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Developing sustainable collaboration:
learning from theory and practice

Teri Knight, Judith Smith, Health Services Management Centre, University of Birmingham, Birmingham, and
Stephen Cropper, Centre for Health Planning and Management, University of Keele, Keele, UK

The government’s health policy now demands effective collaboration between organi-
zations, between commissioners and providers of care and between health and local
authorities, the voluntary sector and the public. Making collaboration work at oper-
ational and strategic levels is a significant management challenge. This paper draws
on experience and observation of two forms of strategic collaborative venture that
have been established with the ultimate purpose of improving the public’s health.
The first concerned itself with mechanisms for commissioning health and social care
services on a locality basis, while the other venture was concerned with the promotion
of physical activity across a health authority district. Using a framework which ident-
ifies the forms of value attributable to collaborative working, the analysis evaluates
the processes of development of the two initiatives and identifies some key lessons
for developing sustainable collaborative ventures. The framework used is proposed
as being appropriate for the formative evaluation of future collaborative initiatives.
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Introduction

Following the publication of the White Paper, The
New NHS: Modern, Dependable (Department of
Health, 1997a), guidance to local health agencies
has reflected and substantiated a change in govern-
ment policy relating to organizational relationships
within the NHS, namely from competitive to col-
laborative or integrative approaches (Department
of Health, 1998a, 1998b, 1998c). Although net-
working and collaborative arrangements have for
some time been seen as a means of organizing for
care delivery and planning and health development
(Ferlie and Pettigrew, 1996), the incentives to work
closely together are now stronger. In particular,
there is a clear political mandate for collaboration
for health.

The overarching framework for such collabor-
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ation at a local level is the Health Improvement
Programme (HImP) (Department of Health,
1998a), which is intended to bring together local
NHS bodies (health authorities, NHS trusts, pri-
mary care groups and trusts) with local authorities
and others, including the voluntary sector, to set
the strategic framework for improving the health
of the local population, tackling inequalities in
health and modernizing health and social care ser-
vices. Thus the HImP is an important driving force
in the enactment of the new duties imposed on the
NHS and local government bodies, for NHS bodies
‘to work together for the common good’ and for
local government ‘to promote the economic, social
and environmental well-being of their area’
(Department of the Environment, Transport and the
Regions, 1998). Health Action Zones have been
established in 26 areas of England in order to tac-
kle inequalities, reshape services to meet local
needs more effectively, and to develop new
approaches to partnership working (Department of
Health, 1997b). In turn, such arrangements may
feed into wider area strategies which seek to influ-
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ence economic and social development at regional
and subregional levels.

Implementation of the HImP takes place through
various planning streams, including the joint
investment plans between health and social ser-
vices (Department of Health, 1998b), NHS service
and financial frameworks, primary care group
action plans and local authority ‘community plans’
and others (Department of the Environment, Trans-
port and the Regions, 1998). Thus implementation
of the HImP demands collaboration not only at a
strategic level, but also in terms of the operational
planning and delivery of services. A major chal-
lenge will be that of setting joint targets and agree-
ing accountability arrangements which move
beyond the vertical arrangements that already exist
within the NHS or local government.

‘Partnership’ and ‘collaboration’ are thus a
consistent thread that weaves through new NHS,
public health and local government policy and,
although the terminology may have changed,
through decades of previous health policy, includ-
ing Health for All 2000 (World Health Organiza-
tion, 1978), the Ottawa Charter for Health Pro-
motion (World Health Organization, 1986) and The
Health of the Nation (Department of Health, 1992).
In organizational terms, partnership may range
from loose networks through liaison and alliance
structures to federative systems (e.g., Health
Action Zones) with considerable resources and del-
egated power. There is a wealth of learning to be
drawn from past policy and practice which is rel-
evant to the implementation of this new policy on
partnership and collaborative working. This learn-
ing is reflected both in reviews of effectiveness
(e.g., Gillies, 1998) and in theories of collaborative
working (Ferlie and Pettigrew, 1996; Huxham,
1996).

