 final indicators was reached after multiple meetings
in which relevance and feasibility of indicators were reviewed, as well as the comprehensiveness of the
total set. This set was tested for face validity, acceptability and perceived feasibility in a pilot survey

among 18 primary care professionals and showed good results on every aspect.

As these indicators have not been used before, they will be subjected to additional assessment based
on the baseline data before the actual analysis of the data. Assessment will ensure the use of only
reliable indicators, for instance, taking into account missingness, floor and ceiling effects and coherence
with definitions. Therefore, the final set of indicators used in actual data analysis is expected to be more

concise.

Informal caregiver-reported outcomes

Data on informal caregiver-reported outcomes will be gathered through paper-and-pencil
questionnaires. Patients will be informed about the project and associated evaluation study through a
letter from their general practitioner. This letter includes an answering card in which they can indicate
whether they are interested in participation in an informal caregiver questionnaire. If so, the research
team will contact them to obtain consent from informal caregiver and the patient where possible, and
the postal address to send them the questionnaire. The informal caregiver questionnaire consists of
demographic questions about the patient and informal caregiver, as well as validated instruments on

several outcomes (figure 1).
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Experiences and perspectives

In conjunction with the quantitative evaluation, a qualitative approach will be employed. For this part
of the evaluation study, we will use semi-structured interviews with both care professionals in the
networks as well as patients and informal caregivers. These data will provide insight in experiences and
complex processes influencing potential results to be examined in the quantitative part. Interviews will
be held by a trained researcher, starting after the first year of the project. By purposive sampling of
participants, we aim to include relevant perspectives from different disciplines of care professionals, as

well as patients and their informal caregivers originating from different networks.

| Network characteristics and narrative§ I

Network maturity*

®  Scope of integrated care

1. Person-focused care

2. Population-focused care
*  Type of integration processes
Clinical integration

. 1 +
Quality of care® Informal caregiver outcomes

Casemanager

Diagnosis in primary care
Diagnosis communicated

Recent multidisciplinary meeting

Patient quality of life (DQI)
Informal caregiver quality of life
(ICECAP-0)

Satisfaction with care (HCSQ)
Empowerment in care (HCEQ)

3.
4.
5.
6.

Enablers for integration

7.
8.

Professional integration
Organizational integration
System integration

Recent care plan
Recent care plan with informal caregiver
Psychosocial intervention for behavioural
problems
9.  Antipsychotic drugs for behavioural problems
. Recent systematic geriatric assessment

1
2,
3,
4
5.  Goals of patient and informal caregiver discussed
6.
7.
8.
Functional integration
Normative integration

. Recent diagnostic work-up for memory problem
patients

Care consumption of institutionalizations
Behavioral symptoms of dementia
(NPI-Q)

Objective informal care burden
Care-related quality of life

(CarerQoOL)
11. Recent pharmacotherapeutic meeting . y . .
X Perseverance time with care situation
12. Number of emergency consultations (Pt)

Complexity of dementia patient

(IDEAL-IC)

\ _/

| In-depth interviews* I

Figure 1: Overview of data collection for the evaluation of the DementiaNet innovation. §Continuous collection of
data; TData collected at start and after 12 and 24 months; $Data collected at one time point in a selected number of
networks. References for the informal caregiver outcome instruments [37-46].

Analysis
It is expected that this innovation has effects on multiple levels which may vary. Also, it is expected that
the networks have different starting levels and divergent progression rates. Hence, the study considers

both within and between network analyses, as follows.

Within each network, all data sources will be conjoined in order to identify any changes resulting from
the DementiaNet innovation. We will look for patterns in trends over time in quantitative measures
and we look for possible explanations for trends in activities carried out by the networks and their
improvement goals. More specifically, we will look into associations that follow from a hypothesized
pathway of effects, where we expect that network maturity will increase over time, and will be

associated with quality of care as measured by the quality indicators. Potentially, an increase in patient-
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reported outcomes will eventually follow the increases in quality of care. This will be analyzed by using
mixed effects growth models to account for repeated measures and clustering of data within networks.
As the course of this innovation will proceed differently in each network, there will be a natural contrast
between different networks with regard to the maturation into networks and the subsequent approach
to care. Given the fact that these aspects will be also monitored over time within each network, this
will allow for cross-case comparisons. This approach has been used previously, for example, on an
integrated services delivery system in primary care for elderly, in which they monitored the degree of
implementation of integrated services in a quantitative manner [24]. In outcome evaluation studies,
such a quantification of implementation can be used as a measure of ‘dosage’ of the intervention to be

able to look for dose-response patterns to strengthen plausibility of found patterns.

By comparing cases (ie, cross-case comparison) on the extent these have matured into a coordinated
network and how much improvement efforts have been made and output (ie, trends in quality of care
and informal caregiver-reported outcomes), it will be possible to increase plausibility of causality to

attribute changes to the DementiaNet innovation similar to a dose-response manner.

Furthermore, the qualitative data from the semi-structured interviews will be used to explore
experiences of professionals and patients and informal caregivers with the DementiaNet innovation. A
thematic analysis will be used to analyze the verbatim transcripts of the semi-structured interviews. The
analysis will be partly guided by a predetermined framework of potential experiences and perceived
benefits based on the development of the innovation. We will remain open to discovering unanticipated
nuances and topics in the data. First, transcripts will be independently coded by two trained researchers.
Subsequently, both coding schemes will be jointly reviewed to reach consensus about most appropriate
coding. After that, codes will be categorized and major themes will be identified by the same two
researchers. Lastly, both researchers will independently draw overall findings from the codes in each
category, after which a consensus round will be applied to these findings. Qualitative data analysis will
be performed in Atlas.ti software.

The findings from these qualitative data will be conjointly used with the quantitative findings in the
interpretation phase of the study in multiple manners: a) through triangulation, to corroborate findings
and provide a stronger basis for conclusions, b) the qualitative findings will be used to augment
guantitative findings, c) the qualitative findings will be used to identify unexpected and/or unintended

effects that are not covered by the quantitative data.

DISCUSSION

DementiaNet is an innovation that aims to tackle the current shortcomings in primary care for patients
with dementia by effectuating a transition from ad hoc collaboration towards more integrated network-

based care with increased dementia expertise. With the current evaluation study, we aim to provide
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insight in implementation of the DementiaNet innovation and its merits and harms by means of a
longitudinal, mixed methods, multiple case study. Here, we will also take DementiaNet as an example
of a complex intervention to elaborate further on the viewpoint that rigorous evaluation of these types
of innovations in health services systems is essential and which considerations should be taken into
account when designing such an evaluation study, to ensure adequate capturing of the complexity

while achieving high external validity.

Rationale of the study

Unlike clinical treatments, innovations in health services and primary care are not always subjected
to rigorous evaluation [25-27]. Such evaluation studies add to evidence-based healthcare, which
is essential in order to distinguish innovations that change healthcare organizations for the better,
from those that lack beneficial effects. Such knowledge has great importance in allocating healthcare

resources to spread innovations and ensure actual implementation.

Innovations in health services systems are often complex in terms of multiple components that
interact, the number of involved professionals, the extent to which they have to alter their behaviors
and the flexibility and tailoring necessary to fit the situation in which it is implemented [28], which is
particularly the case in the DementiaNet innovation. In such complex innovations, it is often difficult to
accurately predict to what extent and through which pathways the intervention may affect outcomes,
and how the context in which it is implemented influences these pathways. In other words, it is hardly
possible to predict if and how healthcare innovations will lead to the intended outcome [29-31]. Many
examples exist of previous efforts in healthcare innovations that seemed promising but did not induce
the desired changes, or even worsened outcomes or expenses [31, 32]. For instance, interventions
aimed at reduction of emergency admissions have failed to produce the desired outcomes or even
produced counterproductive outcomes because several aspects had been ignored, such as alternative
explanations, regression to the mean and supply-induced demand [33]. The degree of uncertainty in
effective pathways through which interventions work and therefore the results they lead to, increases
with a higher degree of complexity of healthcare change. In general, but especially in times of limited
resources, it is of invaluable importance to evaluate innovations in healthcare services to know which

ones are worth adopting and investing in.

Study design

From the viewpoint that evaluation is indispensable, one inevitable choice is the optimal study design.
From the perspective of traditional scientific (statistical) generalization, the highest form of evidence
for efficacy of interventions comes from randomized clinical trials (RCTs). The key methodological
components of an RCT are the use of a control group and random assignment to groups to balance
distribution of potential confounders, to allow for causal inferences. These components ensure high
internal validity, but often limit external validity. However, several differences are encountered between

the evaluation of relatively simple (medical) interventions and of complex healthcare innovations. For
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instance, the nature and complexity of health services innovations often cause assumptions underlying
the RCT design to not be upheld, therefore compromising internal validity of RCTs and thus advocating
the use of alternative study designs [34]. The most often violated assumption is the assumption of
context independence, but the assumption of equipoise may not apply if preference for the intervention

over usual care exists.

The DementiaNet innovation is complex on multiple aspects, according to definitions from the Medical
Research Council (MRC)[28, 35]: it consists of multiple interacting components; healthcare professionals
have to alter their behaviors considerably and multiple organizational levels are targeted. Additionally,
the innovation is tailored to the specific situation of each local network, which has been recognized as a
logical fit for complex interventions to be adapted to local contexts rather than completely standardized
[28]. Logically, the context in which the intervention is implemented is of great influence and therefore
of interest to the evaluation. This will be taken into account by constructing narratives of each network
with specific attention to their context and by looking for patterns in different contextual factors that

may account for different trends in outcomes.

