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Abstract
This research study explored state mandated local collaboration in the Healthy
Babies/Healthy Children (HBHC) Program in Ontario. A conceptual framework was
developed from the theoretical and empirical literature on interorganizational relations,

collaboration and community social work practice. Qualitative content analysis was used to

examine managers’ ions of the envil p itions and 1

processes that influenced local collaboration in HBHC networks, within the context of federal

funding reductions and the province of Ontario’s ing of financial ibility to
municipalities.

Analysis resulted in the ization of the into six
themes of ion. Three envil p itions were: 1) Historical Conditions,

2) Institutional Conditions, and 3) Financial Conditions while three collaborative processes

were: 4) O i Processes, 5) Organizati Processes and 6) Relational Processes.

This study confirmed that a history of working together locally was an important

influence on i ing that collaboration may be a learned practice skill

requiring commitment, loyalty and time. This study also confirmed that central government
‘mandates for collaboration are not as important as local autonomy and decision making. The
data suggested that central governments should resist a “cookie cutter” approach. The
province did not recognize the need for administrative resources. This lack of administrative

funding for the HBHC program drained the resources of public health units/departments and



the HBHC managers. In addition, the exclusive funding through public health
units/departments created some local resistance. The findings confirmed that the rewards of
‘membership in a collaborative network can outweigh associated demands. This study mirrors
the variation in formalization reported in the collaboration literature. Most HBHC managers
believed that collaboration is facilitated when network members all have similar decision-

‘making power for their organizations. Two new ive process themes (O

and Relational) emerged. The organization of HBHC networks was not top down. Local

sites decided how to structure their HBHC network. The organizing process increased

and decisi king. Existing i
relationships were important in the development of HBHC networks. Most had established
patterns of working together and shaped the HBHC network to fit the existing local culture of
informality or formality.
The management skills needed to facilitate interorganizational collaboration are not

exclusive to any group be they public health nurses or social workers. As governments

mandate ion as a mechanism for i ing health and social services,

social workers will need i ies in ive practice at institutional and

community levels. While it appears that public health managers were unaware of social work
community practice models, this study illustrates the need for a renewed commitment among

social work practitioners and educators to rebuild community social work practice.
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Chapter I  Theoretical Framework
1.0 Introduction to the Research Study

The deficit reduction policies of federal and provincial governments have led to a

of interest in ion for service i ion to meet the needs of
children and families (Bailey & McNally-Koney, 1996; Weil, 1996). This dissertation
research explored state mandated local collaboration for service integration in the

Healthy Babies/Healthy Children (HBHC) Program in Ontario. A conceptual

% ped from i izati ion and ity social

work theories, identified pre-conditions and processes shown in the literature to influence

This was the basis for questions which addressed
public health managers’ ions of what envi 2 itions and
1 ive processes facili and/or ined local ion in their

implementation of the HBHC Program.

Increasingly, state mandates for collaboration are coupled with downloading of

financial responsibility for services to local ities. Many recent g
have dated local collaboration as a condition of funding new programs.
The lack of ization of how i izati ion is i

among community partners is an emerging research problem in social work (Graham &
Barter, 1999; Bailey & McNally-Koney, 1996; Mizrahi & Rosenthal, 1993). Although
social workers have the historical background and conceptual models to lead

collaborative efforts, they are not at the forefront of collaboration for service integration.



Social workers may work in interorganizational arenas where there appears to be

little ition (by other disciplines) of their ity practice skills. C

intervention has not been given much attention by social work education in Canada since
the mid-1970's and consequently is not well known either inside or outside the
profession. On the other hand, nursing education in Canada and the United States has
moved toward community organization. In Ontario (the province of this study) the focus
of social work is on regulatory practice in child protection while public health nurses
carry out prevention and family support programs. However, social workers should
contribute to service reform for children and families by using their community practice
skills (Bailey & Koney, 1996; Weil, 1996). For social workers to find their occupational
niche in the current era of resource reductions and downloading, they also need to
increase their knowledge and skills in collaborative practice. Empirical research, such as
this study of the pre-conditions and processes of collaboration in the HBHC Program, is

needed to prepare social workers for idiscipli practice in networks.

‘This exploratory study, using qualitative content analysis, examined managers

of envi I p ditions and col ive processes that infl
collaboration in the HBHC Program. The data were collected using semi-structured
telephone interviews with public health managers responsible for the HBHC Program in
Ontario. Respondents included twenty-two managers from the public health
units/departments in the seven Public Health Planning Regions across Ontario. The

conceptual framework, developed for this study from the interorganizational, collaboration



and community social work practice literature, provided the foundation for the interview
guide used to explore public health managers perceptions of local collaboration.
The context for this study of local collaboration in the HBHC networks is situated

within the wider perspective of an era of ing in Canada that has influenced child and

family policy in Ontario. The Canada Health and Social Transfer (CHST, 1996) reduced
federal funds for health, post-secondary education and social assistance. In turn, the
provincial government of Ontario cut social programs through downloading of financial
responsibility to the municipal level. This study includes an outline of federal and provincial
influences on child and family policy in Ontario and a description of the HBHC Program

which further izes this ion of local ion in Ontario.

A thematic analysis of the data gathered from public health managers led to the

of the pi itions and processes found in the original conceptual
framework. Six themes were found to influence collaboration in the HBHC networks:
1) Historical Conditions; 2) Institutional Conditions, 3) Financial Conditions, 4) Operational
Processes, 5) Organizational Processes and 6) Relational Processes. Conclusions are drawn
regarding the contributions of this research to knowledge about the pre-conditions and

processes that influence local collaboration. The implications of this study are suggested for:

1) dg P in ion theory, 2) further research on collaboration and 3)
social work practice at policy and community levels.

Chapter 1 synthesizes the theoretical and empirical literature on interorganizational



theory, collaboration theory, and community social work practice and presents the conceptual
framework for the study. The conceptual framework, based on the research literature
identified: 1) pre-conditions that motivate agencies to work together collaboratively and
2) interactional processes that facilitate or constrain collaborative relationships.

Chapter 1 also addresses the need for social work leadership in managing

collaborative networks. Historical and contemporary social work practice with communities

and the i of ity inte tion in an era of ing and state mandated

are consi By capitalizing on their i jge and skill in
community practice, social workers can play a major role in the complex challenges of
meeting the needs of children and families. The social work profession should be recognized

for its contribution of community practice theory to knowledge devel in

research. Since there is little research on the contributions of community social work practice
models to collaboration theory, this study is one attempt to find a niche for social work in an
era of downloading and devolution.

11 izational Theory and C

In this chapter, theoretical and empirical research literature on interorganizational and
collaboration theory is reviewed. This study is based on the literature that
identified: 1) pre-conditions that motivate agencies to work together collaboratively and
2) interactional processes that facilitate or constrain collaborative relationships. The

conceptual framework for this study (see Table C.1.1) identifies: 1) environmental pre-



conditions and 2) collaborative processes that were the basis for the questions in the HBHC
Interview Guide (Appendix C.3.A.7).

‘While no one theory provides a ion for ion, resource

exchange and institutional theory were used in this study of the HBHC Program (Alter &

Hage, 1993; Meyers, 1993; Gray & Wood, 1991; Provan & Milward, 1991) to develop the

theory izations engage in i
relations to increase their legitimacy and influence) was used to develop the pre-conditions of
mandatory/voluntary context and legitimacy of convening organization.

Second, resource exchange theory (exchanges between organizations as they seek to
secure or maintain resources) was used to develop the collaborative processes of sufficient

resources (see Table C.1.1 - Collaborative Processes). Third, collaboration theory was used

to develop one of the pr itions in the history of previous
collaboration (see Table C.1.1 - Envi Pre- i Finally, ion theory
was used to develop seven ive processes: 1) bership p

2) decision-making levels, 3) ication style, 4) formality/i lity of links,

5) common purpose, 6) costs and benefits of membership and 7) stakeholder

representativeness (see Table C.1.1 - Collaborative Processes).



Table C.1.1

Conceptual Framework For Study Of Local Collaboration: The Healthy Babies/ Healthy Children Program

Context of Downloading Environmental Collaborative Processes
Pre-Conditions
National * History of Previous e Stakeholder Representation
e (Canada) Collaboration ¢ Membership Participation
e Mandatory/Voluntary o Costs & Benefits of
Provincial Context Membership
o Historical e Legitimacy of Convening o Decision-making Levels
e Contemporary Organization e Communication Style
o Formality/ Informality of

Provincial Government Linkages
e Devolution of Public Health o Common Purpose
e State-mandated HBHC networks Development

o Sufficient Resources

Public Health Planning Regions

*  Geographic Location of Health
Units/Departments.

Stakeholders in this Study
e Local HBHC Managers




1.1.1  Resource Exchange Theory

Resource exchange theory looks at the environmental pre-conditions under which

are willing to It is based on ions of
environments as resource pools and has informed much of the empirical and theoretical
‘work on interorganizational relations since the 1960's (Alter & Hage, 1993; Gray, 1989;
Mulford, 1984; Van De Ven & Ferry, 1980; Aldrich, 1979; Paulson, 1976; Warren, 1973,
Levine & White, 1961). Initially, resource exchange theory looked at dyadic relationships

between a main (focal) ization and one other ization (Aldrich, 1979; Gans &

Horton, 1975; Warren, 1967; Levine & White, 1961). Later, multiple interorganizational
relationships became the focus of theory development (Schopler, 1987; Galaskiewicz, 1985;
Provan, 1983; Scott & Meyer, 1983; Whetten, 1981; Meyer & Rowan, 1977).

Resource exchange suggests that even though there are benefits to resource exchange

try to maximize their y (Ring & Van De Ven, 1994;
Mizruchi & Galaskiewicz, 1993; Oliver, 1990, 1991). First, they try to maintain control

over their resources. Second, they may co-operate with only one other organization to share

resources. Finally, and only if necessary, will they enter ily into resource
with multiple organizations (Thompson, 1967).

In the past, collaborative groups emerged from resource exchange needs that
compelled organizations to search for others with resources in their interorganizational
environment (Ring & Van De Ven, 1994; Mizruchi & Galaskiewicz, 1993; Oliver, 1990,

1991). As resource scarcity increases in the early 21% century, organizations must now try to



increase and/or maintain their power in an i

ipetitive service
1.1.2  Institutional Theory
Institutional theory addresses the adaptations made by organizations as they attempt to
gain legitimacy in the external environment (Gray & Wood, 1991). When organizations are

vulnerable, they try to affiliate with more powerful partners or modify their organizational

characteristics to increase their ibility within the instituti i (Provan &
Milward, 1991; Oliver, 1990; DiMaggio, 1988; Scott, 1987; Galaskiewicz, 1985). When

enter into

their time, resources and
personnel), they give up some of their power to external constituents. When governments
impose mandates on organizations, (such as the HBHC Program), they reduce their autonomy
with directives designed to: 1) legally require service co-ordination, 2) prescribe conditions
for funding, 3) force interorganizational relationships and, 4) enforce standards of service.
Mandates change interorganizational behaviour as less powerful organizations attempt
to join with those they perceive as more powerful, to increase their legitimacy and secure
future resources. The position of the lead agency within the interorganizational environment
may be altered by the government mandate and dedication of funding for collaboration. First,
the lead organization is accountable to an external institution that may not be well regarded by
stakeholders in the local community network. Second, the exclusive dedication of resources
may force alliances between local organizations and the lead agency that result in conflict.

Finally, although the lead organization’s legitimacy may be enhanced by exteral mandates



and financial resources, local stakeholders may resent the lack of control over collaboration
and obstruct planning for system reform.

As financial responsibility for health and social services is downloaded to local levels,
mandatory collaboration is increasingly used by government to reform the service system.
The legal mandates imposed by government pre-determine what organizations will have
resources and power and those that will be subordinated. This study used institutional theory

to explore state mandated collaboration that bestowed power and resources on one local

( public health
12 InSearch of a Theory of Collaboration
Interorganizational relations (IOR) theory spans three decades and multiple approaches
including: 1) resource exchange theory (IOR are motivated by the need to acquire resources
thus producing interdependency) (Aldrich, 1979; Pfeffer & Salancik, 1978; Levine & White,

1961), 2) i theory (IOR are i on changes in an ization’s life cycle)

(Lawrence & Lorsch, 1967), 3) transaction cost theory (IOR dependencies based on costs and
benefits of relationships) (Williamson, 1986) and 4) institutional theory (prevailing norms
determine IOR) (Oliver, 1991; Scott, 1987).

This diversity of i izational theories is ic to

collaboration. Interorganizational theory has potential to provide a framework for

how i ionships are formed, how they change over time and

how they are influenced by interorganizational structures (Ring & Van De Ven, 1994;



Alter & Hage, 1993; Gray & Wood, 1991; Gray, 1989; Tjosvold, 1986). Numerous studies
have addressed process oriented elements of collaboration (Lasker, Weiss & Miller, 2001;
Dunlop & Angell, 2001; Mitchell & Shortell, 2000; Harbert, Finnegan & Tyler, 1997; Lasker,
1997; Gray & Wood, 1991). But few studies link the interorganizational literature with
research on collaboration. However, in the early 1990's, one of the leading scholars in the

collaboration field proposed an i i for i ional theory and

research on collaboration (Gray & Wood, 1991).
Several other studies have used interorganizational theories to explore collaboration,

but these have resulted in diverse explanations for i izt ion (Reitan,

1998; Gray & Wood, 1991; Oliver, 1990). Despite past and current interest in organizational

no ive theory of ion has yet been developed. C:

theory is embryonic but scholars do agree that dimensions such as: 1) pre-conditions,

2) processes, 3) developmental stages, 4) structures and 5) outcomes all need to be explored
(Reilly, 2001; Reitan, 1998; Gray & Wood, 1991; Sofaer & Mrytle, 1991). Recently,
collaboration research has addressed concepts such as synergy and leadership (Lasker, Weiss,
& Miller, 2001; Mitchell & Shortell, 2000). Consequently, although collaboration is
emerging to address system reform efforts, theory development is lagging behind practice.

The need for practi iented theory on ion that is derived from data and informs

practice has been identified in the literature (Huxham & Vangen, 2000, Mitchell & Shortell,

2000).



13 Research on Collaboration: Need for a Consistent Framework

Social welfare policy in the 21% century is increasingly linked to collaborative
mechanisms as human services are restructured. There is renewed interest in getting
organizations to work together on system reform to address social problems too complex to

be resolved by one organization acting alone. Although collaboration is promoted by

£ there is i fusion about its definition. First, as previously

discussed, few studies apply 1 izati theory to ion. Second, the lack of

empirical evidence on collaboration has limited scholarly contributions to theory and
practice development (Graham & Barter, 1999; Rivard, 1999; Provan & Sebastian, 1998;
Reilly, 1998; O’Looney, 1994; Gray & Wood, 1991). Third, scholars from diverse
disciplines such as public policy, social work, nursing, medicine, sociology, psychology,
political science, education and business use the term differently (e.g., public health
literature defines collaboration as the process of structurally integrating organizations in
health alliances while business literature defines collaboration as the process of building
work teams). This does little to advance the development of a unified theory of
collaboration. Lastly, for social workers, collaboration requires negotiating in cross-
disciplinary territory. There is little research to support social work’s claim of competency
in organizing community collaboratives. Some social work research has addressed
theoretical and practical questions on the factors that facilitate collaborative processes at the
local level (Mizrahi & Rosenthal, 2001; Mulroy & Shay, 1998; Mulroy, 1997; Mulroy &

Cragin, 1994). This research identified the need to apply community social work methods to



collaboration by pointing out critical areas for social work research and intervention.
14 Collaboration - Pre-Conditions and Processes
A meta analysis by Mattesich and Monsey of the research literature on collaboration

produced a categorization of nineteen factors that influenced the success of human services

boration (1992). This lysis, grouped these nineteen factors into six categories:
1) environmental (the geographic location and social context of collaboration);

2') membership characteristics ( skills, attitudes and opinions of individuals involved in

group; 3) decisi king and

systems of a collaborative effort; 4 ) communication (channels used by collaborative partners

to send and receive i ion and ity ity of ication) 5) purpose
(collaborative vision and specific tasks); and 6) resources (financial and human resources
necessary to develop and sustain collaboration) (Table C.1.2.)

Drawing on the meta-analysis research of Mattessich and Monsey (1992), a

conceptual framework (see Table C.1.1) was developed for this study that contained three

l p ditions and eight ive processes used to explore public health

‘managers perceptions of local collaboration in the HBHC Program in Ontario.



Table C.1.2

Six Categories Of Factors That Influence The Success Of Collaboration

P ucture C icati Purpose Resources
History of Member trust Member stake in Open/Frequent Attainable Sufficient
Collaboration in the process and Member Goals Funds
communit; outcomes Communication
Collab ive seen i Group Flexibility Informal/Formal Shared vision Legitimacy
as leader group links of

Convenor
Political/social Member Benefit Multiple decision- Mission
climate favorable making levels different from
participating.
Organizations
Member Clear roles and
Compromise policy guidelines
Member
adaptability

Mattessich & Monsey (1992)

€l



141 i Factors ing C

1 gz

p ine if, how, when and under what

circumstances stakeholders will come together and (in the case of mandatory collaboration)

who will have the ip role. Envi Ip itions are defined in this study as
factors in the i that act as i ives and disis ives for iZati to work
together. Ct ion is i by itions in the envi such as: 1) a history

of previous collaboration, 2) the mandatory/voluntary context and 3) the legitimacy of the
convening organization.
14.1.1 History of Previous Collaboration

In this study, the history of previous collaboration was defined as the nature and

type of past i and i ionships and their influence on collaboration.
Collaboration theory suggests that working collaboratively in the past leads to interpersonal

relationships between members of the i i izations that facilitate

(Dunlop & Angell, 2001; Gray, Duran, & Segal, 1997; Harbert, Finnegan, & Tyler, 1997;

Mattessich & Monsey, 1992). In times of envi ive leaders

will target their networking efforts to those they know personally and who share their
loyalties and personal values. Relationships based on a history of respect and trust are

incentives that ion among izati A history of

collaboration (in the formative phase) appears to be an important pre-condition that
facilitates common goals. However, this history will not insure collaboration over the long

term. Positive interpersonal relationships that develop between network partners facilitate



future ion. When past i ions have been ct ized by conflict,

is i Many ive efforts fail (some estimates suggest up to

fifty per cent do not survive their first year) (Kreuter, Lezin, & Young, 2000; Wandersman,
Goodman, & Butterfoss, 1997). Unless managed well, conflict between collaborative
partners can undermine local implementation of networks (Mitchell & Shortell, 2000;
Kegler, Steckler, McLeroy & Malek, 1998).

This research asked questions about the previous collaboration history of local
HBHC networks. How did collaboration happen before HBHC? Were there previous local
initiatives (e.g., Community Action Programs and/or Better Beginnings, Better Futures
Programs) that mandated collaboration? Was there a history of Children Services Advisory
Groups (CSAG) prior to the implementation of the HBHC network? Did the community
have its own previously established organizational structures and processes for planning
local children’s services before HBHC?

1412 Mandatory vs Voluntary Context

In this study, mandatory collaboration was defined as the nature and degree of a
formal government mandate and how the mandate influenced local collaboration in the
HBHC networks. Voluntary collaboration was defined as the nature of and degree to which

informal ions and relationshij i llaboration in the HBHC

networks.

Opinions differ about whether collaboration should be based on voluntary or

‘mandatory participation. Prop of voluntary argue that



mechanisms should be organized by local communities as a “bottom-up” approach to system
reform based on agreements between stakeholders (Melaville & Blank, 1993; Kretzmann &
McKnight, 1993; Melaville, 1992; Bruner, 1991). Conversely, others propose that the current

political envi i ‘mandatory collaboration as “top down™ control by central

government to ensure system reform as financial supports diminish (Poole, 1997; Bailey &
McNally-Koney, 1996; Woodard, 1995).

In this study, institutional theory was used to define the mandatory context for local
HBHC networks. A formal government mandate was defined as a legal requirement that

forced organizations to work together. These mandates can be used as a condition of funding

and/or to force i izati ionships. Mandatory collaboration has been
associated with improvements in service delivery for children and families. The legal
‘mandate for collaboration gives stakeholders more “clout” in advocating for a reformed
service system (Sarbaugh-Thompson, 1999; Melaville, 1992, 17). Nonetheless, mandatory

collaboration puts pressures on organizations in the local community who may resist or

obstruct its i ion by icipation and/or i (MacNair, Gross, &
Daniels, 1995; MacDonald, 1994; Melaville, 1992).

The voluntary context was defined as the degree of informal agreements, operations
and relationships that characterized HBHC networks. Written, formal agreements among
organizations may have contractual authority but this does not suggest that they are

synonymous with mandates. This type of agreement signifies that organizations have given



their official sanction but that participation is voluntary (Woodard, 1994; Alter & Hage,
1993; MacNair, 1993).
This study asked questions about how the government mandate and voluntary

affected local ion. Did a mandate facilitate or constrain

the of ive int izati ionships at the local level? Were

there voluntary agreements between HBHC network members and if so, how did these
agreements affect local collaboration?
1413 Legitimacy of Convening Organization
In the meta-analysis research carried out by Mattessich and Monsey (1992) shown in
Table C.1.2, the legitimacy of the convener is not designated as an environmental pre-
condition. Rather, it is one of the resource factors influencing collaboration. In this study,

the legiti of the

ening izati i by state mandate is considered an
environmental pre-condition (see Conceptual Framework for HBHC Program, Table C.1.1).
The legitimacy of convening organization was changed from a resource factor to a pre-

condition in this study to reflect instituti theory. ituti theory defines

as the consensus that exists in the local environment when an organization has a legitimate
right to exist and deliver specific programs. In this study, the legitimacy was defined as the
extent that individuals and organizations agreed that public health units/departments had the

support from other izations to lead the i ion of HBHC. This research used

the government mandate and its effect on the legiti of the i ization as a

pre-condition that could be assumed to facilitate or constrain local collaboration.



Research suggests that the legitimacy of leadership for convening organizations is
enhanced by government support (Reilly, 1998; Fleishman, Mor, Piette, & Allen, 1992).

However the desi; ion of a lead ization by does not ensure a smooth

trajectory from mandate to local - rather, local ion is highly on

state and local leadership negotiations, context and stage of development (Ledwith, 1999;
O’Looney, 1994).

Institutional theory research proposes that convening organizations can exercise their
influence in the interorganizational domain by: 1) formal authority, 2) negative sanctions for
non-participation, 3) having expertise and credibility and 4) persuasion (Wood and Gray,

1991). Whether collaboration is mandatory or voluntary, other stakeholders may refuse to

if they reject the legitimacy claims of the
‘This suggested a number of questions which are relevant to state mandated

collaboration in the HBHC networks. Did the institutional mandate affect the ability of the

(public health uni toi the HBHC Program?

Did the past ion (legitis ') of the i ization affect local

What effect did the institutional mandate have on previousl i local i ips?
142 i Processes ing C

A number of interactional processes were important to this research on collaboration
as shown in the conceptual framework for the study (Table C.1.1). The collaborative

processes in this study were ized as: 1) ion, 2)




participation, 3) costs and benefits of membership, 4) decision-making levels,

5) ication style, ity/i ity of linkages, 7) common purpose

development, and 8) sufficient resources.

1421 Stakeholder Representation

The ive group should be of ; ives from each segment
of the community. Stakeholders are defined as “any person, individual, organization,
community or government that is affected or can affect the deliberations about [sic] and
potential solution to the issue that requires the collaborative process ” (Finn, 1996, p. 156).
Each stakeholder brings an interpretation of the problem and the solution (based on individual

assumptions, beliefs and values) to the col ion table. ion may

include: 1) individuals (acting in their own interests ) 2) community representatives

(individuals who represent the interests of ity groups) and 3)

representatives (individuals who represent their organization’s interest). Stakeholders agree to
become involved in collaboration to gain information, negotiate for resources, act as

advocates or to position in the

Organizations may be mandated to collaborate or may perceive that there are risks for

Organizati ives may focus on ion as a cost-

effective way to provide services. In contrast, individuals and

may view collaboration as a way to provide more comprehensive services to children and

families with complex needs (Hassett & Austin, 1997; Meyers, 1993).



Research questions in this study addressed how stakeholder representation influenced

I ion. Did the ition of in the ive group influence
collaboration? Were specific sectors represented equally in the collaborative network? Were

these stakeholders mandated by the state or recruited by the convening organization (public

health units/departments)? How did the convening organization (public health )
recruit stakeholders?
1422 Membership Participation

The issue of membership participation concerns the actual individual participation in
the collaborative process. As previously noted, the terms stakeholder and member were used
interchangeably in this study. In contrast to stakeholder representation, which addressed the
representation of sectors in the network, membership participation concerns itself with the
nature and type of participation of members (Bailey & McNally-Koney, 1995). In this study,
‘managers were asked whether members participated in the network as consumers, advocates,

members or

Collaboration research has addressed the differential participation of members
(Mattessich, Murray-Close, & Monsey, 2001; Castelloe & Prokopy, 2001; Provan &
Sebastian, 1998). Some studies suggest that organizations will participate as core members if

they have strong ties to a network related to their service needs (Provan & Milward, 1991).



In this study, three di ions of membership were i 1) how and when

members were recruited to the network, 2) their differential participation and 3) how they
perceived their role. Research questions explored membership participation in HBHC
networks. Did members participate as parents and/or consumers? Did members participate
as advocates? How did organizational members identify their participation? Did members
identify dual roles (e.g. service provider and advocate)? Did the network have members who

identified as

1423 Costs and Benefits of Membership
In this study, costs of membership were defined as the real or perceived negative

effects of participation in HBHC networks that may accrue to individual members or their

Benefits of ip were defined as the real or perceived positive
advantages of participation in HBHC networks that may accrue to individual members or
their organizations/ groups. The benefits of participation in collaboration (such as increased
knowledge and facilitation of referrals) have been found to outweigh the costs for participants
(Lasker, Weiss, & Miller, 2001; Mattessich, Murray-Close, & Monsey, 2001; Wandersman,
Goodman, & Butterfoss, 1997). Costs to members participating in collaborative networks
include: 1) the amount of time and resources that must be diverted to network activities and
away from their own priorities and 2) the loss of autonomy of decision making over their own
activities (Kegler, Steckler, McLeroy, & Malek, 1998; Wandersman, Goodman, & Butterfoss,

1997; Alter & Hage, 1993, Alter, 1990).



Questions in this study addressed the costs and benefits of membership participation
in the HBHC networks. Was the promise of increased co-ordination considered a benefit by
organizational members? What were the benefits and costs for the convening organization

ublic health units/d for providing leadership to the ive network? Did
4

members consider the time required for participation one of the costs of collaboration?
‘Were members willing to devote their time and resources to network development?
1424 Decision Making Levels

In this study, decision making was defined as the type, level and influence of
decision making power that characterized the HBHC network. This study considered: 1) the
type of decisions network members made (advisory, planning, information sharing, joint
resources), 2) the level of decision making power of organizational members, and 3) the
influence of the level of decision making power on HBHC network development.

Decision-making authority is defined in the literature as the number of levels through
which a decision must pass and the type of control systems that are employed across

institutional environments (Powell, 1988). Organizations protect their interests by

decisit king within their b ies but they constrain collaborative
development by limiting the authority of members participating in the network.
Decentralized decision-making promotes negotiation and communication among network
members and increases member participation (Dunlop & Angell, 2001; Mattessich, Murray-
Close, & Monsey, 2001; Mitchell & Shortell, 2000).

In this study, research questions explored decision-making levels and their influence



on mandatory collaboration in the HBHC networks. How many levels of decision-making

authority were in the ive network? Did izational members have

the authority to make decisions for their izati Did the

have some final decision-making authority for network decisions? Did the provincial
government make decisions for local networks through their accountability procedures?
1425 Communication Style
In this study communication style was defined as the open or filtered nature of
communication between local managers, the provincial consultants and local HBHC

network members. Open ication is defined as i ion that is given in its

original state without ion. Filtered ication is defined as i ion that is
summarized, interpreted, consolidated, delayed or sent only to specific organizational
members (Rogers, Howard-Pitney, Feighery, Altman, Endres, & Roeseler, 1993; Aldrich &
Herker, 1977). Communication style (open or filtered) is an operational process that builds
collaborative relationships by allowing members to reduce misunderstandings, develop a
ccommon language and reduce conflict.

‘This research study addressed the open and filtered nature of communication and

how these ication styles i local ion. Questions in the interview
guide addressed communication between: 1) the HBHC managers and the provincial HBHC
consultants; 2) the HBHC managers and members of the local network and 3) the members

of the HBHC network themselves. How did local HBHC managers make decisions about

what, when and how provincial level i ion would be itted to local 2
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Did managers communicate openly with the provincial HBHC consultants and did they
perceive that provincial consultants were open with them? Did managers perceive that
network members communicated openly with each other at HBHC meetings or was
communication filtered during network meetings?

1426 Formality/Informality of Linkages

In this study, formality of linkages was defined as the degree of formalization of the
operational processes (e.g. terms of reference, minutes, agendas, service agreements and
bylaws) and organizational structures (e.g. umbrella committees, sub-committees, working
groups, multi-site networks) of HBHC networks. This study defined informality of linkages
as the degree of informality of the operations (e.g. informal service co-ordination, no written
agreements) and organizational structures (informal networks) that characterized local
HBHC collaboration.

Research has produced conflicting findings on the influence of formalization of
operational processes on collaboration. Some studies suggest that standardizing the basis of
exchange through formal procedures, agreements and structures facilitates collaborative
efforts (Bailey & McNally-Koney, 1995; Meyers, 1993; Mattessich & Monsey, 1992; Gans
& Horton, 1975). Other scholars argue that unnecessary formalization and structure are
counter-productive and propose that interorganizational groups (such as collaborative
networks) should remain flexible in order to adapt to the changes in the environment

(MacNair, Gross, & Daniels, 1995; Ring & Van De Ven, 1994).
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Formal ive structures are ized by the izati i ion of

previously separate administrative and service delivery systems (service integration, network

structures, ion) (Bailey & McNally-Koney, 2000; Holosko & Dunlop, 1992;

Zuckerman & Kaluzny, 1991). In contrast, informal collaborative structures are based on
informal agreements to work together with no structural integration of separate organizations
(alliances, collaborative networks coalitions, partnerships and consortia) (Bailey & McNally-

Koney, 2000; Mandell, 1999; Mizrahi & Rosenthal, 1993; Dhuly, 1990; Roberts-De-

Gennaro, 1987). These informal i izati ish their goals

through formal or informal and i

Questions in this study explored the influence of formal and informal operational

processes on local collaboration in the HBHC networks. How did the level of formality or

affect local ion? Were formal ‘mandated by the provincial

? Were there di between local ities in the level of formality and
informality of the HBHC network operations?
1427 Common Purpose Development
In this study common purpose was defined as the extent to which individual members
of the collaborative developed: 1) a voluntary consensus on their common goals and 2) how

the state mandated goals influenced the development of common goals in the HBHC network.
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Collaboration studies demonstrate a wide range of goals for common purpose
development. Some goals identify a long-term approach (e.g. integrated services) while
others are more short-term and specific (e.g., economies of scale for cost-effective joint

purchasing). Primarily, research studies address voluntary collaboration where there is

that previs separated organizations need to come together and identify
their common purpose (Graham & Barter, 1999; Bailey & McNally-Koney, 1996;
Mizrahi & Rosenthal, 1993; Zuckerman & Kaluzny, 1991; Roberts-DeGennaro, 1987).
In voluntary collaboration, groups may not begin with common goals, but eventually they
must find common purpose or collaboration will fail. There is little research concerned
with the influence of state mandates (with centrally determined goals) on local
collaboration. It is recognized, however, that local collaboratives must align their
purpose with the external community in order to secure resources and accomplish
collaboration (Kreuter, Lezin, & Young, 2000).

This research study explored how the development of common purpose
influenced mandatory collaboration in the HBHC networks. Did the convening
organization attempt to align the common purpose of the local HBHC networks with
state-mandated goals? Did local collaborative networks have previously established
goals for child and family service reform? Was there conflict between program managers
and network members over the determination of goals for the HBHC network? Was
there conflict between the provincial consultants and local networks about the goals for

HBHC collaborative networks?
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1428 Sufficient Resources
In this study, “sufficient resources” was defined as the nature and extent of resources
provided by the provincial government for the HBHC Program and the influence of these
allocations on the HBHC networks. When mandates co-exist with the provision of funds,
they act as a powerful incentive for providers to collaborate for service system improvement
(Gray, Duran, & Segal, 1997, MacDonald, 1994). Specifically, research identifies the

positive influence on ion when a paid ini is ible for network

development and maintenance (Mulroy & Shay, 1998; Mulroy, 1997; Mulroy & Cragin,
1994). The author’s planning experience with collaborative networks in North Carolina and
Ontario supports the dedication of resources as a positive influence on local collaboration
(Dunlop & Angell, 2001; Weil & Dunlop, 1996; Dunlop & Holosko, 1995).

This study of the HBHC networks addressed how the provision of resources
influenced collaboration. Was the state mandate for collaboration tied to funding for the
development of the HBHC network? Did the exclusive dedication of resources to the public

‘health units/departments for the HBHC Program influence local collaboration? Did other

in the local i ibute resources (financial, in-kind, personnel) to
the development of the HBHC network?
143  Summary of Pre-Conditions and Processes of Collaboration

In this study, environmental pre-conditions were used to explore the motivations of

groups and izations in the HBHC networks in Ontario. While

resource exchange and institutional theory offered insight into the motivation for
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collaboration, they did not address how members of a network worked together once they

have decided to coll The i i ive) processes of

were ped from instituti and ion theory. The envi pre-
conditions and collaborative processes identified in the conceptual framework (Table C.1.1)
were then used to explore mandatory local collaboration in the HBHC Program in Ontario.