In this paper, we draw from this learning to
develop a framework within which existing or past
collaborative efforts can be interrogated, and by
which proposals for future collaboration may be
judged. We then illustrate the application of the
framework using two case studies of collaborative
working. The first case study is of the development
of a multi-agency strategy for the promotion of
physical activity in a health authority. The second
case study explores the development of joint plan-
ning and delivery of services between the health
and local authorities and social services in Eas-
ington, County Durham. The case studies thus

relate to key challenges of new policy, namely stra-
tegic level joint working between NHS bodies and
local authorities on health improvement and joint
working to improve service delivery.

A framework for evaluating the
sustainability of collaborative working

The policy of collaboration is founded on the
premise of ‘collaborative advantage’ — that is, the
realization, both collectively and individually, of
benefits which could not have been created without
collaboration (Huxham, 1996). However, making
collaboration work at service and strategic levels is
a significant management challenge (Challis ef al.,
1988; Hardy and Wistow, 1992).

Many collaborative ventures are initiated but
either fail to perform as intended or lose support.
The initiation and failure rate is likely to increase
as a result of the new policy, which provides a
‘blanket mandate’ for collaborative working. The
challenge now is not just to get organizations to
work together but to piece together the jigsaw of
old and new collaborative ventures — partnership
with the public, joint investment plans, crime and
community safety initiatives, children’s services,
and so on. Thus recent strategy has started to
recognize that ‘as they proliferate, partnerships can
start to become part of the problem rather than the
solution’ (Social Exclusion Unit, 2000: 75). Thus
collaboration may lose its force as ‘simply a good
thing to do’.

In exploring the principles and practice for
achieving collaborative advantage, a number of
apparently critically important behavioural qual-
ities of organizational arrangements have been
identified (Huxham, 1996). Sustainability is one
such quality, since collaborative working seldom
produces immediate outcomes and the transition
from a culture of autonomy and separatism to a
culture of collaboration will take time. In economic
terms, sustainability may be conceptualized as the
capacity to continue without (continuing) subsidy.
However, in organizational terms, sustainability
is an expression both of the value that collabor-
ative working arrangements command and of the
capacity of a collaborative venture to command
support as a valued enterprise. This value may
rest on firm past achievement and/or on hope for
the future.
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Discussions of the value or worth of a collabor-
ative venture may refer, first and foremost, to the
legitimacy of the arrangements, as Selznick (1984)
suggests. Others emphasize the reliability and
adaptability (Hannan and Freeman, 1984) and
efficiency (Williamson, 1985) of different ways of
organizing. Here we do not argue for the primacy
of any single measure. Rather, these form a system
of measures which will be linked in arguments
about the value provided by collaborative working,
as compared with alternatives such as competition,
integration of services within a single organization,
or indeed no productive relationship at all. At cer-
tain times, a basic legitimacy will be required to
secure commitments to reliable service delivery. At
other times, performance or the capacity to adapt
quickly to changing needs will renew the commit-
ment to collaborative working, despite any diffi-
culties experienced. All things being equal, there-
fore, collaboration is likely to be valued and to
persist where, for example, it is comparatively pro-
ductive, efficient, secure, legitimate and adaptable.

Although the assessment of a collaborative ven-
ture may be conducted in these terms, it is also
likely that it will be founded on other, prior judge-
ments about the way in which a specific collabor-
ative venture is constituted and represented
(Cropper, 1996). A system of questions focused on
four elements of a checklist will serve to illustrate
the terms in which these primary judgements are
couched.

1) Is there a purpose to this venture which is
meaningful and relevant? Do we value the col-
laboration as an expression of purpose?

2) Does the collaboration add to our ability to
acquire or organize resources to deliver
activity against that purpose? Is it or could it
be a sound infrastructure? Do we value the
collaboration as an organizing capacity?

3) Does the collaboration fit within and
strengthen the existing framework of organiz-
ing processes? Is it distinctive? Are its
relationships to other processes helpful? Do
we value the collaboration as an element of the
institutional framework?

4) Is the collaboration operating collaboratively?
Is the process good, fair and open — a prin-
cipled way of working? Do we value the col-
laboration for its conduct?