For these reasons, we designed the evaluation study as a longitudinal multiple case study. The unit of
analysis is the individual network participating in the DementiaNet project. This makes it impossible to
set up a comparable control unit, as these networks do not exist yet without the innovation. Additionally,
necessary investment in data collection was not endorsed by professionals if participation in the project
was not ensured. In case studies, the context is explicitly taken into account as part of the evaluation,
in contrast to experimental designs which employ the opposite approach by controlling the context as
much as possible [18]. Therefore, a multiple case study is found very suitable for this type of evaluation.
In a multiple case study, each case can be seen as a single experiment. Hence, a multiple case study may
then be considered the equivalent to multiple experiments. Under this assumption, generalizing from
case studies can be equivalent to generalizing from experiments [18]. Inferences are drawn both from
within-case changes over time and cross-case comparison. The longitudinal multiple case study design
allows for the addition of this latter approach, thereby providing the potential to replicate findings and
identify patterns, which increases explanatory power and generalizability of findings [36].

Although there is a certain selection underlying the participating networks in the evaluation study,
we believe that the results will extrapolate to other locations as well. This is assumed because the
innovation is not specific to this innovators and early adopters group, but is applicable to every network
as it is strongly tailor-made to the specific needs of every network. We will evaluate the suitability for
networks that start at higher and lower levels of collaboration and quality, leading to higher external
validity.

Each network is enrolled into the evaluation study as a case on starting in the project. Hence, the
evaluation study commences at the same time as the implementation of the innovation. This timing
allows for the most optimal within-case comparison between the situation right before implementation

started and during increasing levels of implementation within the network. This outweighs the fact that
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effects take time to develop and thus may not come to full fruition within the timeframe of the study in

our opinion as it strongly increases the validity of inferences to be drawn from this evaluation.

Expectations

Successful transition towards network care will be evidenced by an increase in the rating of network
maturity. It is expected that this is not the case in all networks, as some probably fail to succeed in
transitioning after the starting initiative to take part in the innovation, for instance, because of
organizational problems or because network leaders are unable to fulfil their role. Moreover, it is
expected that rating of network maturity is associated with the score on quality of care as measured
by indicators. Hence, we expect that quality of care scores will increase along with network maturity,
although possibly with a considerable delay. It is not hypothesized that informal caregiver-reported
outcomes will already be affected by the DementiaNet innovation in a way that is timely and strong
enough to be picked up by this evaluation study. However, as it is an extension of the hypothesized
pathway and the ultimate goal of many health services innovations, we do consider the inclusion of
these outcomes relevant to incorporate the patient and informal caregiver’s perspective to expand on
in further studies.

We expect that the mixed methods design provide us with insight in how the innovation actually was
implemented in each network, how it worked and which contextual aspectsinfluenced this. Furthermore,
we expect information on which aspects of the innovation are most effective in which circumstances.
Possibly, the innovation and future implementation can be improved with this information. Next to
highly valuable data for effective and efficient network-based care for chronic conditions in older
populations, starting with dementia care, this study may yield important methodological data on the

value of a multiple case study analysis for other complex interventions as well.
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In the meantime, the results of this study were published as:
Richters A, Nieuwboer MS, Olde Rikkert MGM, Melis RJF, Perry M, van der Marck MA. Longitudinal
multiple case study on effectiveness of network-based dementia care towards more integration, quality

of care, and collaboration in primary care. PloS one. 2018;13(6):e0198811.

ABSTRACT

Introduction:

The rising incidence and policies to keep dementia patients in their own homes are increasingly putting
pressure on primary care systems and budgets. The DementiaNet program stimulates development of
primary care networks of medical, nursing and welfare professionals for community-dwelling dementia
patients through practice facilitation. This study aimed to provide insight into the merits and drawbacks

of this program, mechanisms and which contextual factors influenced them.

Methods:

In this longitudinal mixed methods multiple case study, primary care professionals with shared caseloads
of dementia patients, were enrolled to form networks in the DementiaNet program. Data collection
consisted of continuously kept logs, yearly structured interviews to rate the network maturity score
(range 0-24), yearly quality of care assessment through a sum score of quality indicators (range 0-100),
and in-depth interviews regarding experiences and perceived effects. Quantitative data were analyzed
through mixed models; qualitative data with thematic analysis. Results were integrated by combined

interpretation.

Results:

Thirteen networks were successfully initiated in the program, consisting of a median of 9 professionals.
Overall, the networks showed an average yearly increase of 2.03 (95% Cl 1.20-2.96) on network
maturity and 8.45 (95% Cl 2.80-14.69) on quality indicator sum scores. Mixed methods interpretation
revealed patterns regarding network and contextual factors enabling the transition towards more
mature networks and better quality of care. Participating professionals reported more personal contact,
more coordination, better communication and the network-based care contributed to more mutual

respect and trust.

Discussion:

Time trends in network maturity and quality of care indicators showed overall improvements. Several
enabling factors for the transition to network-based care were identified including strong and adequate
leadership (preferably with leaders from primary care practice), high involvement of motivated primary
care physicians, high acquaintanceship with other network members, and network size with a compact

network that operates in a relatively small geographical area.
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Conclusions:
Participation in the DementiaNet program was associated with increased network maturity and
subsequent beneficial effects on quality of care. Adaptation towards a more mature network seemed

to favor quality of care improvements.

Lessons learned:
The multiple case study design demonstrated its value in the evaluation of DementiaNet as example of

a complex health care innovation by incorporating interactions and contextual dependency.

Limitations:

The main limitation of the study was the limited follow-up. The DementiaNet approach demands
considerable changes in behavior and practice from large numbers of actors; such adaptations require
time and will be different per network. Indeed, networks work different in speed of change and
improvement goals. Nonetheless, these initial results show improvements even over one and two year

timeframes.
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CHAPTER 4

ABSTRACT

Background:
Leaders are needed to address healthcare changes essential for implementation of integrated primary
care. What kind of leadership this needs, which professionals should fulfil this role and how these

leaders can be supported remains unclear.

Objectives:
To review the literature on effectiveness of programmes to support leadership, the relationship between
clinical leadership and integrated primary care, and important leadership skills for integrated primary

care practice.

Methods:

We systematically searched PubMed, CINAHL, Embase, PsycINFO until June 2018 for empirical studies
situated in an integrated primary care setting, regarding clinical leadership, leadership skills, support
programmes and integrated-care models. Two researchers independently selected relevant studies and
critically appraised studies on methodological quality, summarized data and mapped qualitative data

on leadership skills.

Results:

Of the 3207 articles identified, 56 were selected based on abstract and title, from which 20 met the
inclusion criteria. Selected papers were of mediocre quality. Two non-controlled studies suggested
that leadership support programmes helped prepare and guide leaders and positively contributed to
implementation of integrated primary care. There was little support that leaders positively influence
implementation of integrated care. Leaders’ relational and organizational skills as well as process-
management and change-management skills were considered important to improve care integration.

Physicians seemed to be the most adequate leaders.

Conclusion:
Good quality research on clinical leadership in integrated primary care is scarce. More profound
knowledge is needed about leadership skills, required for integrated-care implementation, and

leadership support aimed at developing these skills.

Key message

e Research to build a stronger evidence base for leadership and supportive leadership interventions is
urgently needed to warrant the current emphasis on leadership in integrated primary care.

e Evidence on essential leadership skills adds that physicians require relational and organizational skills,

as well as process-management and change-management skills.
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INTRODUCTION

As numbers of chronically ill patients with complex healthcare needs are increasing, primary care
professionals will be challenged to deliver integrated care. Integrated care is about ‘delivering seamless
care for patients with complex long-term problems cutting across multiple services, providers and
settings’ ([1], p. 58). It covers care processes that take place on the micro (clinical integration), meso-
(professional- and organizational integration) and macro (system integration) level (Figure 1) [2], and
requires interprofessional care including teamwork, collaboration, coordination and networking [3].
Consequently, implementation of integrated care is a complex and sometimes even chaotic process,

requiring fundamental redesign of usual primary care [4,5].

Leadership is considered a prerequisite for integrated primary care [6-9] to give direction, and align
within organizations and interprofessional teams [10,11]. Worldwide, physician leadership is endorsed
to foster collaboration with colleagues interprofessionally [9,12]. Therefore, physician leadership should
exceed leading multidisciplinary meetings. It is also about the ability to change the care process, e.g.
defining new roles for different professionals, handling different interests and implementing patient

care coordination.

A review of studies in the hospital setting recently showed that nursing leadership may lead to higher
patient satisfaction, lower patient mortality, fewer medication errors and fewer hospital-acquired
infections [13]. Within the Chronic Care Model, the most accepted integrated-care model, leadership
is recommended to enlarge effectiveness of integrated care [14]. However, lack of leadership power is
often reported in integrated-care studies [7,8] and few studies support the assertion that leadership

advances integrated care [15].

Because of the diversity in autonomous professionals and the differences in care arrangements,
experiences and views of professionals in primary care [16], it is plausible that leadership aimed
at primary care integration requires specific leadership styles and skills (See Box 1 and Figure 1 for

leadership styles and tasks) [17].

BOX 1. Leadership styles related to integrated care

Two important leadership styles can be distinguished in relation to integrated care:

e collective leadership (e.g. shared, collaborative, dispersed, distributed or team leadership) that
involves the collective influence of team members and is based on social interactions [18].

e transformational leadership, a more hierarchical style, where leaders transform their followers by

charisma and motivate them to achieve more than what is expected and challenge them to look

beyond self-interest [19].
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A recent scoping review identified collective leadership as most important style to facilitate inter-
professional care, although it remained unclear how this style was applied. Only few studies described
leadership skills needed for collaboration with colleagues with different professional or organizational
backgrounds [20].

Several preparation and support programmes exist to develop leadership skills among healthcare
professionals [20]. Most of these programmes target physicians and nurses (clinical leadership) in
hospital settings [15], and only few address care integration [21]. Despite the broadly shared idea that
leadership is essential for the delivery of integrated care, the nature and strength of the association
between leadership and integrated primary-care practice remains unclear [20]. In a review of the
literature, we therefore, aimed to primarily study the effectiveness of leadership preparation and
support programmes on integrated primary care practice. Furthermore, we explored the association
between clinical leadership and integrated primary care practice and outcomes and skills required for

effective clinical leadership in an integrated primary care context.