1.5 Local Collaboration: Social Work for the 21% century

1.5.1 Introduction

‘With cuts in transfer payments, a focus on privatization of health and social services
and downloading, the current climate has been characterized by some as the “devolution
revolution” (Bailey & McNally-Koney, 1996; Nathan, 1996). Social workers and other
human service professionals have been forced to respond to the deficit reduction agendas of
national and regional governments who have downloaded financial responsibility for health
and social services to local communities (Segal & Brzuzy, 1998; Fisher & Karger, 1997;
Weil, 1996). Increasingly, governments have mandated local collaboration in an attempt to
reduce duplication and increase efficiency in service systems (Kenny, 1998; Pulkingham &
Ternowetsky, 1997; Panet-Raymond & Mayer, 1997; Caimns, 1996; Teeple, 1995). This
transfer of financial responsibility from federal to provincial and local levels has created an
opportunity for social workers to use their expertise in community organization and
planning. Social workers need empirical research, such as this study of the HBHC Program,

to increase their ing of ion, improve their ion with other

and find their ional niche in the ion arena.
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In this study, there were no social workers in the sample who were managers of
the HBHC program. Since the HBHC Program was designed as a joint responsibility
between the Ministry of Health and Long Term Care and the Ministry of Community and
Social Services, the lack of social work managers was an unexpected finding. Social
workers, invested in community practice, should be concerned that there was no place for
their expertise in this example of state mandated collaboration in Ontario.

152 Community Organization Practice in Social Work

Social work=s history of planning with communities for social change spans over
one hundred years (1869-1999) and a variety of goals and strategies for community
intervention (Mizrahi & Rosenthal, 2001; Weil, 1996; Garvin & Cox, 1995; Tester, 1991;
Betten & Austin, 1990; Lees & Mayo, 1984; Thomas, 1983; Alinsky, 1971; Rothman,
1964; Ross, 1955).

In the late 1800's and early 1900's, the development of local social welfare
services reflected the emerging social, political, and economic liberalism of the era.
Increasingly, voluntary organizations were unable to respond to the needs of the poor in
their communities and local authorities were required to provide assistance (Gladstone,
1995). The Charity Organization Society and the Settlement House Movement were
actively involved in their own versions of local social welfare provision. In the late 19™
century, workers associated with the Charity Organization Society, directed their

charitable efforts to the unemployed and the poor.

In contrast, workers in the House M i in
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and provided leadership so local residents could learn how to address their

own problems. Unlike the Charity Organization Society that focused its attention on

individual indigents and dination of poor relief, the House M

directed its resources to neighbourhoods. Settlement House leaders organized small groups
who targeted neighbourhoods for collective action on social problems.

In the 1920's, social workers became preoccupied with professionalization. This led to
an emphasis on casework, especially psychiatric casework. Settlement houses gradually
‘became institutionalized and turned their attention away from advocacy efforts to engage in

educational and recreational programs (Trattner, 1999). In the 1930's, a theoretical model of

was developed for co-ordination among social welfare agencies. In

1939, this rdination model was institutionalized in the social work profession as a method
of community organization practice.

In the 1940's and 50’s, community organization expanded. By the mid-1950’s, a
social planning model was introduced with three approaches: 1) reform, 2) planning and
3) process (Ross, 1955). By the late 1950, the Alinsky model of community organization

(social action), translated labour organizing to nei izing (Alinsky, 1971).

Since the 1960's, community organization theory and practice has included two
approaches: 1) the pluralist social planning model (Netting, Kettner, & McMurtry, 1998;
Rothman, 1996; 1979; 1964; Rothman & Zald, 1985; Taylor & Roberts, 1985; Lauffer, 1981;

Gilbert & Specht, 1977; Warren, 1973, 1967;) and 2) the radical social action model



(Mullaly, 1997; Mondros & Wilson, 1993; 1994; Reisch & Wenocur, 1986; Craig,
Derricourt, & Loney, 1982; Mayo, 1975; Alinsky, 1971). Social planning models within the
pluralist tradition propose that no one group has more power than another to influence the
development of social policy. Thus, the rational technical model of social planning is based
on incremental change and consensus politics. Radical social work models emphasize social
action and advocacy planning that utilize conflict strategies to redistribute power from
institutions to communities for social justice.

Rothman (1964), building on community practice models of the 1950°s, developed a
social planning model that emphasized fact gathering and rational decision-making and an
expert role for social workers with technical skills of research, analysis and program
development (Rothman, 1964; Ross, 1955). Rothman’s original conceptualization consisted

of three models of i ization: 1) locality development, 2) social

planning/policy and 3) social action. This framework has been the cornerstone for exploring
community practice since the 1960's.
The first model, locality development, builds community capacity by recruiting a

broad base of i who engage in an interactional process of id

and solving their own problems. The second, model, social planning/policy, uses fact
gathering, technical experts and rational decision making to solve community problems.

The third and final model, social action, advocates for changes to unequal power

between di groups and i

In the 1960°s and 1970's, the development of advocacy planning advanced social
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action in community organization practice (Rothman, 1979; Mayo, 1975; Alinsky, 1971).
The social and political changes in the 1960's encouraged the development of conflict models
of practice that promoted fundamental changes in the political, economic and social structures
of society. Radical or structural social work models challenged the top-down policy making
of government. These advocacy models emphasized critical thinking, conflict strategies and
structural change as the goal of community social work practice.

During the 1980’s, radical i ization and feminist offered

action groups an opportunity to advocate against the oppressive structures of the state (Panet-
Raymond, 1989, Adamson, Briskin, & McPhail, 1988; Friedmann, 1987; Van Den Bergh &
Cooper, 1986; Lees & Mayo, 1984). In addition, pluralist approaches to community
organization continued to be revised and developed (Rothman & Tropman, 1987; Taylor &
Roberts, 1985).

In the 1990s, as interorganizational collaboration became more prevalent as an

instrument of public policy. new conceptualizations were developed based on planning for

of services with i ies of ity leaders and human service providers

(Popple, 1996; Rothman, 1996; Weil & Gamble, 1995). In response to criticisms that earlier

‘model was in

social planning models were too rigid and
the 1990's making it more flexible and developmental. These changes blurred the rigid
categories of planning, development and change, thus aligning this model with the views of

others (Tester, 1997; Weil, 1996; Hyde, 1996; Wharf, 1992).



In the late 1990's to early 21 century, social work scholars have identified a variety of
community practice models to respond to the complex challenges of mandatory collaboration
and system reform (Mizrahi & Rosenthal, 2001; Bailey & McNally-Koney, 2000; Wharf &
Clague; 1997; Tester, 1997; Poole, 1997; Popple, 1996; Weil, 1996; Hyde, 1996). One
response to the challenges of the 1990's has been the development of new community social
work models based on feminist and constructivist principles which interpret diversity as a
strength and attend to gender, race, class and particular contexts of place. Dominelli (1996,

1990) identified important elements for collaborative community social work practice as: 1)

care, 2) i 3) i izing, 4) ity class
based izing, 5) ity race based izing and 6) ity gender based
Other scholars i diversity in their conceptualizations of practice to

propose models of: 1)

P! 2) ization of izations, 3) self-help
and mutual aid and 4) organization of identity (Miller, Rein, & Levitt,1990).

In the early 21* century, community social workers may use traditional social
planning models to support government mandates for the implementation of integrated
service delivery systems (Poole, 1997; O'Looney, 1997, 1994; Weil & Dunlop, 1997; Alter &
Hage, 1993; Zuckerman & Kaluzny, 1991). On the other hand, they may choose to carry out
radical planning through social action projects that advocate for services for children and
families in local communities (Tester, 1997; Mullaly, 1997; Weil & Gamble, 1995;

Kretzmann & McNight, 1993; Alexander, 1992; Friedmann, 1987).

33



1521 Social Work Expertise in Collaboration
While social work professionals claim expertise in interorganizational collaboration
and social planning, there is little recognition among other disciplines of social work's
contribution. As health and social service organizations are integrated at the local level,
‘managerial roles are being filled by non-social workers from a variety of disciplines
(Bickman,1996). More specifically, the nursing profession, drawing upon health promotion

models, has i itioned itself for a i ole in izing local

communities for system reform (Dunlop & Angell, 2001; Poole, 1997). In spite of its long
history and expertise in organizing communities, this study of the HBHC Program affirms
that social workers have not been assertive in creating a niche for themselves in the
collaboration arena.

In this study, little recognition was found of the contributions social work has made
to community planning and organizing. Although some leading public health scholars refer

to Rothman’s typology of community organization, they do not identify these concepts a

from social work ip (Mitchell & Shortell, 2000; Minkler & Wallerstein,
1997; Labonte, 1997). Anecdotal evidence in this study of HBHC suggests that public
‘health nurses interpret social work as clinical practice. While they did recognize the family
assessment skills of social workers, they did not refer to either historical or contemporary

community social work models.



1522 In Search of a Niche for Social Work Practice

As ‘mandate local ion to reduce ication and increase

efficiency in service systems, they provide fertile ground for social work approaches based
on collective action. Local collaboration, as a mechanism of social policy implementation,
is still an unfamiliar phenomenon for social workers. Social work’s goal of social justice
conflicts with state goals of efficiency and deficit reduction. Social work values and ethics
that promote fairness in the distribution of societal resources are counter-productive to
agendas of downsizing and dismantling of the social welfare state. The downloading agenda
of government, while transferring power from national to provincial and local levels, has
unwittingly created an opportunity for social workers to bring their community organizing,
planning, inter-disciplinary and advocacy skills to the forefront. The social work profession,
despite its proud history of community practice, has remained invisible to other disciplines
as a leader in local collaboration.
1.5.3  Social Work Macro Practice in an Era of Downloading
1531 Multi-Disciplinary Practice

Local collaboration as a mechanism of social policy has been identified across the
multidisciplinary literature (Dunlop & Angell, 2001; Graham & Barter, 1999; Mandell,
1999; Nutbeam & Harris, 1995; Dunlop & Holosko, 1995; Labonte, 1994; Alter & Hage,

1993; Milio, 1988). Scholars have identified a range of issues that influence inter-

1) the ity for ionals to use joint planning to further

their own self-intc 2) the lack of i between ial level and direct
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service level professionals, and 3) the use of experiments where initial suspicion gave way to
inter-professional collaboration (Bella, 1996; Casto, 1994; Leathard, 1994; Ovretveit, 1993;
McGrath, 1991).

Increasingly, however, the profession of social work has attempted to clarify its
approach to interdisciplinary practice. As social work in the era of downloading is forced to
respond to the restructuring of health and social services, the issue of multiskilling practice
has been promoted. This approach, also called cross-training, is defined as an interpersonal
process where members of different professions develop skills that are outside their original
discipline through the process of working together (Rock, 2001).

In Canada social workers have, through their national association the Canadian
Association of Social Work (CASW), identified their support for an interdisciplinary
approach to service delivery system reform. However, they do not agree with the
implementation of multiskilling (Shera, Meredith, Bogo, McDonald, & Michelski, 2000;
CASW, 1998). Collaboration does not mean that one profession would replace another;
rather it works well when it incorporates the differential expertise of multiple professions.

Multidisciplinary collaboration requires practice methods that bring together

different disciplines at the ity level and then i their diverse perspe
into a common vision. This version of social work practice in the 21% century will draw on
the skills of community organizing, negotiation, conflict resolution, outreach, cultural

competency and boundary spanning (Dunlop & Angell, 2001; Lasker, Weiss, & Miller,
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2001; Mizrahi & Rosenthal, 2001; Mitchell & Shortell, 2000, Bailey & McNally-Koney,
2000).
1532 Social Planning Models: Rational & Radical

Social planning oriented to social needs is being challenged in the current era of
downloading. Community social workers are engaged in planning under a variety of
auspices, with ideological commitments ranging from conservative to radical. Social work
practice within a rational-technical planning model assumes that existing institutions are
capable of serving societal interests. Rational planning models use social planning and
quantitative methods (Reilly, 1998; O’Looney, 1997, 1994; Rothman, 1996; Kaluzny,
Zuckerman, & Ricketts, 1995; MacNair, 1993). Rational planning maintains the status quo
by using “experts” to advise government and implement public policy (Friedmann,1987).

While rational planning models provide rules for systematic choice, increasingly
planning activity is an interpretive process based in social, political and economic contexts
(Alexander,1992). Advocacy planning assumes that there is an unequal distribution of power
and resources. This model requires that planners advocate for the interests of those less
powerful (Mullaly, 1997; Panet-Raymond & Mayer, 1997; Poole, 1997, 1995; Hyde, 1996;
Alexander, 1992; Friedmann,1987). Social workers, as advocacy planners, challenge
institutions by working with less powerful interests. Social workers, as potential leaders of

collaboration, must understand the politics of planning. Collaborative planning among



organizations is a critical strategy for meeting the needs of children and families in the 21%
century.
1533 Potential for Social Work Leadership

it dated ion creates new ities for social workers to use

their expertise in community organizing within a turbulent environment that demands

and creativity. C ion in this era of ing requires ip that

fosters trust and respect among disparate partners. New leadership competencies for
collaboration identify the need to: 1) develop a common language to bridge gaps between

different ions, 2) ize different and conflicting perspectives, 3) use creativity in

creating alternatives and 4) identify ways to combine community resources (Dunlop &
Angell, 2001; Lasker, Weiss, & Miller, 2001).

The social work profession should be recognized for its contribution of community

practice theory to g P in ion research. The develops of
social work leadership in community practice has been the subject of much debate within
social work education. Recently, educators proposed a shift away from 1960's adversarial
strategies to consensus-oriented strategies such as collective action, community building,
and community empowerment to resurrect interest in community practice within social work
educational institutions (Ryan, DeMasi, Heinz, Jacobson, & Ohmer, 2000).

1534 The Practice of Boundary Spanning

Boundary spanning practice is attracting increasing attention as collaboratives are

formed to respond to g strategies of ization and downloading (Dunlop &



Angell, 2001; Lasker, Weiss, & Miller, 2001; Mitchell & Shortell, 2000). Social workers, as
boundary spanners, work on the boundaries between their organization and its environment.
Usually they are not prepared for managing these interorganizational relationships. They

must juggle commitments to their employers (where they have interpersonal and role

and their ive network (where i and role also
exist). Boundary spanning roles are identified as the broker (building and maintaining a
power base) and 2) the innovator (managing change and creative thinking) (Edwards &
Yankey, 1991).
Boundary spanning is integral to social work practice with collaboratives.

C ion requires skills (e.g.. iation and conflict ion) to join

diverse partners in local communities (Lasker, Weiss, & Miller, 2001; Mizrahi & Rosenthal,

2001; Mitchell & Shortell, 2000; Dunlop & Schopler, 1996). Collaborative mechanisms,

used to respond to government strategies of downloading, hand over to social workers the

opportunity to re-engage with their historical territory as leaders in community organization.
1.54. Summary of Social Work and Local Collaboration

The of interest in i ization heralds a critical turn for

community social work practice in the 21% century. Increasingly, state mandates for
collaboration are coupled with downloading of financial responsibility for services to local
communities. Although social workers have the historical background and conceptual models

to lead collaborative efforts, they are not at the forefront of collaboration for service
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By izing on their professional knowledge and skill in
practice, social workers can play a major role in the complex challenges of meeting the
needs of children and families. This study of the pre-conditions and processes of
collaboration found no social workers employed as managers in the HBHC program in
Ontario and no indication that public health managers in the HBHC program were aware of
current or historical social work practice with communities.

‘There is little research on the ways that social workers with community practice

skills can and should participate in loping the local ive processes

with the era of downloading. The social work profession needs to promote community
social work to respond to a rapidly changing practice environment where other disciplines
have already staked their claim of competency.

16  Summary

‘This chapter examined the envi p itions and ive processes

that influenced collaboration in the HBHC Program in Ontario and situated this exploration

in a current context ized by ing. The for the study
was developed from the theoretical and empirical research on interorganizational and
collaboration theory (Table C.1.1). This study addressed the need for social work leadership
in managing collaborative networks. Since there is little research on the contributions of
community social work practice models to collaboration theory, this study is one attempt to

find a niche for social work in an era of downloading and devolution.
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Chapter2 The Setting: Local Collaboration in Ontario

2.0  Introduction

The implementation of local collaboration in Ontario can be seen within the
larger context of an era of downloading in Canada. The Canada Health and Social
Transfer (CHST, 1996) reduced federal funds for health, post-secondary education and

social assistance. In turn, the provincial government of Ontario cut social programs

through ing of financial ibility to the municipal level. This changing
health and social service environment is the context for local collaboration within HBHC.
‘The HBHC Program in Ontario is a prevention/early intervention initiative for
children (0-6 years old) and families which includes: 1) universal screening, 2) public
‘health nursing, 3) lay home visiting, 4) case management and 5) collaborative network

development. The focus of the study is the mandatory collaborative network that must be

among local izations that serve children in the target age group and
their families. The HBHC Program uses local collaboration as the mechanism for co-
ordinating and integrating services for children and families. Mandatory local

collaboration in the HBHC Program has been carried out in an early 21¥ century Ontario

by a neo- vative agenda of privatization, erosion of universal
programs and limiting of services to specific populations.
The implementation of the HBHC Program in Ontario reflects new child and
family policies that require mandatory collaboration for service integration at the

community level. In 1997, to reform the child and family service system, the
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Conservative government of Ontario created a new Office of Integrated Services for
Children (OISC) within the Ministry of Health and Long Term Care.

At a provincial level, this agency (OISC) is responsible for the integration of
children's services in the Ministry of Health and Long-Term Care, Ministry of
Community and Social Services, Ministry of Education and Ministry of Training,
Citizenship, Culture and Recreation. At a local level, the public health units/departments
are responsible for implementing the HBHC Program and leading the development of
local integrated service delivery systems for children and families. The Office of
Integrated Services for Children was part of the "government's long-term commitment to
strengthen and integrate children's services through partnerships at the community level"
(Ontario Children's Secretariat, 1998).

As collaborative planning groups are increasingly used to implement social
policy, the social work profession in Ontario can position itself to respond to system
reform. The enactment of social work legislation in Ontario through the Social Work and
Social Service Work Act, 1998 officially recognized the profession. Although social
workers have a long history of organizing communities, they are not at the forefront of
leading collaborative initiatives such as the HHBC Program. This lack of involvement
may reflect that the scope of social work practice (e.g. individual, family, community,
organization and policy) is not known by other disciplines or funders. Further, the
Regulated Health Professions Act of Ontario which governs regulated professions .

excludes social workers thus marginalizing the profession within health system
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restructuring. Social work legislation of 1998 offers the potential for social workers to

strengthen their presence in the idiscipli arena of local collaboration in Ontario.

2.01 Ontario in an-Era of Downloading

‘Whether in response to federal reductions in transfer payments or in response to
neo-conservative agendas that attempt to stop state intervention in the free market system,
neo-conservative rhetoric has become reality in Ontario. For forty-three years, (1942-
1985), the Conservatives reigned in Ontario, bringing to the political arena a particular
neo-conservative ideology that responded to Ontario voters’ needs for efficiency in
government and centrist economic and social policy (Rovinsky, 1999).

From 1985 to 1995, as neo-conservatism incubated, Ontario contended with
globalization of the economy, the Canada-United States Free Trade Agreement and the
recession of 1990-1992. In 1995, Ontario was ripe for the "Common Sense Revolution"
of the Conservatives. By moving the party to the right, the Conservatives engaged the
business community, who opposed the NDP government, and the North American Free
Trade Act of 1994 (Ontario Progressive Conservative Party, 1995).

The Conservative government sensed a change in the culture as Ontario became

ic and ial (Jeffrey, 1999). The twenty-one per cent
(21%) cut to social assistance in their first week of office revealed the Conservative
government's neo-conservative agenda, reminiscent of the Poor Laws. The subsequent

re-election of the Conservative government in 1999 showed that both neo-conservative
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agendas and public opinion in Ontario supported cuts to health, education and social
services.

In the late 1990’s, the Conservative government of Ontario showed its

o ing of financial ibility to i and
local communities. This was partly in response to the reduction of federal transfers to the
province and partly in a response to neo-conservative agendas of reducing government
support for citizens and increasing reliance on the private market. The Conservative
government justified reduction in social provision with references to previous
governments’ overspending, high taxes and deficit financing.

In July of 1995, the Conservative government in Ontario planned to cut $1.884
billion from government expenditures, reduce taxes and deregulate to increase
employment and balance the budget in five years (Government of Ontario, 1995). The
fiscal measures were directed at low income people, with a twenty-one per cent (21 %)
reduction in social assistance rates (Moscovitch, 1997). The province cut transfers to

municipalities by twenty-two per cent (22%) in 1996-97. The total cut in provincial

transfer of funds to municipalities was almost forty-three per cent (43%) over two years

(1996-1998). The N¢ ber, 1996 provincial Budget reduced provincial income tax by

thirty per cent (30%) over a three year period (Moscovitch, 1997). Despite promised tax
cuts, sixty-eight per cent (68%) of Ontarians believed that the government was moving

oo fast to implement its Common Sense Revolution (Mackie, 1997).



The Conservative government chose to restructure the health care system
following the reduction in federal transfers. They also decided to decrease provincial
taxes. The introduction of the Omnibus Bill (Bill 26, 1995) increased the power of the
central government and facilitated reform of services and a neo-conservative agenda of
privatization. Bill 26 (1995) gave sweeping powers to the Minister of Health to eliminate
hospital boards and take over hospitals directly, to shut down, run, merge and determine
services. In addition, the government reduced the number of District Health Councils
(responsible for identification of local health needs and recommendations for resource

allocations) from thirty-three county councils to sixteen regional units that had to

1 counties.

for multiple

‘The First Minister’s Meeting in February, 1999 negotiated more federal funding
for health care. The 1999 Federal Budget announced a one time CHST supplement for
Health Care of $3.5 billion (Government of Canada, 1999). This federal supplement may
have encouraged Ontario to increase health spending. The 1999 Ontario Budget
increased funding for Ontario’s health care by $300 million (Government of Ontario,
1999).

In 1999, the HBHC Program changed from its uriginal’mandate in1997asa
targeted screening program for high risk newborns. There were difficulties
implementing the HBHC program as it was originally designed. Public health supported
this shift to a universal program that would allow public health nurses to contact all new

mothers and babies in Ontario. When this post-partum enhancement component was
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added it shifted HBHC to a universal program that guarantees a phone call and follow-up
visit for every new mother within 48 hours of discharge from hospital. This change in
program reflects the rhetoric of child and family policy in Ontario that focuses on the
Conservative government’s promise to “provide families with greater opportunities to
raise healthy, well-adjusted children” (Ontario Children’s Secretariat, 1998).

Funding for the HBHC Program was $10 million annually in the first program
year 1997-1998. In the 1998-1999 program year, funding was increased to $20 million
annually. The allocation of this enhanced funding to public health units/departments is
shown in Table C.2.1.

A post-partum enhancement component was added to the HBHC Program in the
1999 Ontario Budget with an additional $45 million to improve post-natal care for
‘mothers and their newborns. Subsequently, the 2000 Ontario Budget increased program
funding for HBHC to $67 million annually for the fiscal year 2000-2001. This increased
funding for HBHC appears to reflect the Harris government’s need to promote health
services in order to take advantage of the federal government’s 1999 budget which
returned Canada Health and Social Transfer cuts to the provinces but specifically

earmarked those funds for health care (Government of Canada, 1999).
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Table C.2.1

Healthy Babies/ Healthy Children - All of Enhanced Funding (1998-1999)
Public Health Unit Base (1998/99) | Enhanced ( 1998/99 TOTAL
Algoma 128,779 $103,442 $232,221
Brant 100,813 593,147 $193,960
Durham 371,526 $235,950 $607,476
Elgin-St. Thomas §58,935 $79,310 $138,245
Bruce-Grey $99,9115 $105,085 $205,000
Haldimand-Norfolk $69,863 86,402 $156,265
Haliburton-Kawartha-Pine Ridge 112,890 112,024 $224,914
Halton 212,197 $150,054 $362,251
Hamilton-Wentworth 484,323 $280,385 §764,709
Hastings-Prince Edward 122,331 $104,326 $226,657
Huron $33,382 67,564 100,946
Kent-Chatham $88,838 89,323 178,161
Kingston $147,959 $110,037 257,996
TLambton $91,720 §90,276 181,996
Leeds, Grenville, Lanark $112,877 103,068 215,045
Middlesex-London $360,804 $204,952 565,756
Muskoka-Parry Sound 55,650 78,421 134,071
Niagara $302,127 $202,685 504,812
North Bay $77,075 $76,467 153,542
Northwestern 78,114 §99,888 178,002
Ottawa-Carleton $621,060 $314,240 935,301
Oxford $68,815 $83,925 152,739
Peel $783,265 476,624 $1,259,888
Perth 547,546 §72,198 119,744
Peterborough 91,951 86,932 178,883
Porcupine 588,203 §97,056 185,259
Renfrew 570,141 $86,320 156,461
Eastern Ontario $153,035 138,127 291,162
Simcoe $256,448 186,846 $443,294
Sudbury 168,021 142,299 310,320
Thunder Bay $123,582 112,495 236,077
Timiskaming $36,840 62,882 $99,722
Waterloo 331,133 227,503 558,636
Waterloo-Dufferin 55,063 $126,927 281,990
Windsor -Essex 36,395 $204,059 540,454
York Region 97,950 $293,725 $691,675
Toronto $3,160,438 $1,515,031 $4,675,469

Source: Children’s Secretariat (1999)

47




The government also increased the budget for Children's Aid Societies and

proposed to spend an additional $170 million for the period 1998-2001. Reform of child

included: 1) a ized risk i 2) training for child
protection staff, 3) a child protection database, 4) hiring of additional front-line protection
staff, 5) amendments to the Child and Family Services Act (CFSA, 1984) and,
6) increased rates for foster parents (Government of Ontario, 2000).

There is an apparent dissonance between neo-conservative agendas of
downloading and resource reductions on the one hand and increased budgets for
Children’s Aid Societies and the HBHC program on the other. The rhetoric
accompanying the HBHC program suggests that it is a universal family support program
for all mothers with new babies, however the reality is that the program targets families at
risk and uses state power to coerce “undeserving” parents into programs for “deserving”

children. The Harris g has instituti izeda ative agenda with its

restructuring of social welfare in Ontario through policies that target poor families and
give government more control over their behaviour (Kitchen, 1997). A critical
examination of child and family policies in Ontario suggests that while funding has been
increased for particular childrens’ services, this does not reflect a progressive government
agenda. Rather, it is a return to a punitive set of policies that target families at risk and
promote intrusive measures of social control. In addition to increased funding for

Children’s Aid Societies and HBHC, the Ontario government has also expanded
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regulatory services through the reintroduction of mandatory home visits to social

and a p! toll-free welfare snitch line.

After the introduction of the Canada Health and Social Transfer (CHST, 1996),
the Conservative government of Ontario used deficitism to shift costs to local
municipalities. The Omnibus Bill 26 (1995) allowed the government to sidestep standard
legislative procedures (Rovinsky, 1999; Jeffrey, 1999; Weinroth, 1997). Bill 26 has been
called the "bully bill" because it violated parliamentary practice and eroded the
democratic process (Jeffrey, 1999). This bill centralized decision-making on the reform
of public services in Ontario and gave unprecedented power to individual ministers of
government (e.g., the Minister of Health was given the right to release the confidential
medical records of patients and to unilaterally tell hospitals what services they could
provide) (Ontario Legislative Assembly, 1995).

The Conservative agenda signi. altered the of

provincial and ici lati ips in funding, and delivery of Ontario’s

social, community and health services. The Social Contract Act of the NDP government
had attempted to rein in the so-called MUSH sector (municipalities, universities, school
boards and hospitals). These agencies were the recipients of provincial grants and
transfers, amounting to over thirty per cent of provincial expenditures over which the
province had little control (Melchers, 1999). When the Conservatives defeated the NDP,

they cut transfers and restructured municipalities, school boards and hospitals. The

Provinci: icipal Roles and provided a definiti
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overview of the transfer of responsibilities for social, community and health services
from the province to municipalities (Government of Ontario, 1998). The roles and

of pi and icipal governments for public health are outlined in
Appendix C. 2.A. Provincial authority for public health is legislated (Services
Improvement Act, Health Protection and Promotion Act , Tobacco Control Act,
Immunization of School Pupils Act, Municipal Act, Ontario Water Resources Act, Day
Nurseries Act) and described in Mandatory Programs and Services Guidelines
(Government of Ontario, 1997).

Historically, public health units/departments in Ontario were autonomous
corporations or local Boards established under the Health Protection and Promotion Act
of 1983. The province had funded 75 per cent of the cost of public health programs
(exceptions were 100 per cent funding for HBHC, Immunization, Preschool Speech and
Language, Speech and Audiology). In 1998, the government regulated public health but
(with specific exceptions) did not fund it (Government of Ontario, 1998). A year later,
the province announced they would pay 50 per cent of the cost of some mandatory public
health programs (Government of Ontario, 1999). (See Table C.2 2).

2.1 Child and Family Policy in Ontario

2.1.1 Introduction

The era of downloading in Ontario shifts social provision, with the Conservative

government's targeting of poor parents and children as a major theme in social welfare

restructuring. Ontario was influenced by a variety of federal government policies



Table C.2.2.

Per Cent of Provincial Funding of Public Health Programs in Ontario (1997-1999)

PROGRAM

1998

1999

GENERAL PUBLIC
HEALTH PROGRAMS

PRE-1998

75:25 P

100 %

50:50 Provincial/Municipal

SPECIFIC PUBLIC
HEALTH PROGRAMS:

1)Sexual Health

100% Provincial

2)Children in Need of
Treatment (CINOT)

100 % Provincial

100 % Municipal
100 % 1

50:50 Provincial/Municipal
50:50 Provinci: icipal

3)Public Health Research,
Education and Development

Program (PHRED)

100 % Provincial

100 % Provincial

50:50 Provincial/Municipal

4)Preschool Speech and
Language(PSSL)

100 % Provincial

100 % Provincial

100 % Provincial

5)Speech and Audiology
(S/A)

100 % Provincial

100 % Provincial

100% Provincial

6)Vaccines

100% Provincial

100 % Provincial

100% Provincial

7)Healthy Babies/ Healthy
Children (HBHC)

100% Provincial

100 % Provincial

®  Pre-1998 Funding for the City of Toronto was 40:60 Provincial/Municipal
e Source: Public Health Branch, Ministry of Health and Long-term Care, (2000)



such as the National Strategy on Healthy Child Development and the National Children’s
Agenda. Over the past decade, the Federal, Provincial and Territorial governments have
committed themselves to various social policy initiatives designed to reduce child
poverty. An overview of child and family policies and programs initiated during the last
decade provides the national context for exploring the child and family policy in Ontario
(Table C.2.3)

2.1.2.  Federal Child and Family Policy Initiatives (1990's to 2001)

The United Nations International Year of the Child in 1989 focused interest in
children at risk in Canada. The federal government ratified the United Nations
Convention on the Rights of the Child and established a Children’s Bureau within Health
Canada to co-ordinate children’s programs across federal government departments. In
1991 a federal report was released was to become the hallmark of the federal
government’s focus on child poverty during the next decade (Health Canada, 1991).
During the period 1991-1997, the federal government initiated a number of national
policies and programs that addressed the needs of children namely: 1) Brighter Futures:
Canada’s Action Plan for Children, 2) Community Action Programs for Children (CAP-
C). 3) Aboriginal Head Start Program and 4) the Canada Pre-Natal Nutrition Program

(CPNP) (Table C2.3).



Table C.2.3
Chronology of Federal Child and Family Policy
(1989-2000)

DATE

EVENT

1989

United Nations International Year of the Child

1989

Members of House of Commons vote unanimously to eliminate child

poverty by the year 1999

1990

‘World Summit for Children. Report: World Declaration on the
Survival, Protection and Development of Children and Plan of
Action.

1991

Canada Ratifies United Nations Convention on the Rights of the
Child. Federal government established a Children's Bureau for

follow up on Canada's follow up World Summit.

1991

Sub-committee on Poverty of the Commons Standing Committee on
Health and Welfare, Social Affairs, Seniors and the Status of
Women: Report: Canada's Children: Investing in our Future
(Ottawa)

1991

Campaign 2000 began as an cross Canada public education
movement to build support for an end to child pove

1991

The Federal government convenes the ﬁrst National Expen Working
Gmup to carry out with p: on paper.
A vision of Health for Children and Youth in Canada.

1992

Federal government announces: Brighter Futures. Canada's action
plan for children.

1993

Federal government abolished Family Allowances Act (1945

1995

Federal Government establishes Community Action Program for
Children (CAP-C)

1995
1995

Government of Canada establishes Aboriginal Head Start Programs
Health Canada report outlines National Goals for Healthy Child and
Youth Development: Report: Turning Points. Canadians from coast

10 coast set a new course for healthy child and youth development.

1996

National Longitudinal Survey of Children and Youth (Statistics

1996

Canada)

Canada Health and Social Transfer (CHST) replaces Established
Program Financing (EPF) and Canada Assistance Program (CAP) by
establishing cash and tax transfers for health, post-secondary
education and social assistance/services

1997

Federal government establishes Canadian Pre-Natal Nutrition
Program. Managed jointly by Federal and provincial-territorial
governments

1997

Federal government provides enforcement of new Federal Child

Support Guidelines through Family Orders and A ents




Table C.2.3
Chronology of Federal Child and Family Policy
(1989-2000)

1997

National Council of Welfare. Report: Healthy Parents, Healthy
Babies

1997

Federal-Provincial-Territorial Council of Ministers on Social Policy
Renewal: Report: 1) A National Children's Agenda - Developing a
Shared Vision, 2) Supplementary Report: A National Children's
Agenda - Measuring Child Well Being and Monitoring Progress

1997

Federal government announces National Children's Agenda (NCA).
Responsibility given to Federal-Provincial-Territorial Council on
Social Policy

1998

National Longitudinal Survey of Children and Youth (NLSCY). Data
presented at "Investing in Children: A National Research
Conference, 1998).