Each of these bases of value — shared purpose,
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capacity to produce benefit related to purpose, fit
within the institutional context, and conduct — is in
turn closely linked to the others. Thus judgements
about purpose will be made, with a close eye on
whether or not the collaboration makes sense in
terms of other existing, planned organizational
arrangements. Each basis of value may be
changed by judgements about the other. Identi-
fication of these two languages for assessing
value (summarized in Table 1) provides a general
framework within which to explore existing or past
collaborative efforts, and by which proposals for
future collaboration may be judged.

Application of the framework to two
case studies

The case studies employed were those with which
the authors have had direct involvement. In case
study A, one of the authors (S.C.) related to the
collaboration as an external adviser and observer
of the process. T.K. was directly involved as co-
ordinator of the collaborative efforts. In the second
case study, J.S. had been acting as an external eval-
uator to the collaborative venture (Smith and
Shapiro, 1996).

The framework has been applied to the case
studies retrospectively, five years or more after the
start of each of the collaborative ventures began,
using documentary evidence (internal papers,
minutes of meetings, and external and internal
evaluation reports). The authors have kept track of
developments through continued ‘observer’ status
in case study A (S.C.) and via direct contact with
those involved in managing the collaborations for
both case studies. The potential sustainability of
the collaborative ventures, explored through
application of the framework, is then recon-
sidered retrospectively.

Case A: physical activity promotion — a
district strategy

A health authority initiated a collaborative pro-
cess to develop a multi-agency strategy to promote
physical activity, charging a newly appointed
physical activity specialist in the health promotion
unit with convening an advisory group. Various
local organizations were invited to nominate rep-
resentatives to work with the health authority in
the preparation of a strategy for the promotion of

Primary Health Care Research and Development 2001; 2: 139-148

https://doi.org/10.1191/146342301678227833 Published online by Cambridge University Press


https://doi.org/10.1191/146342301678227833

142 Teri Knight, Judith Smith and Stephen Cropper

Table 1 The two languages for assessing value

Consequential value

Constitutive value

Derivative, evaluative products

Not susceptible to direct manipulation

Collaboration valued against other organizational
arrangements for its:

productivity
efficiency
security
legitimacy
adaptability.

Primary character of collaborative
efforts

Powerful, direct levers

Collaborative arrangements valued as
and for their:

expression of purpose
capacities to produce benefit
fit with institutional context
form/standard of conduct.

physical activity across the district. The advisory
group, which linked a variety of organizations and
resources, was envisaged as an efficient and
productive way forward in this emerging area of
public health policy.

The purpose of this group, namely creating a
local strategy and a programme of action to pro-
mote physical activity, seemed on the face of it to
have clear early legitimacy. Not only did it offer a
means of drawing together fragmented efforts and
resources, but it also fitted well with the health
authority’s responsibilities to pursue Health of the
Nation targets, including the Physical Activity
Task Force recommendations (Department of
Health, 1995). More specifically, it was a direct
response to a local assessment of health need that
identified high rates of coronary heart disease, for
which lack of physical activity is a risk factor. The
health authority, in collaboration with one of its
three local authority partners, had already agreed
to address this issue as a matter of priority.

From the start, the leisure services departments
within the three local authorities within the district
were seen as essential partners because they pro-
vide or contract for the most visible points of entry
into physical activity. Without their support, the
scope of any strategy for physical activity pro-
motion would have been extremely limited. Other
organizations were invited to send representatives
because they might provide access to resources or
to groups within the population, one example being
a voluntary organization which was piloting a
national scheme to encourage physical activity
among older people.

The first two meetings of the advisory group saw

all invitees attending, with the exception of two,
including one of the leisure services departments.
Not all invitees attended both meetings. At the first
meeting, there was a clear focus on the rationale
for the initiative and on clarifying the purpose of
the group. The health promotion specialist
presented evidence for ‘the case for physical
activity’, and reports of relevant work by agencies
around the table were exchanged. The health auth-
ority’s proposal that a strategy be developed was
agreed.