Macro level: « Style: Political leadership
System integration * Tasks: Policy making and management

Meso level: « Style: Collective or/and transformational leadership
Professional & e Tasks: Inter-professional (IP) teamwork, IP collaboration, IP
organisational integration networking, and IP coordination

Micro level: o Style: Professional leadership
Clinical integration « Tasks: Care coordination on patient level

Figure 1: The three different levels of care integration and their leadership styles and tasks.

METHODS

Search strategy

We performed a systematic review according to the PRISMA recommendations [22] (Prospero
CRD42016036746). We searched the electronic databases of PubMed, CINAHL, Embase, PsycINFO
up to 30 June 2018, including relevant synonyms for (1) Leadership AND (2) Integrated Care, namely
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‘Chronic Care Model’, ‘coordinated healthcare’, ‘integrated health service’, ‘collaborative healthcare’,
‘interprofessional collaboration’, ‘interprofessional cooperation’, ‘inter organizational collaboration’
and ‘inter organizational cooperation’, without restrictions regarding language or year of publication.
Additionally, we performed the snowball method and manually searched systematic reviews on

implementation of integrated care (Supplemental Material, available online).

Inclusion criteria

For inclusion, articles had to (1) describe empirical research with quantitative and/or qualitative data
collection, full text available; (2) address clinical leadership in an integrated primary care setting or
collaboration between primary and hospital care; (3) focus on the effectiveness of leadership support
and training, on required leadership skills and/or the association between leadership and integrated

primary care practice; and (4) focus on the meso-level of integrated care (Figure 1).

Excluded were reviews, opinion papers, papers on health policy, papers solely situated within the
hospital setting, and papers that report on clinical interventions with the focus on process indicators.
We excluded studies on integrated care defined as public health programmes, oral health, telehealth,
disease management, care pathways, educational programmes, and studies with the following
perspectives: non-clinical leadership (management, governance, political, church, military, civic and lay

leaders) and care integration not exceeding the micro level (care coordination).

Selection of papers, critical appraisal and data extraction

After exclusion of duplicates, a first selection was made based on article titles by one reviewer (MN);
then, abstracts were independently screened by two researchers (MP, MN). The relevant articles were
read full-text and assessed for inclusion. In case of disagreement, discussion led to consensus or a third

researcher was consulted (MvdM). To determine the level of agreement, Cohen’s k was calculated.

Subsequently, the studies included were appraised independently on methodological quality by
two researchers (MP, MN). We used the Mixed Methods Appraisal Tool (MMAT) as this tool allows
concomitant appraisal of qualitative, quantitative and mixed methods studies [23]. MMAT scores
represent the number of criteria met, divided by four and translated in percentages; scoring varies from
25% (noted as *, low quality) to 100% (noted as ****, high quality), with scores in between noted as **
or *** of mediocre quality. Additionally, all qualitative studies were assessed using the COREQ criteria

and these scores were integrated in MMAT scores [24].

Primarily, data extraction was targeted on the effectiveness of leadership support and training
programmes as a structural component of the integrated primary care implementation strategy on all
possible outcomes e.g. individual or organizational. Secondarily, data were collected on the association
between clinical leadership and integrated primary care with outcomes on the patient level and on

leadership skills needed for effective implementation of integrated primary care. We extracted
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additional data on study characteristics such as publication date, country, integrated-care setting, target

patient population, design, data collection and participants and leadership perspective/approach.

We performed a narrative synthesis on results for leadership skills by categorizing outcomes using
the Bell framework on collaboration [25]. This framework consists of five different themes: (1) shared
ambition; (2) mutual gains; (3) relationship dynamics; (4) organization dynamics; and (5) process

management [17]. After categorizing the data in these themes, we defined subthemes.

Y
Records identified through Records identified through other sources
_g database searching (n=280)
"é (n =3486)
2
2 v y
a
= Records after duplicates removed
(n=2892)
—
| Records excluded
v (n=1287)
m Records after titles screened
.g (n=1605)
5 I Records excluded
S v ¥ (n=1204)
Records after abstracts
screened
(n=401)
Y
.| Records excluded
- (n=345)
£ Y
=§n Records after abstract
= assessed for eligibility
(n=56) Full text excluded
(n=33):
-no empirical data: 5
—_— » -no integrated care: 22
-no leadership: 1
-setting unclear: 5
- v
]
E Full text included in No full text available (n=5)
£ synthesis
(n=18)

Figure 2: Diagram of information flow through phases of systematic review
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RESULTS

Study characteristics

From the 3207 citations identified, 61 abstracts were found eligible of which 56 full-text articles were
available (Figure 2). The researchers initially agreed on 48 articles for inclusion or exclusion (k = 0.86),
on seven articles consensus was reached after discussion and for one article a third researcher was

consulted. Finally, 20 articles were included (Table 1).

Studies included were conducted in Western countries, most in the USA (n = 7) and Canada (n =4). The
majority of studies used a qualitative design (n = 12) or a mixed methods design (n = 7). Two studies
obtained the maximum MMAT scores (****); 16 studies were of mediocre and two of low quality.
Studies were all conducted after 2006. In 12 studies, integrated care was targeted on specific chronic
care diseases, e.g. depression and diabetes or the elderly population. Integrated-care interventions
ranged from collaborative working [28] and interprofessional collaboration [33,36,38,44,45] to full
Chronic Care Model implementation, including case management, and multidisciplinary teams and
consortium building [31,32,34].

Ten studies explicitly mentioned the use of clinical leadership perspective [26-28,31,32,39,42-45].
Five studies focused on collective leadership [30,35,36,38,41]. Three articles mentioned that different
leadership styles were needed in different phases of integrated-care implementation [27,32,39]. Five
papers did not describe the leadership style addressed [29,30,33,38,41].

Effectiveness of leadership interventions to improve integrated-care practice

We found no clinical trials on effectiveness of leadership interventions (support and preparation). Two
studies, one mixed method study of mediocre quality [37] and one qualitative design of low quality [28],
reported on the impact of a leadership intervention on integrated primary care practice. Bitton et al.
investigated a leadership academy’s curriculum, including skill development and peer mentoring, that
supported clinical leadership and change-management [37]. Nineteen primary care practice teams,
which consisted of clinical physician leaders, followed the leaderships academy’s curriculum during an
18-month period. The evaluation showed that clinical leadership behavior improved (from 6.2 to 7.9,
P < 0.001, on the validated self-report patient centered medical home assessment, subscale ‘engaged
clinical leadership’; scores range from 0O (worst) to 12 (best)). Additional qualitative research findings
suggested that leadership competencies must be augmented and learned at practice level to succeed

in changing towards collaborative practice.

Alleyne et al. evaluated the clinical nursing leadership and action process model (CLINLAP), an approach
to support firmly clinical (nursing) leadership [28]. This course included a two-day management-
development workshop, group clinical supervision (90 minutes, weekly). Participants were additionally

supported by a management development tool. In a qualitative evaluation, six district nurses stated that
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the CLINLAP model improved their capacity to enhance the quality of collaborative services provided
to their patients, increased their confidence to perform and made implementing change more practical

and manageable.

Association between clinical leadership and integrated primary-care practice and
outcomes

Thirteen studies explored the association between leadership and integrated primary care (Table 2).
Three studies used a quantitative, cross-sectional correlation design (MMAT **/***) ‘and 10 studies
used a qualitative design (MMAT * to ****)_All these studies reported a positive influence of leadership
on the integration of primary care and provided in-depth information on the most fruitful leadership
approaches: clinical leadership [27,31] and different types of collective leadership: team leadership
[30,38,41] and dispersed leadership [35]. Two studies revealed the value of continuity of leadership
in person for implementation of integrated primary care [26,42]. Five studies reported explicitly that
physician leaders were the most suited professionals for practicing the clinical leadership role [33,38,
43-45] One study found a strong relationship (f = 0.25) between effectiveness of leadership and chronic
care model integrated partnership [34]. Two studies showed a significant correlation between strong
leadership and patient outcome measures, such as patients’ activation (r = 0.6) and the proportion of

patients having nephropathy screening (OR = 1.37)[36,39].
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Table 2. Association between clinical leadership and integrated primary care and outcomes

Reference Study design

Leadership perspective

Integrated-care outcomes: Clinical measures
or practice changes towards care integration:
teamwork, IPP, collaborative care

[26]

[27]

[30]

[31]

[33]

(34]

[35]

[36]

(38]
[39]

[41]

[42]

[43]

Qualitative

Qualitative

Mixed methods,
largely qualitative

Qualitative

Qualitative

Quantitative,
Cross-sectional

Qualitative

Mixed methods

Mixed methods
Mixed methods

Qualitative

Mixed methods

Qualitative

Clinical leadership

Clinical leadership
Change leadership

Clinical leadership

Clinical leadership

Clinical leader
Change leadership

Overall leadership / senior
leaders

Practice team leadership
Leadership with focus on
learning and knowledge
management

Clinical leadership by
practice leaders

Clinical leadership

Top leadership
Primary-care practice
champion

Care manager

Clinical leadership

Clinic Ql leadership

Clinical leadership

Leadership and durability of leadership was clearly
associated with success in sustaining and spreading
the intervention

Clinical leaders succeeded in influencing professional
practices. However, it is obvious that change does
not depend solely on the clinical leaders’ role

Collaboration and leadership attributes were
interrelated and contributed to the impactiveness
of the emerging NP role. Leadership supported the
work of the team

Clinical leadership had determinative positive
influence on integration process

Critical role of physician leadership in supporting
collaborative care

Essential role of a manager in supporting an
sustaining collaborative care

Strong relationship (B = 0.25; P < 0.01) between
impactiveness of disease management partnership
(ACIC scores) and leadership (11 items on PSAT)

Dispersed leadership approaches are the most
appropriate for collaborative depression care