1998

Introduction of National Child Benefit by federal government. Funds
provided in Canada Child Tax Benefit and Supplementary Benefits.

1998

Expansion of Aboriginal Head Start program to on-reserve First
Nation's children and families

1999

National Children's Agenda Report: Developing a Shared Vision
released by Federal-Provincial-Territorial Council on Social Policy

1999

Federal /Provincial Territorial Advisory on Population Health.
‘Working Group on Healthy Child Development. Report: Investing
in Early Child Development: The Health Sector Contribution.

2000

Federal government announces establishment of Five Centres of
Excellence for Children's Well Being.

Sources:

Government of Canada (1999) Guide to Federal Programs and Services for Children and Youth
McMeaster University Research Unit on Health and Social Service Utilization

Beauvais, C. and Jenson, J. (2001)

Jenson, J. and Thompson, S. (1999)

Government of Canada (1992) Brighter Futures. Canada’s Action Plan for Children

National Council of Welfare (1997)

Statistics Canada (1996)
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The government also proposed National Goals for Healthy Child and Youth Development
(Federal, Provincial and Territorial Advisory Committee on Population Health, 1995)

In addition to federal initiatives, a national social movement to end child poverty
began with Campaign 2000. In an all party resolution in the House of Commons on
November 24", 1989, the federal government expressed its intent to end child poverty by

the year 2000. Campaign 2000, an i coalition of izations across Canada

was formed to respond to the lack of progress made by the federal government in its
promises to end child poverty.

Despite some federal movement on children’s issues, support decreased for
children and families. In 1993, the federal government abolished the Family Allowance
Act of 1945, ending one of the most popular universal programs developed during the
‘World War II. In Ontario, despite economic growth, the decline in child poverty has been
minimal. In 1989, one in 10 children lived in poverty; in 1999, one in six children lived
in poverty (Campaign. 2000).

During the period 1997 to 2000, potentially beneficial child and family policies
were initiated by the federal government. The pressures of the Federal-Provincial-
Territorial Council of Ministers on Social Policy Renewal led to a new National Child
Benefit System in the 1997 Federal Budget. This had three main objectives:

1) preventing and reducing poverty, 2) promoting workforce participation and 3) reducing

overlap and duplication of child related benefits (Battle & Mendelson, 1997).
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In addition, in 1997 the First Ministers identified the need for the federal

g to make a i to early child In 1999, the government
announced the National Children’s Agenda, setting out actions needed to achieve four
goals for children: 1) good health, 2) safety and security, 3) success at learning and 4)
social engagement and learning (Federal Provincial Territorial Council on Social Policy
Renewal, March, 1998). In 1999, the First Ministers committed to investing in child
health (Federal/Provincial Territorial Advisory Committee on Population Health,
‘Working Group on Healthy Child Development, September, 1999). In 2000, the federal
government established five Centres of Excellence for Children’s Well-Being, to address
their needs and promote healthy child development.

2.13 Ontario Child and Family Policy Initiatives (1984 to 2001)

In 1988, under a Liberal g , a number of pi
service delivery for children and families in Ontario (Table C.2.4). First,a
comprehensive study of childhood disorders and service utilization was undertaken
(Boyle & Offord, 1987). Second, a review of the social assistance system proposed 174
reforms (Government of Ontario, 1988). Third, in 1989, the provincial government
created the Supports to Employment Program (STEP) (Moscovitch, 1997). Finally, in

1990 under the NDP government, the Ministry of Community and Social Services

proposed a focus on: 1) children’s enti 2) shifting of ibility for health

and social services from provincial to municipal levels of g through
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or ion, and 3) i i ion among pi
government ministries (Ministry of Community and Social Services, 1990)(Table C.2.4.)
A number of significant policy and programs developed over the next five years
during the time of the NDP government (1990-1995)(See Table C.2.4). In 1990, Better
Beginnings, Better Futures, an interministerial program between Health, Community and

Social Services and ion, was i d across eight ities in Ontario.

In 1992, the Ministry of Health piloted a six year demonstration project, Best Start
Community Action for Healthy Babies in two communities.

Several policy initiatives reflected the NDP government’s focus on child
and family policy. Within the Ministry of Community and Social Services, two more
social assistance reform reports were produced. In 1993, the Working Group for
Children of the Premier’s Council on Health, Well Being and Social Justice identified a
healthy child development policy as their priority. In May, 1994, the Children and Youth
Project Steering Committee of the Premier’s Council on Health, Well Being and Social
Justice set directions for child and family policy in Ontario, including: 1) a population-

based approach, 2) focus on outcomes, 3) i ibility, 4) focus

on the determinants of health and 5) inter-ministerial links to foster community
innovation (Offord & Knox, 1994).

During 1995, the federal government funded the Community Action Program for
Children (CAPC) in seventy demonstration projects across the province of Ontario.

After the election of the Conservative government in 1995, the provincial government,
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Table C.2.4
Chronology of Child and Family Policy in Ontario
(1984-2001)

EVENT

Child and Family Services Act, 1984

Minority Liberal government elected in Ontario.

Majority Liberal government elected in Ontario

Ontario Child Health Study (Boyle & Offord, 1988)

ololololo
BT RS RS

Transitions: Report of the Social Assistance Review Committee.
Ministry of Community and Social Services

1988

Formation of Advisory Committee on Children's Services. Ministry
of Community and Social Services.

1988

Investing in Children: New Directions in child treatment and child
and family intervention. Ministry of Community and Social
Services

1990

Majority New Democratic Party government elected in Ontario

1990

Children First. Report of the Advisory Committee on Children's
Services. Ministry of Community and Social Services

1990

Better Beginnings, Better Futures. Funded in eight communities in
Ontario chosen as high risk. Children involved will be monitored as
part of a 25 year longitudinal study. Ontario Ministry of
Community and Social Services.

1991

Back on Track. Advisory Group on New Social Assistance
Legislation. Ministry of Community and Social Services, Toronto

1991

Premier's Council on Health, Well Being and Social Justice. Report
of the Working Group on Children. Recommended priority for
action: Development of a healthy child development policy.

1992

Best Start Community Action for Healthy Babies. Provincial
Ministry of Health demonstration project focused on maternal-
newborm health in two sites 1992-1998.

1992

Time for Action: Advisory Group on New Social Assistance
Legislation. Ministry of Community and Social Services
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Table C.2.4
Historical Chronology of Child and Family Policy in Ontario

1994

The Children &Youth Project Steering Committee of the Premier's
Council on Health, Well Being and Social Justice. Yours, Mine and
Qurs (Offord, D. and Knox. M., 1994). Province of Ontario

1995

Conservative government elected in Ontario

1995

Federal Funding for Community Action program for Children

(CAPC). Funding for 70 projects for high-risk families in Ontario.

1996

Ontario Child Mortality Task Force, established by the Office of the
Coroner for the Province of Ontario, Ontario Association of
Children's Aid Societies with support from the Ministry of
Community and Social Services. Review of children who had died
from January 1* 1994 to December 31%, 1995

1996

Pre-School Speech and Language Initiative. Government of
Ontario

1997

Tnvest in Kids i ped training + 1) Family
Home Visitors (1997), 2) Post-partum nurse home visitors (1999)
and 3) Intervention with High Risk Families (2000). Received $10

million dollar grant from Province of Ontario

1997

Federal Funding for Canada Pre-natal Nutrition Program. Funds
Ontario community projects to improve birth outcomes through
nutrition

1997

Making Services Work for People. Anew fmmcwork for children
and for people with Province
lead role for the Ministry of Community and Social Services

(COMSOC).Government of Ontario (April, 1997

1997

Report: Ontario Child Mortality Task Force Report (July, 1997

1997

Office of Integrated Services for Children established by the
province of Ontario. Focus: Early intervention programs for
children across four Ministries: Health, Community and Social
Services, ion and Training and Citi ip, Culture and
Recreation

1998

Proclamation of Ontario Works Act, a mandatory work for welfare

1998

program
Expansion of Federal Aboriginal Head Start Program. Eight pre-
school s funded in Ontario

1998

Province of Ontario Announces funding over three years of 180
million to Children's Aid Societies:

1998

Province of Ontario established Ontario Children's Secretariat

1998

Province of Ontario Appoints First Minister Responsible for
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Table C.2.4
Chronology of Child and Family Policy in Ontario

1999

Conservative government re-elected in Ontario.

1999

Learning, Earning and Parenting (L.E.A.P.). Mandatory Ontario
‘Works program requiring teen mothers on welfare to stay in school
and take parenting courses. Ministry of Community and Social
Services

1999

Final Report: McCain, M.N. & Mustard, J.F. (1999) Early Year's
Study: Reversing the Brain Drain. Ontario Children's Secretariat

1999

Amendments to the Child and Family Services Act (1984). Focus
of amendments: Best interests of children must come first.

2000

Govemnment of Ontario announces $20 million dollars for Four
Point Plan for Children's Mental Health

2000

Ontario's Promise

Government of Ontario announces 2 million dollars over three
years.

Goal to channel private sector charitable donations to public sector.

2001

Early Year's Challenge Fund Call for Proposals by Minister
Responsible for Children. Early Year's Challenge fund Program
Guidelines (May 29%, 2001).

2001

Ontario Children's Secretariat - Province of Ontario. Announce
local planning process for Early Year's Centres across Ontario.
Each local plan will be reviewed and approved by the Minister and
Ministry Responsible for Children

Sources: Government of Ontario
McCain, M.N. & Mustard, JF. (1999)
Ralph, D. (1997)
Johnson, L.C. & Barnhorst, D. (1991)
Ontario Children's Secretariat
McMaster University Research Unit on Health and Social Service Utilization
Canada

Health

Beauvais, C & Jenson, J. (2001)



through the Ministry of Health, established the Pre-School Speech and Language
Program in 1996. In addition, in 1996, the Ontario Child Mortality Task Force was
established by the Conservative government to review the deaths of children in the
province from January 1%, 1994 to December 31, 1995.

The period 1996-2001, with the Conservatives in power, included significant
steps toward provincial policies investing in children. The Conservative government
responded to the Child Mortality Task Force (Office of the Chief Coroner of Ontario,
1997) which recommended targeting those "at risk". This was a major shift in child and
family policy in Ontario and has been accompanied by major funding initiatives.

Conservative government reforms to local services for children and families
included: 1) the HBHC Program which created local collaborative networks, 2) a child
welfare reform initiative that includes a standardized risk assessment tool, training for
child protection workers and a child protection computer data base, and 3) Early Years
Challenge Fund and Early Years Centres.

An additional $11.3 million was designated for child protection with the addition
of 185 workers and 39 supervisors. In 2001, additional funding of $123 million brought
total spending for child protection to $772 million a year. Government initiatives in 1998
included an additional $2.5 million for child nutrition programs. The HBHC Program
funding was $67 million annually for the fiscal year 2000-2001. The Early Years
Challenge Fund was provided with $30 million annually by the provincial government

with matching contributions required from local communities.

61



The political mechanism created to implement the government's child and family
policy, with its focus on at risk families, is the Ontario Children’s Secretariat. This
assigns the Minister Responsible for Children a key role as the government’s advocate
for Ontario children. The principal functions of the Children’s Secretariat are: 1) to work
with other government ministries to develop a unified approach to provision of services
and 2) to generate public awareness of supports available for children. The Children’s
Secretariat is an attempt to force separate bureaucracies dealing with children’s services
to plan together for service integration. It also gives the government a platform for

the public of its

The HBHC Program in Ontario springs from a context of similar maternal and
child health programs over the past thirty years. For example, the Montreal Diet
Dispensary had a home visiting and nutritional supplement program for women with high
risk pregnancies from 1963 to 1990. Similarly, the Healthiest Babies Possible Program

of the Vancouver Health D offered food ion and ling to

'women with high risk pregnancies from 1977 to 1990. In addition, the Resource Mothers
Program of Norfolk, Virginia is a similar example from the United States. Finally, the
HBHC program was influenced by the Toronto’s Healthiest Babies Program (Toronto
Board of Health, 1997).

Funding for the HBHC Program, which screens all newborns born in hospitals in
Ontario, had a commitment of $67 million dollars annually by 2000-01 (Table C.2.5).

Established in 1997, HBHC screened all babies and targeted families for further

62



Table C.2.5

Healthy Babies/ Healthy Children Program History

(1997-2001)

DATE

EVENT

APRIL, 1997

JUNE, 1997

Province of Ontario announces $10,000,000 million dollar
Healthy Babies/ Healthy Children (HBHC) Program. Joint
program of Ministry of Community and Social Services
(COMSOC), Ministry of Health and Long Term Care
(MHLTC). Local Health Units/Departments designated as
lead agency for implementation of program.

Implementation Working Group - Mandate to review the
literature on screening and assessment tools and to make
recommendations on HBHC Screening and Assessment Tools.

JULY, 1997

Public Health Research Education and Development Program
(PHRED). Report of review of literature on definitions of "At
Risk" and "High Risk" for the HBHC Program (Hanvey, L
and Stewart, P. 1997).

AUGUST , 1997

Toronto Board of Health. Report "Healthiest Babies Possible,
June 1994 -June, 1996". Distributed report to all health
units/departments in Ontario, MHLTC, COMSOC and the
Off ice of Im:ggted Services for Chlldrcn (0ISC

OCTOBER, 1997

for the HBHC
P_&

NOVEMBER, 1997

Implementation Working Group Report: Healthy Babies,
Healthy Children Rationale for Screening and Assessment
Tools. (Hanvey,1997)

DECEMBER, 1997

Evaluation Plan for Phase I - Reporting on activities and
target group of the HBHC Program

JANUARY, 1998

FEBRUARY, 1998

HBHC Program begins
Introduction of HBHC Monitoring Report Template and

Instructions for submission by local health units/departments

MAY, 1998

First Quarterly Monitoring Report on HBHC to be submitted

MAY, 1998

Phase I Guidelines for HBHC Program

MAY, 1998

Program Enhancement for HBHC: Increases of: 1)
$10,000,000 in 1998/99; 2) $20,000,000 in 1999/2000;3)
$10,000,000 in 2000/01

JULY, 1998

Interministry Working Group and Office of Integrated
Services for Children. Background paper on HBHC Early

Identification Process
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Table C.2.5
Healthy Babies/ Healthy Children Program History
(1997-2001)

DATE EVENT

MARCH, 1999 ion Guidelines for HBHC Post-partu
Enhancement Component of HBHC Program - Universal

support and access to all families following the birth of a child

MARCH, 1999 Integrated Services for Children Information System (ISCIS).
Information Technologx Plan

MAY-JUNE, 1999 Provincial C on i i of
Healthy Child Monitoring System (6 weeks t06 years

JUNE, 1999 Development of ISCIS Stage 1A User Manual and Training
Ministries of Health, Community and Social Services,
Education, szznshl Culture and Rccreatxon

APRIL, 2000 ! Guidelines for Early
C of HBHC Program
APRIL, 2000 Announcement of $4,000,000 dollars for the evaluation of

HBHC Program: (Applied Research Consultants and the
Centre for Families, Work and Well-Being at the University of

Guelph ). Proposed Completion Date - April 2001.

JUNE, 2000 Announcement of Infant Hearing Program to be implemented
by Health Units. Universal Infant Hearing Screening,

Assessment and Communication Development.

SEPTEMBER, 2000 Guidelines for Pre-natal of HBHC
Program

DECEMBER, 2000 Pre-natal )t ion Report
Services for Children Division by December 3 1“ 2000

APRIL, 2001 Report to OISC on Service Integration from the System
Linked Research Unit on Health and Social Service Utilization

[cMaster Universil

MAY, 2001 First Evaluation Report on the HBHC Program sent to local
health units/departments for review and feedback

MAY, 2001 D P! of Service C i ‘ramework for HBHC
Pro;

Sources: Office of Integrated Services for Children
Toronto Board of Health
Public Health Research Education and Development
McMaster University Research Unit on Health and Social Service Utilization



intervention on the basis of risk factors such as low birth weight, age of mother,
congenital anomalies and family status. In 1999, a post partum enhancement component
was added guaranteeing that every new mother in Ontario will receive a phone call and a
follow-up visit from a public health nurse.

The program is still based on a screening and referral system for high risk
families, but has shifted back to a universal public health visiting program to reduce

stigmatization and facilitate access to high risk families. In 2000, a number of

enhancements to the HBHC Program were d includi 1) Early
(April, 2000) 2) Infant Hearing Screening (June, 2000), and 3) Pre-natal care (September,
2000) (Table C.2.5).

22 Public Health in Ontario

Local public health units/departments are organized into seven regions (See Table
C.2.6). Under the Health Protection and Promotion Act (HPPA) (RS0,1997). local

Boards of Health must have elected Municipal and appointed Provincial representation,

requiring one less Provincial Appointee than elected Municipal ive. Provincial
representatives are usually appointed for a two year term which may be renewed once.
Municipal representatives are usually appointed for the duration of their term in public

office. Within regional structures, local Dx of Health are required,

under HPPA (1997), to have a public health sub-committee of regional council that is

comprised of elected municipal representatives.
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Table C.2.6

Public Health Units/Dx by Public Health Planning Regions
Health Planning Region Public Health Unit
Central East Regional Municipality of Durham Health Department

Haliburton-Kawartha, Pine Ridge District Health Unit
Peterborough County-City Health Unit

Simcoe County District Health Unit

York Regional Health Services Department

Central South Brant County Health Unit

‘The Regional Municipality of Haldimand-Norfolk Health
Department

Region of Hamilton-Wentworth Social Services and Public Health
Services Division

Regional Niagara Public Health Department

Central West Halton Regional Health Department

Regional Municipality of Peel Health Department

Regional Municipality of Waterloo Community Health Department
‘Wellington-Dufferin-Guelph Health Unit

East Eastern Ontario Health Unit

Hastings-Prince Edward Counties Health Unit

Kingston, Frontenac and Lennox and Addington Heaith Unit
Leeds, Grenville and Lanark District Health Unit

Region of Ottawa-Carleton Health Department

Renfrew County and District Health Unit

North Algoma Health Unit
Muskoka-Parry Sound Health Unit
North Bay and District Health Unit
Porcupine Health Unit

Sudbury and District Health Unit
‘Timiskaming Health Unit

Thunder Bay District Health Unit

South West Bruce, Grey, Owen Sound Health Unit
Elgin-St. Thomas Health Unit

Huron County Health Unit
Chatham-Kent Health Unit

Lambton Health Unit
Middlesex-London Health Unit
Oxford County Health Unit

Perth District Health Unit
Windsor-Essex County Health Unit

Toronto Toronto Public Health




The Board delegates responsibility to administer the Mandatory Programs and Services
(1997) to the Medical Officer of Health who is the Chief Executive Officer of the Health
‘Unit/Department.

In 1983, the Health Protection and Promotion Act (HPPA) introduced
fundamental changes to the public health nursing role in Ontario. This shifted a
geographically based district practice to a program focused practice (Falk-Rafael, 1999).

These changes created a population-based approach for public health nursing and a

‘mandate for i Provincial guidelines during this period
encouraged nurses to reduce or eliminate home visiting and to focus their work with
community groups. In 1987, administrative and legal powers were given to the Chief
Medical Officer of Health position in Ontario through restructuring of the Public Health
Branch of the Ministry of Health. In the same year, the new Mandatory Programs and
Services and Guidelines (1987) were instituted which effectively eliminated most
maternal and child health home visiting programs. This history provided fertile ground
for public health nurses’ support for the Conservative government's HBHC Program.

23  The HBHC Program

2.3.1 Provincial Office of Integrated Services for Children (OISC)

In 1997, the Conservative government appointed the first Minister Responsible
for Children and created the Children’s Secretariat. The Office of Integrated Services for
Children is within the Ministry of Health and Long Term Care. OISC is responsible for

promoting the integration of children's services in the Ministries of Health and Long-
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Term Care, Community and Social Services, Education and Training, Citizenship,
Culture and Recreation (Appendix C.2.B). The Assistant Deputy Minister responsible for
the Office of Integrated Services for Children reports to the individual deputy ministers of
Health and Long-Term Care, Community and Social Services, Education and Training,
Citizenship, Culture and Recreation. The OISC has as its priority the integration of
health, education, recreation and social services for families at risk. The mechanism for
carrying out this integration goal is to bring together the four ministries to improve local

service ination and i ion at the ity level.

The OISC has the lead role to: 1) integrate policy development for health, social
services, recreation and education, 2) identify service delivery strategies that ensure
integration and, 3) to ensure that funding facilitates local integration of children's
services. In its lead role, it approves the annual budget and operating plans for HBHC
sites and monitors evaluation.

The parallel provincial child welfare reform initiative rests within the Ministry of
Community and Social Services. Little collaboration is evident between the Office of

Integrated Services for Children and the Ministry of Community and Social Services on

the risk tools and i i ion. This lack of joint planning
suggests unresolved inter-ministerial struggles and differing organizational perspectives
on who should lead the reform of children’s services. As a consequence, the two child
and family system reform initiatives, HBHC and Child Protection, remain distinct tracks

at both provincial and local levels.
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The oversight role of reviewing and assessing the funding and accountability
mechanisms for service integration (under HBHC) is the responsibility of the Office of
Integrated Services for Children (OISC). This creates a new centralized accountability
mechanism for public health, outside local municipal control.

232 Mandates and Unique Local Responses to Collaboration

The addressed the 1 ion of the HBHC Program in Ontario as

part of an internship. Program managers of five HBHC Programs were asked to describe

how their ities had to the provincial mandate. This brief exploration

d that those izations who had i on child and family

initiatives found it easier to implement the HBHC program. Organizations in the

had the i in unique ways. Some engaged

as leaders in the ive and others used existing co-ordinating

organizations as the structure for implementation of HBHC.

These unique local responses support the theoretical and practice literature on
collaboration. This literature identifies conflicting opinions about whether collaboration
is possible if it does not spring voluntarily from local stakeholders or whether it is
possible to create some mediating influence when mandatory collaboration is imposed.
The uniqueness of local community response is primary for some community researchers,
while others insist that effective inter-organizational linkages can be created between

centralized planners and local implementers. The need for conceptualization of
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how mandatory collaboration is implemented is an emerging research problem that this
study explored.
2.3.3 The HBHC Program Description

The HBHC Program is a joint prevention/early intervention initiative between the
Ministry of Health and Long Term Care and the Ministry of Community and Social
Services within the Office of Integrated Services for Children. It is designed for all
families with children, prenatal to age six, who are considered at risk. The community-
wide planning component requires that all local organizations that provide services to
families and children (prenatal to age six) collaborate on an effective system of screening
and early intervention (See Figure C.2.1).

The HBHC Program consists of: 1) a i ive with

for the development of an integrated service delivery system for children and families;
2) a linkage component to connect children to appropriate supports and services in the
community; 3) screening at birth to identify high risk families with children (prenatal to
age six) through the use of the Parkyn Screening Tool (Appendix C.2.C), 4) lay home
visiting and, 5) case management (Office of Integrated Services for Children, 1999).

Provincial guidelines require local health uni 10 lead the

implementation planning process for HBHC in partnership with area offices of the
Ministry of Community and Social Services and other organizations that serve children

and families.
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HBHC Service System

NIVERSAL POSTPARTUM
PHONE CONTACT & VISIT.

_ v
\ RISK NO RISK

et

NOTE: Families & children may become “at risk” and require supports/services at any stage of 3 child's
development. Families can enter the sysiem 3t any time & benefit from whatever services are requirec.

Figure C.2.1
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234 Administration of the HBHC Program

Public health units/departments are responsible for planning and implementing

the HBHC Program in with provincial Guideli The specific demands of

the HBHC program in the areas of ion, planning and

for ping
the collaborative network are too heavy to be added to the duties of the HBHC managers.
The province did not fund the administrative costs of the program but expected health

units to use icipal resources for inistrative costs. In spite of increased allocations

for HBHC from 1998-2001, local public health units/departments still have to take
resources away from their other mandatory programs to cover administrative costs.
2.3.5 Provincial Evaluation of the HBHC Program

The provincial evaluation of HBHC Program began in January, 1998 and
involved all health units/departments. Quarterly statistical reports on the activities and
target group of the program were required. Provincial data includes all live births in the
health unit catchment area including both those in hospitals and home births attended by
midwives and physicians.

In the first phase of the evaluation, the Integrated Services for Children
Information System (ISCIS) was initiated to: 1) centralize screening and assessment
results to monitor babies/ families at risk, 2) track referrals, service delivery and linkages
and, 3) aggregate HBHC program data for planning and evaluation. At the time of the
completion of this study in 2002, ISCIS was being used in health units/departments

across the province.
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On April 1, 2000 the government announced a $4.4 million evaluation of the
HBHC program to be completed by April, 2001. The process and outcome evaluation
was carried out across the 37 public health unit/department areas in Ontario and
examined the organization and delivery of the program, the network of service providers
and the integration of prevention and early intervention services in each local community.

This evaluation provides information on: 1) the program'’s progress and outcome,
2) specific information on service improvements for local providers and 3) a framework
for future evaluations. The primary focus of the evaluation is on program delivery
outcomes and not on the collaborative network process. At the time of the acceptance of
this thesis in 2002, the provincial evaluation of the HBHC Program had not been released
by the Province of Ontario to the public and was not available.

This study of the HBHC Program takes a managerial orientation to the

collaborative network and focuses on the perceptions of public health managers regarding

factors that have i d boration. The provinci ion add: different

research questions using different ies. The ity of the pi
evaluation and this research study will enhance understanding of the HBHC Program in

Ontario.
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2.3.6 HBHC and the Changing Context for Collaboration
A variety of opinions exist on why local collaboration is a priority in the
downloading environment of early 21* century Ontario. One view is that mandated
collaboration attempts to compensate for system failure (MacDonald, 1994). Despite a
neo-conservative agenda that is shifting social provision in Ontario to a market based
model, children represent a category of deserving poor, who, in the minds of most

citizens, are entitled to public funds and a good start in life. The HBHC Program may

also compensate for the Conservative g ’s early hospital discharge programs,
with HBHC backing up short matemity stays in hospital.

The HBHC Program in its initial conceptualization was designed to identify high
risk families in a non-stigmatizing way and to prevent child abuse through early
intervention. However, screening of all newborns resulted in targeting at risk families for
further intervention, shifting public health nursing away from a population based

approach. The which every mother and baby a

follow-up visit was added in 2000 as a universalizing, non-stigmatizing early
intervention component to encourage participation by high risk families. This approach
also has the potential to follow up on risk factors that may be missed in the hospital
screening. The guidelines for the HBHC program also suggest that it is an attempt to
transfer responsibility for integration of the child and family service system to local

communities.



‘This research study of the mandatory HBHC collaborative network explores the
perceptions of public health managers about how environmental and interactional process

factors have i local ion in this era of ing in Ontario.

Local collaboration in Ontario has been shaped by changes in government
funding. First, new provincial policy has mandated a primary leadership role for the
Ministry of Health and Long Term Care and a secondary role to the Ministry of
Community and Social Services. Second, the transfer of authority from provincial to
local governments has been accompanied by funding cuts. Finally, there has been a shift
to privatization of health and social services and the consequent creation of practice
opportunities within the private sector. These are the trends at work in the province of
Ontario where health system reform is a primary goal of government (Ontario Health
Services Restructuring Commission, 2000).

23.7  Social Work Practice with HBHC Program

Public health units/departments throughout the province have few social workers.
Most community development positions in health units are filled by Health Promotion
Specialists with training in Health Promotion Studies or Health Education. This lack of
social workers in public health (in the United States, public health social work is
common) is a drawback in the current multiskilling environment with its focus on cross
disciplinary fertilization of theories, models and skills. The Canadian Association of

Social Workers is that iskilling is driven by i i ions and

is designed to deprofessionalize service (CASW, 1998). Multiskilling is seen as

75



weakening the unique contributions and practice skills of the social work profession.

It appears that fears about iskilling and a lack of k ige of
social work have worked against the inclusion of social workers in the collaboration
environment that characterizes the public health system in Ontario.

Initiatives of the Ontario Association of Social Workers (OASW) provide further

evidence of the ions’ 1 with instituti health rather than community
health. These include linkages with the Ontario Hospital Association, responses to the
proposed legislation (Personal Health and Information Protection Act, 1997),

membership on Ministry of Health and Long Term Care committees such as Health Card

idation and the D of common i in Long Term Care.

The Ontario Association of Social Workers is addressing the erosion of social
work leadership in health care through its Social Work in Health Care Committee. This
focus on positioning social work within the health care system is being carried out ina
province that increasingly appears, from an analysis of budgets, to define social work as
a regulatory function limited to child welfare. Initiatives to declassify positions and
contract out services and use para-professionals (in the HBHC Program) also mitigate
against involvement of social workers.

Social work and public health appear to be operating in separate spheres and at
opposite ends of the social welfare continuum, with public health carrying out the
prevention/early intervention services and social work focused on treatment or tertiary

services. The HBHC collaborative networks are based on legislation (Health Protection



and Promotion Act, 1997) and regulations (Government of Ontario, 1997) that give
public health units/departments the mandate to lead collaboration for service integration
at a local community level. Ontario views social work as having a social control function
rather than doing prevention.

2.4, Social Work in an Era of Downloading

The resource reductions and downloading have a profound impact on social work
practice and education. First, because those with health care training control

1lak i d with ps ion, i isciplinary work will become an

important part of community organizing and planning. Second, service integration will
require strengthened local governance and public support to increase local resources.
The HBHC Program is an example of state mandated collaboration that provides

an opportunity for the social work ion to utilize its

planning and advocacy skills. As local collaborative networks become responsible for

planning and finding scarce resources to meet the needs of children and families, social

work planning and advocacy skills will be critical to successful implementation.
Although the leadership for state mandated collaboration has been invested in

public health there are ities for ity social workers to use their

and skills in izing, planning and inistration. Social workers have,
throughout their history, played a key role in planning for co-ordination of services and

for ions who are di:

77



Social workers, as planners may use a rational planning approach to integrate

health and social services or may use advocacy planning to challenge institutions by

local i ives. Social workers should be acknowledged as

leaders in collat ion based on their k ledge and skills of

advocacy and social planning. What is troublesome is that, despite its proud history of
community organization, planning and advocacy, the social work profession appears

invisible in the leadership of collaboratives in Ontario.
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Chapter 3 The Research Study
30  Introduction

This study examined the perceptions of public health managers about factors that

the i ion of local ion in the Healthy Babies/ Healthy
Children (HBHC) Program. A qualitative study was designed to explore the development
of mandatory local collaboration in the HBHC program across a sample of managers of the

thirty public health unif in Ontario. To define the aspects of

interorganizational collaboration to be studied, the literature on interorganizational theory,
collaboration theory, and community social work practice was reviewed. A conceptual

was developed to guide the ion of envi p jtions and

collaborative processes that influence interorganizational collaboration.
3.1  Design of the Study

This qualitative content analysis examines managers® perceptions of

P itions and processes that influence collaboration in
the HBHC Program. The data were collected through semi-structured telephone

interviews with public health managers. An interview guide (see Appendix C.3.A.7) was

d ped with a ination of op¢ ded and focused questions based on dimensions
of collaboration identified from the literature reviewed in Chapter 1. Respondents
included a sample of twenty-two managers in the seven Public Health Planning Regions

across Ontario.
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Content analysis is a research method that utilizes a set of procedures to make
valid inferences from a text. Carney (1972) explains that content analysis provides both
a frame of reference and a method for asking an established set of questions of a body of
text. The method is much like passing a soil sample through more and more discrete
screens so that every part of the sample is exposed to the same analysis and similar
patterns within the sample may be extracted (Carney, 1972).

Content analysis deals with written materials in the form of text. At the heart of
this method are three critical steps: 1) developing content labels which derive from the
theoretical questions of the research as a whole; 2) coding of the text and 3) interpreting
the patterns found in the data. Generally accepted methods in content analysis include
quantitative and qualitative methods and choice of the most effective method has to be
appropriate to the required analysis. Qualitative content analysis in this study began with

pre-determined categories derived from the ical literature on i

relations and added code categories that emerged from the data.

Qualitative research methods have a wide application within the social sciences
and humanities. The purpose of research utilizing these qualitative content methods is to
investigate entirely different questions on alternative levels than those which is afforded
through strictly quantitative methods. This research method makes researcher bias
explicit. One of the limitations of this method is that the research results are not
generalizable. Qualitative content analysis is the appropriate choice when the research

goals are to identify and describe patterns in the data.
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32 Setting and Population
32.1 Public Health Planning Regions
A sample of twenty-two public health managers were chosen because the

provincial Ministry of Health and Long Term Care in Ontario mandated public health

tments to take for the HBHC Program. This mandate assigns
each public health unit/department a lead role in local development of collaboration for
planning for integration of child and family services. The seven Public Health Planning
Regions contain forty-two public health units/departments and sub-units as shown in
(Figure C.3.1).

All public health units/departments are located in one of these seven Public
Health Planning Regions (PHPR). A randomized fifty per cent plus one sample of these
forty-two public health areas was drawn from each of the seven Public Health Planning
Regions, creating a sample of twenty-two public health managers of HBHC. These
managers became key informants because of their responsibility for developing the

collaborative network in their geographical district.



1'€D 2n3Ld

opous) el ) 9661

suojBoyy Bujuusid WIUIE MR WA — 9GGT ‘0w Jo uopendog



Random selection of the health units/departments was utilized to minimize
researcher bias and give each health unit/department within each region an equal chance

of being selected. Although such ization is more ible with a q

rather than a qualitative methodology, the decision was made for political reasons, to
address researcher bias and to promote trustworthiness (Padgett, 1998). Since the
researcher was well known to a number of public health units in the province of Ontario,
randomization of the sample reduced distortion the researcher might bring to the
interview data. Politically, it addressed assumptions that only people known to the
researcher had been included.