The second meeting was less well attended. Dur-
ing that meeting, a senior officer from one of the
leisure services departments who had missed the
first meeting asked what resources were available
to enable leisure services to participate in the
development of new services which might be sus-
tainable. Without resources, he argued, the group
would have little capacity. There was also a chal-
lenge to the developing common sense of purpose.
The very idea of a joint strategy was questioned.
From the discussion it became clear that any
attempt to do more than create a framework would
not work. The three councils, it was asserted, had
different priorities for their services. Since the
group’s task was to produce a joint, actionable
strategy, this raised a question mark over the value
of the putative collaboration.

In order to demonstrate practically the value of
collaboration, and to create presence and identity
for the initiative, a physical activity promotion pro-
ject was proposed. The idea was that it would pro-
duce a ‘quick win’ and provide a base from which
to pursue the more ambitious, less tangible strategy
proposal. The plan was to develop a joint local
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campaign, drawing on the national Active for Life
campaign which the Health Education Authority
(HEA) had just launched. The health promotion
specialist successfully bid for funds to run two
schools’ competitions which were intended to lead
to two visible outcomes, namely a poster for use
in promoting the message of moderate physical
activity, and an activity for use in schools to pro-
mote exercise. However, the links with education
services were weak, and the timescale imposed by
the HEA was not achievable. Consequently, this
early opportunity to create value and establish the
presence and identity of the initiative was lost.

The health authority’s representatives again
sought to establish a sense of purpose and to
embody this in a method of working. Group mem-
bers were asked to assess whether or not the ser-
vices provided by their organizations met the
requirements of new national policy and scientific
evidence. The leisure services departments claimed
that they were already meeting these needs. The
health authority argued that provision predomi-
nantly through leisure centres was less oriented
towards those who were most in need of a more
active lifestyle, but instead tended to provide for
those who were already active. The authority felt
that more needed to be done to encourage a sus-
tainable increase in moderate activity among the
sedentary. A review of studies showing how few
people, both nationally and locally, took the
advised dose of physical activity, and the barriers
to participation in conventional exercise pro-
grammes, were brought to the attention of the
group. In short, the health authority continued to
attend to the legitimacy of the project through
appeals to evidence, national policy and local need.

There were also attempts to develop a process
which would bring a sense of shared investment in
the group, and to demonstrate its capacity to plan
(its primary purpose) if it was not allowed to
deliver a promotional activity immediately. Using
information provided by members of the group,
maps showing the pattern of provision were cre-
ated. Although there seemed to be little value
placed on the process of joint working in general,
and little collaborative vision in particular, the very
fact that the information provided was linked, ana-
lysed and used to identify shared concerns seemed
to prompt a greater engagement.

All of the packages of materials which the group
had been collating were painstakingly used to fill
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out the structure which had been proposed for the
strategy, and versions were circulated for comment
within the advisory group. Eventually, a draft strat-
egy was issued for consultation on behalf of the
advisory group. Despite the fact that many consul-
tees would not have known about the existence of
the advisory group, the response was broadly posi-
tive.

The final strategy document was passed to the
three local Health Alliance steering groups
(involving the health authority, local authority and
other agencies — one Alliance for each local auth-
ority area) for endorsement, formal approval and
adoption by the constituent bodies of the Alliances.
However weakly formed, bound and ineffective the
multi-agency advisory group had been, it was now
recognized as responsible for the strategy develop-
ment.

The strategy which was formally approved and
adopted provided a mandate with which to extend
connective capacity (Carley and Christie, 1992) —
that is, to intensify relationships between the
agencies involved in the advisory group and to
encourage other actors to join. Immediately, how-
ever, the leisure services representatives made it
clear that this was not the only piece of guidance to
which they were working. A period of indifference
followed, with lack of clarity about how to take
the strategy forward in practical terms. Although
there was connectivity between the various actors
due to the existence of the strategy, it was tenuous.