Leadership was significantly associated with 1
clinical measure: the proportion of patients having
nephropathy screening (odds ratio = 1.37; 95% Cl,
1.08-1.74)

The odds of making practice changes were greater
for practices with higher leadership scores at any
given time (odds ratio = 2.41-4.20). Leadership rated
monthly on a 0-3 scale, during 1 year

Local physician leader facilitated sense of teamwork

Statistically significant and moderately strong
positive correlations for patient activation and strong
leadership support (0.63)/ strong care manager
(0.62)/ strong Primary-care practice champion (0.60)
Lack of leadership was considered to be a barrier to
more efficient outcomes

Formal leadership may not be fundamental to team
working; team leadership would be advantageous

Having onsite programme champions and durability
of this leadership was important for implementation
of collaborative care

IPP best practices emphasized role of physician
leadership. Within historic hierarchy of medical care,
physicians often are tone setting

ACIC = Assessment of Chronic lliness Care; OR, ods ratio; Cl = confidence interval; IPP = interprofessional practice;
NP = nurse practitioner; PSAT = partnership self-assessment tool.
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Leadership skills required for integrated primary care

Fourteen qualitative studies, one of high [43]and 13 of mediocre quality [26,29-33,35,36,38,40,42,44,45],
described skills needed for integrated-care implementation and practice. Eleven studies reported
skills related to relational dynamics such as encouraging team culture, facilitating interpersonal
communication, fostering accountability and responsibilities of team members, positive role modelling
and developing new professional roles [29,30,32,33,35,36,38,42-45]. Seven studies provided insight
into organizational skills needed for clinical leaders: being visionary, decisive, being a catalyst and
problem solving [26,30,31,36,40,43,45]. Process-management skills and change-management skills
were reported in seven articles [26,29,31-33,36,45]. Two studies stated the need for leaders’ qualities
to ensure the commitment of multidisciplinary team members to a shared purpose [32,35]. No skills
required for Bell’s ‘mutual gains’ (understanding the various interests of the involved partners) category

were mentioned (Table 3).
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Table 3. Leadership skills required for integrated primary care

Subthemes

Reference Method for data collection

Leadership skills required

Shared ambition (shared commitment of the involved partners)

Commitment

Relationship dynamics (relational capital among the partners)

Team culture

Inter-personal

communication

Responsibilities

Role modelling

72

[32]

[35]

[29]

30]

(32]

[35]

[36]

[43]

[44]

[29]

[43]

[44]

[29]

[32]

[42]

[30]

[33]
[45]

Interviews, observation, focus
groups
In-depth interviews

Focus groups

Case-study journals, interviews,
focus group and surveys

Interviews, observation, focus
groups

In-depth interviews

Focus groups

Observation during site visits,
interviews

Semi-structured interviews

Focus groups

Observation during site visits,
interviews

Semi-structured interviews

Focus groups

Interviews, observation, focus
groups

Observation of team monthly
meetings

Case-study journals, interviews,
focus group and surveys

Semi-structured interviews

Focus groups, observation

Ensuring the broadening commitment of
different health and social services
Helping to develop and negotiate shared
purpose

Shared leadership: team members
empowering each other in their team
Being able to function in a networked
rather than a hierarchical manner
Maintain trusting relationships
Establishing a collaborative culture:
sensitivity to roles and contributions of
different staff members

Encouraging working in groups and teams

Fostering culture of teamwork

Sensitivity to issues learning to ‘work
together’

Valuing contribution of team member
Creating safe space for team members
Being able to consider the circumstances
and ways of thinking of each discipline
Conflict resolution

Facilitate meetings

Communicating expectations of team
member overtly or implicitly

Promoting the creation of good
communication and close interaction
between disciplines

Foster accountability

Divide responsibilities for different tasks to
different team members

Clarifying dysfunctional areas and revising
task distributions

To champion protocol adherence

Positive professional role modelling, to
share expertise

Developing trans boundary role

Positive physician role modelling

Taking initiative to build multidisciplinary
teams

Emphasizing the role of professionals close
to patients, especially nurses and social
workers



REVIEW LEADERSHIP AND INTEGRATED CARE

Table 3. continued

Subthemes

Reference Method for data collection

Leadership skills required

Role developing  [32]

[38]

Interviews, observation, focus
groups

Interviews, web-based survey

Refining and legitimating the role of the
case manager

Providing confidence among individuals in
adopting new roles

Clarifying the scope of new role and
responsibilities

Providing a vehicle for incorporating new
roles into routine practice

Organization dynamics (governance arrangements among the partners)

Visionary [26]
[36]
[43]

[45]

Decisiveness [30]

(31]

[40]

[45]
Catalyst Problem  [36]
solving

[30]

[40]

Telephone interviews
Focus groups

Observation during site visits,
interviews

Focus groups, observation

Case-study journals, interviews,
focus group and surveys

Interviews, focus groups, non-
participant observation and
document analysis

In-depth interviews

Focus groups and observation
Focus groups
Case-study journals, interviews,

focus group and surveys
In-depth interviews

Process management (process steering among the partners)

Change [26]
management
[29]

[32]

[33]

[36]

Telephone interviews

Focus groups

Interviews, observation, focus
groups

Semi-structured interviews

Focus groups

Visionary and committed
Vision about the importance of the work

Vision on IPP, including patient- and family-
centered care, high-quality care
Passionate about delivering integrated,
good quality, person-centered care
Evolving sense of authority

Having determinative influence

Having clearly decisiveness to implement
practice changes

Taking personal initiatives to set events in
motion aimed at integrating healthcare
resources

Display of determination to persevere
when faced with challenges an barriers to
change

Persistence in facing resistance to change
from staff

Deciding on the composition of the
multidisciplinary team

Serve as link between top management
and staff

Taking positive action to resolve problems

Overcome bureaucratic hurdles

Supporting improvement change culture,
that permeates the organization

Should have knowledge of change theory

Transforming the classic hierarchical
relationship between GPs and nurses/case
managers

Should encourage change

Should be innovative, creative and possess
project development and management
skills

Test and implement innovations
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Table 3. continued

Subthemes Reference Method for data collection Leadership skills required
Project [29] Focus groups Public speaking, presentation skills,
management coaching skills, writing proposals and
abstracts
[31] Interviews, focus groups, non- To empower individuals to participate in
participant observation and transformation activities
document analysis
[32] Interviews, observation, focus Tailoring to the various phases of the
groups diagnostic, design and implementation
process
[36] Focus groups Taking personal initiative to set events in
motion aimed at integrating healthcare
resources
[45] Focus groups, observation Networking at the strategic level:

connecting primary and secondary care,
social services, and the community

GP = general practitioner; IPP = Inter Professional Practice; Ql = Quality Improvement

Bells Framework consists of [1] Shared ambition, [2] Mutual gains, [3] Relationship dynamics, [4] Organization
dynamics and [5] Process management.

Mutual gains was not mentioned.

DISCUSSION

Main findings

In this systematic review we found no controlled studies on effectiveness of clinical leadership on
integrated primary care practice and outcomes on patient level. Two articles suggested that leadership
support programmes may contribute to prepare leaders for the implementation of integrated primary
care. Leaders’ relational and organizational skills as well as process-management and change-
management skills were considered important to improve care integration but were never tested.
Physicians were appointed as the most adequate leaders. The majority of the empirical studies included
in the review were explorative by nature and of mediocre quality. The focus on leadership as a research
target in relation to integrated care seems to be a new phenomenon as all studies selected were
conducted after 2006.

Strengths and limitations

The main strength of this first systematic review covering the association between leadership and
integrated primary care is that we performed a sensitive search with few limitations. However, we may
still have missed potentially relevant articles because the underlying concepts of integrated care as
well as leadership are not yet clearly defined. This also might have given rise to multiple interpretation
during the selection process. To overcome this problem, the screening process was carried out by two
researchers with at least ten years of experience in the field of integrated primary care. Moreover, they

independently screened 420 abstracts and 56 full-text articles, with a high agreement rate.
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Another limitation is that our search was limited to databases of clinical research when studying a
management topic. Since this review focused on clinical leadership, we argue that we probably were
able to identify most relevant papers in the databases used. We tried to diminish this factor further by
using snowball methods and manual searching of key articles on the implementation of integrated care

including studies published in organizational science journals.

Comparison with existing literature

Effectiveness of leadership interventions. This review revealed that the use of leadership as the
implementation strategy, although recommended in the Chronic Care Model and by many experts in
the field, was hardly applied or described since we only found two studies of low and mediocre quality
that evaluated leadership-training interventions aimed at structurally supporting implementation
processes of integrated care. This shows that the importance of leadership to integrated primary care

does not yet transcend the level of opinions.

Association between clinical leadership and integrated primary care. The association between leadership
and integrated care is not substantiated with firm evidence [20]. This review appoints physicians as the
professionals most capable of transforming care towards more integration. Until now, physicians have
indeed been the principal players in either opposing or supporting successful transformative efforts
[46]. Recognition of the need for physicians’ leadership role development and support and increased
attention on clinicians’ collaboration and leadership skills were recently stipulated in physicians
competency profiles (i.e. CANMED roles) [12,47]. Other professionals, e.g. nurses and social workers,
may lack the hierarchical position in comparison with physicians and possibly need more support to
perform their leadership role; skills to perform this role are not automatically present in professionals

and the importance of supporting professionals in their leadership’s role is still underestimated [20].

Required leadership skills. Our review indicates that some relational leadership styles, especially
collective leadership and team leadership, may be fruitful to the implementation of integrated primary
care. Relational and organizational skills, as well as process-management and change-management
skills, such as communicating expectations, maintaining trusting relationships and creating safe space,
were also found important in other reviews [8,20]. Remarkably, the need for leaders to be able to
understand mutual gains was not mentioned in the papers included. A possible explanation is that the
ability to oversee the consequences of care integration for the organizations involved is complicated, as

competitive dynamics may hinder crossing organizational borders [48].