The random sample was drawn using an internet resource, Research Randomizer
(http://www.randomizer.org/form.htm) which created a fifty per cent plus one sample of
health units/departments in each region from the forty-two health unit/department codes
that were submitted. The sample for this qualitative study was designed to balance the
need for both breadth and depth in understanding the perceptions of managers about the
factors that influence collaboration.

The sample is large enough to permit a thematic analysis based on the

p itions and collaborative processes which have been shown in the

to influence collaboration (Table C.1.1). On the other hand, the
sample is small enough to allow for a deep exploration of the meaning of collaboration to
public health managers and how the local context has shaped their experience. Each key

informant was interviewed to determine perceptions of the factors that facilitated or



constrained collaboration, based on their position as convenors of the collaborative
network. The public health managers were in the initial stages of developing government
‘mandated collaborative networks for service integration during the period of this study
(January 1, 1998 to June 30, 2001).

3.3  Study Methodology

Other methods considered for this study were key informant interviews with

other i involved in ion in each locality and/or a survey

0 i i ion in each ity. In view of the stage of the
collaborative initiative, the public health managers were identified as the most relevant
stakeholders for this study. Although a survey questionnaire of public health managers
‘was considered, telephone interviews allowed the researcher to explore in more depth the

of ion with those ible for its i The decision

to interview by telephone was based on cost factors such as the researcher’s out of
province location and the resources necessary to travel large geographical distances for
personal interviews.

Data collection tools used for this exploratory study included: 1) Participant
Profile Data Form (Appendix C.3.A.5), 2) HBHC Collaborative Network: Stakeholder
Participation Checklist (Appendix C.3.A.6) and 3) telephone interviews with twenty-two
public health managers of the HBHC Program in Ontario. The interview guide
contained: 1) open ended (#'s 3-7) and 2) semi-structured questions developed from the

conceptual framework for the study (#’s 8-22) (Appendix C.3.A.7).



33.1 Research Questions
The research questions address collaboration in two dimensions that are shown in

the literature to influence collaboration: 1) envi p itions and

2) collaborative processes, asking: 1) What environmental preconditions do public health

managers perceive facili and/or ined local ion in their

implementation of Healthy Babies/ Heaithy Children? and 2) What collaborative
processes do public health managers perceive facilitated and/or constrained local
collaboration in their implementation of Healthy Babies/ Healthy Children?

Possible factors were derived from theoretical frameworks in Chapter 2 that focus on the

pI itions that motivate

to work together and the interactive processes
that facilitate successful collaborative relationships at the local level. While no one
theory has been established in the literature as the foundation for understanding
collaboration, this study was based on assumptions that resource exchange and
institutional theory offered the potential for understanding collaboration in an era of
downloading.

Resource exchange theory based on concepts of exchange and interdependency

was used to address the envi p ditions that bring ions together to

secure additional resources in an era of i i P itions such

as: 1) the past history of collaboration, 2) mandatory/voluntary context of collaboration

and 3) legiti of the i ization, the i of public health
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managers were used to interpret how envi p!

to government mandates for local collaboration in the HBHC Program.

In addition to envi p itions, a number of collaborative process

factors were utilized in this study. Institutional theory provided a perspective on how
organizations may adapt to a change in their interorganizational environment, such as
government mandates that require organizations to collaborate at a local level.

Characterizations of the collaborative process that represent institutional responses to

change in the interorganizational environment include factors such as: 1) how stakeholder

lab 2) how
collaboration, 3) organizational costs and benefits for participation in collaborative
ventures, 4) the ability of collaboratives to develop common goals, 5) decision-making

and its influence on ion, 6) ication styles and ion, 7) how the

informality or formality of linkages influences collaboration and 8) provision of resources

and how they influence collaboration. The factors believed to influence collaboration

were ized into a fr: k, and d into an interview guide that
asked public health managers about the environmental and collaborative process factors
that influence collaboration in the HBHC Program. The key concepts for this study are
defined on the following pages and are also part of the HBHC Research Protocol

(Appendix C.3.A.).
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3.3.2 Key Concepts in the Study

Terms

Environmental Pre-conditions

Previous Collaboration

‘Mandatory Collaboration

Voluntary Collaboration

Legitimacy as Lead Organization

Definitions

Factors in the environment that act as incentives
and disincentives for organizations to work
together.

The nature and type of past interpersonal and

i ionships in local ities and
how these previous relationships influenced
collaboration in the HBHC network.

The nature and degree to which a formal
government mandate affected collaboration in local
HBHC networks.

The nature and degree to which informal
4 W

ang
characterize collaboration in local HBHC networks.

The extent to which individuals and organizations
agree that public health has the legitimacy and
status as an ization to lead the impl

of the HBHC Program
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Terms

Collaborative Processes

Stakeholder Representation

Membership Participation

Costs of Membership

Benefits of Membership

Decision-making Influence

Definitions

The operational, organizational and relational
processes that facilitate interorganizational
collaboration.

A process of recruiting stakeholders who as

id and ity groups
have an investment in and influence on the process
and outcome of collaboration in the HBHC
network.

The nature and type of membership participation in
the HBHC network. The identification of
participation in the HBHC network as

ity or

Tepresentation.

The real or perceived negative effects of
participation in the HBHC network that may accrue
to individual members or their organizations or
groups.

The real or perceived positive advantages of
participation in the HBHC network that may accrue
to individual members or their organizations and
groups.

The stage, level and influence of decision making
power that characterizes the HBHC network. The
decision making stage of network development
(advisory, planning, information sharing, joint
resources). The decision making power of HBHC
network members including indications of authority
to make decisions for their organizations. The
influence of decision-making power on
collaboration in the HBHC network.
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Terms

Communication Style

Formality of Linkages

Informality of Linkages

Common Purpose Development

Sufficient Resources

Definitions

The open or filtered nature of communication
between local managers, the provincial government
and local HBHC network members. Indications
that managers share information openly with the
provincial government and the local networks.
Indications that managers filter the content, timing
and target of their communications with the
provincial government and the local network

The degree of formalization of the operations of the
local HBHC network (terms of reference, minutes,
agendas serv:ce agreemen's bylaws) The degree

in '.he local HBHC network through the use of
sub-

committees, working groups, umbrella
organizations, multi-site networks, service co-
ordination networks).

The degree of informality of the operations and
organizational structures of the local HBHC
network that characterizes the local community
(informal relationships, informal service co-
ordination, no written agreements).

The extent to which individual members of the
collaborative have developed: 1) a voluntary
consensus on their common mission and goals in
the local HBHC network and 2) the extent to which

goals have infl d the
dcvclopmcn! of common mission and goals in the
local HBHC network.

The nature and extent of resources provnded by lhe
for the i

Lhc HBHC ngram in local communities. The

impact of resource provision for HBHC on local

public health organizations and local communities.

89



34  Methodological Issues

3.4.1 Consistency and Dependability of Results

In a qualii study, the 1 ion of data is d dent on the context. The
interpretive lens should be made explicit through the use of reflective field journals

which document the meaning of the data to the researcher. Guba and Lincoln (1994)

suggest 1 ility or i of results rather than reliability. A thick
description "audit trail" is used to ensure dependable results by describing the context of
the research, the subjective location of the researcher and the representation of meaning,
thus making the research process transparent to the reader (Denzin, 1978). A detailed
description of how the data were collected, how categories were derived and how

decisions were made throughout the inquiry is included in this chapter. This

to a strong q should provide
dependability and consistency.
3.4.2 Transparency in Research Process

Not all are ible to the i igs direct observation.

Therefore, data must often be collected by asking people who have experienced certain
phenomena to interpret and report their perceptions of the experience. This research

study approached a sample from a ion of indivi to have

certain experiences and interviewed them ing these i An

was made that these public health managers, because of their strategic positions in the
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Healthy Babies/ Healthy Children Program, were the most knowledgeable about pre-
conditions and processes of local collaboration.

Two sets of field notes identified emotional or intellectual responses: 1) during
the interview process and 2) after the interview was completed. During the interview
process, I made notes on my own responses and my perceptions of managers’ responses
to each individual question. After the interview was completed, I noted my

the level of i ion between us during the interview,

linkages to other interviews, thematic indicators and points to bring into subsequent
interviews. Since I received the Participant Profile Data sheet prior to the interview, I
knew the background of the manager. During the scheduling and/or the preliminary
stages of the interview, most managers identified that they had some indirect or direct
knowledge of my public health consulting in Ontario. I discussed with managers my
social work practice experience, interest in maternal and child health and my internship
with HBHC. I also indicated that I had reviewed the program documentation from 1998
to 2001. My field notes reflect that my public health background and internship with
HBHC encouraged managers to discuss the program. I assumed that this background and
knowledge was responsible for the 100 per cent response of the sample to my interview
request. My perception is that it created some measure of trust and facilitated the
interview process itself. Managers were interested that I was a Canadian (Ontarian) who

was currently working in the United States. I reflected in my field notes that my out of
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country status increased managers’ efforts to share information to “help” me understand
what was going on “at home” (in Ontario).

The field notes reflect that my being a social worker did not seem to inhibit the
discussion of HBHC. Some managers stated that public health needed to hire social
‘workers to carry out family assessments. I noted that managers were generally unaware
of community social work practice but perceived that HBHC needed clinical social work
assessment and intervention skills.

These two sets of field process notes:1) during and 2) after the interview were
then used to analyse my responses to each interview and to plan for subsequent
interviews. The field notes identified areas for further exploration in subsequent
interviews (e.g., Early Years was not part of the first interview but was added to
subsequent interviews). The field notes also tracked how the researcher’s knowledge of

the ical literature on ion and i with public health consulting in

the specific geographical location of the interview shaped interpretations of the data.
The field notes revealed elements of my bias as a social worker. I reflected on
how my views about collaboration were influenced by past experience. As an

experienced community social worker, I assumed that nurse managers would bring an

to the i ion of the HBHC program but would be
with the i ization skills needed to develop local
This bias was ‘when managers in this study revealed their
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interest and expertise in i ization (this was and based on my

erroneous assumptions).

Asa it I wanted to how local ives are formed and

how they work together to plan for system reform. I undertook this research because I
was concerned that social workers, with a long history of community planning, did not
seem to be bringing their social planning knowledge and experience into the health and

social service reform envi in an era of d ing. In the field notes, I noted

that the research had forced me to examine my bias that social workers should have the

ip role in building ive networks because of our historical and

with

In addition, since the literature on collaboration was in its initial stages, I wanted
to explore collaboration in the Canadian context and to document an example of
‘mandatory collaboration for service integration in child and family services. After
twenty years of community social work practice with voluntary collaboration, my
assumptions about mandatory collaboration were untested. The research literature on
collaboration failed to provide guidance on mandatory collaboration. The embryonic
nature of the literature provided me with an opportunity to explore this new area, that of
mandatory collaboration.

The field notes reflect my perception that little was hidden during the interviews
especially in those instances where the researcher had been known directly or indirectly

since 1986 as a public health consultant working in the province of Ontario. It was
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important to make visible within the research process why I was interested in this aspect
of HBHC, how previous experience with the program and with community collaboration

influenced the study and how the

p! of the ical framework i
the research process. In the interview, the respondents and I discussed: 1) our mutual
interest in maternal and child health, 2) our past history of working in health and social
services in Ontario and 3) our past knowledge and/or experience working in the same
communities. In addition, we talked about health and social service professionals that we
both knew in common. We also discussed: 1) my HBHC internship experience, 2) the
difficulty of accessing information from government websites while in the United States
and 3) how geographical distance from Ontario had shaped my interpretations of the
program over the two years I had been out of the province (1999-2001).

3.5  Limitations of the Methodology

This qualitative study has strengths and weaknesses. It does allow for theoretical

lop: and izes the i bjective and reflexive nature of the qualitative
research process. This study fits within the constructivist paradigm wherein the

subjectivity of the researcher is made explicit and the construction of meaning is co-

created through a dialogical i ip between and Results
from this study cannot be generalized to other settings, but provide some insights into
collaboration among human service organizations in Ontario. These insights enhance

knowledge of how one example of mandatory collaboration was implemented and may

) increase ing of ion in other contexts.
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of the impl ion of local collaboration were limited to only

one set of ders (public health This does not take into account either

the consumer perspective and/or the opinions of other local stakeholders (e.g., hospitals,
physicians, Children's Aid Societies or Infant Development Programs. The inclusion of
other members of the local HBHC network would expand the data beyond an individual
‘managerial level. The recognition that the public health mandate was central justified
interviews with public health managers alone. Future research on collaboration in the
HBHC Program would address this limitation and explore the experiences of a variety of

in the local

3.5.1 Advantages and Disadvantages of Data Collection Method
35.1.1 Advantages

The personal interview is an interpersonal role situation in which an interviewer
asks questions designed to elicit answers pertinent to the research questions. The semi-
structured interviews in this study involved previously identified managers of HBHC and
proceeded on the basis of an interview guide specifying topics related to the research
questions.

The advantages of the telephone interview were its flexibility in allowing the
researcher to enter into a dialogue with HBHC managers to access their perceptions on the
meaning of local collaboration in the HBHC Program. In this study there was a 100 per cent

response to requests for the telephone interviews with managers. In most instances, the
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respondents appeared comfortable in the interview, supplied supplementary information and
joined with the researcher in a conversation about collaboration.
3512 Disadvantages

Disadvantages associated with the use of personal interviews are its higher cost as the
researcher must carry out in-depth interviews either face to face or over the telephone,
creating a large base of information and using a great deal of time in collecting the data. The
weakness of this form of data collection is the risk that interviewer bias will influence the
respondents and change their reporting based on what they believe the interviewer may or
may not be looking for from their experience. In this study, given the richness of the data
obtained, it appeared that the telephone relationship was comfortable for managers, but I was
aware that I was only hearing their own perceptions and they may have wanted to present
themselves as favourably s possible. I reflected on this bias in the reporting of managers and
noted that other stakeholders in the community may have had a different (less positive) point
of view on the implementation of the network. There is an inherent bias in gathering data on
from only one source. However, the use of field process notes both during and following the
interview assisted the researcher in her attempts to uncover bias (either on the part of the
‘managers or the researcher) that could influence the interpretation of the results.

The disadvantages in telephone interviews such as those conducted in this study are
the loss of non-verbal information and visual cues. It was impossible to observe whether the

respondent was carrying out other tasks while being interviewed or what the non-verbal
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responses may have been to the researcher’s responses or probes for more information. My
perception is that managers were generally willing to share information because I was
geographically distant and because the telephone provided some level of anonymity for
them. Participants may have been reticent to share information that they thought if reported
might identify them or their public health unit/department (I turned off the tape recorder
when they asked that things be considered off the record and marked my notes accordingly

to reflect our about the iality of the i ion they had shared).

Although confidentiality and privacy have been addressed in the research protocol, the lack
of anonymity present in the personal interview was a concern. Although telephone
interviews are not the preferred method for most qualitative research, in this study they did
not appear to overly constrain the discussion.
3.5.2 Other Methods Considered for the Study

Mailed survey questionnaires are a relatively low-cost tool. The greater
anonymity reduces biasing error, and allows the respondents to give a considered answer
to the question and to consult others on responses. Cost efficiencies allow greater
accessibility to a larger number of respondents. This method was not selected for this
study because of the following disadvantages. The survey method requires simple

questions and offers no ity for probing. y data could be lost. As

well, the researcher has no control over who fills out the questionnaire and cannot control
for the effects of differential respondents. Surveys are also known for their low response

rates. This weakness could result in an inadequate data base.
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One of the factors identified in the literature, as a weakness of the survey method
is participants’ concern with the sponsorship of the research and how this may affect
respondents. Given that the HBHC Program was being evaluated by the OISC, using a
variety of quantitative and qualitative methods, a decision was made that the collection of
data through personal interviews would allow the researcher to explain the differences
between this independent outside research being conducted for the Ph.D. thesis and the
evaluation research conducted by the Office of Integrated Services for Children. Other
research on response rates has suggested that without an inducement to respond (such as

being given a copy of the report or believing that the research will be helpful in the

future), the negative aspects of ing may di ‘This research

protocol sets out clearly the benefits of participation and offers the icij a
summary of the findings from the completed study.

3.6 Procedures for Conducting the Study

The procedures to insure the ethical conduct of this research are outlined in the
HBHC Research Protocol (Appendix C.3.A.). This addressed the:1) Harms and Benefits,
2) Free and Informed Consent and 3) Privacy and Confidentiality sections contained
within the Tri-Council Policy Statement (1998) issued by the National Council on Ethics

in Human Research (NCEHR). This Protocol was approved by the Interdisciplinary

Human Subjects Review Committee of ial University of Newfoundl
3.7 Pre-test of Proposed HBHC Interview Guide (Appendix C.3.A.7)

Two pre-test telephone interviews were conducted in July, 2000 with former
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public health managers who had been responsible for the collaborative network in the
HBHC Program. One manager had left the program six weeks before the pre-test
interview and the other had returned from secondment. All research tools, (Introductory

Letter, the HBHC Study Information Sheet, the HBHC Study Consent Form, the

Participant Profile Sheet and the Collaborative Network P
Checklist) were reviewed in the pre-test and changes were made to make them more user
friendly.

The i y letter was and a new ion Sheet for managers

was developed. The introductory letter was amended to identify that OISC would have
no access to the raw data and was not sponsoring the research. This addition clarified the
differences between this study and the provincial evaluation research. As well, the
Introductory Letter now included a promise to send them key findings from the study as a
continuation of the potential benefits of participation to public health units/departments in
Ontario. The need for a witness on the Consent Form was deleted as unnecessary and
potentially inhibiting to participation The Participant Profile Data sheet discussed the
teaching health unit/department (PHRED Program) which was under review by Ontario

government but since the question was peripk and ial, it was eliminated.

The federal Community Action Programs (CAPC) and Pre-natal Nutrition Programs
(CPNP) were added to the HBHC Network Stakeholder Participation Checklist. The

Ministry of Community and Social Services was also added. Other alterations
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included changing terminology to reflect common usage in Ontario. The Pre-test also
suggested that these forms should be returned before the interview to save time.

This Pre-test confirmed that the interview questions were clear and easy to
answer. To clarify the unit of analysis, the term “HBHC”collaborative network was used

since potential are involved in a number of other collaborative

activities in HBHC (i.e, Working Group, Case Management Program). The idea of
“costs” of collaboration was clarified to help managers understand this referred to more
than financial costs.

38  Interviews with HBHC Managers

A sample of twenty-two public health managers from the seven Public Health
Planning Regions in Ontario was interviewed for this study. The length of the interviews
ranged from 45 minutes to 3 hours. All of the twenty-two managers identified in the
sample participated in the study. There were no substitutions and no managers declined
to be interviewed (a 100 per cent response rate). All the twenty-two managers returned
the Participant Profile Data Form, the HBHC Collaborative Network: Stakeholder
Participation Checklist, and the Informed Consent Form before the interview was
conducted. The interviews were conducted during January (16%, 18%, 19%, 22, 25%,
26th), February (2%, 6, 7%, 9%, 12%, 19%, 27"),March (2, 28"), May (23, 25th) and
June (5® and 6th) of 2001. The researcher, to protect the confidentiality of the managers,
transcribed the audiotapes herself.

After the interview was completed, a second set of field notes were made that
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identified: 1) new information about the HBHC Program itself or developments in
services in Ontario that respondents had shared during the interview, 2) perceptions about
the interview questions (e.g. which questions seemed of most/least interest to managers),
3) reflections on “surprises” that the researcher experienced during the interview (e.g.
managers were more community focused than the researcher had expected), 4) the
researcher’s responses to the openness that characterized the interview process (e.g.
requests that comments be on/off the record), 5) reflections on the process of the
interview (e.g. whether the respondent wanted to follow the interview guide in a formal
or informal way) and 6) reflections on new information that needed attention in
subsequent interviews (e.g. Early Years Initiative).

Managers were very interested in participating and despite busy schedules were
available for interviews during the scheduled times (some of which were conducted after
hours in the early evening). Some managers commented that they wished the OISC
evaluation had addressed the questions in this study. Most managers reported that they
appreciated the opportunity to share their views on the HBHC Program.

The field notes reflect two instances where managers seemed less willing to share
their views. My interpretation was that time pressures and/or lack of knowledge of and
trust in the researcher led to interviews that were less conversational and more structured.
‘There was little encouragement for the researcher to comment or ask further questions. I
listened very carefully to the tone of voice, manner of responding and any questions that

were asked about the interview guide. I reflected on my responses to these interviews
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and compared them to the others, noting the differences in receptivity to the researcher,

style, formality/i ity and willi to share i
3.9  Description of the HBHC Managers
Data on the HBHC Program managers were gathered using the Participant Profile
Data Sheet (Appendix C.3.A.5). The data on stakeholder participation was gathered

using the HBHC C ive Network: Participation Checklist (Appendix

C.3.A.6) and is reported in Chapter 5.
Data were gathered on several aspects of the HBHC program managers’

ducation, experience and izati ibility using the Participant Profile Data

Sheet (Appendix C.3.A.5). Participants provided information on: a) years of public

health nursing, and i 11 i i b) the official title

in their ization that signified ibility for HBHC, c) their ional degrees
and d) any community development training.

39.1 Nursing, and C

As shown in Figure C.3.2, the mean number of years of public health nursing
experience among participants was 8.78 with a range from one to 21 years. The mean
number of years of public health management experience was 6.35 with a range from .58
to 16 years. Management experience with the HBHC Program ranged from .58 to 4
years with a mean of 2.46 years. Participants were also asked to report on their
experience with collaboration either as a leader or member of a community group.

Managers reported a range from 1 to 14 years with a mean of 6.43 years of experience
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leading community collaboration (Figure C.3.2). Managers’ experience in a community
collaborative group was reported to range from 1 to 20 years with a mean of 8.12 years of
membership. Although the range of experience of managers was broad (from 1 to 14
years), most managers had been in management prior to the HBHC Program (an average
of eight years). This management experience can be assumed to have influenced their
approach to their role in implementing the HBHC Program.
392 Official Title
Fifty-five per cent (55%) of HBHC managers reported “Manager” as their
official title in the organization. Twenty-two per cent (22%) of the management
responsibility for the HBHC program was carried out by participants who had the title of
“Director” in their organization. Seventeen per cent (17%) of HBHC managers were
called “Co-ordinators” in their organization and eight per cent (8%) of managers had the
title of “Supervisor” (See Figure 3.3.).
393 Professional Degree
As shown in Figure C.3.4, managers reported a variety of degree types. Forty-
five per cent (45%) of HBHC managers had a Bachelor of Science in Nursing, thirteen
per cent (13%) reported another undergraduate degree (e.g. one manager had a Bachelor
of Social Work). For those with graduate degrees, eighteen per cent (18%) of managers
had a Master of Science in Nursing. Eighteen per cent (18%) of managers reported
another graduate degree (e.g. Master of Education). Eleven per cent (11%) of nursing

‘managers had other qualifications such as R.N. and Diplomas in Public Health Nursing.
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The data showed that sixty-three per cent (63%) of the managers had a nursing
degree (45% with Bachelor’s degree and 18% with a Master’s degree). Thirty-six per
cent (36%) of managers had a graduate degree in either nursing or another discipline. In
contrast, only one manager representing thirteen per cent (13%) had a social work degree
(BSW).

3.94 Community Development Training

‘Thirty-seven per cent (37%) of managers reported that they had attended

P! p: their i careers (See Figure
C.3.5). Eighteen per cent (18%) of managers reported that community development
training was part of the university courses they took for their undergraduate and graduate
degrees. Fifteen per cent (15%) reported that they had participated in community
development training offered as in-service by their organizations. Another fifteen per

cent (15%) of managers, had not particij in any i lop: training

throughout their career. Six per cent (6%) of managers stated that community
development had been part of their community college curriculum. Nine per cent (9%)
of managers reported other community development training activities, such as related
reading materials. Thus, seventy per cent (70%) of managers had experienced

community development training prior to the implementation of the HBHC Program

either through:1) university education, 2) i P! activities outside

their ization or 3) continuing educati kshops within their
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In summary, this section of the chapter has examined the HBHC program

‘manager's education, managerial and D and participation in
P training. Descriptive statistics on the mean number of years of
nursing, managerial and i )l i i were In

addition, the differential use of the title Director, Manager, Supervisor and Co-ordinator

reported by managers across the study sites was outlined. Finally, information on the

previous i P! training i by seventy per cent (70%) of the
public health managers was reported. It is important to note that all public health
managers in this study had a nursing background and most had a number of years of

managerial i prior to the i ion of the HBHC Program. In addition,

the majority of public health managers had previous community development training

and experience either participating in or leading local collaborative initiatives prior to

being given the ibility for impl ion of the HBHC ive network.
3.10 The Data Analysis Process: Coding and Re-coding
The interviews were audiotaped after receiving a consent form from the
participants. The researcher, to protect the confidentiality of responses, transcribed the
audiotapes. Coding of interviews was managed through a computerized data analysis

program (E! This allowed the to review text, mark segments

according to established codes and then display, sort and print segments in any order or
sequence. All the participants’ responses to specific interview questions were contained

within one Ethnograph text file.
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‘The first phase of the data analysis is summarized in Table C.3.1. The first round
of data analysis included a non-computer scan of the interview material to exclude
extraneous material such as superfluous words (e.g. “um” and “ah”), and comments
about the weather. The result of this non-computer review of the data and exclusion of
extraneous material led to a total of 1,031 pages of interview text (Table C.3.1 - Phase I-
Step One).

The second round of data analysis consisted of a scan of the data of answers to
questions (#8-22 in the interview guide) using a set of 183 codes developed based on the
environmental and collaborative process factors from the conceptual framework for the
study (Appendix C.3.A.7) (Table C.3.1-Phase I-Step Two).

The third step of data analysis was a scan of the data from questions (#s 8-22).
Following this scan, eight new code words were added to reflect emergent themes and
sub-themes from the data. The code book was amended to reflect a total of 191 codes at
this stage (Table C.3.1-Phase I-Step Three). Coding schemes were subsequently revised

with additions, deletions and recoding of data as new themes and sub-themes emerged.

110



Table C.3.1
Data Analysis Steps - Phase I

STEP ONE
'NON-COMPUTER SCAN OF INTERVIEW MATERIAL TO REMOVE EXTRANEOUS MATERIAL
NOT RELATED TO RESEARCH QUESTIONS: RESULT - 1,031 PAGES OF INTERVIEW DATA

STEP TWO
DEVELOP CODES FOR CONCEPTUAL FRAMEWORK QUESTIONS
‘QUESTIONS # 8-22
TOTAL NUMBER OF CODES: 183

STEP THREE
SCAN OF INTERVIEW DATA FROM QUESTIONS # 8-22
NEW CODES ADDED: 8
TOTAL NUMBER OF CODES: 191

STEP FOUR
SCAN OF INTERVIEW DATA FROM OPEN ENDED -QUESTIONS # 3-7
DEVELOP CODES FROM DATA -TOTAL NUMBER OF CODES DEVELOPED: 49
TOTAL NUMBER OF CODES: 240

STEP FIVE
SCAN INTERVIEW DATA ON ALL QUESTIONS #3-22
RECODE DUPLICATIVE CODES: REDUCE BY 7 CODES
TOTAL NUMBER OF CODES- 233

STEP SIX
‘THEMATIC ANALYSIS REVEALS CENTRAL PATTERNS OF SIMILARITY IN THE DATA FROM
EACH QUESTION
ETHNOGRAPH USED TO AFFIRM THEMATIC ANALYSIS OF DATA
IDENTIFY TWO MOST NUMEROUS CODES IN EACH QUESTION # 3-22
TOTAL NUMBER- RESULT 40 CODES

STEP SEVEN
CREATED NEW DATA FILES CONSISTING OF SEGMENTS ASSOCIATED WITH THE 40 CODES
IDENTIFIED IN STEP SIX AND ORGANIZED BY CODES INSTEAD OF QUESTIONS

STEP EIGHT
FORTY HIGH FREQUENCY CODES FROM QUEmONS #3-22, DEFINED AND CLASSIFIED
ACCORDING TO THEMES AND SUB-THEMES OF COLLABORATION
(Table C.3.2) (Table C.3.3)
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The fourth step of data analysis used Ethnograph to review answers to the open-
ended questions (#'s 3 -7). New themes were coded. Coding of open ended questions
added 49 new codes expanding the code book to 240 codes. At this point, the expanded
code book contained: 1) codes (183) from the conceptual framework for questions (#'s 8-
22), 2) codes (8) that emerged from the data in questions (#’s 8-22) and 3) codes (49)
that emerged from the data on the open ended questions in the interview guide (#’s 3-7).
(Table C.3.1. - Phase I - Step Four)

The fifth step consisted of a computerized scan of the data on all the questions
(#'s 3-22) using the code book containing 240 codes. Seven duplicative codes were
found and were re-coded. This reduced the code book to a total of 233 in this fifth stage
of data analysis (Table C.3.1-Phase I -Step 5).

In the sixth step, the code counting function of Ethnograph (this function of
Ethnograph generates a numerical count of the codes by their frequency of occurrence)
was used to identify recurrent themes in the data within each question.

Throughout both the collection of data and the transcription of the data, process

analysis notes were used to record the ions and i ions of

what she was hearing and seeing in the data. This revealed patterns of similarity (and
some difference) in the responses of managers which suggested two or three central
themes in each question. Other coded segments were less recurrent and appeared to fall

away from central importance in the data. The code counting function of Ethnograph

affirmed this thematic pattern by ing the frequency of of the coded
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segments both open ended (#’s 3-7) and semi-structured (#’s 8-22) questions.

In this stage of data analysis, the top two code frequencies listed by Ethnograph
in each file were then extracted and used to develop a new code book containing 40
codes that represented the major themes to be used for further analysis (Table C.3.1.-
Phase I - Step Six).

It is important to comment on the methodology used in this step of the analysis.
The Ethnograph List Code function was used to identify the frequency of occurrence of
the coded segments as a descriptive support to the qualitative method. It does not
suggest that the study used quantitative content analysis with its focus on manifest
content, sampling units and reliability and validity (Rubin & Babbie, 2001, Krippendorff,

1980). In this qualitative study, the codes the latent content in the data or the

interpretation of meaning of the managers’ responses (Rubin & Babbie 2001).
The seventh step consisted of the creation of new data files which contained all
the code segments associated with the 40 codes identified previously in Table C.3.1

(Data Analysis Steps -Phase I - Step Six). These comprised the top 40 code

found in the data (based on the top two frequently occurring codes found in data from
each question #’s 3-22). In this way, the data was extracted as it related to the codes, not
as it related to the specific questions. The result was that the original text files,
developed from the responses to questions in the interview guide were segmented and
restructured to reflect the 40 code categories (Table C.3.1-Phase I-Step Seven).

In the eighth step of the data analysis, (Table C.3.1.-Phase I-Step 8) a thematic
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analysis of the data was carried out which resulted in the forty high frequency codes from
questions (#’s 3-22) being defined and classified according to themes and sub-themes of
collaboration. These forty themes are defined and categorized in Table C.3.2.

Table C.3.2, portrays for each question (#3-7) the most recurrent themes: 1) the
interview guide question, 2) the concept name (code) and concept (code) description
along with its frequency of occurrence in the data for that question, and 3) its theme and
sub-theme category.

In addition, Table C.3.2, portrays for each question (#8-22): 1) the interview
guide question, 2) the analytical question, 3 ) the concept name (code) and concept (code)
description along with its frequency of occurrence in the data for that question, and 4) its
theme and sub-theme category.

In Table C.3.3. (Reclassification of Concepts into New Themes and Sub-Themes
by Interview Question) an overview of the reclassification of the concepts is displayed in
chart form that outlines the concepts by: 1) interview guide question, 2) conceptual
framework identification, 3) six themes of collaboration (Historical Conditions,

Institutional Conditions, Financial Conditions, Operational Processes, Organizational

Processes and Relati Pr ses) and 4) sub-th within the six themes of

collaboration.
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QUESTION #3:

Table C.3.2

Identification of Concepts, Themes and Sub-Themes by Interview Question - (# 3-22)

Interview Guide

Question

‘Could you elaborate on the involvement you have had in the past three years with the provincial

Office of Integrated Services for Children (OISC)?
Concept Frequency of | Characteristics Theme/Sub-Theme
Prescribe 50 References (o the prescriptive nature of the INSTITUTIONAL
mandatc/guidelines for HBHC, meeting the needs of CONDITIONS
provincial office of OISC, determination by central office of | Provincial Mandate
OISC not local and references to having to do things that they
were told to do by central office (OISC)
Contact with | 43 References to contact with provincial offices of OISC through | INSTITUTIONAL
Provincial contact with the consultant by phone, provincial meetings, site | CONDITIONS
Consultants visits by consultant, and changes/reductions in consultants at | Consultant's Role

0ISC
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Table C.3.2

QUESTION #4:

Interview Guide Question

To what extent has the provincial OISC helped you in implementing the local collaborative network?

Concept Frequency of | Characteristics Theme/Sub-Theme

currence

Implementation | 22 References to guidelines from provincial office (O1SC) INSTITUTIONAL

Guidelines including: references to time lines prescribed, lack of clarity of [ CONDITIONS
guidelines, changes in guidelines, lack of knowledge about Provincial Mandate
what it takes to implement guidelines, expansion of
guidelines.

Prescribe 17 References to the prescriptive nature of the INSTITUTIONAL
mandate/guidelines for HBHC, meeting the needs of CONDITIONS
provincial office of OISC, determination by central office of Provincial Mandate
OISC not local and references to having to do things that they
were told to do by central office (OISC)

QUESTION #5:

Interview Guide Question

In what ways could the incial OISC have been more helpful in implementing the local collaborative network?