So what can be made of this? An early legit-
imacy, founded in part on claims about the pur-
pose, capacity and likely productivity and
efficiency of a collaborative approach, may have
been undone firstly by the complexity of the insti-
tutional framework in which local authorities in
particular work, and secondly, by the lack of a set
of resources that had the potential to work together
to secure a core of productive capacity. Despite the
multi-agency approach to strategy development,
the final document had limited ownership by local
authority partners, as it had been commissioned by
the health authority and completed by representa-
tives of two local academic institutions. The con-
text for the strategy was the whole of the health
authority area, but from a local government per-
spective, this was an artificial boundary. The strat-
egy group has since split into three separate
implementation groups, one for each local auth-
ority area.
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Rather than being viewed as useful new
capacity, the advisory group may have been seen
as dissipating scarce resources and, most critically,
the fit between this pan-district group and the three
distinct Health Alliances within the district has not
been obvious and modes of conduct have not
helped to develop and reinforce a sense of value
in the authority-wide collaboration. To overcome
these problems, a framework was developed for
implementation of the strategy through a locality
approach in line with local authority boundaries. It
was agreed that local leisure services would lead
the locality implementation plans. The appoint-
ment at this point of a new lead officer for physical
activity within the Directorate of Health Promotion
provided legitimacy for a new start with the
involvement of the leisure services. This new offi-
cer has sought to demonstrate that working collab-
oratively on a smaller scale (on the leisure ser-
vice’s agenda) has the capacity to produce benefit.
Over time, this work can be set within the broader
context of the strategy. New legitimacy for the
physical activity strategy within local authorities
has also been achieved through new policy — the
emphasis on partnership and ‘best value’ in local
government and the need for a broader approach
to physical activity which has been strongly rec-
ommended and supported by Sport England.

Case B: joint planning and working for health
and social care

This case study is set in Easington in County
Durham which, prior to 1993, was covered by
three district health authorities for the purpose of
health commissioning. This potentially fragmented
organizational framework, combined with the
background of deprivation and ill health, led to a
desire among local managers and politicians for
more effective joint planning and working arrange-
ments between health, social services and local
authority agencies (Smith and Poxton, 1997). The
district does not have a main secondary care pro-
vider within its boundaries, and the people of the
various ex-mining villages which make up the
locality travel out of the area for hospital services.
This lack of a traditional focus for health services
(i.e., a hospital building) added to the sense of a
need to develop services and a common purpose
for health and social care in the locality as an
entity.

In 1992, the Northern Regional Health Authority

provided an initial three years of financial support
for the establishment of a Joint Commissioning
Board (JCB) in the locality, thus providing the pro-
ject with the legitimacy of regionally funded pilot
status from the outset. One of the motivating fac-
tors in setting up the JCB was to facilitate the
return of the locality as an entity to a single health
authority’s purchasing arrangements.

Poxton (1994) described the key factors in the
setting up of the JCB as being concern about the
extent of ill health in the locality, the fragmentation
of service provision and the inherent complexities
in cross-boundary working. Partners in the JCB
included the health authorities (and subsequently
the new county-wide health commission), the
social services department, the local district coun-
cil, local general practitioners (GPs) and the com-
munity health council, the latter having observer
status at JCB meetings. Legitimacy was afforded
by this inclusion of senior representatives of each
stakeholder group, and further capacity was created
by means of an agreement to pool health and social
services budgets within the framework of the JCB.

The health commission appointed a locality
director for the area with personal assistant sup-
port. This post carried responsibility for the com-
missioning of all hospital and community health
services (HCHS) and all general medical services
(GMS) for the locality. Further support for the
activity of the board was subsequently provided by
the appointment of a deputy locality director in
1994 and a joint commissioning development
worker in 1995. The latter post was funded by the
King’s Fund as one of the five development sites
for their Joint Commissioning Project for Older
People. The locality director and her team were
colocated with social services in the centre of a
town in the locality.

A network of arrangements for the involvement
of local people (residents and practitioners) in
needs assessment and decision-making was estab-
lished. This was seen as crucial to ensuring fit with
the organizational context of practitioner groups
within the locality, and also to strengthening its
capacity to act as a body which would be viewed
by local residents as reflecting their common pur-
pose for their community. The project emphasized
individual and community health and well-being as
its overall focus and set up eight local groups,
based on local villages and one town, to input to
needs assessment and service planning. The groups
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were facilitated by the locality director, the deputy
locality director and the development worker, and
this management capacity proved to be a vital fac-
tor for the groups’ activities. The groups initially
had a planning function, but this changed to an
advisory basis during the course of the project.