Implications for research and/or practice

Thisreview underlines the need forinnovationin leadership research, training and practice. Furthermore,
it shows that evaluating leadership in integrated primary care is challenging. Future research could
benefit from better defined concepts and a clear research agenda on leadership in the context of

integrated primary care [20]. Leadership skills identified in this review can fuel the development of
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leadership programmes in vocational training curricula and interprofessional education. Evaluation of
complex educational leadership interventions and the complex integrated primary care setting may
ask for innovative research designs instead of classical randomized controlled trials. An example of
such an innovative design is the longitudinal mixed methods case study to evaluate DementiaNet, an
implementation programme for networked primary dementia care [49]. This design enabled a better
understanding of the effects and working mechanisms. Outcomes in this study were network maturity
and quality of care. These outcomes and their interrelatedness, combined with leadership skills
assessment, are also relevant for the evaluation of clinical leadership programmes in the integrated

primary care setting.

CONCLUSION

In the field of primary care, experts consider leadership to be a relevant factor for good-quality
integrated care. However, this review revealed that there is no firm evidence for its positive impact.
The evidence available is limited to mainly qualitative studies. Leadership support aimed at developing
skills for integrated-care implementation is probably effective but a more profound evidence base
is required. We therefore, advocate the development of higher-quality knowledge about leadership
focused on the implementation of integrated-care practice.

DISCLOSURE STATEMENT

The authors report no conflicts of interest. The authors alone are responsible for the content and
writing of the paper.

FUNDING

This research project was funded by Gieskis Strijbis fonds.

76



REVIEW LEADERSHIP AND INTEGRATED CARE

REFERENCES

1. Goodwin N. Are networks the answer to achieving integrated care? J Health Serv Res Pol 2008;13(2).

2. Valentijn PP, Schepman SM, Opheij W, et al. Understanding integrated care: a comprehensive conceptual
framework based on the integrative functions of primary care. Int J Integr Care 2013;13.

3. Reeves S, Xyrichis A, Zwarenstein M. Teamwork, collaboration, coordination, and networking: Why we need to
distinguish between different types of interprofessional practice. J Interprof Care 2018;32(1).

4. Martin C, Sturmberg J. Complex adaptive chronic care. J Eval Clin Prac 2009;15(3).

5. Wagner EH, Austin BT, Davis C, et al. Improving chronic iliness care: translating evidence into action. Health Aff
2001;20(6).

6. Evans JM, Grudniewicz A, Baker GR, et al. Organizational Context and Capabilities for Integrating Care: A
Framework for Improvement. Int J Integr Care 2016;16(3).

7. Kadu MK, Stolee P. Facilitators and barriers of implementing the chronic care model in primary care: a systematic
review. BMC Fam Prac 2015;16(1).

8. Davy C, Bleasel J, Liu H, et al. Factors influencing the implementation of chronic care models: A systematic
literature review. BMC Fam Prac 2015;16(1).

9.  Kelley-Patterson D. What kind of leadership does integrated care need? Lond J Prim Care. 2013;5(1).

10. West M, Armit K, Loewenthal L, et al. Leadership and leadership development in healthcare: the evidence base.
London: Faculty of Medical Leadership and Management. 2015.

11. Husebg SE, Olsen @E. Impact of clinical leadership in teams’ course on quality, efficiency, responsiveness and
trust in the emergency department: study protocol of a trailing research study. Bmj open 2016;6(8).

12. Dath D CM-K, Abbott C. CanMEDS 2015: From Manager to Leader. Ottawa, Canada: TRCoPaSo 2015.

13. Wong CA, Cummings GG, Ducharme L. The relationship between nursing leadership and patient outcomes: a
systematic review update. J Nurse Manage 2013;21(5).

14. Wagner EH, Austin BT, Von Korff M. Organizing care for patients with chronic illness. Milbank Q. 1996.

15. DalyJ, Jackson D, MannixJ, et al. The importance of clinical leadership in the hospital setting. J Healthc Leadersh.
2014;6.

16. Schoen C, Osborn R, Huynh PT, et al. On the front lines of care: primary care doctors’ office systems, experiences,
and views in seven countries. Health Aff 2006;25(6).

17. Valentijn PP, Vrijhoef HJ, Ruwaard D, et al. Exploring the success of an integrated primary care partnership: a
longitudinal study of collaboration processes. BMC Health Serv Res 2015;15(1).

18. Forsyth C, Mason B. Shared leadership and group identification in healthcare: The leadership beliefs of clinicians
working in interprofessional teams. J Interprof Care. 2017;31(3).

19. DionneSD, Gupta A, Sotak KL, et al. A 25-year perspective on levels of analysis in leadership research. Leadership
Quart 2014;25(1).

20. Brewer ML, Flavell HL, Trede F, et al. A scoping review to understand “leadership” in interprofessional education
and practice. J Interprof Care. 2016.

21. Clausen C, Cummins K, Dionne K. Educational interventions to enhance competencies for interprofessional

collaboration among nurse and physician managers: An integrative review. J Interprof Care 2017.

77




CHAPTER 4

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.
36.

37.

38.

39.

40.

78

Liberati A, Altman DG, Tetzlaff J, et al. The PRISMA statement for reporting systematic reviews and meta-
analyses of studies that evaluate health care interventions: explanation and elaboration. PLoS Med 2009;6(7).
Souto RQ, Khanassov V, Hong QN, et al. Systematic mixed studies reviews: updating results on the reliability and
efficiency of the mixed methods appraisal tool. Int J Nurs Stud. 2015;52(1).

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist
for interviews and focus groups. Int J Qual Health C 2007;19(6).

Bell J, Kaats E, Opheij W. Bridging disciplines in alliances and networks: in search for solutions for the managerial
relevance gap. 1JSBA 2013;3(1).

Nutting PA, Gallagher KM, Riley K, et al. Implementing a depression improvement intervention in five health
care organizations: experience from the RESPECT-Depression trial. Adm Policy Ment Hith 2007;34(2).

Touati N, Roberge D, Denis J, et al. Clinical leaders at the forefront of change in health-care systems: advantages
and issues. Lessons learned from the evaluation of the implementation of an integrated oncological services
network. HSMR 2006;19(2).

Alleyne J, Jumaa MO. Building the capacity for evidence-based clinical nursing leadership: the role of executive
co-coaching and group clinical supervision for quality patient services. J Nurse Manage 2007;15(2).

Hall P, Weaver L, Handfield-Jones R, et al. Developing leadership in rural interprofessional palliative care teams.
J Interprof Care 2008;22.

Bail K, Arbon P, Eggert M, et al. Potential scope and impact of a transboundary model of nurse practitioners in
aged care. Aust J Prim Health 2009;15(3).

Brousselle A, Lamothe L, Sylvain C, et al. Key enhancing factors for integrating services for patients with mental
and substance use disorders. MH/SU 2010;3(3).

De Stampa M, Vedel I, Mauriat C, et al. Diagnostic study, design and implementation of an integrated model of
care in France: a bottom-up process with continuous leadership. Int J Integr Care 2010;10.

Goldman J, Meuser J, Rogers J, et al. Interprofessional collaboration in family health teams: An Ontario-based
study. Can Fam Physician 2010;56(10).

Cramm JM, Nieboer AP. Disease-management partnership functioning, synergy and effectiveness in delivering
chronic-iliness care. Int J Qual Health Care 2012;24(3).

Williams P. The role of leadership in learning and knowledge for integration. JICA 2012;20(3)

Donahue KE, Halladay JR, Wise A, et al. Facilitators of transforming primary care: a look under the hood at
practice leadership. Ann Fam Med 2013;11.

Bitton A, Ellner A, Pabo E, et al. The Harvard Medical School Academic Innovations Collaborative: Transforming
primary care practice and education. Acad Med 2014;89(9).

Grace SM, Rich J, Chin W, et al. Flexible implementation and integration of new team members to support
patient-centered care. Healthcare 2014;2(2).

Whitebird RR, Solberg LI, Jaeckels NA, et al. Effective implementation of collaborative care for depression: What
is needed? Am J Manag C 2014;20(9).

Carroll V, Reeve C, Humphreys J, et al. Re-orienting a remote acute care model towards a primary health care

approach: key enablers. Rural Remote Health 2015;15(2942).



REVIEW LEADERSHIP AND INTEGRATED CARE

41.

42.

43.

44,

45.

46.

47.

48.
49.

Kennedy N, Armstrong C, Woodward O, et al. Primary care team working in Ireland: A qualitative exploration of
team members’ experiences in a new primary care service. Health Soc Care Community 2015;23(4).
Price-Haywood EG, Dunn-Lombard D, Harden-Barrios J, et al. Collaborative Depression Care in a Safety Net
Medical Home: Facilitators and Barriers to Quality Improvement. Popul Health manag 2015;18.

Tubbesing G, Chen FM. Insights from exemplar practices on achieving organizational structures in primary care.
J Am Board Fam Med 2015;28(2).

Asakawa T, Kawabata H, Kisa K, et al. Establishing community-based integrated care for elderly patients through
interprofessional teamwork: a qualitative analysis. JIMDH 2017;10.

Grol SM, Molleman GRM, Kuijpers A, et al. The role of the general practitioner in multidisciplinary teams: a
qualitative study in elderly care. BMC Fam Pract 2018;19(1).

Best A, Greenhalgh T, Lewis S, et al. Large-system transformation in health care: a realist review. Milbank Q
2012;90(3).

Willcocks SG, Wibberley G. Exploring a shared leadership perspective for NHS doctors. Leadersh Health Serv
2015;28(4).

Berwick DM, Nolan TW, Whittington J. The triple aim: care, health, and cost. Health Aff 2008;27(3).

Richters A, Nieuwboer MS, Olde Rikkert MGM, et al. Longitudinal multiple case study on effectiveness of
network-based dementia care towards more integration, quality of care, and collaboration in primary care.

PloS one 2018;13(6).