Concept Frequency of | Characteristics Theme/Sub-Theme

Implementation | 30 References to guidelines from provincial office (OISC) INSTITUTIONAL

Guidelines including: references to time lines prescribed, lack of clarity | CONDITIONS
of guidelines, changes in guidelines, lack of knowledge about | Provincial Mandate
what it takes to implement guidelines, expansion of
guidelines.

Prescribe 27 References to the prescriptive nature of the INSTITUTIONAL
mandate/guidelines for HBHC, meeting the needs of CONDITIONS
provincial office of OISC, determination by central office of | Provincial Mandate
OISC not local. References to having to do things that they
were told to do by central office (OISC)
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Table C.3.2

QUESTION #6:
Interview Guide Question
Has your network ‘been successful? Plcasc explain your definition of success.
Concept Frequency of | Characteristics Theme/Sub-Theme
Membership | 34 References that indicate local commitment (o HBHC (c.g. | OPERATIONAL
Commitment attendance at meetings, stated local ownership, commitment | PROCESSES
to implementation, goals, principles). References that Membership
icate local network commitment to children and families
and HBHC as a mechanism for service integration
Organizing | 31 References (o process used for organizing ORGANIZATIONAL
Network networks, either existing or needed (c.g. PROCESSES
Structures umbrella, co-ordination) Type/ Level Structure
UESTION #7:
Tnterview Guide Question
1 you were designing an ideal network for Healthy Babies/ Healthy Children, what would it look like?
Concept Frequency of | Characteristics Theme/Sub-Theme
18 References (o structural propertics for implementation of ORGANIZATIONAL
Organizational HBHC network (c.g. committee, sub-committee, interagency, | PROCESSES
Structures working group, task group, co-ordinating councils). Organizational
References to structural properties of other initiatives in the | Type/Level
community that have been utilized to implement the HBHC
networl
Tnclusive 19 References to who should be included in the HBFIC network | OPERATIONAL
Membership (c.g. consumers, parents, scctors, front-line staff, managers, | PROCESSES
other professionals, other organizations). References to Membership

stakeholders who are missing from the HBHC network.
References to who should not be included on the HBHC
network.




Table C.3.2.

UESTION # 8 - HISTORY OF PREVIOUS COLLABORATION

ION #9 - PREVIOUS HISTORY INFLUENCE

Q i {
Interview Guide Question Analytical Question

collaboration in the HBHC network.

Interview Guide Question Analytical Question
To what extent have stakeholders worked together | How does a previous history of working together influcnce HBHC
before HBHC in your local community? collaboration?
Concept Frequency of | Characteristicy Theme/Sub-Theme
Previous 40 References to previous collaboration on services (Best Start | HISTORICAL
Collaboration Programs, Better Beginnings, Better Futures, Success by CONDITIONS
on chil 's Six, references to federal Community Action Programs Service Provision
services (CAPC) and Community Prenatal Nutrition Program History

(CPNP)

References (o past interpersonal or professional RELATIONAL

k) relationships between network members. Indicators of PROCESSES
‘whether these past relationships facilitated or hindered Previous Relationships

How do you see this previous hlslory influencing

How does a previous history of working together influence HBHC

the collaborative process in HBHC? collaboration?
Concept Frequency of Characteristics Theme/Sub-Theme
Occurrence

Collective History 25 References to perceptions that the collective HISTORICAL
history of service providers has influenced local | CONDITIONS
collaboration in HBHC Previous

Collaboration

Known to each other | 14 References o relationships where people have | RELATIONAL
known each other for a period of time and how | PROCESSES
this influenced collaboration in the HBHC Previous Relationships
network
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Table C.3.2

‘QUESTION # 10 - MANDATORY/VOLUNTARY CONTEXT OF COLLABORATION

Interview Guide Question

Analytical Question

In your view, how has the government mandate
d the f the

facilitated or i

How does the imposition of a state mandate influence HBHC

HBHC network in your community?
Concept Frequency of Characteristics Theme/Sub-Theme
Constraints of 29 References that the mandate made collaboration | INSTITUTIONAL
Provincial ‘more difficult at the local level CONDITIONS
Mandate Provincial Mandate
Provincial 27 References to the lack of collaboration between | INSTITUTIONAL
Government ministries at the provincial level of government | CONDITIONS
Communication or OISC and impact on local community. Institutional
References to silos at provincial level of Communication
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Table C.3.2.

UESTION # 11 - LEGITIMACY OF CONVENING ORGANIZATION

Interview Guide Question

Analytical Question

To what extent have local stakeholders accepted the

mandate for public health to lead implementation influence HBHC collaboration

of the HBHC and how has this affected
collaboration in your community?

How does the reputation of the lead organization in the community

lead the implementation of HBHC Program(e.g.,
local Ministry of Community and Social Services
rivalry, stakeholder resistance to government
mandate).

Concept Frequency of Characteristics ‘Theme/Sub-Theme
Occurrence
Legitimacy/ 27 References that the central mandate given to public | RELATIONAL
Relationships health for local implementation of HBHC program | PROCESSES
has affected the legitimacy of public health and Previous Relationships
affected relationships between public health and
other service providers in local community.
Legitimacy/ 26 References to barriers experienced by public health | RELATIONAL
Barriers after the central mandate dictated that they should | PROCESSES

Previous Relationships




QUESTION # 12 - STAKEHOLDER REPRESENTATIVENESS

Table C.3.2

Interview Guide Question Analytical Question

How would you describe the process for identifying | How does the representativeness of stakeholders influence HBHC

and recruiting i i

network?

Concept Frequency of Characteristics Theme/Sub-Theme
el 32 References to activities used to recruit stakeholders | OPERATIONAL

Recruitment (e.g. letters, phone calls, community meetings, PROCESSES

personal contact, pre-existing networks) Membership
Stakeholder 19 References to the recruitment of new stakeholders | OPERATIONAL
Evolution as HBHC Network has evolved over time

PROCESSES

QUESTION # 13 - MEMBERSHIP

Interview Guide Question Analytical Question
Tn your perception, how do members participatc in | How does the type of membership participation influcnce HBHC
the collaborative network: collaboration.
a) as individuals
b) s representatives of their group or
organization

©)  as consumers or advocates

Concept Frequency of Characteristics “Theme/Sub-Theme
Organizational 20 References that network members are OPERATIONAL
Representatives representatives of their organization. PROCESSES

Membership

Parents [0 References that parcnts are not included in the OPERATIONAL

ot network. References to reasons for parent non- | PROCESSES
Represented participation if invited andor reasons why parents | Membership

are not invited to participate
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Table C.3.2

QUESTION # 14 (a) ENEFITS OF MEMBERSHIP IN HBHC NETWORK

Interview Guide Question Analytical Question
a) What do you perceive to be the main benefits How are the organizational and/or individual costs and benefits of
for stakeholders who participate in the member's participation related to HBHC collaboration
ive network?
Concept Frequency of Characteristics Theme/Sub-Theme
Multiple 20 References that indicate that multiple site HBHC ORGANIZATIONAL
Site networks were necessary to strengthen PROCESSES
Networks ionships with other organizations at a local izali
level Complexity
Improved Service | 16 References that indicate that one of the rewards of | OPERATIONAL
Co-ordination participation in the HBHC network is improved PROCESSES

service co-ordination and access to services among | Membership
agencies in the local communily (e.£. joint
protocols, referrals, sharing resources such as

translators)
‘QUESTION # 14 (b) - €OSTS OF MEMBERSHIP IN HBHC NETWORK
Interview Guide Question Analytical Questi
'b) What do you perceive (o be the main "costs” to | How are the organizational and/or individual costs and benefits of
who participate in the i ‘member’s participation related to HBHC collaboration.
network?
Concept Frequency of Characteristics ‘Theme/Sub-Theme
Occurrence
Demands of 27 References to the amount of time it costs to OPERATIONAL
Network participate in the HBHC network. References that | PROCESSES
Participation network participation takes time away from other | Membership
demands of work
Emotional 19 References to the emotional aspects of collaborative | RELATIONAL
aspects of relationships (e.g. building trust). Referencesto | PROCESSES
collaboration the time it takes to build collaborative relationships | Interpersonal
and to learn how to work together. Relations




QUESTION # 15 - PROVINCIAL GOALS FOR HBHC

Interview Guide Question

Table C.3.2

Analytical Question

In what ways have the provincially mandated goals

for HBHC collaborative network changed and/or collaboration.

How does the development of common goals influcnce HBHC

expanded over the past three years?
Concept Frequency of Characteristics ‘Theme/Sub-Theme
Provincial 17 References that indicate that fally mandated | INSTITUTIONAL
Expansion of goals for HBHC have expanded from its beginning, | CONDITIONS
HBHC Program the addition of program components. References to | Provincial Mandate
the impact of this expansion on local it
Confusing 7 Refercnices that indicate that multiple mandated | INSTITUTIONAL
Multiple networks introduced by the provincial government | CONDITIONS
Mandates have confused network members and the local Institutional
community (e.g. Early Years, HBHC, Barly Communication
Identification Component of HBHC)
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Table C.3.2

QUESTION # 16 - LOCAL COMMON GOALS

Interview Guide Question Analytical Question

Tn what ways has the collaborative nctwork FHow does the development of common goals influcnce HBFC

developed a common purpose unique to the local | collaboration.

community?

Concept Frequency of Characteristics Theme/Sub-Theme

‘Community 17 References (o the development of ownership of | HISTORICAL

Goals common goals for local community planning CONDITIONS

References to perceptions that it was not just Commitment to Local
HBHC provincial goals that were implemented. | Goals

‘Community 2 References to the uniqueness of local community | HISTORICAL

Uniqueness who are not just implementing mandate. CONDITIONS
References (hat HBHC i jonwas not | Commitment to Local

but based on uniq istics of | Goals

communities, (¢.g.multiple networks, countics,
neighbourhoods)

‘QUESTIONS # 17 DECISION-MAKING LEVEL

Interview Guide Question Analytical Question

"To what extent are members of the collaborative | How dos the lovel of decision-making authority of members

network able to make decisions for their influence HBHC collaboration.

Concept Frequency of Characteristics Theme/Sub-Theme

Decision Type 27 References to the types of decisions that network | OPERATIONAL
members have been asked to make (c.g. advisory, | PROCESSES
planning, information sharing, joint training, joint | Decision-Making Stage
resources)

" Questions 17 and 18 were collapsed into one question during the analysis of data with the top two codes from the merged files being used



‘QUESTION # 18 - DECISION MAKING POWER

Table C3.2

Tnterview Guide Question | Analytical Question

How do you thirk decision-making power or lack of I How does the level of decision-making authority of members influence

‘power influences the proce: HBHC i

Concept Frequency of Characteristics Theme/Sub-Theme
Occurrence

Managerial 41 References that indicate managerial level decision | OPERATIONAL

decisions ‘makers on the HBHC network who have the PROCESSES

authority to make decisions for their i ion-Making level
References to how the decision nmkmg level of
managers influences local

QUESTION # 19 - COMMUNICATION STYLE

Interview Guide Question

Analytical Question

‘Would you describe the communication as open or

filtered between:

a)  the local HBHC program manager and the OISC

b)  the local HBHC program manager and the HBHC
collaborative network

c)  the members of the HBHC collaborative network

How does the style of communication influence HBHC colaboration,

themselves
Concept Frequency of Characteristics Theme/Sub-Theme
e
Communication 37 References that indicate that the rolationship RELATIONAL PROCESSES
Managers/Network between the HBHC manager and the members of | Interpersonal
the HBHC network was based on open Relations

‘Communication 2% References that indicate that local IBHC INSTITUTIONAL
Managers/OISC managers are open and o not filer their CONDITIONS

with provincial OISC consultants. | Institutional C

st
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QUESTION # 20 - FORMALIZATION OF NETWORK

Interview Guide Question

Table C.3.2

Describe the extent to which formal

Analytical Question

How does the informality of the linkages between members of the
written letters of understanding, terms of ml‘er:nu) have | network influence HBHC collaboration
‘been utilized in the HBHC

unity/departments)

Concept Frequency of Characteristics Theme/Sub-Theme
Occurrence

Formal 26 References that indicate that HBHC network has | OPERATIONAL PROCESSES

“Terms of formal terms of reference Formalization

Reference

Formal 1) References to the development of formal OPERATIONAL PROCESSES

Service protocols between network partners (e.g. service | Formalization

Protocols agreements between hospitals and public

UESTION # 21 - INFORMALITY OF THE NETWORK
Tnterview Guide Question Analytical Question

Describe the extent to which informal agreement
characterize the operations of the IIBHC collaborative | network influence HBHC collaboration

s

How does the formality/informality of the linkages between members of the

‘members that is not formalized or written down
i t

network.
Coucept Frequency of Characteristics Theme/Sub-Theme
Tnformal Network 17 References (o informal relationships that exist | RELATIONAL PROCESSES
Relationships between members both within and outside the | Interpersonal Relations
network. References to informal relationships
that characterize the interactions of the local
community.
Tnformal 0 References that indicate that service co- OPERATIONAL PROCESSES
Service ordination and/or planning between network Formalization
Planning




'QUESTION # 22 - SUFFICIENT RESOURCES

Table C.3.2.

Interview Guide Question

Analytical Question

“To what extent do you believe provincial provision of
resources to the public health unit for administration of
the HBHC has affected stakeholder participation in the

‘How does the amount of resources contributed by the state affect HBHC
collaboration

contributed by local public health
units/departments to the HBHC Program,
References that indicate that there are not enough
resources given to health units to meet HBHC
program demands. References that indicate
resistance by other service providers to the
exclusive dedication of HBHC resources to
Public Health

Concept Frequency of Characteristics Theme/Sub-Theme
Administrative 7 References to allocations of resources or 1o FINANCIAL CONDITIONS
Resources allocation of resources for administration of the | Administrative Funding
HBHC Program. References to issues of funding
between provincial government (OISC) and local
HBHC Programs utilization
Resource 3] References to administrative resources FINANCIAL CONDITIONS
Conflicts

Public Health Resources

ks




Table C.3.3

of Concepts into New Themes and Sub-Themes by Interview Question
Question # ‘Conceptual Historical | Institutional Tinancial | Operational Organizational Relational
Framework Conditions _| Conditions Conditions _| Processes Processes Processes
3 Open -Ended -OISC Prescribe
Contact with Provincial
Consultants
4 Open-Ended -OISC Tmplementaion
Guidelines
Prescribe
5 Open-Ended - OISC Tmplementation
Guidelines
Prescribe
6 Open-Ended - Member Commitment | Organizing of
Success Network Structures
7 Open-Ended - Ideal Tnclusive Membership | Organizational
Structures.
3 History of Previous | Previous Past-
Collaboration Collaboration Interpersonal/
on Children's Professional
Services i
9 History of Previous | Collective Known to
Collaboration History each other
0 ‘Mandatory/ Constraints of
Voluntary Model Provincial Mandate
Provincial Government
C
T Tegitimacy of Tegitimacy/
Convening Relationships
Organization
Legitimacy/
Barriers
B Stakeholder Stakeholder Recruitment
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Table C.33

of Concepts into New ‘Themes and Sub-Themes by Interview Question
Question # Conceptual Historical | Institutional Financial Operational Organizational | Relational
Tramework Conditions _| Conditions Conditions | Processes Processes Processes
3 Membership Organizational
Participation Representatives
Parents Not
Represented
14 (a) Membership Benefits Tmproved Multiple Site
Service Co-ordination | Networks
(o) Membership Costs Demands of Network Fmotional aspects of
Paticipation collaboration
s ‘Common Purpose Provincial Expansion of
Development HBHC Program
Confusing Multiple
Mandates
16 ‘Common Purpose | Community
Development Goals
Community
Uniqueness
T7&18 Decision-making Decision Stage
Levels
Managerial Decisions
19 ‘Communication Communication Communication
Style Managers/OISC
20 Tormality/ Formal Terms of
Informality of Reference
Linkages
Formal Service
Protocols
2 Tormal/Informal Informal Service Tnformal Network
Linkages Planning ionshi
2 Sufficient Resources
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This section of Chapter 3 describes the process of categorizing the forty themes shown in
Table C.3.2 and Table C.3.3. First, data was reviewed in light of the empirical and
theoretical literature on factors that influence collaboration to identify factors relevant to
mandatory collaboration. This review resulted in categorization of the data into four

themes, namely: 1) Historical Conditions (a past history of working together on local

laborative initiatives), 2) Institutional Conditions (influence of mandate on
of authority and ility between the central government and local
HBHC programs), 3) Financial Conditions (provinci ions for the i

and expansion of the HBHC program and the impact of allocations on local HBHC

and 4) O i Processes (i i processes of decisi king,

and retention, ication and the formali:
formalization of network operations carried out to sustain the HBHC network).
Second, data was reviewed and categorized in terms of operational activities that

facilitated or i ion namely: 1)

2) membership participation, 3) costs and benefits of membership, 4) decision-making
levels, 5) communication style (open or filtered), 6) formality/ informality of linkages,
7) common purpose development, and 8) sufficient resources. Although the conceptual

framework had identified these eight activities as collaborative processes, the data from

this study tended to center on three di ions of i ;1)

2) lizati ization and 3) decisi king. Notably, the list does not
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include all operational activities identified in the conceptual framework. Further analysis
of the data yielded new organizational and relational themes of collaboration that led to

the categorization of two more major themes of collaboration not evident in the original

 5) Organizational Processes (facilitati participation
and the operational processes of the HBHC network through organizational structures
and sub-structures) and 6) Relational Processes (history, nature and quality of the
interactions between the members of the HBHC network). Therefore, some of the

previously identified operational processes (common purpose development,

style, ity/i ity of linkages and sufficient resources ) were
reclassified and regrouped to form the six new themes of collaboration (Historical
Conditions, Institutional Conditions, Financial Conditions, Operational Processes,
Organizational Processes and Relational Processes).
‘What was re-categorized? First, the findings on common purpose development
‘were incorporated into the discussion of Historical Conditions. Second, an analysis of

the data on sufficient resources its i i Financial

Conditions became one of the six major themes of collaboration. Third, an exploration

of the data on ication style d that this was it to i and

interpersonal relationships: as a result, this discussion was incorporated into the
Relational Processes theme of collaboration. Finally, some of the data on the
informality/formality of linkages led to the construction of a new theme of collaboration,

namely Organizational Processes. Other data from the informality/formality of linkages
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was i d into the formality di ion of O i Processes.

In the ninth step (Table C.3.4-Phase I, Step 9) and the tenth step (Table C.3.4.-
Phase II, Step 10), the data was classified as shown in Table C.3.4. - Phase II.

In step eleven (Table C.3.4-Phase II, Step 11), the interview data were scanned
within and across each question (#’s 3-22) to identify relevant segments that were not
picked up in the top two high frequency codes used for the prior thematic analysis of the
data. Within this step of the analysis, 171 coded segments were identified as containing
relevant material. These segments of the interview text were re-coded and incorporated
into the data base for the final round of analysis.

The result of this step of the analysis was that 22 codes (9 % of the total number
of 233 codes identified) were excluded from the analysis. Thirteen of the 20 questions
had codes excluded from the data analysis. Examples of codes excluded were issues
such as leadership, terms of membership, volunteer resources, refreshments and
references to the diffuse nature of government goals for the HBHC program. The
rationale for presenting an overview of the excluded codes is that they represent issues on
which most managers had not elaborated during the interviews (which were conducted
between January to June, 2001). This non-response was assumed to indicate managers’
lack of interest in particular aspects of collaboration. This excluded material is discussed
in Chapter 6. This information was then used to discern whether the roles, functions and
tasks of collaboration that most public health managers did not address are represented in

the social work literature. The implications for community social work practice were
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Table C.3.4.
Data Analysis Steps - Phase IT

STEP NINE
REORGANIZED DATA ASSOCIATED WITH TOP TWO HIGH FREQUENCY CODES FROM EACH
QUESTION # 3-22 INTO THREE NEW ENVIRONMENTAL PRE-CONDITION THEMES AND SUB-
THEMES OF COLLABORATION

(Table C.4.1)

REORGANIZED DATA ASSOCIATED wm{ TOP TWO HIGH FREQUENCY CODES FROM EACH
QUESTION # 3-22 INTO THREE NEW COLLABORATIVE PROCESS THEMES
AND SUB-THEMES OF COLLABORATION
(Table C.5.1)

STEP ELEVEN
SCANNED INTERVIEW DATA WITHIN AND ACROSS EACH QUESTION (#3-22)
IDENTIFIED RELEVANT SEGMENTS FOR INCLUSION THAT WERE NOT PICKED UP IN TOP
TWO HIGH FREQUENCY CODES
RECODED 171 CODES AND INCLUDED CODE SEGMENTS IN ANALYSIS - PHASE I
EXCLUDED 22 CODES (9% OF 233 CODES IDENTIFIED)

STEP TWELVE
SIX THEMES OF COLLABORATION: THREE ENVIRONMENTAL PRE-CONDITIONS
(HISTORICAL, INSTITUTIONAL, FINANCIAL)

AND
THREE COLLABORATIVE PROCESSES
(OPERATIONAL, ORGANIZATIONAL, RELATIONAL)
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developed from this excluded data to demonstrate the differences between how public
health managers and social workers might approach local collaboration.

In the final step, step twelve (Table C.3.4.-Phase II -Step 12), the results of the
thematic analysis of the data in this study were configured into a Matrix of Six Themes

of Collaboration: 1) Historical Conditions, 2) Institutional Conditions, 3) Financial

Conditions, 4) Operatit Processes, 5) Of izati Pr and 6) ional
Processes. This matrix organizes the results of the data analysis and provides an outline
for the discussion and conclusions related to the six major themes and their sub-themes
of collaboration.

Two other areas of analysis were originally planned. The research plan, initially,
included comparison between the data and the developmental stages of collaboration
identified in the literature. However, given the early stage of development of the HBHC
networks, such an analysis appeared premature. In addition, data analysis by Public
Health Planning Region was also planned but abandoned due to a concern with

confidentiality.
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Chapter 4 The Pre-conditions of Collaboration

4.0  Introduction

Chapter 4 identifies the three environmental pre-condition themes (Historical,
Institutional and Financial) and their dimensions found to influence collaboration in the
Healthy Babies/ Healthy Children (HBHC) Program in Ontario (Table C.4.1).
Environmental pre-conditions are defined as the factors that initially motivate
organizational interaction. Based on the literature, this study assumed that collaboration

tould be influenced by factors such as: 1) previous history 2) voluntary/mandatory nature

of ion and 3) the legiti of the ing

The Historical Conditions theme was developed from the data in this study and
extended the literature on collaboration that identifies “previous history” as a factor that
facilitates collaboration (Mattessich & Monsey, 1992, 10). Similarly, the Institutional
Conditions theme reflects the research literature and the debate on whether mandates or

voluntary participation influence the devel of local
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Table C.4.1

Three Environmental Pre-Condition Themes of Collaboration

Historical Conditions

Service Provision
History

Institutional Conditions
Provincial

Financial Conditions
Fatte e |

Prescriptive Nature of HBHC Program

Implementing the Collaborative
Network

Program Expansion

Funding:

Lack of Administrative Funding

Previous Collaboration

Consultant's Role:
HBHC Consultant Communication

HBHC Consultant Changes

Public Health Resources:

Need for Additional Public
Health Funds

Exclusive Dedication of HBHC
Resources

Commitment to Local
Goals

Institutional Communication:

Interministerial Communication:
oIsC

Multiple Provincial Initiatives

Provincial Level Ce




Finally, data from this study suggested that Financial Conditions should be re-
classified as a new pre-condition theme of collaboration. Previously, “sufficient
resources” had been identified as one of the collaborative process factors in the
conceptual framework for the study (Mattessich & Monsey, 1992, 10). In this study, it
‘was determined that this category (sufficient resources) did not capture elements in the
data that addressed the exclusive dedication of public health resources or the need for
public health to supplement the HBHC budget. Consequently, sufficient resources was
re-conceptualized as a new theme of collaboration in this study called Financial
Conditions.

4.1 Historical Conditions

Historical conditions in this study are defined as a past experience of working
together collaboratively at a local community level. The Historical Conditions theme
and dimensions developed from the data in this study reflect factors identified in the
conceptual framework (history of previous collaboration, influence of previous history

and common purpose development). The history of previous collaboration was

identified as a envil p dition in the framework. The influence
of previous history was a secondary question that was added to the interview guide.
Common purpose development was identified in the conceptual framework as a

collaborative process factor. An analysis of the data in this study led to the re-
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classification of common purpose from a collaborative process factor to one of the
dimensions (Commitment to Local Goals) within the Historical Conditions theme.

The reason for this re-conceptualization of common purpose was that almost all
local communities had their own vision, mission and goals for the development of the
child and family service system and were resistant to the imposition of centrally
determined goals for the HBHC program. The literature identifies “voluntary” common
purpose as one of the factors that facilitate collaboration. For local HBHC networks, it
was the pre-condition of the mandate and the establishment of their own local goals that
affected the implementation of the HBHC network, not the voluntary coming together to
decide on a “common purpose”™

Finally, managers identified the impact of public health maternal and child home
visiting programs on the implementation of the HBHC Program. Communities where

maternal and child health had been di: had two i 1) either

local stakeholders did not understand the public health role in HBHC or were unhappy
about public health being given the exclusive mandate for delivery of the HBHC
Program or 2) they considered the HBHC Program a welcome enhancement to the
service delivery system for children and families (regardless of whom had auspice for the
program).

Three dimensions of collaboration related to a history of working together were

found in the data and explored within the Historical Conditions theme: 1) Community
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History: Service Provision History, 2) Community History: Previous Collaboration and
3) Community History: Commitment to Local Goals (Table C.4.1).

A unique characteristic of some local communities was their public health
unit/department’s decision to disband their maternal and child health home visiting
program with the shift to population health in the mid-1980's. Not all health
units/departments gave up their maternal and child health home visiting program, and
‘where it remained, collaboration changed little or was enhanced by home visiting by
public health nurses as part of the screening and assessment component of HBHC.

However, managers varied in areas where maternal and child health home
visiting had not been a public health function over the past decade.

In this health unit we were one of the few ones that were still doing

one to one home visiting...so when Healthy Babies came it was nothing

new because we had kept one to one visiting.

They said that some communities had little understanding of maternal and child
health home visiting as a public health function and were confused by HBHC. Other
communities were fearful that once again public health would raise expectations only to
later disband HBHC. Nonetheless in the majority of study sites, managers’ perceived
that public health's mandate for HBHC was unchallenged and network members

welcomed the new resources.

Managers identified that, in some ities, federally and provincially funded

home visiting programs were also ting. Most ities with federal C

Action Programs Canada (CAPC) and provincial Best Start programs had been working
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collaboratively prior to HBHC and recognized their common interests. There were few
problems resolving parallel mandates for home visiting, noted by one manager:

So we had a CAPC program who had a long history of working

together closely with the health department so basically when we

got our funding they were more than happy.

Another manager said:

Before HBHC, we worked fairly extensively... before we had a whole

series of initiatives...we had a coalition that formed to write the

proposal for Best Start funding [sic] (a provincial prevention initiative

in Ontario) so many of the people that we have around the table

Jor HBHC either they or their organization would have been

involved in that first attempt to put a proposal together.

In this study, the majority of HBHC networks comprised people who had already
been working together to develop the children's services system across time and space.

The federal CAPC and provincial Best Start programs discussed previously represented

only part of the local history of ion. Local collaboration also ded to

government initiatives such as Ontario's Better Beginnings, Better Futures program and

the federal government's Brighter Futures programs.

A i ing these g initiatives, almost all Jocal communities in
this study had also developed other local collaborative projects. A number of children's
services projects had been initiated locally over the years. In addition, local communities

also had experience with large scale community planning councils. Managers described
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variants of the disbanded provincially funded Children's Services Council persisting in
many communities.

We have a good background in this area of working collaboratively
in our community.

We were a productive interagency group with some key players that we
already had good relationships with and then we had various other
partners that we worked with so we just called them all up and said "let's
sit down here”.

So, ion was not a new i for most local

said that the provinci idelines for HBHC were not always helpful because
their existing way of working at the local level was more informal. Faced with the

mandate, most communities continued to work together within their previously

patterns and sub: the guidelines for HBHC into their local form of
collaboration.

Guidelines have been a mixed blessing...our community is a rural with a
history of working together. The guidelines were not always supportive of

the ways that we would make things work.

‘While most communities in this study had been working together prior to HBHC,

parallel mandates of federal, provincial and local initiatives created a disjointed planning
process that required more systematic collaboration.

There are still lots of fractured groups that tend to meet. All those
different groups would benefit from being tied to an active network.

Managers identified that previous collaboration sometimes created conflict. This

negative history was a barrier to be overcome before the network could function.
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With previous history, there is always baggage because politically how

your agency: sits in the community versus if your agency has done damage

to another inadvertently..that type of thing...that was all there across the

table.

Several managers said that they had no previous history of collaboration and this
generally led to a much slower process in implementing the network.

We are still building the trust within the community and I think that if

there had been an existing committee that had been working together on

issues before, maybe this piece would not have been so difficult for us.

Almost all managers said that their community was able to engage in HBHC
network development because they had previously established local goals for the reform
of the child and family service system. Managers perceived that, although the mandatory
guidelines for HBHC contained provincially determined goals, the previous local goals
established by the community were more important than the mandate in promoting

collaboration.

We have changed ours here and there in that we are meeting the mandated
goals but we are also meeting the goals of the members around the table.

In this study, community ownership of HBHC appeared relatively achievable in

local sites with a previous history of attempts to reform the children's services system.
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One manager put it this way:

We were a really productive interagency group with some key players

and we already had good relationships. We had worked on various tables

before so we just called them up and said let's sit down here.

So we have had everything prior to provincial announcements.

Managers agreed that local communities struggle with their own vision and goals.
They stated that local networks may adopt the guidelines of the HBHC program, but most
importantly, they are focused on the needs of the community. A further discussion of the
findings and the interpretation of their relevance to the collaboration theory literature is
provided in the summary of the pre-conditions of collaboration at the end of Chapter 4
and in Chapter 6.

4.2 Institutional Conditions

Institutional conditions in this study are defined as the relationships of authority

and ility between the provincial g Office of d Services for
Children (OISC) and the local community networks. The Institutional Conditions theme
and dimensions were partially based on factors in the conceptual framework
(voluntary/mandatory model, common purpose development and communication style),

and partially from open ended questions that asked public health managers about their

) with the provincial Office of Services for Children. A

oluntar y model of collab

was identified in the conceptual framework

as an envi 2 dition of ion in Chapter 1. Common purpose

development and communication style were identified as collaborative process factors in
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the 1 k and these were ized in this study and used to create
the Institutional Conditions theme.
421 Effect of the Government Mandate on Local Communities

Based on the data from this study, the effect of the government mandate on local
communities is explored in three dimensions: a) prescriptive nature of the HBHC
Program, b) implementing the local collaborative network, and ¢) program expansion.

There was little disagreement among managers about the power of the provincial
Office of Integrated Services for Children (OISC) to prescribe guidelines for local
communities, monitor the activities of networks through required reports and direct the
development of signed protocols between service providers.

Managers agreed that the initial guidelines issued by OISC ded the

composition of the required local network, but provided little else in terms of support or
direction. However as the initiative progressed, direction from the central office became
more prescriptive and network development became more complicated. Local HBHC

managers found the provincial OISC’s "cookie cutter" approach inconsistent with

ip of the ive process. They also found the OISC becoming

increasingly directive, with little leeway for a unique local response to the program. As

by the provincial g became more institutionalized, one respondent

noted:

It is actually a tightening in terms of their government control of what is
happening at a local level



The majority of managers perceived the mandate as overly prescriptive. There
was recognition in a few communities however, that the collaborative network would not
have come together without direction from the provincial government. The mandate had
forced to the table people who otherwise would not have been there.

I actually think it helped you know on the one hand, we all hate to be told

what to do but on the other hand, it did push everybody to the table and in

a sense made everybody play ball.

Managers said that as the program continued and expanded, agencies were
required to develop service protocols. This provincial directive compromised local
autonomy and collaboration. As one manager remarked:

They were requesting protocol agreements agam really from their

spective not from the not what the
‘needed to do, it was collaboration based on their (OISC) requirements.

Managers’ perceived that the prescriptive nature of the program worked against

the flexibility required to design something workable and responsive to local situations.

They stated that some ities resisted g interfe as a general

strategy.

17lere is a common philosophy of being fed up with the government,

P the provincial at this point in time so they have that
common understanding and they can banter back and forth and it is really here
we go again and let's not focus too much on this piece because at the next co-
ordinating meeting the rules will change.

Most managers suggested however, that the directives contained in the guidelines
had been developed with too little planning, demanded too much from networks and

compromised local autonomy.
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They were unrealistic and it just had the flavour of a legislated approach.
Managers differed in their views of how the mandate affected the development of
the local collaborative network. The data suggested that for most communities with a

laboration, the mandate ined the P of the HBHC network.

history of
Further, the data suggested that the mandate did not solve jurisdictional problems
between provincial ministries which continued to play out at the local level. In

on the resi to ion, local managers explained:

Ifyou don't have local collaboration there is no way in the world that

government can mandate it. It is like mandating that you are nice so I

don't think it (mandate) has made a difference.

According to managers, forcing people to work together at the HBHC planning
table ignored the reality that local communities need to decide what form of collaboration
will work best. They believed that, rather than provincial interference to resolve issues

of local col ion, the mandate i network They said that the

mandate created geographical and duplicative problems for local networks. Further, they

thought that the different i ies of various ministries created

representation problems. In addition, managers identified that both the provincial
Children's Secretariat and the OISC mandated collaborative planning for children's

services. These parallel mandates i HBHC network lop at the local

level.