In April 1994, the County Durham Health Com-
mission extended the locality approach and joint
commissioning model to all health commissioning
in the county. This ‘bedding down’ of the Eas-
ington locality into a wider locality structure was
seen as lending additional security to the JCB and
adding to its legitimacy, within the health com-
mission in particular.

Two years after its inception, the JCB sought an
external evaluation of its first two years of activi-
ties. The evaluation was to measure the perform-
ance of the JCB against its nine original objectives.
These included issues concerned with local
involvement, holistic needs assessment, the devel-
opment of primary care, integrated planning for the
locality and the purchasing of services which
placed a priority on providing improved quality of
life. Issues to be explored were set out as being
particularly concerned with conduct (was the JCB
operating collaboratively and were processes fair,
open and effective?), fit with institutional context
(was the JCB valued as part of the institutional
framework in the locality?), productivity (had the
JCB delivered on its objectives in ways that would
not have been possible via separate working?) and
adaptability (had the JCB been able to adapt to
changing circumstances?).

The evaluation (Smith and Shapiro,
revealed that much had been achieved.

1996)

e Local agencies had collaborated on a range of
projects and issues, focusing on well-being and
improved quality of life.

e Agreement had been reached about the major
health issues.

e Local stakeholders reported the development of
more effective inter-agency working relation-
ships.

e There had been a shift in the balance of health
service activity towards primary care.

e There had been implementation of new services
such as a bathing service, a positive parenting
scheme, provision of home alarms for elderly
people and the opening of a health resource
centre.
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There had been a continued focus on local
needs assessment, lending legitimacy to the work.
Relationships between strategic and operational
managers in the local agencies were operating in
such a way that recognizable ‘collaborative advan-
tage’ (Huxham, 1996) was witnessed, leading to
the conclusion that the JCB had indeed been
productive.

However, all was not rosy. Several key areas for
development were cited by the evaluation team,
including the need to conduct a thorough review of
the mechanisms for local involvement (some local
people from the local planning groups interviewed
by the evaluators had little or no knowledge of the
plans, priorities and achievements of the JCB).
This was clearly an issue of the conduct of the
JCB, and additional capacity was required in this
area if common purpose was to be maintained and
nurtured. Related to this, various recommendations
were made about communications processes, clari-
fying the JCB’s terms of reference and ensuring
that key groups of providers and GPs were fully
involved. Again these concerns related to conduct
and demonstrated the fact that the board needed to
review its activities on a regular basis, challenge
its priorities and modus operandi, and adapt
itself accordingly.

The local orientation of the JCB offered an
exciting possibility for the development of truly
‘bottom-up’ planning and service innovation
(Smith and Poxton, 1997). Although there was evi-
dence of the efficiencies to be gained from such
local working within pooled budgets, there was
also a risk of missing the importance of clear pur-
chasing and business planning processes involving
all local players. Issues of conduct could become
lost in the focus on the local, and a small group
of strong and innovative personalities could
threaten the longer-term security of the board and
its work.

The JCB has now gained new security as the
Easington Primary Care Group, which retains and
upholds its original aims and objectives for the
locality.

Discussion
These two case studies suggest a number of key

messages with regard to the sustainability of col-
laborative working. These messages are drawn out
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by using a framework for identifying the value
found in collaborative efforts (Cropper, 1996).
From our analysis, certain bases of value have
emerged as being of particular significance, namely
legitimacy, purpose, security, conduct, adaptability
and productivity.

Legitimacy

In Case A, the health authority sought to con-
struct the legitimacy of multi-agency involvement
at an early stage. Although this might have pro-
vided external legitimacy, the development and
maintenance of recognized internal legitimacy
within the advisory group was a constant struggle.
One factor which appeared to contribute to this was
the perceived low capacity of the advisory group.
Although the health authority had funded a post
specifically to promote physical activity in the dis-
trict, it was clear that this post was not regarded
as senior enough either to secure the involvement
of other key players at a senior level, or to deliver
the resources which those other actors were look-
ing for. Without their involvement, it was difficult
to increase capacity. In contrast, in Case B, legit-
imacy — founded in a sense of common purpose
and capacity — was clearly of prime concern to
those originally establishing the new com-
missioning arrangements in that community.
Resources (both senior human and financial) were
secured early on and these proved to be significant
factors in sustaining the initiative.