79




CHAPTER 4

SUPPLEMENTARY MATERIAL

Search strategy Pubmed (final) Search on November 1 2015; Alert until June 30" 2018

Introduction:
The research questions of this systematic review: to explore: (1) effectiveness of programmes to support
leadership for integrated primary care (2) the relationship between leadership and integrated primary

care and (3) important leadership skills for integrated primary care.

Search words:
LEADERSHIP
“leadership”[Mesh] OR
leader*[tiab] OR
champion[tiab] OR
champions[tiab] OR
coordinator[tiab] OR
clinical governance[tiab] OR
entrepreneurship[tiab] OR
seniority[tiab]

AND

CHRONIC CARE MODEL

“Chronic Disease”[Mesh] AND (“Managed Care Programs”[Mesh] OR “Delivery of Health Care”[Mesh])
OR

chronic care model*[tiab] OR

ccm(tiab] OR

ccms[tiab]

LEADERSHIP

AND

INTEGRATED CARE

Delivery of Health Care, Integrated”[Mesh] OR
Integrated care[tiab] OR

Integrating care[tiab] OR

Integrated healthcare[tiab] OR
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Integrating healthcare[tiab] OR
Integration of care[tiab] OR

coordinated care[tiab] OR

coordinating care[tiab] OR

coordinated healthcare[tiab] OR
coordinating healthcare[tiab] OR
coordination of care[tiab] OR
coordination of healthcare[tiab] OR
Integrated health service*[tiab] OR
Integrating health service*[tiab] OR
Integrated healthservice*[tiab] OR
Integrating healthservice*[tiab] OR
Integration of health services[tiab] OR
Integration of healthservices[tiab]) OR
Collaborative Care[tiab] OR

Collaborative Health care[tiab] OR
Collaborative Healthcare[tiab] OR
Collaborative Service*[tiab] OR
Collaborative Healthservice*[tiab] OR
Collaborative Health service[tiab] OR
Interprofessional collaboration[tiab] OR
Interprofessional cooperation[tiab] OR
Interprofessional work[tiab] OR
Inter-professional collaboration[tiab] OR
Inter-professional cooperation[tiab] OR
Inter-professional work[tiab] OR
Interorganisational collaboration[tiab] OR
Interorganisational cooperation(tiab] OR
Inter-organisational collaboration[tiab] OR
Inter-organisational cooperation[tiab] OR
Interorganizational collaboration[tiab] OR
Interorganizational cooperation[tiab] OR
Inter-organizational collaboration[tiab] OR
Inter-organizational cooperation[tiab] OR

Care coordination([tiab])
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Explanatory memorandum:

The starting point of our search was the question: what helps health care professionals involved with
integrated care in their leading role. We soon discovered however that only few studies were executed
that could help us answer this question directly. Therefore we decided to add the two secondary
questions and we searched for studies on the association between leadership and integrated primary
care with outcomes on the patient level as well as leadership skills needed for effective implementation

of integrated primary care.
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CHAPTER 5

ABSTRACT

Introduction:

Clinical leadership is recommended for successful implementation of integrated care and development
of primary care networks. Nonetheless, it is unclear how clinical leadership within these networks can
best be developed. This study’s goal is to evaluate the DementiaNet leadership programme’s attribution
to perceived leadership behavior and to explore primary care professionals’ experiences and the

programme’s successful elements.

Methods:

An explorative, longitudinal mixed methods design was used in dementia primary care networks in
the Netherlands (DementiaNet). Clinical network leaders followed a practice-based educational
programme including 360-degree feedback, individual coaching and group training. Quantitative
data included measurement of perceived leadership behavior with the Leadership Practice Inventory
at enrolment, after 1 and after 2 years and were analyzed with paired sample T-tests and ANOVA
repeated measurements. Qualitative data comprised reports of all coaching sessions, a focus group and

interviews with network leaders and participants.

Results:

Twenty-six primary care professionals followed the programme. Leadership behavior according to
Leadership Practice Inventory measurements improved during the second year of training (mean 12.17,
p=0.016). Network leaders identified 50 learning goals, mostly associated with personal leadership
competences. Individual coaching sessions and group training sessions were perceived as fruitful

support.

Discussion:

The DementiaNet practice-based leadership training, including individual coaching, group sessions
and a practice learning environment is a promising programme: it was positively valued by the
network leaders and leaders increased their perceived leadership competencies. We advocate further
implementation and evaluation of similar multifaceted leadership support programmes in primary care

networks to generate a firm evidence base.
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LESSONS FOR PRACTICE

e Network leadership conducted by primary care professionals is a novelty.

e |eadership support is needed to enable professionals to develop leadership skills.

e We encourage inclusion of 360 degree assessment, individual coaching and group sessions in a
leadership training aimed at leadership in primary care networks.

e Further implementation of such multifaceted leadership support programmes in primary care
networks is advocated.

e Preparation for interprofessional collaboration for all primary care professionals should already be

part of their vocational training.

INTRODUCTION

Leadership appears to be a major facilitating factor for the collaboration between professionals and
the implementation of integrated care models [1]. This notion applies especially to the context of
primary care, where professionals work in different organizations and teams, have different goals and
often are not personally acquainted [2]. Local network arrangements and local network leadership
could stimulate primary care integration [3]. Recognition of the need for professionals’ leadership role
development is increasing [4] and clinicians’ collaboration and leadership skills are recently recognized
as essential for medical and care professionals in the CANMED roles [5]. However, clinical leadership in

the context of integrated primary care is in its infancy ([6].

In hospitals, clinical nurse-leadership showed to improve both the quality of care [7] and
interprofessional collaboration [8]. In primary care, nurses are key participants in local networks [9]
and often fulfil a central role in integrated care arrangements [10]. Thus they may be good candidates
to take on leadership roles. Because primary care nurses are not accustomed to performing leadership
roles in networks, development of their leadership skills is recommended [11]. Leadership training
programmes should address relational and organizational skills as well as process-management and

change-management skills [6].

Within the Dutch DementiaNet collaborative care approach (a network intervention aimed to improve
integrated primary dementia care), facilitating network leadership is one of the core components [12].
Network leaders connect the different professionals, stimulate collaboration and support the quality
improvement processes. To support the network leaders in their role, a two-year leadership training

programme was designed.
The aim of this study is to obtain detailed insight into the way the DementiaNet leadership programme
contributes to the perceived leadership behavior in primary care professionals, to explore participants’

leadership experiences in a practice environment and to identify the programme’s successful elements.
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METHODS

Ethical Considerations
The study protocol of the DementiaNet study was reviewed by the local medical ethics committee,
and formal judgment was not required (protocol number: 2015-2053). Participants provided written

consent for all qualitative data to be used for research purposes.

Study Design and Population

This study has an explorative, mixed methods design, collecting longitudinal quantitative data
supplemented with qualitative data [13]. Qualitative methods and results are reported according to the
Consolidated Criteria for Reporting Qualitative Research (COREQ) [14].

Between June 2014 and October 2014, we invited community nurses, dementia case manager nurses
and practice nurses via regional newsletters, national newsletters and the researchers’ professional
networks to form local networks. The first group of network leaders started the leadership programme
between January and September 2015. Other network leaders joined a year or more later once they
heard about the programme via colleagues, the DementiaNet newsletters, websites and/or training
activities. We included nursing professionals as well as other primary care professionals. Professionals

were excluded when they were not able to compile a local network to join the DementiaNet programme.

DementiaNet Leadership Intervention

The two-year support leadership programme was based on the NHS Healthcare Leadership Model
(www.leadershipacademy.nhs.uk) and several clinical leadership programmes [15-17]. The leadership
programme was embedded within the DementiaNet approach, thus creating opportunities for
actively practicing leadership skills and implementing tools and principles in the local network (Box
1). The programme consisted of the following elements: First, participants and their colleagues were
asked to complete a multi-source (360 degree) feedback questionnaire, which is the Dutch version
of the Clinical Leadership Competency Framework’s self-assessment tool. Based on the results of
this feedback, trainees were asked to articulate learning goals in order to ensure appropriate focus
during the leadership programme. Second, trainees received individual coaching that was facilitated by
two coaches (MP and MN). Both coaches received training in interprofessional education [18] at the
academic postdoctoral training institute at Radboud Health Academy, NL. Every coach-trainee meeting
followed a structured agenda: a discussion of a) the trainee’s progress towards achieving learning
goals, b) how new skills could be practiced within the network, c) network issues, such as collaboration
problems, and d) advancement on Plan-Do-Check-Act cycles. We planned four coaching meetings on
average per trainee; the frequency of the meetings depended on the needs of the trainees. Third,
the trainees attended three different three-hour group sessions, which were scheduled 3 months

apart and led by a qualified, experienced trainer (JdB). During these sessions, trainees were invited to
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exchange experiences and practice interactively with training actors different transformational types of

leadership, such as situational leadership [19], connective leadership [20] and personal leadership [21].

BOX 1: Key elements of DementiaNet

1. Facilitating interprofessional collaboration between primary care professionals that are responsible
for a shared case-load of people with dementia: from ad hoc towards structured collaboration

2. Facilitating leadership: at least one network participant was recruited to lead the interprofessional
local network. This network leader had to connect the different professionals, stimulate
collaboration and support the quality improvement processes.

3. Plan-Do-Check-Act cycles based on quality feedback

4. Interprofessional education within the network about self-selected topics

Data Collection and Data Sources

We structured the data collection according to Kirkpatrick’s framework [22]. This framework
categorizes the outcomes of educational interventions based on five different levels of effectiveness:
1) participation or completion, 2) participants’ reaction or satisfaction, 3) learning and knowledge, 4)
health professionals’ behavior, performance or practice and 5) healthcare outcomes. Table 1 displays

an overview of the data collection per level. Below, we describe the various sources of data collection.