Despite these difficulties, some managers recognized that the mandate did
facilitate network development in communities without a history of previous
collaboration.

1 think where there was nothing in existence it made things flourish and
where there was something in existence, it did not always help.

Managers also said that the mandate had facilitated community partnerships

because it the seri; of g intent to establish local
collaborative planning for children's services.

If money got tight or if there was a squabble over whose role was what, it

could split people off for a while but if you are mandated to be at the table

and you don't get any funding by running off and doing your own thing,

you do it by collaborating and working together and I don't think that has

been a bad thing.

As indicated in the data, the mandate for collaboration was a double edged sword
for local managers. On one hand, it facilitated collaboration by forcing people to come

together. On the other, it decreased local autonomy and neglected the lessons of history

in local ities. The disparate jurisdicti and ical ies of local

communities did not go away because of mandated collaboration.

For almost all managers, the mandate complicated their work with local

and ined local i data suggests that managers
perceived negative changes in some of their relationships with local service providers.
‘Where previously they may have worked collaboratively with others (e.g., hospitals and
Children’s Aid Societies) now the mandate forced the relationship. The imposition of a

mandate for service provision without accompanying resources had a negative impact on
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previ i ionships. Managers perceived that few ities found the
mandate helpful. Almost all the managers said that: 1) the mandate was unnecessary for

sites with a previous history of collaboration and 2) intrusive in communities with a

history of resi to pi
Managers believed that one of the main difficulties faced by local communities was

the introduction of new HBHC guidelines with unrealistic time lines. They agreed that

the rapid expansion of the program with the addition of components such as: 1) the pre-

natal screening component (identifies high-risk families before birth), 2) the post-partum

service p (provides foll ip telephone calls and/or visits by

public health nurses to all mothers within 48 hours of giving birth), and 3) the universal

hearing screening (provides and jcati D

services to all new babies) caused frustration among local network members and

local ship. Ce , some local networks were less willing to
take government directives seriously. As one respondent noted:

Things usually come out from them (OISC) fast and furious...they send us

Ppart of a program that needs to be implemented and it should have been

done yesterday.

There were also, however, positive responses to program expansion reported by
managers. Because the program expansions incorporated a large number of services,
people had begun to formally consider service co-ordination. As well, service providers
‘were evolving and changing their attitudes to working together because of the

expectations for the network.



Well the additional components are there now so the breadth of services

that the network or advisory committee reflects is actually broader. You

have to get your head around the guidelines. The seed has been planted

but the time lines need to be more realistic.

Nonetheless, it was apparent from the data, that the speed of program expansions
was problematic. Given the time it takes to develop collaboration among network

members, managers were unhappy with being forced to perform in a climate

by isti ions for i ion. Managers reported:

In the sense that it is truly a coalition, the speed with which
this has been implemented has frankly taken a toll or me.

Just when you think you have a handle on it and you are
Just beginning to say we are almost there, there is another one.

In general, managers blame the rapidity of the program expansions for forcing

that is counts ductive to local i hip of the initiative.
They stated that they were worried about the quality of the program components that
could be developed within the unrealistic time frames. Despite this uneasiness, they felt
they had not compromised the program or their professional standards but had instead
devoted more and more of their own time to ensure quality.
4.22  The Role of Provincial HBHC Consultants

Despite these difficulties in implementing the government mandate, managers did

k I the responsi of the provinci of OISC. Provincial

consultants used a variety of contacts to : 1) share information on new program

2) clarify ions in the provinci: idelines for the program and
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3) problem-solve conflicts about budgets, data management and communication with

other ministries and provinci: iati Using it such as ps
meetings, site visits, individual consultation and regional meetings, consultants acted as
conduits between local communities and the provincial OISC. As shown in Table C.4.2,

rmanagers perceived that provincial consultants used multiple strategies to try and link

provincial directives and local i ion in the HBHC Program as shown in Table
C42.

One strategy that managers believed was missing was the use of information
technology. Managers said that OISC could have developed a web site and email list to

link programs. They ioned that Healthy C: ities, CAPC, and CPNP all have a

‘web site where questions and other information can be posted, enabling managers across
the province to learn from each other.

Although, managers appreciated the efforts and timeliness of consultant feedback,
they were frustrated by multiple changes in provincial consultants. First there was a
revolving door syndrome (they would establish a working relationship with consultant
and then that person would leave and be replaced). Second, the staffing complement of
consultants was reduced at the same time that the program was rapidly expanding.

Finally, ‘were i 0 new’ ities, stressing the

between the provincial office and the local managers. Managers felt these changes were

detrimental to the program:
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Table C.4.2

Contact Activities between
Provincial Government Consultants/Local HBHC Programs

Type of Contact

Description of Contact

Regional Conference Calls

Consultants set up conference calls at a
regional level between program managers

Individual Telephone Consultation

Phone calls between consultants and local
program ers regarding guidelines,
budgets, ISCIS data base, problem-solving,

clarification

Regional Meetings

Regional model of consultation introduced
and regional meetings replace provincial

Individual Site Visits

meetings
Consultant made visits to local HBHC
IO

Individual Email contact

Contact between consultant and local
program managers through e-mail
correspondence

C arranged formal presentations
on new guidelines and budgets and brought
local program managers to Toronto

Provincial Memos

Consultants sent information memos on
emerging guidelines/changes to local

Provincial Training

Consultants arranged training for local
program managers on new guidelines for
HBHC program and ISCIS data base
implementation.

Provincial Advisory C

C i incial advisory
committees and sohclted feedback selected

Provincial Meetings of Public Health
Nursing Directors

Crmsuhams resmted information on
HBHC mplemenmuon to local public
health nursing directors.
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There was someone who came and met with the network and that
was helpful ut unfortunately very soon after that she was

no longer our consultant and somebody else was and then the
consultants ended up going from four or five to two people.

It was somewhat difficult to try to get up to speed on who was

who and who did what and just when you thought your might

have that piece in place, that person left and somebody else came..

a lot of people at the provincial level have come and gone or

whose roles have changed significantly.

Although managers recognized that consultants often did not know or could not
share information, they acknowledged the swiftness of responses to local questions and

concerns:

She is very reachable o if we have a question we can email her
or we can telephone her and she responds very quickly.

There has been a good exchange of information so phoning down

and getting responses back even if the response is "good question,

Idon't know the answer" or conflicting information. I must admit they

have been very open to answer questions even if it has not been helpfil.

Managers perceived an implicit, and in some cases explicit, understanding that the
consultants were acting within a highly charged provincial environment and had little
scope for independent information sharing or decision making.

1 know they have pressures above them to push out programs and

plans before they are really well thought out and that again creates

all kinds of problems for us

Despite these constraints, the majority of managers found provincial consultants

very helpful in clarifying program directives. The role was primarily
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sharing and clarification on the guidelines and budget, but the intensity of

contact varied across the province.

They provided a fair amount of guidance and support and training
around the program.

The consultant we have right now is really terrific. She has been here
three times in about a year and a half so it has been very good and
we have called her many times and she has done the best she could for us.

Others said that they had little i with p

It was kind of left up to you to design the implementation according

{0 your community needs, they would give you advice if you called

about clarification on pieces but I think so much was happening in

HBHC that there were times they were not clear on what it was.

Managers identified that as the program rolled out across the province, the
provincial consultant's role shifted toward accountability and reporting requirements.
They stated that this was most pronounced after the Integrated Services for Children
Information System (ISCIS) data base became operational and enabled centralized
‘monitoring of local programs. Managers stated that the ISCIS data base, introduced

before it was perfected, was a source of frustration between the provincial office and local

programs. Managers expressed concerns about the confidentiality of the data requested

by provinci and resisted provincial pressure for di in order to
‘maintain their professional ethics.

1 have a big concern with client confidentiality in terms of what
they are asking us to do in terms of gathering information.
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1 find that some of the questions are really intrusive and I don’t know if they need
to know that.

As consultants adopted a more intense monitoring role, managers said that they
(managers) experienced more pressure in their relationship with OISC. Evidence of this
frustration is shown in their comments:

When you try to explain why it might take a little longer to implement a

new initiative because of some of the politics going (local) there is ...you

sort of feel like there is a token or very superficial level of understanding.

423 Institutional Communication

The third di i i i itions found in this study to

influence local collaboration was communication. Within this area, three specific

institutional communication issues were reported by managers to be of importance:

2) inter-ministeri ication at provincial levels, b) multiple provincial initiatives
and c¢) provincial level HBHC communications strategy.

Managers said that the lack of inter-ministerial communication within the Office
of Integrated Services for Children affected their efforts to implement HBHC at the local

level. They stated that the vertical ication between provincial ministries and

their local agencies was either istent or created confusion within

They believed that this was most pronounced between the Ministry of Community of
Social Services (MCSS) and their local representatives. Managers identified that MCSS
had a differential approach to working collaboratively with HBHC across the various

regions. They stated that some MCSS representatives were actively involved while
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others were either minimally involved or hostile to the initiative. Managers were acutely
aware that other service providers involved in the HBHC program were not receiving
information about the mandate for local collaboration. This occurred across specific
ministries associated with the OISC, including institutional sections of the Ministry of
Health and Long Term Care, Ministry of Community and Social Services, Ministry of

Culture, Citi: ip and ion and Ministry of ion. As noted by one

respondent:

There is a lot of discussion that goes on between the different ministries
at the level of the OISC but a lot of that does not get filtered down.

Managers would like to have seen more clarification about the HBHC program
from OISC, with clear direction on service co-ordination, not just to health units but to
other ministries (e.g. hospitals, school boards and MCSS agencies). As one manager
said:

So we are going and talking to our colleagues and they don't have a clue

what we are talking about ..they are still waiting for people at the top to
say yes, you should do this, this is important.

Working with provinci iati icians, hospitals, ed:

MCSS not just leaving it to local networks. There needed to be some

leadership by the OISC to say this is important and we are going to

support and move this along.

As well, almost all the managers said that OISC could have done more to clarify
the mandate of networks. Guidelines were ambiguous and kept changing, which did not

help with implementation. They believed that, if the guidelines had been clearer, it
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would have been easier to communicate with local partners even if interministerial
communication were missing.
From the very beginning the guidelines were so vague and then they

started changing them so people in the community have become frustrated
that you have not been able to give a consistent message from day one.

On the other hand, several found the guidelines helpful, esp
because they required that the network be implemented as part of the HBHC Program.
Nevertheless, most respondents felt that the HBHC Guidelines were too vague, not
consistent, and not well developed at a policy or program level before distribution by
QOISC.

They have to practice what they preach...there is an expectation that we

will collaborate...in an integrated fashion...then the directives they give to

individual agencies have to be consistent.

The data in this study showed that, prior to HBHC, local communities were
involved in COMSOC's collaborative network, Making Services Work for People

(MSWP). Managers agreed that once HBHC was introduced, the MSWP initiative was

given less promi Managers perceived that the g that the

Early Years Initiative was to be by the provincial Children's iat and

implemented by public health caused confusion among local service providers. First they
were concerned that the parallel mandates in various guidelines were not recognized.
Second, they had difficulty explaining that public health was to implement both

initiatives (HBHC and Early Years). Third, they stated that the fragmentation of the
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Early Years Initiative (sponsored by the Children’s Secretariat) and the HBHC Program
(sponsored by the OISC) created duplicative mandates for collaboration at the local level,
and resultant conflict for local communities. Managers noted:

That is when you start to hear things like get your act together at

the provincial level, we were seeing really good things come through

that OISC and then this (Early Years) comes along and ..

sometimes you wonder what is going on up there.

Where we go from here I guess will depend on this Early Years thing

which is through the Children's Secretariat and I am not so sure and

I don't think that I understand why they did that through another branch.

Managers said that the lack of a provincial communications strategy to introduce
the HBHC Program to the community at large and to targeted professional groups was an
obstacle to local collaboration. A number of communication and marketing strategies
could and should have been developed at a central level and dispersed throughout the
province. A mass media campaign targeted to the whole community should have
explained the Healthy Babies/ Healthy Children Program.

In fact from day one there was not any clear communication

to anybody who this OISC was, certainly not to service providers

who when they talk about them people look at us, other service

providers look at us with really blank looks.

Instead, managers stated that they had too much responsibility for developing

their own local promotional materials, logos and media campaigns. The responsibility

for this communications strategy placed an unnecessary burden on managers. Managers
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stated that since the program was provincial in scope, it should have had a consistent
‘marketing campaign across the province.

The idea of the program was provincial and that is was supposed

10 be easy for people to move from my area to your area ....

but when you have different logos, it loses some of that.

Managers indicated that in other large-scale provincial initiatives, such as the

Heart Health Campaign, media igns were centrally by p

marketing experts and this kind of government support should have been provided to

local programs.

Media information should have been better ..

it just seems to have been handed

off as alocal program and I think there should have been more media promotion

about it.

Managers believed that the lack of a province wide marketing strategy for HBHC

‘was not the only ication void ining local i ion. As the program

unfolded, it became increasingly difficult for managers to engage the mandatory

stakeholders. They stated that hospitals responsible for carrying out screening of all new

mothers, were notably uni of provinci; ions for their

Further, they stated that, Boards of ion and ici ion D¢

were difficult to recruit, even though their respective Ministries of Education and
Training, Citizenship, Culture and Recreation were part of OISC. Managers felt that

OISC should have been working with provincial associations (hospital, medical) and
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other professional groups to support participation in HBHC at the local level. As one
manager stated:
They have a lot more work to do provincially with the Medical Association
or maybe working more at a provincial level with hospitals to encourage
their involvement.

In summary, this study identified institutional conditions that played an important

role in the impl ion of the local ive network in the HBHC Program.

M cited the g ‘mandate for coll: ion on local ities, the role
of provincial consultants from the Office of Integrated Services for Children and how

al ication all i local ion. The government

mandate for the HBHC program constrained local collaboration because it was too

P iptive and too ising of local . As the role of the provincial
consultants shifted from facilitative to directive, they became a constraining influence on

local ion. The lack of i of both the numbers and designation of

consultants to specific communities was also a barrier to collaboration. It was difficult
for managers to know whom to call for answers to questions since consultants were being

reduced or reassigned during the period when program components were being added.

The lack of intc inisteri ication at the provincial level created barriers to
implementing mandatory local collaboration. Finally, the lack of a provincial marketing
strategy to introduce Healthy Babies/ Healthy Children as a province-wide early

intervention program constrained the implementation of the local HBHC Program.
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43 Financial Conditions

Financial Conditions are defined as the resource availability (or lack of resources)

that influence local ion by either motivating or it icipation in
interorganizational relationships such as the HBHC network. Sufficient resources were
identified as a collaborative process factor in the conceptual framework. Analysis led to
the re-classification of this process factor as an environmental pre-condition that

influenced local collaboration in the HBHC network. The term sufficient resources was

not expansive enough to i findings that d that the exclusive provision

of resources and need for dedication of local funds to HBHC were also resource

that i ion. In this study, managers stated that provincial
allocations for the implementation of HBHC created resource conflicts. They believed
that the exclusive allocation of HBHC resources to public health did not always engender
positive community response. In addition, they identified that the lack of administrative
funding for developing and managing the HBHC network had drained local public health
resources.

Three dimensions of collaboration related to the provision of resources for the

HBHC program were found in the data: 1) lack of administrative funding for HBHC
network (e.g., administrative salaries, room rental, photocopying, postage), 2) need to use
local public health funds that were allocated for other programs and 3) exclusive

dedication of HBHC resources to public health units/departments (Table C.4.1.).
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4.3.1 Lack of Administrative Funding

often d their with the lack of funding for

administration in the HBHC budget. They agreed that the overlapping provincial
initiatives (e.¢. HBHC, MSWP and Early Years) burdened managers. The demands of
the HBHC network and mandatory participation in parallel mandates strained their time
and energy:
It has been very stressful because it is not only HBHC but many other initiatives
...they are exciting and terrific directions...and you want to take advantage of
them but you don't get any staffing or administration to do it and yes, it becomes

overwhelming.

In this study, the data d that provincial g ion of HBHC

also strained the capacities of managers and network members. Without budget
allocations for the development of the HBHC network, members participated as an in-
kind service. Managers stated that they were stretched thin trying to facilitate the huge
workload associated with HBHC:

They have cut funding toward administration so there is no funding there at all

and there used to be a little bit at the beginning but really little and now it is

totally eliminated so you have to do everything as a manager ....they just increase

your amount of work.

Managers stated that initially, a small amount of funding was provided for
administration of the HBHC program. More recently, they stated, the provincial
government only funded direct service costs. Managers found the provincial government

inconsistent in its messages regarding the budget:
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There was a formal decision made at the provincial level that you could in
Jact use some dollars for and there was i i in
information that would come ... for example one budget came in bits and
pieces and it was very clear you could not have any
management/administration coss.

HBHC managers had strong opinions on funding of network activities. In their
view, the provincial budget for HBHC should include funding for network costs such as

salaries, administrative support, i P! support and

meeting costs. The majority of managers perceived the expectations of the provincial
government regarding network development as unrealistic. Some, but not all, said that
there was little understanding at the provincial level of either the time or complexity
involved in developing local collaboration in HBHC. As one manager stated:

In avery broad kind of way, there is a lack of understanding at the
provincial level (OISC) for the amount if time it takes to work with
communities and I say that on two levels, one the amount of staff time it
takes to actually host meetings and develop plans and so on but also ina
longer time sense, here are the guidelines and we want you to implement it
in two months and bring the community together to create a plan so
certainly there have been a number of examples where unrealistic

ions for i ion have been there.

Managers believed that in order to take substantial action in network

development, they need resources. The majority of managers said that if the provincial

is serious about ing local ion in the HBHC program, then
they must be willing to dedicate resources to its development and maintenance. To

summarize managers’ perceptions:
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If we think it is important to have these kinds of

collaborative partnerships going then we have to be willing

10 invest the time in them and the ministry (OISC) has to be

willing to fund the time.

432  Need for Additional Public Health Funds

Manager’s identified that HBHC began as a 100 per cent provincially funded

program to be administered by public health units/departments in Ontario. They stated
that as the program unfolded across the province, it became clear that health units had to
absorb the cost of the administrative functions associated with HBHC. They commonly
recognized that HBHC has been a huge strain on public health resources.

1t is not 100 per cent funded, it is subsidized by all health

departments 1 am sure and I think as they roll it out across

the province, they have been very lucky and they have a

very, very committed group.

It has absolutely been devolved as well.. just as all the other
public health programs.

It is a huge issue...because we are being asked to subsidize

a program with a provincial mandate...it affects

me...because I work an awful lot of hours...they are asking

a lot from the people who are in the program because they

are not willing to cover the administration costs.

Two types of resource demands were stated by managers. First, the provincial

database program (ISCIS) used for monitoring HBHC had no initial budget allocation for
data entry or training. Second, overlapping initiatives instituted by the provincial

government have mandates that also require managers’ involvement.
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There has been a huge underresourcing of the administration

costs to HBHC and they (OISC) can stand there and say you

can absorb it and I know they are saying it and not believing it

but the fact remains that in this political climate where we

downsize management, province could not put forth a program

that had increased administration time.

Finally, managers expressed concern that HBHC was taking time, energy and
resources away from other health unit/department programs.

1 should mention first that you basically have to rob your other

programs and that is not fair because other programs are all

equally as important as this one.

Many times managers referred to the devolution of public health and stated that
the lack of administrative funding for HBHC was no different from other downloaded

programs (such as ambulance services). From their perspective, HBHC emanates from

larger social, economic and political arenas whose downloading policies influence HBHC

across local ities. One manager noted:

It is privatization and downloading while funding sources were being cut back

dramatically. Some service providers who could support these families

are no longer in existence.

4.3.3 Exclusive Dedication of HBHC Resources

Managers identified that funding for HBHC was given to public health as the
convening organization. They stated that some community partners, who were dealing
with fiscal restraints in their own programming, were unhappy about this exclusive

dedication of funding for HBHC. Managers perceived that the allocation of substantial

resources by the provincial government to public health units/departments



represented a change in the local fiscal environment. Local service providers, such as
hospitals, were expected to provide services to support the program but received no
additional resources for this program addition. At a community level especially,
managers perceived that some service providers felt that HBHC was taking over and
being funded for too many services while their programs were being cut back. They
agreed that the screening and early identification demands associated with HBHC put
greater stress on other service providers without giving them access to additional funding.
Managers indicated resistance from community partners:

Here we go again, you are the ones with all the money
and now you are asking us to free up some staff time to do this.

The data showed that not all community partners were upset about resource
allocations. Managers found those who had been involved in community collaboration
‘were the most accepting. They tried to explain the funding of HBHC to others as a
logical decision because of the provincial public health infrastructure. Some managers
identified that the Medical Officer of Health was instrumental in engaging stakeholders
for the local HBHC network. They perceived that most organizations viewed the
resource allocations in a positive light because they were happy to have public health

doing home visiting again. , managers that the

implementation of HBHC put a strain on relationships as other local service providers

competed for resources.
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As long as we stayed in the area of babies and pregnancies
and breast feeding, when they added the early identification piece.....
we are going beyond the newborn, then we are going to have trouble.
4.4  Summary of the Pre-Conditions of Collaboration
This chapter has explored Historical, Institutional, and Financial Pre-conditions
found to influence collaboration in the HBHC Program. First, the data in this chapter has
suggested that having worked together previously on collaborative networks was an
important influence on local collaboration in the HBHC network in the present. Second,
the history of public health service delivery in the local community was important to
local collaboration. This service provision history (as a factor that influences local
collaboration) was not identified in the research literature on collaboration reviewed in
Chapter 2. Although literature on mandatory collaboration is not well developed,

researchers have been exploring the influence of the status and legitimacy of the

ing ization on ion. In this study, the status and legitimacy of the

ing ization (public health uni ) appeared to be linked to their
history of service provision. While this particular phenomenon is not prevalent in

collaboration research, it suggests that this is one area of research on mandatory

llaboration that could be a p ive area for inquiry. Third, this chapter has shown,
local communities with a history of working together had their own local goals for
reforming the service system and these were an important influence on collaboration.

Although common purpose is considered in the literature to be an important influence on



collaboration (Meyers, 1993; Gray, 1989), research on the distinction between local goals
and state mandated goals for collaboration was not included in the literature review for
this study. Collaboration research has primarily addressed voluntary collaboration in the
past. As state mandated collaboration increases in the era of downloading, it appears
that research on the local expression of the mandate would be productive. In this study,
the majority of local communities had established their own local goals and enfolded
provincially mandated goals within their locally determined initiative. Further studies on
how communities mediate the tensions between their local needs, goals,and vision, and
those of a centrally determined program could be productive.

This study suggests that a relationship history, whether based on mutual respect or

more i feelings, infl local b ion. The data in this study affirms

other research that suggests that a history of working together at a community level
influences collaboration (Dunlop & Angell, 2001; Polivka, Dresbach, Heimlich, &
Elliott, 2001; Harbert, Finnegan, & Tyler, 1997; Mattessich & Monsey, 1992; Oliver,
1991; Galaskiewicz & Shatin, 1981). More specifically, the importance of previous

in this study is by literature that suggests that a

history of working together encourages collaboration (Gray, Duran, & Segal, 1997).

In this study, the focus on the unique local history of each community contributed

to und ing local collaboration and highli questions in the research literature

about the influence of ity culture. M: in this study identified that local

traditional approaches to planning for children's services were in place before the
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provincial government mandated HBHC network development. In addition, local
community collaboration has been shaped by previous children's services projects
initiated by federal and provincial governments.

One factor identified in the literature is the community receptiveness to working
together to build collaborative partnerships (Lasker, Weiss, & Miller, 2001; Harbert,
Finnegan, & Tyler, 1997; Mattessich & Monsey, 1992). Other studies have identified a
number of factors that complicate local collaboration such as: 1) a previous history of
difficult relationships, 2) lack of time, 3) geographical barriers and 4) numerous
partnerships requiring many of the same stakeholders (Mattessich, Murray-Close, &
Monsey, 2001; Lasker, Weiss, & Miller, 2001; Mitchell & Shortell, 2000). Managers in
this study also identified localized configurations of conditions that influence local
collaboration including: 1) multi-site networks 2) paralle] mandates, 3) alternative
networks, 4) previous experience with collaboration and 5) commitment. They believed
that the implementation of the HBHC network was dependent on these local conditions.

From the perspective of Institutional Conditions, three dimensions were found in

the data to influence collaboration: 1) government mandate, 2) the role of provincial

and 3) instituti ication. Managers stated that the mandate for

HBHC was too prescriptive, ining i ion and ising local

autonomy. Further, the data in this study suggested that the change in provincial

consultants from a facilitative to directive role influenced local collaboration. The role of

the provinci: in this study, “top down” control by central
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government. The findings from this study extend knowledge about central/local
relationships because they identify that a “top down approach” by central government

created conflict and resi to collaboration in the local ity. This resi to

“top down” mandates confirmed other research that suggests that reliance on formal
‘mandates are non-productive (Ring & Van de Ven, 1994). Further, this study supports
research that suggests interpersonal relationships are a more positive influence on local

collaboration than external mandates (Gray, Duran, & Segal, 1997; Huxham, 1996; 1993;

MacNair, 1993).  The resi of some local ities to the provincial mandate in
this study is similar to other research that has state ion can
create resi among and hinder ion (Woodard, 1994; Alter &

Hage, 1993; MacNair, 1993; Melaville & Blank, 1993).

Finally, managers indicated that the lack of communication between provincial

and the lack of a province-wid i ign for the HBHC program

ly i local collaboration. This finding emerged from the data and was
ot part of the original literature review in this study. It may suggest, however that

mandatory collaboration creates governance issues for centrally determined programs

that require local coll ion. Further ion of these g issues would be
a productive area for future research on state mandated local collaboration.
The lack of inter-ministerial communication identified by managers in this study

raises questions about how the co-ordination of communication both internally within
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and between multiple sites can be developed to

promote local collaboration.
The final pre-condition theme of collaboration, Financial Conditions, included
three dimensions. First, the study found that the lack of administrative funding provided

by the provincial g for the of the HBHC Program was unrealistic

and ined i i invested with the responsibility for

development of the mandated HBHC needed resources to implement local collaboration.
In this study, the data on lack of administrative funding confirms findings in the

literature that identify i financing of inistrative and functions

as a barrier to interorganizational collaboration (Mitchell & Shortell, 2000; Payne,
1998).
This study affirms previous research that identified the importance of having a paid

as a factor in ion (Mulroy & Shay, 1998; Mulroy,

1997; Mulroy & Cragin,1994). Second, the lack of administrative funding for HBHC
was a drain on the resources of public health units/departments. Finally, the data in this
study suggested that the exclusive dedication of funding for HBHC to public health units
put stress on other service providers who had to respond to demands for increased service
without additional funding.

Questions in the research literature about the need to link mandates and provision
of funds were also raised by this study ( Mitchell & Shortell, 2000; Payne, 1998). This

study suggests that the ability to build local collaboration was constrained by the level of

170



resources provided by the provincial g . Research has shown that the

combination of state mandates and state funds acts as a powerful incentive for

collaboration on service integration (MacDonald, 1994). In this study, the lack of

adequate funds ined local collaboration. This other research literature
that suggests state mandates do not act as an incentive for local collaboration unless they

are accompanied by adequate resources.

171



Chapter 5 The Processes of Collaboration

5.0  Introduction to the Collaborative Processes

This chapter describes the collaborative processes identified by managers as
influencing mandatory collaboration in the HBHC Program (Table C.5.1). Collaborative
processes are defined as interactional processes that constrain or facilitate the formation

and mai of i izational relations. The framework for this

study was based on factors found in the literature to influence collaboration, such as:

1 ion, 2) i icipation, 3) costs and benefits of

hip, 4) decisi king levels, 5) ication style, 6) fort
of linkages, 7) common purpose development, and 8) sufficient resources.
Operational Processes, the first theme within “collaborative processes”, was
conceptualized from data based on questions linked to the conceptual framework for this
study. The Operational Processes theme reflects findings in the research literature that

support the influence on collaboration of such factors as: stakeholder representativeness,

ip costs and benefits, decision making levels and

of linkages (| ich & Monsey, 2001, 1992; Provan &
Sebastian, 1998; Wandersman, Goodman & Butterfoss, 1997; Ring & Van De Ven,
1994).
Organizational Processes, the second theme within “collaborative processes”, is a

new collaborative process theme and derived from the data in this study. As outlined in
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Chapter 3, this izational di ion of collaboration was not part of the original

conceptual framework that shaped the interview guide. The Organizational Processes
theme suggests that researchers should look beyond the integration of organizational

structures and consider the izing processes of ion into and sub-

structures (Rubin & Rubin, 2001; Bailey & McNally-Koney, 2000; Alter & Hage, 1993;
Mizrahi & Rosenthal, 1993; Zuckerman & Kaluzny, 1991).

Third, another new theme of collaboration, Relational Processes, was also
developed from the data. This relational dimension of collaboration was not part of the
existing conceptual framework that shaped the research questions. Although several

studies have adds i relations and collat ion, this study suggests

further research on the interpersonal relations would be productive for collaboration
theory (Dunlop & Angell, 2001; Rivard, 1999; Seabright, Levinthal, & Fichman 1992;
Oliver, 1990).

5.1  Oeperational Processes

‘An analysis of the data that were re-classified within the Operational Processes

theme i icipati ip costs and benefits, decision-making
levels, ity/i ity of links and ion) led to the
P of three sub-th 1) bership, 2) ization and 3) decision-

making (Table C.5.1).
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5.1.1 Membership
Membership is defined in the literature as an internal dimension of collaboration

that refers to issues such as consistency of membership, whether members are

participating as individuals or organizati ives and whether there are

ip cliques within ive groups (M ich & Monsey, 2001;1992;

Provan & Sebastian, 1998)."

The data d that three di ions of network hip influence local
a) how were recruited to ici in the network, b) the
of sector ‘who ici| in the network and c) the

rewards and demands of network membership (Table C.5.1).
Stakeholders were recruited for the HBHC network both by managers and by
existing network members using various strategies and targets using formal and informal

activities targeted to at indivi izati ity and

government levels.

Ip formal mechanisms such as letters, i ion packages
and community workshops (Table C.5.2). They also engaged members through personal
contact such as telephone calls and face to face meetings. In many cases, they used

sequential strategies such as formal letters of invitation followed up by phone calls, or

"Managers did not distinguish between stakeholders and members in their responses and
consequently this study blends these two concepts in the results and conclusions.
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Table C.5.2
Stakeholder Recruitment Activities

Local HBHC Collaborative Network
Stakeholder Recruitment Activities

Type of Activity Target of Recruitment Activity
Telephone Calls Service Organizations
Face to Face Meetings Service Organizations

Comnmittee Liaison Interpersonal relationships of Network
Members

Community Workshop Community-wide Invitation

Professional Relationships Service Organizations

Request to Administrators Administration of Service O

Invitations to Municipal Departments Local government departments

Specific Letters of Invitation Specific stakeholders identified in HBHC
idelines
‘Specific Information Packages Specific stakeholders identified in HBHC
guidelines
Medical Officer of Health Service Organizations and Municipal
Letters of Invitation vernment de nts

General Information Packages

Local professionals and other children's
services providers

General Letters of Invitation Local professionals and others children's
services providers

Sequential Strategies: Phone Call followed | Service Organizations

by Formal Letter of Invitation

Network Participation C Form to participation in
HBHC Network

Public Health Staff Liaison Specific Organizations that work with
public health

Sequential Strategies: Informal Attendees of local interagency meetings

Recruitment at Meetings followed by

Formal Letter to Organization

Personal Contact Interpersonal relationships of HBHC |

Manager
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informal contact with stakeholders at other community meetings, followed by a formal
letter to their organization. There were some weaknesses in recruitment to the HBHC
network. Most managers reported little success in recruiting parents/consumers. Some
parents/consumers provided ad hoc feedback on plans, but this was not reported across
most study sites. Similarly, while there was little recruitment of community members at

large, some networks had i i A ity member chaired the

HBHC network in only two sites across the sample. The majority of managers reported
following provincial guidelines for HBHC network composition. However, several
managers experienced recruitment barriers because: 1) they were new to the area with no
previous history with local stakeholders, 2) there was a small pool of people to draw on in
rural areas, 3) parallel provincial mandates were taxing local organizations and, 4) the
rapid expansion of HBHC was a barrier to recruiting local stakeholders.

The representativeness and evolution of membership on the HBHC network were
important issues emerging from the research. Managers completed a HBHC Stakeholder
Checklist (Appendix C.3.A.6). Stakeholders in the HBHC networks were then

categorized by the researcher into the following sectors: 1) health, 2) social services, 3)

ducation, 4) ion, 5) housing, 6) d isabilities, 7) childcare, 8) local
centers, 9) Community Action Program Canada (CAPC) and Community Pre-Natal
Nutrition Program (CPNP), 10) multicultural, 11) religious,12) business/service clubs and

13) other (Table C.5.3).
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Table C.5.3

Stakeholder Involvement in HBHC Network by Sector

SECTOR

STAKEHOLDERS BY SECTOR

1) HEALTH

Hospitals

Public Health

Adolescent Pregnancy and Parenting Groups
Children's Mental Health Centers

Family Physicians

Midwives

Substance Abuse Programs

2) SOCIAL SERVICES

Ministry of Community and Social Services
Children's Aid Societies

Non-Profit Family Counseling

Family Support Agencies

Infant Development Programs

Domestic Violence Programs

Adolescent Crisis Services

Employment Pro;

3) EDUCATION

—IDPIOYMENE L TORMAMS ! e o ]
Boards of Education (Public and High Schools

4) RECREATION

Recreation Services (YWCA/YMCA/Municipal

5) HOUSING Housing Co-operatives

Homeless Shelters

6) DEVELOPMENTAL Developmental Disabilities Services

DISABILITIES

7) CHILDCARE Child Care Providers

8) LOCAL CENTERS Teen Centers
Family Resource Centers
Neighbourhood Resource Centers

9) CAPC/CPNP CAPC/CPNP Programs

10) MULTICULTURAL Multicultural Associations

|10) MULTICULTURAL |
11) RELIGIOUS

12) BUSINESS/SERVICE
CLUBS

Churches/Religious Institutions
Local Businesses
Local Business Associations
Service Clubs

13) OTHER

Politicians, Professional Associations, Justice
System, Media, Community Care Access Center,
District Health Council, Ministry of Citizenship,
Culture and Recreation, First Nations Groups

and Speech and Language Services
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The per cent of stakehold icipating in the HBHC Collaborative Network by

local community sector is shown in Figure C.5.1. Almost a third of the network was
comprised of social service participants with just over one-quarter from the health sector.
Eleven per cent (11%) of network participation was from local health and social service
centers (e.g. Family Resource Center, Teen Health Center, Neighbourhood Center,
Community Health Center). The other sectors each accounted for less than ten per cent
(10%) of the membership.