Common sense of purpose and fit with
institutional framework

Similarly, common purpose was not a consistent
story in the two cases. For Case B, there was a
desire to develop an agency that belonged to the
community, and that would stand up for their needs
and their resources within county- and region-wide
bureaucratic organizations. This common sense of
purpose was the cause around which the players
rallied. For Case A, the initiative was driven by a
small group of health professionals who were seek-
ing to engage other colleagues in other agencies.
Common purpose was therefore limited to a few
individuals, with other agencies ‘joining in’ with a
sense of having to be seen to do so. Although the
initial purpose was a new and shared concern,
attempts to establish cross-boundary and cross-
sectoral working met with strong resistance from
the existing institutional framework. Adjustment of

the partnership structure to fit with the local insti-
tutional framework has now helped to restore the
basic legitimacy of the initiative.

Security, conduct, adaptability and productivity

In both cases, issues of security, conduct, adap-
tability and productivity emerged as the projects
got under way. In Case B, the JCB found that it
needed to place a greater emphasis on a range of
process issues, in particular its ways of involving
local people. In Case A, the advisory group sought
to become operationalized and to find a means of
conducting itself within and through the various
stakeholder management organizations. For both
cases, security was threatened by issues of conduct
and capacity. However, Case B had paid more
attention to capacity in its early days and thus had
a structure and dedicated management time to
enact its aims and objectives.

An exploration of these two cases suggests that
security and productivity flow from the establish-
ment of sound legitimacy, which is itself founded
on common purpose, fit with the institutional con-
text, capacity, and ways of conducting business.
It appears that in the early stages of collaborative
working, fit with the institutional context and a
common sense of purpose must be clearly estab-
lished, ensuring legitimacy. Management capacity
needs to be identified, as do resources to give
‘teeth’ to the activity of the collaborative
enterprise. Fairly soon after the inception of the
project, conduct is likely to become an issue if it
is not clearly addressed at the outset, when initial
enthusiasm may have carried the project. Long-
term productivity and security will require constant
attention to the four constitutive bases of value
(i.e., common sense of purpose, capacity to pro-
duce benefit, fit with the institutional context and
conduct) and a willingness to adapt.

To what extent did the differences observed
between the two cases play out into differences in
subsequent outcomes and potential sustainability?
With regard to Case A, the nature and level of collab-
oration achieved to write the strategy has had to be
adapted to a significant extent, some years later, in
order to get the strategy to work, let alone become
sustainable. It became clear that there was no com-
mon sense of purpose across the three local auth-
orities, and that the broader ‘physical activity’ agenda
did not fit all of the institutional contexts. Changing
the perspective of the strategy to focus on key issues
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within each locality and enhanced external legitimacy
lent by new policy has led to enhanced involvement
and motivation of the partner agencies.

The Easington joint commissioning work (Case B)
is now nearly eight years old. The JCB and its work
have survived major reorganizations at both regional
and district level in the NHS, and a county-wide
review of social services. Its ability to evolve to fit
with a changing environment (adaptability) appears
to be a key factor in its sustainability.

Conclusion

Collaboration may be regarded as a positive, pur-
poseful relationship between organizations.
Although linking different agencies together, each
constituent organization nevertheless retains auto-
nomy, integrity and distinct identity — merger is
not collaboration. Thus we return to the question
with which this paper started — what is it that binds
agencies together within collaborative ventures and
enables the relationship to be sustained in a cre-
ative and productive manner? From our analysis of
the experiences of two cases of collaborative work,
we conclude that structural solutions are not in
themselves sufficient to deliver and sustain pro-
ductive relationships between organizations
(Challis et al., 1988; Cropper, 1996).

For current collaborative efforts, such as those
required for the effective performance of HImPs
and PCTs, it will be the judicious management of
value attributed to collaborative working that will
enable the constitutive parts of collaborative efforts
to be held together and thus to perform.