Information about participation and reasons of absence was retrieved from training registration forms
and the reports on the coaching sessions. Total participation was defined as attending a minimum of
two meetings with a coach and a minimum of two group training sessions. Partial participation was
defined as attending at least one meeting with a coach and at least one group session. Everything else

was defined as no participation.

Semi-structured interviews were facilitated by a trained research assistant (IM) and held with the
leadership traineesindividually orin pairs depending on whether network leaders shared their leadership
role. The interview questions covered the leadership trainees’ experiences with the programme, the
competence of the trainers and coaching staff and the learning process (including the learning goals).

A focus group interview with leadership trainees led by an independent facilitator (JdB) was held. The
interview guide invited the participants to reflect on the results derived from both the quantitative
and qualitative data. The guide also invited them to discuss the progress made towards meeting their
learning goals, their knowledge of interprofessional and interorganizational collaboration, the leader’s
performance and ability to solve the network’s quality issues and their awareness of leadership behavior

as well as barriers and facilitators.

Semi-structured interviews were led by a trained research assistant (IM) and held with a purposive

sample of participants from different networks that had been participating for at least one year. The

89




CHAPTER 5

interview topics included the network leader’s performance and the added value of the leader for the

network’s achievements.

Reports were written of all telephone or face-to-face coaching conversations (individually or in duos,
depending on whether network leaders shared their leadership role) and included the trainees’
progress towards their personal learning goals. A member check was carried out by sending the reports

to participants for comments on their interpretation and completeness.

Participants assessed their perceived leadership behavior with the Leadership Practices Inventory
(LPI). LPI measures transformational leadership, which is defined as the behavior of leaders who
move followers beyond immediate self-interests through influence (charisma), inspiration, intellectual
stimulation or individualized consideration [23]. The Dutch version of the LP| was validated for evaluating
nursing leadership programmes in the Netherlands. The LPI contains 30 items, each measured on
a 10-point Likert scale (1 = almost never, 10 = almost always; total score range is 30-300). The five
LPI subscales correspond with five dimensions of transformational leadership: 1) modelling the way
(MW): a leader has personal credibility and acts consistently with their values and beliefs; 2) inspiring a
shared vision (ISV): a leader has a clear picture of possible developments and enlists others in a shared
vision; 3) challenging the process (CP): a leader looks for opportunities and innovations to improve and
experiments, takes risks and learns from their mistakes; 4) enabling others to act (EOA): a leader fosters
collaboration by supporting cooperative goals, building trust and strengthening others by sharing
power; 5) encouraging the heart (EH): a leader recognizes individual contributions and builds a strong
sense of collective identity and team spirit [24]. Each subscale consists of six items, and each subscale
scores ranges from 6 to 60, with higher scores indicating better perceived leadership skills.

Baseline characteristics were collected among the leadership trainees via a short online questionnaire
and included age, gender, profession, education, number of years of experience in primary care and

prior experience in leadership roles.

Quantitative data were collected at enrolment in the leadership programme (T0), after one year
(T1) and after the second year (T2). Self-perceived leadership behavior was assessed with a hard-
copy questionnaire at TO and an online questionnaire at T1 and T2. Semi-structured interviews with
leadership trainees were held at T1 and T2. Semi-structured interviews with network participants were
held at T1. The focus group interview was organized two months after T2. Reports of coaching meetings
were written immediately after the session. All interviews were recorded and transcribed ad verbatim,

and member checks were performed.
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Table 1 Data collection and data sources per Kirkpatrick’s levels of effectiveness

Kirkpatrick’s level

Data collected per category

Data source

1. Participation

2. Reaction or satisfaction

3. Learning and knowledge

4. Professionals’ behavior

5. Healthcare outcomes

Registration of absence including reasons

Qualitative data:

Experiences with the programme
Competence of trainers and coaching
staff

Quantitative data:
Learning goals and whether these goals
were reached

Qualitative data:

Progress towards meeting learning goals
Knowledge of interprofessional and
interorganizational collaboration
Quantitative data:

Self-assessed leadership behavior

Qualitative data:

Awareness of leadership behavior
Barriers and facilitators

Leader’s performance

Qualitative data:
Leader’s ability to solve quality issues

Leader’s added value for the network’s
achievements.

Training registration forms

Reports of coaching sessions
Semi-structured interviews with
leadership trainees

Focus group interview with leadership
trainees

Reports of coaching sessions

Focus group interview with leadership
trainees

Leadership Practice Inventory (LPI)
Likert scale, range 30-300

Focus group interview with leadership
trainees

Semi-structured interviews network
participants

Focus group interview with leadership
trainees

Semi-structured interviews network
participants

ANALYSIS

We collectively analyzed and reported quantitative and qualitative data per level of Kirkpatrick’s
framework [22] to explore patterns and trends. Descriptive statistics were used for the leadership
trainees’ characteristics and compliance to the programme. Transcripts of the interviews with
leadership trainees and network participants were independently analyzed through open coding by
two trained researchers (IM, AR). Consensus on the codes was reached through discussion. The results

were summarized and illustrated by quotes taken from the different interviews.

The transcript of the focus group was analyzed through open coding by two trained researchers (DO,

MN). Codes were clustered into categories and themes, and illustrative quotes were derived.
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The reports of the coaching meetings were analyzed by a research assistant (LH) based on the number
and content of learning goals. These goals were allotted to the LPI subscale-category they belonged and
were rated whether they were achieved. The analysis was checked by another researcher (MN).

Mean LPI total scores and mean LPI sub-scores were analyzed. Development in LPI total scores were
plotted and analyzed with Paired sample T-tests and ANOVA repeated measurements for differences
between TO, T1 and T2. Differences in the mean scores were analyzed between two different groups:
trainees that followed the programme totally and partially and trainees with and without prior
leadership experience, with TO scores as covariates using ANCOVA. Missing values were imputed with

the mean of the subscale when no more than 3 scores were missing within one subscale.

The analyses were performed using SPSS, version 22.0 for Windows. ATLAS.ti version 8.2 was used to

support all qualitative analyses.

RESULTS

Study characteristics

Twenty-six network leaders participated in the programme. Most leaders had a nursing background;
the majority were community nurses (CN; n=10), practice nurses (PN; n=6) and dementia case manager
nurses (CM; n=6). Two leaders were general practitioners (GP), and two were occupational therapists
(OT). They worked in 16 different primary care networks of various sizes (median 9, min. 5 and max.
22 professionals) located in the eastern region of the Netherlands. Six of them had singular leaders,
whereas ten networks were led by a duo. The network leaders were mostly women (n=25, 96%) and
were mean 48.9 (SD 10.3) years of age. Their education levels encompass a Master of Science (n=2),
a Bachelor of Science (n=16) and other degrees (n=4). The mean work experience in their present job
was 9.2 (SD 6.1) years. Half of them had prior leadership experience, for example as team leader in a

nursing home.

In total, 16 interviews were held with 21 network leaders (in pairs n=5, individually n=11), 10 interviews
at Tl and 6 at T2. In the focus group interview nine leaders participated (CN, n=4; CM, n=2; PN, n=1; GP,
n=1; OT, n=1). The interviews with network participants were held with eight professionals from eight
different networks (CN, n=3; CM, n=1;PN, n=1; GP, n=1; OT, n=1; social worker, n=1).

Participation in the Training Programme

Eighteen leaders joined the programme for the full two-year period. Eight leaders followed the
programme for one year at the moment of evaluation. Fifteen trainees followed all elements of the
training, and eleven trainees joined only partially. Reasons for not fully joining the programme were:
changing jobs, long-term illness and long distance to training location. All trainees finished their 360°

self-assessment. The median number of meetings with a coach was 3 (SD 2.3). The number of meetings
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with a coach varied from 1 to 9 meetings. Sixteen trainees (61.5%) attended all three group sessions,

and seven trainees attended only one group session (26.9%).

Participants’ Reaction to or Satisfaction with the Training Programme

Individual interviews and the focus group interview revealed that most participants felt supported
through receiving personal coaching and found that it contributed to meeting their learning goals. They
mentioned that the sessions were moments of personal reflection. Furthermore, most network leaders

explicitly mentioned the personal coaching as being valuable.

| have never been supported so well, personally. It was a boost for my self-confidence (CN 1,
network 11).

All leaders expressed that it helped them to clarify their role. Some leaders noticed that the coach
helped them to become aware and appreciate the steps taken in their learning process, resulting in
renewed enthusiasm. However, some participants articulated a difficulty to express learning targets or
did not need personal support. Others valued the possibility to brainstorm specific solutions or discuss

tangible examples from other networks together with the coach.

The group meetings were appreciated because of the creative format, open atmosphere, humorous
approach and recognizable training situations. Participants identified the exercises geared towards

changing behavior and communication as a successful element.

I have learned what to do when a network participant has only little interest in joining the network.
| try to keep in contact and to ask ‘What do you need’ instead of ‘I want you to join’. | learned to

treasure the small opportunities (CN 2, network 1).

Network leaders valued the group meetings to be able to exchange experiences and to get more grip
on and understanding of the personal competencies related to being a network leader. They expressed
that after the group sessions ended, they would have preferred the exchange of experiences with their

peers to be continued.

Learning and Knowledge

From reports of 55 coaching conversations, we identified a total of 50 learning goals. Most goals
(34%) were associated with the dimension ‘Modelling the way’. These learning goals included: better
articulation of own opinions and more satisfaction with own achievements. How to share responsibility
with other network participants (dimension ‘Enable others to act’) was less frequently addressed (18%).
Participants were often not successful in reaching the goals in this dimension (56%). Learning goals
associated with team-building (dimension ‘Encouraging the heart’) were scarcely articulated (10%)
(Table 2).
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Results from the focus group interview partly supported the findings on learning goals. Network
leaders recognized that they were confronted with personal leadership issues, but also reported that
they learned to facilitate the network by applying a better network structure and jointly selecting and

conducting improvement plans in dementia care within the network.