The majority of stakeholders participating in the HBHC network represented their

with little i of ity members, parents or advocates.

‘While used the it idelines provided by the p:
they also tailored the membership to fit their own local community.
Most people are there as representatives of their organization.

I'would say from my observations that they participate as members of
their group or organization.

Most managers perceived the lack of parent/consumer participation as a
drawback. They reported that they tried to have parent participation. Unfortunately
daytime meetings that would require time off work made it difficult for parents to attend.
As one manager noted:

We have tried to approach parents that we have ourselves been involved

with rather than going to the community at large, it is very difficult we

Fknow from past experience with committees to try and recruit parent
representatives.
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The majority of managers perceived the lack of parental involvement as a weakness of

their network. Some felt, however, that the network was not at the appropriate stage for

parental . Managers saw icipation as an evolving process for
most networks. In some communities with previously existing networks, new
stakeholders were recruited for specific HBHC program expansions. This evolution in
stakeholder participation may be as important as (if not more important than) the actual
count of representation. -By evolving and changing, the network may be able to recruit
stakeholders committed to its changing mandate and strengthen its broad-based
community representation.

You have to sit down and talk about who is doing what in terms of early

identification and who is missing from the table and revise your

membership accordingly.

In other communities, managers said that committees or networks were expanded
to bring necessary stakeholders together.

Continually adding partners someone will say well, we should have this
group represented and the group is always in agreement.

Broaden that steering committee to bring it all to the table so we get other
parters and stakeholders are we expand.

Data on members of HBHC networks suggested that the evolutionary nature of

isan i influence on ion. Two other

on i ‘were i important by managers.
First, the mandatory guidelines for participation were adapted to fit the unique

configuration of local sites. Second, managers identified barriers to participation by
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parents such as: a) the lack of mandated parental involvement b) the generally

ged di ies with parent i and/or c) the resi: of some

managers to parent involvement.

Managers found it difficult to cope with all the responsibilities associated with the
time consuming and complex tasks of the HBHC network. Barriers included problems
such as: 1) overlapping networks, 2) initiating networks, 3) extensive number of

meetings and 4) covering large geographical distances. A number of managers talked

about the need for agency and i ition that long-ts
processes are complex and time-consuming.

Don't have a lot of time available so there is a real sort of pulling here
and there, you have to be committed to devoting the time and you have to
have support from your own agency or even within your own agency that
this is worth spending time on.

Does take time, joint planning, joint community initiatives do take that
time, it would be much more efficient in terms of my time to just be able to
have the reins and run with it.

The research questions on bership assessed ions of the
demands and rewards for participation in the HBHC Network. Managers’ responses

identified many more rewards than demands associated with local collaboration. From

the program 3 there were indivi izati and
rewards associated with participating.
As shown in Table C.5.4, icipation increased ity level

activities such as networking, collaboration, joint training and joint proposals.
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Membership Rewards: Participation in HBHC Network

Table C.5.4

TYPE OF BENEFIT LEVEL OF BENEFIT
INDIVIDUAL/ COMMUNITY
ORGANIZATION
1. Networking X X
2. Joint Proposals X
3. Reduce Duplication X
4. Increased Commitment X
to Children/Families
5. New Relationships X X
6. Learn From Each Other X X
7. New Information X X
8. New Ideas X X
9. Assist Organization Goals X
10. Increased Collaboration X X
11. Increased Ease -Referrals X X
12. Joint Training X

183



Managers also reported rewards such as achieving local goals of reducing duplication
and increasing co-ordination of services for children and families.

The main benefits would be networking.....planning a system of services

although we are at the infancy stages of this piece so I think that is

coming.

1 think the networking is really important because it is one place where

you see a lot of people that you need to see and therefore if you come a

little early or stay a little after the meeting, you can always grab

somebody and take care of something that needs to be done.

At an individual level, managers increased their knowledge, developed new

relationships and enjoyed the opportunity to learn from each other and share resources.

From an

ip in the network had: 1) increased the

ease of referrals between agencies, 2) improved service co-ordination and 3) created

shared resources. Participation in the HBHC ive network

organizational goals because it provided a forum for networking where agencies learned
about new programs being developed by their partners. It also offered an opportunity for
organizations to plan joint training and program proposals.

It is stimulating and challenging and we are sharing resources
and learning it has opened up a very good world to work in.

5.1.2 Formalization
The formality/informality of linkages was identified in the conceptual framework
as a collaborative process factor. Two questions (# 21 and # 22) in the interview guide
asked managers the describe the extent to which formal or informal agreements and

procedures characterized the HBHC network. Data showed that the majority of networks
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did have i and/or for carrying out their activities. This

study affirms the work of other scholars who suggest that standardizing

interorganizational exchange through
(Meyers, 1993, Mattessich & Monsey, 1992). Three dimensions of the sub-theme of
formalization, developed from the data in this study, are identified as: 1) type of
documentation and 2) source of documentation and 3) service protocols (Table C.5.1).
Managers agreed that the type of documentation created by HBHC networks had
diverse levels of formalization across the study sites. Most managers indicated that their
local community had developed terms of reference for the HBHC network. The data

suggests that this was the common i for izati stated that

these terms of reference were used to develop a sense of ownership and commitment to
the HBHC networks and to clarify their goals. Managers indicated that, for some
networks, the formalization of the HBHC network appeared to increase over time as

provi ines for program ion were i and local network

operations became more complex.

The advisory ittee is pretty with an izational chart

and terms of reference.

We have vision principles, terms of reference for each committee, when

we strike a work group to work on a project, they come out with a

workplan, we develop a workplan annually for the whole network, each
subcommittee.. we have a report from each project area of each

committee and we create an annual report.

The data revealed that in instances without a "formal network culture", managers

created formal monitoring strategies that outlined how network members would work
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together (e.g. terms of reference, membership voting rules, formal membership letters,
elections for executive committee, Robert's Rules of Order) as outlined in Table C.5.5.
As well. they created a wide range of formal documents that defined how the network
would function and report its progress (e.g. agenda, minutes, sub-committee reports,
annual reports, workplans, and annual meetings).

Yes absolutely, lists of members, minutes are circulated, and there is an
agenda and terms of reference.

The data suggests that a majority of communities had complex and formal

and ing various izational levels (e.g., umbrella
groups, sub-committees, working groups). It appears that, in communities with pre-
existing children's services networks, there appeared to be a more formal process,
reflecting previous experience with collaborative ventures. Similarly, in communities
with multi-site networks, managers identified formalized reporting procedures to
facilitate communication between primary and secondary organizational structures.

The data suggests that, generally speaking, those networks that were incorporated

into previously existing i izations were more formal, assuming an

operational style constructed over time.
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Table

Cs55

Indicators of Formalization: HBHC Network

Type of Formalization Organizational Level
Agenda HBHC Network
Annual Meeting HBHC Network
Annual Report HBHC Network
Budget Public Health Unit/Department
Elections for Executive Committee HBHC Network
Executive Committee HBHC Network
Formal Membership Letter HBHC Network
Formal Membership Lists HBHC Network
Formal Minutes HBHC Network
Funding Proposals HBHC Network
Implementation Plan HBHC Network
Letters of Support HBHC Network
Logic Model HBHC Network
Membership Voting Rules HBHC Network

Operational Plan

Public Health Unit/Department

Operational Plans HBHC Network
Organizational Chart HBHC Network
Robert's Rules of Order HBHC Network
Service s Public Health Unit/Department
Service Co-ordination Forms HBHC Network
Service Co-ordination Guidelines HBHC Network
Signed Service Contracts Public Health Unit/ Department

Signed Service Protocols
Sub-committee Report - Verbal
Sub-committee Report - Written

Public Health Unit/Department
HBHC Network Sub-Committee
HBHC Network Sub-Co:

Sub-committee Terms of Reference HBHC Network Sub-Co;
Sub-committee Workplan HBHC Network Sub-Committee
Terms of Reference HBHC Network

Vision Principles HBHC Network

Workplans HBHC Network
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We use what you would use in any organization, we use formal workplan,

formal year end report and we have a planning meeting at the beginning

of the year ..a strategic approach, so where are we now, what are the needs

out there, where do we want to go..and then everybody goes and alters their

committee work.

From the local program manager's perspective, the negotiation of service
protocols with network members was a critical element of local collaboration. As part of
the government mandate for the HBHC program, they represented an agreement on the

service exchange relationships between network members in local communities. Even

though they are required by the provincial g , some stated that their

formal nature and extensive development time made them difficult to implement. Others
suggested that the protocols helped to streamline the service co-ordination piece of
HBHC and clarified referral mechanisms between agencies.

A number of managers had signed agreements with their community partners
such as hospitals and Children's Aid Societies (CAS):

1t is an important step because a protocol is an agreement and people sign

it and then you have the mechanism for at least some accountability, 1 like
it.

However, many managers did report that the collaborative process leading to the
development of the formal protocol was time consuming and difficult. Moreover, some
service providers resisted signing protocols once they were created.

We have formal protocols but they are not signed, there is still that
resistance and hesitation.
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The ones we were worried about we did straight away so the CAS we had

to do within the first few months ...the ones I was less worried about I

have been a little slower in doing and we are working on those, we

probably have ten draft protocols right now in the works.

Manager's identified HBHC service protocols as important mechanisms for
promoting collaboration. At the same time, they (managers) believed that one needed to

be realistic about the time and izati ints that

processes such as formal service protocols.
5.1.3 Decision-making

Decision making was identified as a collaborative process factor in the conceptual
framework for this study. Two associated questions were used in the interview guide.
Question # 17 addressed the type of decisions that network members were asked to make
and Question # 18 addressed the decision making level of network members. Decision
making type was initially defined as the type of decisions that network members have
been asked to make relevant to the HBHC Program. After analysis of the data, decision
making type was re-interpreted as decision-making stage. This appeared a more relevant
term, given that HBHC networks were at an early stage of development and did not
require complex or resource allocation decisions. Decision making level is defined as the
level of organizational decision-making power of HBHC network members and their

influence on collaboration. The findings from this study affirm previous research that

identified ized decisi king (i in this study as managerial
authority to make decisions for their organizations) as a factor that promotes

collaboration (Dunlop & Angell, 2001; Mitchell & Shortell, 2000).
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Thus, two di ions within the decisi: king sub-theme of O ional

Processes were identified: 1) decision-making level (based on the question from the

P k) and 2) decisi king stage (a ization of the
original decision making type) (Table C.5.1). The majority of managers reported that
their networks contained managerial level members who were able to make decisions for
their organizations. This heterogeneity of decision making power was considered a
strength, as articulated by managers:

Off the top of my head I think that when the decision-making power exists within
the group or around the table, the collaboration process is enhanced.

Well because if we have the main decision makers they are the
ones who have the influence on development and implementation
of any policy and practices that we come up with ...so things go smoother.

A few identified a ination of ial and direct service level

members. In these situations, where there were varying levels of decision-making power,
the work of the network appeared to be slowed down.

Because there are different levels of agency representatives around the

table, they don't all have the same decision-making power. They go back

1o their agencies to get approval.

While managers stated that lack of decision-making power appears to hinder
collaboration, there were some concerns about the exclusivity of managerial

representatives on the network. First, a few managers said that decisions made at

network meetings were not shared with direct service staff. Second, a few managers felt
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that they needed the input of direct service staff to make good decisions about the HBHC

program:

Direction does not get filtered down to the front lines and it is no one's

purposeful intent, it just happens and more effort needs to be made if we

are going to see change at the front line worker level.

1 would like to see more front line participation or an indication that the

ideas that are talked about at the table are actually passed on to the front

line.

Decision-making was related to the developmental stage of the HBHC network.
The majority of managers stated that their networks were advisory or information sharing
at this early stage of the HBHC program. They indicated that there had been few, if any,
discussions or decisions related to resource demands and that network participation to

date had not required resource decisions from organizations.

We are not saying like contribute 1/3 of your budget to this process I mean
basically we fund with the bit of money we have through HBHC.

We are not in the integrated model and we are not looking at duplications
yet.

Managers believed that the type of decisions networks are making appear to be

and

of a beginning stage of

Not at the stage we are at. We are not interfering because it is not
impacting on their resources.

1t depends on what kinds of decisions you are making, it is like it is not as
if you are making funding decisions.

191



‘While managers perceived that having managerial level decision makers

they were d that this exclusive participation might lead
to a lack of staff participation and commitment.

Finally, the data suggests that the decision-making activities of network members
were predicated on the developmental stage of the HBHC program. Given the advisory
and information sharing activities of the HBHC networks, managers stated that there
were few decisions made that could threaten organizations at financial or service levels.

5.2 Organizational Processes

The Organizational Processes theme of collaboration was conceptualized in part
from the data that emerged from the open ended questions in the interview guide (#6 and
# 7) that asked managers to describe their definition of successful collaboration and their
ideal network and in part in response to a question (#14 a) based on a factor in the

that asked about ibershi icipation in the HBHC network.

The Organizational Processes theme was a new classification developed from the
data in this study which challenges the collaboration literature to consider organizational

processes as another influence on collaboration that may be as relevant as the current

interest in the i ion of izati (Bailey & McNally-Koney, 2000;

Alter & Hage, 1993; Zuckerman & Kaluzny, 1991). Organizational processes were

defined here as the process for ping izati and sub-structu

that facili icati icipati i ip and the

accomplishment of tasks in the HBHC network. Three sub-themes within the
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Organizational Processes theme of collaboration were developed from the data in this
study: 1) diversity of structure, 2) level of structure, and 3) complexity of structure
(Table C.5.6).
5.2.1 Diversity of structure
A wide variety of organizational structures was utilized by local sites to promote
collaboration (see Table C.5.6). Many managers indicated that they had highly

formalized organizational processes which led to a variety of structures such as advisory

steering i ib- i , work groups,
and network of networks.

So the tables that existed before 1997, when they announced HBHC, we
have now all integrated into one organizational structure.”

What people suggested was a steering committee with smaller sub-
committees ...so we had a network of networks because we had people
that were repi ives of the various i networks.

The terminology used by managers to describe the HBHC networks (such as
advisory committees, steering committees, networks, work groups) also varied across the
study sites. An interpretation of the data suggests that, since the provincial government
did not require a specific organizational structure, managers organized mandatory

collaboration in ways that were responsive to local needs.

2 The term table means local planning table and is often used in Ontario by health and social service
providers.
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Table C.5.6

Organizational Structures: HBHC Network

Diversity of Structure Level of Structure Complexity of
Structure

Ad Hoc Committees Sub-structure Single/Multiple Sites
Advisory Committee Primary Structure Single/Multiple Sites
Children's' Services Primary Structure Single Site
Committee
Coalition Primary Structure Single Site
Committee of the Whole | Primary Structure Single Site
Community Advisory Primary Structure Single Site
Committee
Early Intervention Primary Structure Single Site
Network
Early Years Steering Primary Structure Single Site
Committee
Executive Committee Sub-structure Single Site
Individual Task Groups Sub-Structure Single/Multiple Sites
Muitiple HBHC Networks | Sub-structure Multiple Sites
Network of Networks Primary Structure Single Site
Steering Committee Primary Structure Single Site
Sub-Committee Sub-structure Single/Multiple Sites
Umbrella Structure i Structure Single Site
‘Working Group Sub-structure Single/Multiple Sites




It appears that the strength of this approach, from an organizational perspective, was that
managers could link the HBHC network with other local collaborative organizations. A
number of managers referred to umbrella organizations, defining those as larger
community planning networks to which the HBHC network was linked. One manager
explains:

We can't just go and create a HBHC network because politically that

would not work and it would be duplicating people's time and that kind

of thing so the other thing that we have done more so now that we have

the time to do it properly is to set up working groups from members

of the HBHC Steering Committee to do ...now everybody is more

ready to do the work and sees how it fits and that kind of thing so

we have ad hoc work groups.

5.2.2 Level of Structure

One of the themes that emerged from the data was the use of sub-structures such
as task force and work groups to carry out specific development activities (See Table
C.5.6). Managers said that using a variety of formal structures and sub-structures enabled
them to position the HBHC network in local communities. They joined previously

existing networks by becoming a sub-committee. They linked HBHC network to others

in a network of networks and they used di i icipation to promote

by designing structures that met less often. Managers used a variety of task forces and
‘work groups to accomplish activities related to service provision such as protocol
development, service co-ordination planning and case management program

development.
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Managers believed that the organizational process of breaking down into work
groups facilitated the network's ability to respond to changing circumstances such as the
rapid expansion of the HBHC program.

Yes an organizational structure where you have sub-committees

within sub-committees I am sitting on a subcommittee looking at case
management and each of these subcommittees then has their own
workplan, terms of reference but they devise that themselves and

they meet for a particular length of time and report back to the
committee as a whole we have been very careful to make sure
everything is formalized.

You know everybody is realizing that they cannot be sitting on a half
dozen committees and manage an agency at the same time so the potential
for collapsing some of these committees or turning them into work sub-
committees really appeals to the directors of agencies

5.2.3 Complexity of Structure

Managers outlined the ity of izati for

multi-site networks (See Table C.5.6). Working across large geographical distances and
providing staff support to multiple networks and problems with different ministerial

were also icati to this ity in a variety

of ways. One strategy was to use existing networks already in place in local
communities:
As communities, they have worked fairly well together which is probably
‘why we ended up going back to some existing committees to use them as
our advisory committees

In other locations, managers had created co-ordinating structures with

representation from each individual network:
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Each network has a history so you build on that history and so the speed
at which the networks are developing are different and you can't push
some of them to move whereas others would see themselves as quite
forward thinking
Some managers were working with individual communities that did not have an
organizational structure. They spoke about their long term goal of co-ordinating these
separate networks into a structure that facilitated the operations of the network. Finally,
some managers had joint representatives between their separate networks to share
information and co-ordinate their work together.
They have their own sort of network group and we have representatives
from that sit on our network and then I would sit on their network so there
is a real meshing of information
In summary, this section of Chapter 5 has examined the Organizational Processes
that created structures and sub-structures as a mechanism to formalize the operations of
the HBHC Network. Findings suggest that HBHC network structures were organized
differently based on factors such as: 1) pre-existing children's services networks, 2) the
‘multi-site nature of the HBHC networks and 3) the level of formalization that seemed
appropriate to the local community.
53  Relational Processes
The Relational Processes theme of collaboration was categorized from the data

gathered on the envi p itions and collaborative process factors in the

conceptual framework. Relational Processes was not a pre-existing element in the
original conceptual framework but was a new classification developed from the data in
this study that confirms previous research suggesting personal and professional
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relationships between community members can facilitate or constrain on collaboration
(Dunlop & Angell, 2001; Ring and Van De Ven, 1994; Mizruchi & Galaskiewicz, 1993;
Oliver, 1991). Relational Processes have been defined as the history, nature and quality
of the interactional relationships between the members of the HBHC collaborative
network.

Data from questions in the interview guide based on two factors from the

Environmental Pre-Conditions in the conceptual framework, namely: 1) previous

collaboration (Questions # 8 and # 9) and 2) the legiti of the
(Question # 11) were used to construct the sub-theme (Previous Relationships) and

dimensions of previous relationships.

The second sub-th (@ 1 i of the Relati Processes
theme of collaboration was constructed from data on questions in the interview guide

based on three factors identified in the k as Collat ive Processes,

namely: 1) membership costs (Question #14 b), 2) communication (Question # 19) and
the formality/informality of linkages (Question #21) (see Table C.5.1).

Examining the data on these questions led to an exploration of two dimensions of

relational : 1) previous ionships and 2) i relations.
5.3.1 Previous Relationships
A description of previous relational processes is presented using three elements:
a) relationships of trust, b) previous collaborative relationships and c) public health

relationships.
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The majority of managers identified that they were able to build on their pre-

existing i ips with local izati believed that trust was one of

the most important i on ion and must be

d over a long period
of time. One manager compared the relational processes in their network to family
relationships:

It is very much a long term process and that takes a lot of time and it

almost like family relationships or marriage. There are a lot of things that

are in common like developing a sense of trust, finding out each other's

strengths and weaknesses.

Other managers thought that the non-bureaucratic culture in their communities
facilitated the development of trust because people could communicate openly. They did
not have to be cautious about who was at the network table. In networks where people

know each other well, they were able to keep the lines of communication open.

There must be a culture in this area that allows us to talk openly not
competitively, we are not as turf minded or bureaucratic.

Well the trust piece, we are still building that trust within the community

and I think that if there had been an existing committee that had been

working together on issues before, may be this piece would not have been

so difficult.

While the majority of managers confirmed the importance of trust in network
relationships, a few managers found that a history of working together could also lead
network members to be wary and non-trustful of each other.

There is a history of things between agencies and that definitely influences

because it takes longer for you to clear some of that away and to be able
to get on with it.
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Managers stated that they knew each other from working collaboratively in the
past’. From the program managers’ perspective, the time spent working with each other
bolstered their knowledge and trust of each other and their collaboration skills:

We were a really productive interagency group with some key players that

we already had good relationships with and we have various other

partners that we worked with on various tables before so we just called
them up and said “let's sit down here”

We have a good of working collaboratively in our
We have had table, we have gotten different agencies together to develop a
proposal.

It made it easy because people knew each other so they walked

into the room and it was like hi, hi, hi and they just carry on...

so I think that people already knew each other and that history

helped people to understand the structure.

Managers perceived that the majority of relationships between public health and
other community organizations were generally positive. They stated that public health
had a great deal of credibility as the legitimate choice to provide the maternal and child

health services of the HBHC program. Managers agreed that most public health

had worked collaboratively with key stakeholders in the past. It
appears that these historical and positive relationships with community partners

facilitated the implementation of the HBHC network. As one manager noted:

> The previous collaboration sub-theme discussed within Historical Conditions in
Chapter 4 refers to the local history of collaborative projects carried out by the community
but does not address the relationship aspects of collaboration directly.
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Something we did here and I think that is probably true across the

province because you have to work with your own community partners so

when we started the HBHC steering committee we had a fair amount of

credibility and this is a group that not only were we used to working with
them they were fairly used to working with each other as well.

Some managers had difficulties with their community partners around the
implementation of the HBHC program. They stated that community partners questioned
why public health would give up postpartum visiting services and then return to home
visiting with the HBHC program. As one manager explained:

There is some frustration about inconsistency about what you are doing

and not doing and part of that is a OISC problem too, how come five years

ago you were not doing postpartum visits.

5.3.2 Interpersonal Relations
The majority of the managers believed that interpersonal relationships had

influenced local collaboration in the HBHC program. The data suggested that four

di ions of i relations i ion: a) informal
b) local ionships c) open ication in i ips and d) conflict in
interpersonal relationships.

Some managers stated that their collaborative networks had developed informal

interpersonal relationships. They believed that the informal nature of these network

could be i a strength that facili the i processes of
collaboration. They stated that participants in the HBHC network did not have to change
their traditional informal manner of relating to each other to satisfy a provincial mandate.

A number of managers thought that trust had developed over time and that they had
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developed an informal way of problem solving that fostered local ownership of HBHC.
For these managers, the informal nature of interpersonal relationships positively
influenced collaboration.

I think that is almost a strength of the whole program, the informal
agreements ...some one will say that is not problem, I can do that.

Managers indicated that interpersonal relationships had helped them to achieve

in specific ical areas. said that, in small rural areas, it

was easier to break down barriers and get people working together within their own local

(e.g. county). believed that i ionships in small
local areas allowed network members to have more face to face contact with each other
which led to more understanding, trust and rapport. As one manager commented:

We are small enough in this area, perhaps....and not as bureaucratic that
we can look each other in the eye and talk and talk sense.

In addition, managers said that interpersonal conflicts appear to be resolved more
quickly in small local communities where it is difficult to avoid face to face contacts.
There are few barriers to shield conflicts between local stakeholders. As one manager
explained:

Because of the small rural nature, I mean if people are ticked, they tell

you and you know them well enough to know that and it doesn't go too far

before you deal with it....or you will go to another meeting and someone

will tell you, so and so is really ticked with you.

Research questions addressed the communication style between program

‘managers and members of their HBHC networks. The data from the managers indicated

the i of open ication in the develop: of positive i
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relationships. In general, program managers identified their commitment to openly
sharing information with their HBHC collaborative network. A number of managers
agreed that they would not hold anything back from network members regarding the
operations of the HBHC program. Most managers circulated all provincial
documentation with the network (after it was approved for release) and kept network
members informed of any problems they were experiencing with the HBHC program. A

number of managers d their p i i to being as honest as

possible in their relationships with local network members. Most managers indicated that
the development of honest and open relationships between public health and community
partners involved in the HBHC network was of primary importance.

My approach with them is very open dialogue and I share my frustrations

with them and they share theirs and I don't find myself defending

anything... My own sense is that they are very open, they have been there

a long time and know each other.

Managers indicated little interpersonal conflict among organizational members of
the HBHC network. Where conflict was experienced, it was attributed to difficulties
around HBHC resources. Some managers found community partners threatened by the
funding announcements and expansion of the HBHC program. Managers stated that
some organizations resented funding to the health units and felt that they (the
organizations) could have carried out the HBHC program themselves. As resources were
diminishing for a number of local organizations, funding for the HBHC program was

expanding.
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The idea that there had been job losses and then you had
an agency that was getting so much so there was some
difficulty to get through there.

In summary, the Relational Processes theme of collaboration has been examined
showing how local communities utilized their previous relationships and interpersonal
relationships to help implement the HBHC network.

54 Summary of the Processes of Collaboration

In this study, data on the first dis ion ( bership) within O;

Proc: d that hed the i of network members

using a strategic and sequential process. Although managers described their recruitment

targets as indivi izati ity and g level they

were not very in iting parents and Second,

participation as an evolutionary process in this study is similar to other research that
suggests that recruitment of network members is strategic and evolutionary (Castelloe &
Prokopy, 2001; Provan & Sebastian, 1998 ). Finally, this study suggests that, managers
perceived the rewards of participating in the network (e.g. increased knowledge and
service co-ordination) outweighed the time and resource demands of collaboration. This
finding supports other research on membership benefits (rewards) (Lasker, Weiss, &
Miller, 2001; Wandersman, Goodman, & Butterfoss, 1997; Shortell & Kaluzny, 1994;
Mattessich & Monsey, 1992). More specifically, the data supports other research that
suggests the time demands required for collaboration are a constraining factor

(Mattessich, Murray-Close, & Monsey, 2001; Alter & Hage, 1993). In this study, HBHC
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program expansion, parallel mandates (the Early Years initiative) and increased referrals
due to HBHC screening burdened local network members. Managers reported that local
communities tried to mediate the negative effects of time demands by: 1) restricting
meeting times, 2) joining agendas from disparate initiatives, 3) completing HBHC work
at meetings for other purposes and 4) using short-term work groups to reduce the time

required for network participation.

‘Within the second di ion ( ization) of O i Processes, this study
found more formal ion of i ized those
networks that were: a) i into p existing

and b) in communities with multi-site networks. In addition, the negotiation of

mandatory service protocols (formal positively on in

this study and affirms other research that suggests that the formalization of procedures
and agreements facilitates collaboration (Lasker, Weiss, & Miller, 2001; Mitchell &
Shortell, 2000; Wandersman, Goodman, & Butterfoss, 1997; Meyers, 1993; Mattessich

& Monsey,1992; Gans & Horton, 1975). Despite research that identifies excessive

formalization as iter-p! ive for ion (Ring & Van De Ven, 1994;

MacNair, 1993), the data in this study identified formalization as a positive influence in

some HBHC networks.
Within the final di ion (decisi king) of Of ional Processes (d
making) two areas of decisi king infl ion in this study: 1) decision-

making stage and 2) decision-making level. HBHC networks in this study were at an
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early developmental stage where the type of decisions they were making were non-
threatening (e.g., decisions on program development and joint training but not on
financial allocations). Although, this study found data on decision-making stage (type),
it was only minimally concerned with addressing the types of decisions made within the

stages of

The majority of managers perceived that managerial level decision makers were
needed to expedite decisions in the HBHC network. Decision making authority is
defined as the number of levels that a decision has to pass through in an organization’s

control system (Powell, 1988). This study affirms other research that suggests

decisi king promotes iation and member
(Mattessich. Murray-Close, & Monsey, 2001; Kegler, Steckler, McElroy, & Malek
1998).
The second “collaborative process” theme, Organizational Processes was
conceptualized from the data and was not part of the conceptual framework. This study

suggests that local communities utilized a range of organizational structures and sub-

to facilitate the izati and i processes of the HBHC
networks. Second, the data suggested that HBHC networks were organized at different
levels in local communities. Some HBHC networks were incorporated into pre-existing
organizations as a sub-structure while others organized their own network and tailored
their level of formalization to respond to local considerations. Third, organizational

complexity characterized the HBHC networks across the study sites. Organizing multi-
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site networks across large geographical areas and conflicting ministerial boundaries
required the organization of complex multi-site and multi-level structures and sub-
structures.

The emergence of this Organizational Processes theme of collaboration in this
study raises questions about the primary focus of collaboration research on structural
integration of network organizations (Bailey & McNally-Koney, 2000; Mitchell &
Shortell, 2000; Alter & Hage, 1993; Zuckerman & Kaluzny, 1991). In the development

of the conceptual framework for this study, HBHC networks were assumed not to be at a

stage of p where izati could be explored. However, the
data in this study supports research to identify the activities of collaboration within
initiating as well as later developmental stages (Mitchell & Shortell, 2000; Florin,
Mitchell & Stevenson, 1993). The data from this study suggests that future research on

the izati processes of ion may be an important complement to the

more prominent studies on the structural integration of organizations (Bailey & McNally-
Koney, 2000; Mitchell & Shortell, 2000; Kaluzny, Zuckerman, & Ricketts, 1995; Alter &
Hage, 1993; Zuckerman & Kaluzny, 1991).

The final “collaborative process” theme (Relational Processes) was categorized

from the data in this study and was not a pre-existing element in the original conceptual

In the first di ion (previous i ips) of i Processes, this

study suggested having a previous relationship with other members of the HBHC

network infl local i reported that trusting relationships
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required time, but once established, were an important influence on collaboration. In
addition, this study identified that collaboration was enhanced by a past experience of
working together and getting to know each other. The past relationships established

between public health uni and i izations were another

positive influence on collaboration. This study affirms other research that suggests that

trust is an important of i i ips (Lasker, Weiss, & Miller,
2001; Mitchell & Shortell, 2000; Kegler, Steckler, McLeroy, & Malek 1998; Alter &
Hage, 1993; McKinney, Morrisey, & Kaluzny, 1993).

In the second di ion (i i ips) of it Processes,

managers identified trust between network members as an important platform for skill

DI in ion. This study d that i 1 ionships are

uniquely shaped by the “culture of formality or informality” in each local community.

Other research has found that i i ips influence ion and may

be more important than formal mandates (Gray, Duran, & Segal, 1997; Huxham, 1996).
More specifically, managers in this study believed that small local areas promoted more

face to face contact which in turn led to i ionships that

collaboration. At an anecdotal level, the data suggested that there were differences
between communities in the value they placed on informal or formal relationships. In

rural and ethnic communities, there was a culture of informality that facilitated

A ively, urban areas were more likely to value
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of i i ionshi ional processes and

structures.

In this study, most local ities had

based on trust and open communication with little conflict between network members.
This study affirmed previous research that argues personal and professional relationships
‘between community members can facilitate or constrain collaboration (Dunlop & Angell,

2001; Ring & Van De Ven, 1994; Mizruchi & Galaskiewicz, 1993, Oliver, 1991).
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Chapter 6 Discussion: Implications for Policy, Practice, Research and Theory
Development

6.1  Implications of Findings Concerning Historical Conditions

The historical dimensions of collaboration and program delivery are critical to
understanding implementation of the HBHC network. Other studies have shown that a
history of collaboration has been an important pre-condition to collaboration in the
present (Harbert, Finnegan, & Tyler, 1997; Gray, Duran, & Segal, 1997). This study also
confirms that a past history of working together influences local collaboration. The data

reflects managers’ views that collaboration is a skill that is learned, through practice,

over time by working together in ive networks. The

in this study had diverse collaboration histories. The majority of HBHC networks
consisted of people who had worked collaboratively in the past to develop children’s
services. Thus, almost all managers agreed that collaboration, whether mandatory or
voluntary, was not new. Local collaboration as part of federal and provincial government
mandates and other community initiatives (Children’s Services Councils, etc.) was a well
established pattern in most of the communities in this study. Data suggested that some

communities had complex, formal that facili ion, while others

had created more informal ways of working. In most communities, managers tried to
integrate the HBHC network into an pre-existing community planning group for child
and family services to limit duplicate collaboration.