This paper has set out and illustrated a frame-
work for the analysis of collaborative working —
one oriented to the management of value attributed
to collaborative organizing efforts. If the con-
clusion is that the management of collaboration is
complex, then that will be of little surprise to the
many practitioners who are seeking to understand
why collaborative work is so challenging. The
paper provides a view of the many ‘balls’ to be
kept in the air, and starts to suggest how they might
form particular patterns.

Acknowledgements

One of the authors (T.K.) was employed by the
health authority in Case Study A in a management

147

capacity during the period studied. Thanks are due
to our contacts there for providing information on
the progress of the physical activity strategy.
County Durham Health Authority and the Easington
Joint Commissioning Board (now Easington Pri-
mary Care Group) supported the evaluation of the
Joint Commissioning Board conducted in 1996,
one of the evaluators having been an author of this
paper (J.S). Thanks are due to Jim Easton for pro-
viding an update on the progress of joint working
in Easington.

References

Carley, M. and Christie, I. 1992: Managing sustainable develop-
ment. London: Earthscan.

Challis, D., Fuller, S., Henwood, M., Klein, R., Plowden, W.,
Webb, A. and Wistow, G. 1988: Joint approaches to social
policy. Cambridge: Cambridge University Press.

Cropper, S. 1996: Collaborative working and the issue of sus-
tainability. In Huxham, C., editor. Creating collaborative
advantage. London: Sage, 80-100.

Department of the Environment, Transport and the Regions
1998: Modern local government: in touch with the people. Lon-
don: Department of the Environment, Transport and the
Regions.

Department of Health 1992: The health of the nation: a strategy
for health in England. London: HMSO.

Department of Health 1995: More people, more active, more
often. London: Department of Health.

Department of Health 1997a: The new NHS: modern, dependable.
London: The Stationery Office.

Department of Health 1997b: Health Action Zones. Leeds:
NHS Executive.

Department of Health 1998a: Health Improvement Programmes:
planning for better health and better health care. Leeds:
NHS Executive.

Department of Health 1998b: Modernising health and social ser-
vices: national priorities guidance. London: NHS Executive.

Department of Health 1998c: Parmership in action. London:
NHS Executive.

Ferlie, E. and Pettigrew, A. 1996: Managing through networks:
some issues and implications for the NHS. British Journal of
Management 7, S81-99.

Gillies, P.A. 1998: Effectiveness of alliances and partnerships for
health promotion. Health Promotion International 13, 99-120.

Hannan, ML.T. and Freeman, J. 1984: Structural intertia and
organisational change. American Sociological Reviews 49,
149-64.

Hardy, B., Turnell, A. and Wistow, G. 1992: Innovations in com-
munity care management: minimizing vulnerability. Alder-
shot: Avebury.

Primary Health Care Research and Development 2001; 2: 139-148

https://doi.org/10.1191/146342301678227833 Published online by Cambridge University Press


https://doi.org/10.1191/146342301678227833

148  Teri Knight, Judith Smith and Stephen Cropper

Huxham, C.S. 1996: Creating collaborative advantage. London:
Sage.

Poxton, R. 1994: Joint commissioning: gearing up for action. Lon-
don: King’s Fund Centre.

Selznick, P. 1984: Leadership in administration. Berkeley, CA:
University of California Press.

Smith, J.A. and Shapiro, J.A. 1996: Evaluation of the Easington
Joint Commissioning Board: some real wins for Easington.
Birmingham: Health Services Management Centre, University
of Birmingham.

Smith, J.A. and Poxton, R. 1997: Addressing health and social

care in Easington: partnership in practice. Community Care
Management and Planning Review 5, 177-83.

Social Exclusion Unit 2000: National strategy for neighbourhood
renewal: a framework for consultation. London: Cabinet
Office.

Williamson, O.E. 1985: Economic organisation, firms, markets
and policy control. Brighton: Wheatsheaf Books.

World Health Organization 1978: The Alma Ata Declaration.
Geneva: World Health Organization.

World Health Organization 1986: The Ottawa Charter for Health
Promotion. Health Promotion 1, iii—v.

Primary Health Care Research and Development 2001; 2: 139-148

https://doi.org/10.1191/146342301678227833 Published online by Cambridge University Press


https://doi.org/10.1191/146342301678227833