Table 2: Learning goals, categorized into Leadership Practices Inventory subscales

Subscale LPI Goals, Attained, Partially attained,  Not attained,
number (%) number (%) number (%) number (%)
Modelling the way (MW) 17 (34) 12 (70) 3(18) 2(12)
Inspiring a shared vision (ISV) 9 (18) 6 (67) 3(33) 0
Challenging the process (CP) 10 (20) 5 (50) 4 (40) 1(10)
Enabling others to act (EAO) 9 (18) 4 (44) 4(44) 1(12)
Encouraging the heart (EH) 5(10) 2 (40) 3 (60) 0
Total 50 (100) 29 (58) 17 (34) 4(8)

LPI= Leadership Practices Inventory

Trainees’ Leadership Behavior

At both T1 and T2 measurements, a total of 4 values were missing, and means of subscales were
imputed. The mean total leadership behavior score at TO was 203.2 (SD 19.0) and varied from 151 to
246. Network leaders’ performance scores on the five different dimensions of leadership behavior were
at their highest at TO on LPI subscale ‘Enable others to act’ (mean 44.5, SD 3.8) and at their lowest on
‘Modelling the way’ (mean 40.3, SD 4.9) (Table 3).

Perceived leadership behavior positively developed over the two-year period, with mean LPI total
scores improving with a moderate effect size of mean 12.17 (n=18, p =.016, d=0.56). This improvement
occurred during the second year of training. Plotted data revealed two patterns in the development of
leadership over the two years: in one group of leaders, the perceived leadership behavior was gradually
growing; in the other group, leaders first showed a decrease in their perceived leadership behavior at

T1 compared to TO, and then slowly their perceived leadership behavior grew again.

There were no differences in leadership improvement between participants that followed the
programme totally or partially. Participants who were experienced in leadership (n=13), perceived
their own leadership behavior to be higher compared to non-experienced leaders (n=13) at TO (mean
difference=16.2, p = .027; F=5.587). At T2, the experienced leaders (n=8) again scored higher than the
non-experienced leaders (n=10) (mean difference= 22.4, p = .034; F= 5.367). However, five of these

experienced leaders decreased in LPI scores at T1 (Figure 1).

Focus group interview findings confirmed that network leader trainees recognized that their leadership

behavior gradually improved. They mentioned that they were more aware of other professionals’
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intentions and therefore could more easily persuade others to join actions. Some network leaders
added that at the start of the programme they had underestimated the difficulty of the network

leader’s role and felt insecure.

During the first year we often told each other ‘we do not reach any goal’ (PN 1, network 2).

Some network leaders considered bad network performance, for example when a GP never attended
network meetings, a result of their own incompetence. In their views, issues like dealing with the
competition between organizations and changing negative attitudes appeared to be persistent and

difficult to change.

You are dragged into the negativity of network participants and | feel not able to stay positive and

to change the network participants attitude (CN 5, network 8).

Network leaders identified support of their management and duo-leadership as important facilitating
factors towards their leadership behavior. Management support, which was sometimes lacking, could
ensure sufficient time for their network leadership. Duo-network leadership was a facilitating factor
because of the possibility to share the responsibility of the leadership with a colleague, to learn from

the other’s leadership competencies and to motivate each other when problems arose.

Network participants generally accepted the network leadership. They mostly valued improved
communication and coordination. They considered enthusiasm and decisiveness as the most important
characteristics. Adequate chairmanship and being able to involve different network participants were
mentioned as desirable elements. Yet, participants also stated that some leaders lacked decisiveness
and assertiveness, or leaders were perceived to be too decisive, with network participants insufficiently

included in these decisions.

Eh ... I think that (name GP) and (name DC) (=a network leader-duo) are very good together. But

sometimes | feel a bit of an outsider (CN 3, network 5).

Some participants stated that they needed more clarity on the network leader’s role, as this was a new

phenomenon.
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Table 3: Leadership Practices Inventory scores at TO, T1 and T2

LPI scores TO (n=26) T1 (n=24) T2 (n=18)

Mean, (SD), [min, max] 203.2,(19.0), [151-246]  206.1, (23.6), [149-234]  213.8, (23.0), [154-250]
Subscales:

Modelling the way; Mean, 40.3, (4.9), [31-51] 41.8, (4.5), [32-49] 42.2,(5.3), [27-50]
(SD), [min, max]

Inspiring a shared vision; Mean, 38.8, (5.5), [28-52] 40.8, (5.1), [30-47] 42.3,(4.6), [36-52]
(SD), [min, max]

Challenging the process; Mean, 39.1, (5.9), [26-50] 39.5, (6.3), [25-52] 42.1,(6.2), [27-52]
(SD), [min, max]

Enabling others to act; Mean, 44.5, (3.8), [37-51] 45.4, (4.8), [35-57] 46.2,(3.9), [41-54]
(SD), [min, max]

Encouraging the heart; Mean, 40.6, (5.1), [27-48] 40.8, (6.2), [20-49] 40.9, (5.9), [23-48]

(SD), [min, max]

SD=Standard Deviation, LPI=Leadership Practice Inventory
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Figure 1 LPl scores at TO, T1, T2; leadership experience included

x-ax: LPI TO=measurement at enrolment; LPI T1= measurement after one year; LPI T2 measurement after two years
y-ax: 120-260: total score on LPI, per network leader

LPI = Leadership Practices Inventory
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Healthcare Outcomes
Both network leaders and network participants stated that the network leader contributed to

improvements in the network’s quality of care.

Our network has a leader, but suppose that she will disappear. Then, | am curious what will

happen next. We made a lot of improvements the past years (DC 1, network 14).

Network leaders recognized that sufficient time was needed to achieve the desired results in dementia

care.

| noticed we can help each other a lot. We are like two diesel trains, we keep on going and look

what we have achieved now (CM 1, network 2).

DISCUSSION

Thisstudy explored the experiences, added value and successful elements of a two-year clinical leadership
programme that focused on supporting primary care (nurse) professionals in a network leadership role.
Coaching sessions facilitated a learning process regarding personal competencies, collaboration issues
and role clarification. Group meetings focused on exercising transformational leadership behavior and
facilitated the exchange of experiences. Most learning goals were aimed at personal competencies,
such as clearly articulating one’s own opinion and evaluating one’s own progress. Collaboration-
related learning goals were less addressed. Perceived transformational leadership behavior improved

significantly during the second year of training.

In an earlier, separate study, we evaluated the merits and drawbacks of the DementiaNet programme
based on the quality of care and network integration [9]. From this evaluation, we learned that the
presence of active, capable network leaders was an important facilitating factor for a better quality
of care and integrated network collaboration. This study’s results strengthen the evidence for these
findings and support the assumptions that leadership is important for the implementation of integrated

care models [1]. However, network leadership is still a new phenomenon.

At the start of the programme, trainees appeared to be unaware of which leadership behavior was
needed and assessed their own behavior as relatively high. Participants with leadership experience
started the programme with higher scores, but they followed the same improvement pattern as non-
experienced leaders: their scores either slowly increasing or decreasing during the first year and then
increasing in the second year. Perhaps this initial high ranking caused the decreasing trend in the
perceived leadership behavior in the first year, since some leaders started to recognize their personal

incompetence through the experience of the network practice and the discussions within the coaching
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trajectories. This phenomenon is consistent with the Four Stages of Learning theory, which suggests
that individuals are initially unaware of how little they know or unconscious of their incompetence.
After a process of recognition, individuals consciously acquire skills [25]. This succession may be an
explanation for the increase in perceived transformational leadership behavior during the second year

of training.

Nursing leaders preferred duo network leadership. This preference may be due to the novelty of the
network leader’s role; in duos, they were able to support each other. Another possible explanation
is that nurses having low levels of self-confidence when relating to other medical professionals still
occurs [26] and mutual support between the leadership pair stimulates their empowerment. This
reason implicates that in future leadership training programmes relational and process-management
skills in particular should be practiced, such that nurses become more empowered and can better
comprehend the impact of collaboration with other professionals. We therefore appeal nursing health
care organizations to create possibilities of support and training programmes that help nurses to further

develop themselves in clinical leadership roles.

Regarding successfulness of the various training elements, we found that the combination of personal
coaching, group training and providing a learning environment in which network leadership can be
practiced step by step was positively evaluated and contributed to leadership development. In other
recent clinical leadership training programmes, for example programmes by the British National Health
Service, these elements are also included [27]. Some programmes use only one training element, for
example either group sessions [28] or personal coaching [29], and these studies also found positive
results on leadership development. However, these programmes did not address leadership in an

integrated care setting.

This study is one of the first studies that evaluated leadership development in an integrated primary
care setting [6] and adds new knowledge on the role of clinical leadership in the implementation of
integrated care and what kind of support these leaders need. Triangulation based on quantitative
methods, qualitative methods and different qualitative data sources, e.g. network leaders and network
participants, ensured reliability and validity of the results. Integration of both qualitative and quantitative
data collection and analysis provides in-depth insights into the effects of the leadership training on the
different levels of Kirkpatrick. A limitation of this study is that the quantitative data were collected via a
self-assessment tool, which may have evoked socially desirable responses. With this tool, only individual
perceived leadership characteristics were measured and neither actual leadership behavior nor the
leaders’ interprofessional competencies were included. Moreover, because our sample was relatively
small and context specific, it is more difficult to generalize the results to a broad population. We did not
use a controlled design, which makes it impossible to draw firm conclusions. Despite these limitations,

the mixed methods design enabled us to better understand the programme’s working mechanisms.
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Our study suggests that nurse professionals are able to successfully fulfil the clinical leadership role
in interprofessional networks. As interprofessional work is becoming prominent, it is important that
students show more awareness of what leadership in this setting constitutes. Already, leadership
programmes for nursing students demonstrate improved leadership skills [30, 31], but again are not
yet focused on interprofessional practices. Further research, that addresses the effect of network
leadership support on medical and care students and professionals is recommended, preferably in a
larger sample. This new study should be followed by research that is aimed at examining the eff