Given their past work together, most managers reported that these local

communities had well established goals for the reform of the child and family service
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system. The provincial guidelines developed for the HBHC program were adapted to fit
local scenarios, rather than the reverse. In the literature, the development of common

purpose is considered essential to collaboration (Meyers, 1993; Gray, 1989). This may

be much more important in voluntary ion than in this stats example.
In this study, local communities with a history of collaboration already had developed
their own local vision and goals. They did not need central government directives. The
response to state mandated goals in this study was simply to encapsulate HBHC goals
into existing community networks. Most managers thought that the public health
unit/department as the convening agency did not have to sell local stakeholders on the
mission of HBHC. Rather, local communities had already established (on a voluntary
basis) a common purpose for children’s services reform.

In other communities, with previous negative experiences of collaboration,
managers reported that this history made implementation of the HBHC network more
difficult, in spite of the government mandate. As the literature suggests, it is not enough
to engage willing stakeholders in collaboration; it is also necessary to “enfold and pacify
potential enemies” (Morgan, 1986, 173). It appears, from this study, that managers
focused on their vision and goals for improving services for children and families as a
strategy for resolving past conflicts between stakeholders in local communities.

reported di ini ing the HBHC program between

communities who had never given up their historical public health home visiting services

and those who had stopped home visiting during the 1980's and shifted to population



health hes. In ities where established home visiting programs had
required collaboration between service providers (e.g., public health and Community
Action Programs Canada, (CAPC)), there was more receptivity to the HBHC Program.

perceived that local actually HBHC as

existing home visiting services. Stakeholders already had well established collaborative
relationships and HBHC could be enfolded into the community infrastructure.
On the other hand, communities who had abandoned home visiting programs and

health hes found i ion of HBHC more

difficult. Managers in communities who had given up home visiting programs during the
1980's reported barriers to implementation of the HBHC program. Stakeholders

struggled to understand the new mandate of public health and lacked a history of working

together on home visiting initiati
This study suggests that future research on collaboration should consider the

service provision history of the convening organization when decisions are made about

ip of state mandated col ion. Local appeared to accept public

health unit/d: as the of HBHC collaborative networks where their

credibility as service providers was established.

The data suggests that central government mandates were less important than the

previous ion history of ities. This raises the ibility that di
from ities should be i in central government planning
First, local ities should have an ity to identify existing
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planning groups and to incorporate new mandates into present structures to prevent
duplication of collaboration. Second, central government should respond differentially to
local communities who have previous experience with collaboration and to those that do
not. Third, implementation guidelines should consider the program delivery history of
each community and the differential responses that may occur when central government
designates convening organizations. To impose the same expectations and time lines for
implementation on all HBHC networks was unrealistic and counter-productive to
program goals.

6.2 ications of Findings Ct i itutional Conditi

Institutional conditions are defined as the relationships of authority and
accountability between the central government Office of Integrated Services for Children
(OISC) and the local HBHC networks. Three themes related to the control and direction
of the Healthy Babies/ Healthy Children (HBHC) program by central government have
been explored: 1) the effect of the government mandate on local communities 2) the role

of provincial HBHC and 3) the di iation of

Almost all managers agreed that state mandated collaboration in the HBHC

program created an instituti i that ined the P! of local

and changed i izati i ips in local ities. First,

they reported that they experienced the mandate as very prescriptive with centrally

goals and i i Second, they stated that the role of the

was ial and was seen in the later stages of
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implementation as overly directive rather than facilitative. Third, they identified a lack of
provincial government support for centralized marketing and linkage building among
programs. Finally, managers suggested that the lack of communication and integration
between the provincial level Ministries (Ministries of Health and Long-Term Care,
Community and Social Services, Education and Culture and Citizenship) and between the
Office of Integrated Services for Children (OISC) and other provincial level associations

created barriers to local collaboration.

Stat 1 ion met with a di ial response from managers in

the sample. Some managers stated that ities were indi to or supportive of

the mandate and simply enfolded it. For others, the resistance to government intrusion
created local solidarity. For some, the mandate pushed people together who had had no
history or desire for collaboration until it became mandatory (a few communities had not
developed a network despite the mandate). For several others, the mandate was not
enough to convince them to come together to work with the HBHC program.

Although there were different responses to state mandated collaboration, almost
all managers reported that the mandate constrained their implementation of the HBHC
program. In this study it appears that, no matter the mandate, local solutions to local

problems must be uniquely to match ity needs and

preferences. The findings suggest that local collaboration (whether interpreted as
mandatory or voluntary) was influenced by the expertise, community knowledge and

interpersonal relationships in each unique community.
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Several managers thought that the mandate had facilitated collaboration in their
communities. Anecdotal data from this study suggests that there was linkage between
positive attitudes towards the state mandate and those managers with little management

or local community experience. In a few communities, where the manager was new to

the area or had little and i Pl i the presence

of a state mandate was viewed as facilitative of ion. Several
suggested that it forced people to work together who would have resisted a voluntary

collaborative initiative. Despite these few instances of positive regard for the mandate,

almost all the managers agreed that it ined their attempts to i the local
HBHC network

It appears that the mandate could not force people to work together who did not
wish to. A few managers reported that the stakeholders in their community were not
willing to engage in HBHC network activities. Further, the data suggests that service
agreements developed at the direct service level may be the best place to begin state
mandated collaboration. This study showed that developing service protocols between
two agencies was difficult, but not impossible. Although many managers reported that

they did not have signed protocols, they did comment on how difficult they found the

process of | ping service between
Managers viewed these service agreements as a learning experience in
collaboration that allowed them to work out relationships on a one to one basis. Almost

all managers viewed service agreements as a step that would enhance future planning for
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service integration (one of the goals of the mandated HBHC Program). As Woodard
(1995) noted, such service agreements can reinforce mandated ties. This study confirms
the proposition that mandated service agreements between agencies can be an important
pathway to collaboration in communities with no history of successful collaboration. In
this study, service agreements were also viewed as important by communities whose

were well i before HBHC.

Mandated collaboration also heralded a change in programming for public health.

The prescriptive nature of the HBHC program was

by asp
command and control. First, the HBHC program, with its focus on targeting, was a shift
from the population-based approach of public health. Second, local managers found the

ISCIS data base (that ized program itoring and ility for HBHC) to be

intrusive and

of client iality. Third, managers were
adamant that the mandate for HBHC should not turn public health into an agent of social

control to supplement the work of local child ion agencies. Their

ethics surrounding client confidentiality and quality of services guided their
implementation of the HBHC program. Some managers felt that the information
requested by the provincial government was too intrusive and they used their professional
judgment about the level and scope of information exchange that was necessary to meet
provincial requirements and to protect client confidentiality.

Relationships between local managers and the central government also reflected
differential responses to provincial oversight. Managers stated that, initially, the
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provincial OISC consultants were almost peripheral to the work of the HBHC network.

Most managers believed that provincial consultants tried to be helpful during the

process, but concluded that they had little power to influence provincial
government decision-making. In general though, local managers felt that there was no
need for consultation on the implementation of HBHC networks from the provincial
Office of Integrated Services for Children. More to the point, they felt this would have
intruded on the knowledge and skills of public health staff and local managers. Atan
anectodal level, it appeared that managers who were experienced with collaboration
neither believed the expertise existed at the provincial level nor desired interference with

the HBHC network. For others with less management experience, the lack of consultation

on ion by p was an issue. This suggests that provincial
level consultation on the collaborative network should be available upon the request of

the local HBHC manager.

Clarification of the roles and ibilities of provinci and local
managers would have increased the targeting of those communities requiring more

intensive consultation. Some managers were still struggling with collaboration and

would have more assi: from provinci It appears that the
mandate for collaboration was initially of less interest to the provincial government than
the actual implementation of the direct service level of HBHC. Consequently, what did
evolve in the local communities was based on local conditions and local expertise.

The data suggests that two areas (marketing and linkage building) required more
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provinci support for local ities. M stated that each
program had to develop its own media campaign for HBHC. Because of the time and
money needed to create local HBHC materials (including a logo), local media campaigns
were not viewed as efficient or effective to implementation of HBHC at local or
provincial levels. Managers suggested that other public health programs in Ontario (e.g.,
Heart Health) have been developed and marketed through a central government resource

that provided provi id

programs and ication support to local
programs, thus ensuring a consistent message across the province.
The second area of linkage building addresses innovation and diffusion of the

HBHC program across the province. Without official regionalization of HBHC, program

did not share i ion in a way, although managers in some

regions met each other i without ps
(e.g., websites that answered frequently asked questions, email lists, list-serves, chat
rooms) could have been used to promote program innovation and knowledge diffusion
across HBHC sites in the province.

The provincial government created parallel mandates for local collaboration
between the HBHC Program and the Early Years initiative introduced in 2001. The Early
Years initiative also required mandatory local collaboration but used government (Order-

in-Council) i to establish the ive group and its paid co-ordinator.

‘With Early Years, the provincial government seemed to have shifted the mandate for
local collaboration for service integration from HBHC to this new initiative.
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At the same time as the introduction of the Early Years initiative, the number of HBHC
provincial consultants was reduced, which lessened their availability and helpfulness to
the local HBHC networks. When the governance of the Early Years initiative was given
to the Ministry of Community and Social Services, the HBHC managers found
themselves interacting with another set of consultants from another central Ministry. As
responsibility for local collaboration shifted to the Early Years initiative, the role of the

provincial HBHC consultants became more regulatory, concerned more with fiscal and

‘program monitoring.
The provincial g changed the i izati i at alocal
level by designating public health uni as the lead local organization in the

HBHC Program and the Early’s Years initiative. Initially, the Ministry of Community
and Social Services was expected to provide co-leadership to HBHC but this study
suggests that this joint partnership was difficult in a number of communities. Managers
agreed that, once released, the Early Years Study (McCain & Mustard, 2000) appeared to
be the provincial government’s blueprint for reform of children’s services. The
overlapping provincial mandates for HBHC and Early Years created local confusion as
public health managers struggled to explore and explain their respective mandates and

accountability frameworks. Local ities also had to try to the

complexity of these parallel mandates. Managers identified the need for local autonomy
and a strong community voice in the era of downloading and resource scarcity of the

early 21% century.
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The data from this study suggests that as the Ontario government funded and
promoted the growth of regulatory services such as HBHC and Children’s Aid Societies,

they decreased resources for voluntary non-profit agencies, creating a service

to privatization. While only one Canadian example, this study

suggests stat can gineer the , service system and

of local

6.3 Implications of Findings Concerning Financial Conditions

The ivity of the provincial allocation of HBHC resources to public health
did not always engender positive community response. In addition, the lack of
administrative funding for developing and managing the HBHC network has been a drain
on local public health resources. Did the infusion of government funds influence HBHC
implementation? Specifically, are resources an environmental pre-condition that
motivate organizations to collaborate? Is a state mandate enough to produce local
collaboration or must mandate and resources be tied together?

The data in this study suggests that, without the financial resources dedicated to
the HBHC program, local stakeholders may have been much less willing to collaborate.
Managers perceived that the infusion of new money for services that accompanied the
HBHC program encouraged participation in the HBHC collaborative network.
Downloading in Ontario reduced funding for health and social services and created

pressures on local service systems. Local responses were both positive and negative, but

Tesource provision pi altered i izati i ips for public health
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and their ity partners. The HBHC program placed public

health at the center of health and social service co-ordination in local communities and
altered their previously existing relationships with service providers such as hospitals and
Children’s Aid Societies. There were tensions between public health and Children’s Aid
Societies as managers tried to maintain the family support orientation of the HBHC
Program. They were uncomfortable with the in-home component of HBHC being used
as a first-level assessment for child protection and that their staff was spending too much
time in court testifying in child protection cases.

The screening component of the HBHC Program brought service providers such
as hospitals and Children’s Aid Societies into close contact with the program and
required they develop mandatory service protocols. This created human resource
demands on their organizations. Many managers reported that the dedication of
resources for HBHC to public health units/departments strained relations between some

hospitals and public health units/departments. Hospitals were required to screen all in-

‘hospital births without resource ions from the provincial g . In spite of
these pressures, communities were also positive about public health returning to maternal
and child health home visiting and welcomed the additional resources in HBHC to do so.
These findings are not generalizable to other contexts and do not prescribe how
government should carry out financing of local initiatives. However, this study does
illuminate the complexity of this issue and identifies positive and negative aspects of

resource provision by central government.
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The need for administrative funding was another serious problem. A central
government, serious about mandatory collaboration in HBHC, should have funded

of the local collaborative network. However, the downloading of public

health programs in Ontario has been associated with resource allocations confined to
direct services. Costs for administration and delivery of programs and services have
been absorbed by local governments. Managers revealed that public health
units/departments shifted scarce resources from other programs to fund the
administration of the HBHC Program. Managers suggested that it seemed like the
HBHC Program had taken over and that other mandatory programs were being
marginalized.

This study showed administration of the HBHC network to be complex and
demanding for managers. The demand on HBHC managers increased with the Early
Years initiative as they were required to participate in another mandatory collaborative
initiative. The HBHC collaborative network was difficult to develop without funding for

of the ity of local

and without p
network development. As outlined in Chapter 5, Managers reported that administration
was a huge drain on both the financial resources of the public health units/departments
and on the personal resources of the HBHC managers themselves.

Consequently, as the HBHC program continued to expand, the lack of
administrative funding for network development became an even more serious

to local ion. Local ive networks were required to take
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more and more responsibility as the program expanded but without the resources to

the mandatory In spite of these costs, most local service
providers supported the HBHC network. Further investigation will be needed to see if
local stakeholders can maintain their commitment to the HBHC network without funding

for collaboration.

6.4 ications of Findings C ing M ip
Managers described the recruitment of members to the HBHC network as a
strategic and sequential process that utilized a variety of formal and informal techniques

of . They ienced some barriers to i of the hol

mandated in provincial guidelines. These barriers became more pronounced once the

Early Years initiative was implemented and these parallel mandates (HBHC and Early

Years) ity capacity for Moreover, the rapid

expansion of the HBHC program negatively influenced collaboration as demands for

by increased

Most managers agreed that there were barriers to the recruitment of parents

and/or consumers to the HBHC network. The extent of the problem for managers

depended on their phil of p: i in ion for
service integration. Managers reported different approaches to the inclusion of

parents/consumers in their HBHC network. Many managers reported that they were

* As reported previously in Chapter 5, the term: ip were used i
throughout this study.
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disappointed that they could not recruit parents and/or consumers. They believed that
parent/consumer advocacy would strengthen planning for local needs of children and
families in their HBHC network. In a few instances, managers had set up mechanisms
‘where parents and consumers could provide ad hoc input to HBHC planning even though
they were not part of the official network. Several managers felt that parent/consumer
participation in the HBHC network would constrain collaboration and believed that either
consumers/parents should have a separate working group or be added to the network at a
later developmental stage. The data suggests that managers, who were interested in
parent/consumer involvement in HBHC networks, perceived that their recruitment efforts
were complicated by the fact the provincial guidelines for the HBHC program did not
specifically include these groups.

The demands associated with member participation are defined in the literature as

the time and resource obligations that a i to participate in a

collaborative network (Mitchell & Shortell, 2000). The rewards of participation are

defined as the benefits that accrue to members through actively engaging in

network i ips (Mitchell & Shortell, 2000). In this study,

managers reported that demands of membership participation in the HBHC network were
increased by the parallel mandates created between the HBHC and Early Years Initiative
which produced a seemingly overwhelming volume of meetings. One overarching

problem was the extensive amount of time members had to commit to participation in the

HBHC collaborative network.
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One very important difference between the time demands of managers and

network members was the ity of ibility for the

P!

and implementation of the HBHC network. Managers had more to do than just direct the
HBHC program. They also had responsibility for clarifying the increasing scope of the
HBHC program as it expanded and the parallel mandates of HBHC and Early Years that
were confusing to local communities. With each program expansion, resource reduction
and parallel mandate, it became increasingly difficult for managers to find the time
required for collaboration in the HBHC network.

This study did not explore either central government or local network perceptions

of the costs iated with the multi-di ionality of their role with the HBHC

networks, but this should be the subject of further research. Notwithstanding increasing
complexity, HBHC managers were convinced that both the professional and personal

demands at with ion were ighed by the rewards of collaboration

for the children and families of their local communities.

Overall, in the managers’ view, rewards for HBHC network members outweighed
the associated demands on network members’ time and resources. Managers identified
the rewards of membership participation in the HBHC network at individual,
organizational and community levels. They cited examples of rewards such as:

1) increased communication between service providers, 2) increased ease of referrals
between service providers and 3) increased knowledge about the programs and services

offered by other agencies. This is consistent with the literature which suggests that
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seemed most i to service providers when it

increased service co-ordination, reduced duplication and eased referral mechanisms.
In this era of devolution, where funding for health and human services in Ontario has
been reduced, the rewards of membership participation in the HBHC network appear to

local to partially these ions by i ing service co-

ordination and joint planning and training among organizations.

Local managers saw the increased interdependence of organizations at the local
level as a reward of HBHC network participation. Managers believed the HBHC
program (despite its exclusive funding to public health) substantially enhanced the
service system through its provision of new programs. However, it also altered resource
exchange relationships and some created conflict in previously established relationships
between public health and other service providers (e.g., hospitals and Children’s Aid
Societies).

6.5 ications of Findings C: ing F

The formalization of the HBHC networks varied across the study sites, reflected
the diversity of local communities and appeared to evolve. First, the rapidly expanding
guidelines for the HBHC program required more complex formal agreements in local
communities. For example, the negotiation of service agreements between two service
providers helped build collaboration skills that were useful in the HBHC network.

Second, i i Iti-site networks to formalize their

and to facilitate ication and decision making.
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Finally, some HBHC networks were enfolded into local organizations with existing
formal structures and procedures for collaborating on children’s services.

The varied level of formalization in HBHC networks identified in this study

mirrors the variation reported in the ion literature. F ization of exchange
relationships has been found to facilitate and constrain collaboration (Ring & Van De
Ven, 1994; Meyers, 1993; Mattessich & Monsey, 1992; MacNair, 1993). In this study,
the level of formalization was site dependent but anectodal examples suggested that rural
and ethnic communities tended to be more informal while urban centers were more likely
to formalize their operational processes and structures.

Although the HBHC networks were state mandated, according to managers, this

‘mandate only indirectly i the structure and p: of coll ion in local

communities. HBHC guidelines did not specify particular structures or operational

Hence, the ity/i ity of HBHC networks was based on unique
local parameters such as: 1) existence of a previous network, 2) the existence of multi-
site networks that covered large geographical areas and separate counties and 3) attitudes
of local stakeholders towards formalization.

But is formality/informality related to stages of collaboration or to a particular

geographical context? In this study, a number of pre-existing networks, beyond the

stage of ion, had ized their i to manage
local i ization of the i processes of ion may be
site-dependent and reflect the i culture of a ity. Needless to say,

227



this study was not structured to identify a causal link between formality/informality and

developmental stages or geographical context. However, anecdotal data suggests that

urban/r i ities took different hes to ity/i ity of
structures, processes and relationships in the HBHC network. Although this study did

not address these di this would be a productive area for future research.

This study excluded the service components of the HBHC program. However,
ultimately various components cannot be isolated as they exert an interactive and
developmental effect on each other. So it is here, as an aspect of formalization, that
service components play an important role in this exploration of collaboration.
Provincially mandated service protocols provided a mechanism for collaboration between
public health managers and individual organizations. It appears that, in dyads, local
network members practiced their collaboration skills. These newly acquired skills could
then be used to facilitate the operational processes of the HBHC networks.

A striking aspect of this dis ion of i was the

of types of formalization utilized by HBHC networks. These were organized into
indicators of formalization in (Table C.5.5). The decisions that HBHC networks made

about ization merit further i

igation in the future to ine how local

community characteristics, (e.g. previous history of collaboration) may have influenced
this operational process.

Given that the provincial guidels ined no directives on

structures and processes for the HBHC network, the variation in formalization across the
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study sites was not surprising. i ding the provincial ion of the HBHC

program outlined in Chapter 3, the diversity of formalization across the networks would
make evaluation difficult. This thesis research could not explain the adoption of formal
or less formal mechanisms by HBHC networks. Previous research suggests that
formalization may be positively related to effective collaboration (Rogers, Howard-
Pitney, Feighery, Altman, Endres, & Roeler, 1993). The indicators of formalization
from this study could be used in the future to gather qualitative and quantitative data
across the HBHC sites to explore the relation between formalization and collaboration.

6.6 ications of Findings C ing Decisis ki

Two dimensions of decision making: 1) decision making stage and 2) decision-

making level were clearly arti by the They perceived that HBHC

networks were at an early decisi king stage of wherein the network

decisions were relatively benign, did not require resource commitments and thus were
not threatening. Most managers reported that network members were asked to make
decisions on program development and joint initiatives such as training, but not on
administrative issues like budgets and hiring of staff. It appears that the HBHC
networks, at the time of this study, were advisory to the public health units/departments.
There was a perception though that as the HBHC network moved to achieve its goal of
service integration, decision-making would become more complicated as organizations

service ication and ing. This study could not address decision-

‘making type and its influence on collaboration within developmental stages but this
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could prove fruitful for future research (Bailey & McNally-Koney, 1995; Florin,
Mitchell, & Stevenson, 1993).

The exploration of decision-making level revealed diverse opinions about the
level of decision makers who should participate in a HBHC network. Most HBHC
‘managers believed that collaboration is facilitated when network members have
approximately the same amount of decision making power (management-level) in their
agencies. To expedite network progress, managers need to make commitments for their
organizations. Second, managers can ensure that network decisions are communicated to
relevant direct service staff. Third, the network needs members with authority to commit
resources as they move toward service co-ordination and joint training. Finally,
managerial level participants can attend more consistently because they are not carrying
responsibility for direct service.

Although most managers did not discount the views of direct service providers,

parents, consumers, lay home visitors and community members, managerial level

Wwas seen as ing network decisi king. However, for some
communities, managers felt that the participation of direct service providers, consumers,
parents, and lay home workers was critical to HBHC network decision making.

While not fully explaining disparate opinions about the level of decision-maker
required in the HBHC network, preference for managerial level decision makers may
have been shaped by previous local collaboration and by expediency. Also some

managers present rival arguments that HBHC decision-making should be inclusive of
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parents, consumers, direct service staff, lay home visitors, community members and
managers. HBHC program guidelines do not address the decision-making level of

network participants. Local autonomy in this matter prevails.

6.7. ications of Findings C ing Organizati Processes

The literature on ion described the i nature of the
structural i ion of i ‘While a variety of formal (service
integration, network structures, ion) and informal

networks, coalitions, partnerships and consortia) forms were described, the research
questions did not address structural integration directly. Given that HBHC networks

‘were at an early stage of development, an assumption was made that it would be

to address di ions of izati structure. Instead, questions that

the ‘informal nature of ion in the HBHC networks were used

to capture data on this phenomenon. However, these questions yielded data that

suggested organizational structures were important in this study of state-mandated

The ion that it was to explore the structural components

of HBHC networks was wrong: rather, organizational processes were found to influence

in this study. i izati became one of the six

major themes in the model of collaboration developed from the research study. The data

in this study suggests that local collaboration (whether interpreted as mandatory or

voluntary) was influenced by the expertise, ity k and i

in each unique ity. The izati utilized in the
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HBHC network were characterized by type of structure, level of structure and complexity
of structure (Table C.5.6).

The finding of diversity of structural forms reflects the encompassing of the
HBHC network within the “culture of formality/informality” existing in local

communities. There were limited resources available for HBHC network development.

local sites their existing i ives to

incorporate or initiate the HBHC network.

In the previous section on ization of operati diversity was a
prevalent theme. Managers reported that a wide variety of organizational structures were
utilized by HBHC networks. Provincial guidelines did not dictate the type of

organizational form for the HBHC network. From a community organization

perspective, the ing of di i icipation in HBHC networks was an
important finding in this study. Through a variety of structures and sub-structures, the

HBHC network ized by: 1)

P them into previ existing
children’s services co-ordinating groups, 2) creating mechanisms for information sharing
and decision-making across large geographical areas with multiple sites, 3) creating

“umbrella” organizations that served as a network of networks, and 4) increasing local

collaboration by creating structures and sub- where di:
required more or less involvement in collaboration.
Organizational structures that were designed as umbrella organizations or a

network of networks facilitated information sharing. Indeed, this was critical with
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HBHC program expansions and the introduction of the Early Years initiative. The

complexity associated with HBHC networks that spanned large geographical areas,

diverse political boundaries or i local g ies required
local solutions. Thus, organizational structures evolved that reflected the integrity of the
state mandated HBHC network within the context of the local social, political and
economic environment.

The variety of organizational processes revealed in this study suggest community
organization models based on locality development. The organization of the activities
and communication channels of the HBHC networks into existing or newly created

structures was not a top down implementation process. Although provincial government

directives had the use of p isting i ives, this study
found that local sites decided for themselves how to structure the implementation of the
HBHC network. These organizational processes resulted in differentiated structures to

support network activities and prevent

collapse. C
skills were evident across the sites as complex structures and sub-structures were
developed in response to unique local contexts.

C ities carried out

p in various ways. However, this
study suggests that the process of organizing the activities and communications of

networks into organizational structures and sub-structures positively influenced

and decisi king across the sites.

The presence of pre-existing organizational structures appeared to facilitate network

233



Other istics of the local ity such as: 1) large geographical

areas that required multi-site networks and 2) the level of formalization of organizational
processes that represented the local site also played a role in structuring networks. This
study suggests that further research on this organizational process dimension of

collaboration should explore its implications for

and ity practice
theory.

68  Implications of the Findings Concerning Relational Processes

Chapter 5 suggested that several aspects of interpersonal relations influence local
collaboration. Although several studies have addressed interpersonal relations and
collaboration, further research is needed to develop collaboration theory in this area
(Dunlop & Angell, 2001; Seabright, Levinthal & Fichman, 1992; Oliver, 1990). In this
study, a relational theme of collaboration was developed from the data gathered from
managers. This relational dimension of collaboration was not part of the existing
conceptual framework developed in the review of the literature and shaping the research
questions. So, this is the second theme of collaboration that emerged directly from the
data. The relational dimension of collaboration is therefore notable.

A history of interpersonal relationships among managers and other service
providers was perceived by managers as an important catalyst in the development of
HBHC networks. However, relational processes were not without conflict.
Communities with a history of collaboration most often identified the positive influence

of trusting relationships, but managers also reported instances of resistance to the
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mandate, funding and continual expansion of the HBHC program.

The data suggests that the continual expansion of the HBHC program altered

previous interorganizational relations in local ities. In some cases,

developed between the HBHC program and local hospitals. Some local hospitals found
the screening responsibility for the HBHC program burdensome, especially without
financial compensation. In addition, continual HBHC program expansion created
tensions between public health and other community partners as service demand
increased because of the screening component of HBHC, while government resources for
non-profit providers decreased.

Managers perceived that i i ips between and

other service providers were characterized by a high degree of trust developed through
working on previous collaborative ventures. This study points out the importance of

to the

P! of trustin i
The communication style of HBHC managers was explored at three levels:

provincial, local and network. Most managers perceived themselves as very open in their

‘with provinci: They reported that they confronted

provincial officials on rapid program ions, budget ions and istic time

demands for implementation. On the other hand, managers suggested that consultants
could not reciprocate with open communication because of political constraints. These
constraints interfered with trust building in the relationships between managers and

consultants.
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‘The communication between the local managers and network members was
reported by managers as open. For example, they indicated that they distributed to
network members all the documentation they received from the provincial office of
OISC. This included copies of guidelines for the expansion of the program,
correspondence and, in many cases, copies of the budget for the HBHC program. This is
not to say that the managers reported that they released guidelines to local communities
while they were in draft form and not approved by the provincial office. Most managers
perceived that they communicated openly with local network members and few reported
that they had filtered the content or timing of information to local communities.

This study suggests that open communication between managers and network
members created a dimension of trust in local relationships. How, then, did this openness

of ication influence ion in the HBHC network? First, it created

transparency at the local level, thus allowing local network members to know exactly the

by the provincial g mandate. Second, it encouraged a
sense of belonging among network members who could identify with the difficulties
HBHC program managers faced in response to provincial mandates. Finally, it

illustrated HBHC managers” i to local and local decisi ki

indeed, open communication appears to have minimized community resistance to
mandatory collaboration.
The previous discussion considered some of the ways that trust and open

communication influenced relational processes, but this does not exhaust the conclusions
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from this study. The multi-dimensionality of relational processes was confirmed by
another pattern, informality, which emerged from the data in this study.

Finally, informality characterized some, but not all, of the collaborative networks.
It appears that informality is part of a culture of “community organization” that has
developed in some local sites. Some managers stated that the ease with which people
called on each other for assistance, coupled with their mutual support of the HBHC

network, reflected the community’s valuing of informality. It is assumed that these

reflect the i ity that comes from knowing and trusting

each other as people rather than as role occupants. Managers perceived that the loyalty
engendered in some of these HBHC networks offset worries about competition and
conflict and solidified commitment to local collaborative efforts. They believed that
network members relied on each other, understood each others’ organizations and trusted
that their mutual commitment to children and families would overshadow whatever
problems were created by the government mandate.

In general, most local sites had already established patterns of interaction from
working together on previous initiatives. They simply proceeded to enfold the HBHC
network into their communities, shaping it to fit the existing local culture of informality

or formality. So, local history and local autonomy again shaped collaboration in the

HBHC networks.
If we are to the i of these i ips, be they formal or
informal, some of the i ions between local ity members will
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have to be explored in future research on collaboration. This study was one step in

the i of informal ionships and their influence on local

collaboration. This study did not identify the type of community that adopted these
informal relationships, but does provide fruitful topics for research in the future.

6.9  Summary of Data Excluded from Thematic Analysis

Nine per cent (9%) of the data collected through interviews with the managers of

HBHC was excluded from the analysis in this study. Although it was possible to include

‘more than ninety-pe t (90%) of | in the P! of the six major themes
of collaboration, data for twenty-two codes was minimal. Excluded data can be clustered
into four areas: 1) leadership, 2) advocacy, 3) planning and 4) membership.

In the first area, leadership, it appeared that managers were not interested in

their views on ip in the HBHC ive network. Few managers
‘were participating in provincial level advisory committees to the Healthy Babies/ Healthy

Children Program. They did not identify their participation as building ip that

could be useful at the local level or could describe their participation in detail. This
suggests that little attention was directed to the concept of recruiting community leaders
to the HBHC during the period of this study (1998-2001). It is unknown whether the

Early Years initiative, which appointed community leaders to its advisory committee

through Order-In-Council i infh d this aspect of
The perceptions of those managers who did mention leadership was that it needed

to be informal since they believed that neither strong leadership nor a lack of leadership
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positively i

local ion. The i relations focus of managers
as previously reported may have influenced managers. They may have preferred not to
engage in leadership discussions which would set them apart from their network
‘members and/or bring up issues of power. Or perhaps, since the managers were
operating in a mandatory environment, they were more comfortable not pushing the
leadership question but simply presenting themselves as informal leaders who were
encouraging not directing network operations.

Second, the excluded data contained comments on the need for advocacy for

children in local communities. The rival viewpoints of managers about the inclusion of

parents and/or has been previously discussed. Managers, d with

advocacy, reported a number of issues: 1) the lack of involvement of multi-cultural

2) the potential i i of HBHC in client’s private lives and 3) the
dual role of service providers who identified themselves as both provider and advocate.
Although, advocacy issues were excluded from the analysis in this study, some managers
did attend to the need for inclusiveness and advocacy in collaborative practice.

Since HBHC networks had mandated service provider participation, it might be
assumed that client engagement was secondary for managers. In addition, Ontario

subsequently created an Aboriginal HBHC program. Managers suggested that this

changed their previous focus on engaging native ities. Few managers

the need for advocacy and their concerns about the direction of the HBHC network and

its lack of i i and p
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Third, the study excluded data concerning community planning processes such
as:1) central government goals, 2) decision-making context, and 3) organizational
autonomy.

In terms of the first community planning issue, managers were concerned about
the diffuse nature of central government goals for HBHC. They perceived that the lack

of clarity of the central government goals and language changes in government

local planning (e.g., Phase I-HBHC
Collaborative Network changed in Phase II to Integrated Services for Children
Committees).

In the second community planning issue, managers thought that network decision

making was ined by the i islative and funding changes of the

provincial g . They d that local izations operated in a turbulent
environment where decisions made one day would be changed the next. They believed
that this uncertainty constrained local HBHC network member’s ability to provide input
into local collaborative planning.

In the third community planning issue, managers perceived that network members

how mandatory i ised their
They suggested that organizations feared that the state mandate would force the scrutiny
of each other’s policies and procedures in order to develop service protocols. Finally,
some managers believed that organizations were afraid of losing their identity because

mandatory collaboration in the HBHC network required them to abandon their individual
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pursuit of funding.

Finally, some data on membership, relevant to the operational processes of
community planning, received minimal attention from HBHC managers. In general,
membership questions elicited large amounts of data. However, the following
membership issues were rarely mentioned and were excluded from reported results:
1) membership terms (i.e. the length of time of participation), 2) initial core

implementation group, 3) volunteer resources (e.g. provided supplied meeting rooms,

pying, staff 4) meeting (as rewards of participation), and
5) network cliques (i.e. sub-sets of members that allied with each other).
In summary, this exclusion of data represents the minimal responses of managers.

This apparent i ion given to these ion issues by public health managers

has implications for development of social work practice in collaborative networks.
6.10  Limitations of the Research Study
This research is one example of state mandated collaboration that was
implemented in the province of Ontario. There are limitations inherent in qualitative
research methods such as those used in this study, notably that findings are context
dependent (i.e., Ontario from 1998-2001). This study does however contribute to the

literature on

Theoretical k ledge about ion is generally based
on case study research. The six themes of collaboration found in this study extend
knowledge of collaborative practice.

In addition, the results of this study are based on the perceptions of a sample of
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individual public health managers who are responsible for the implementation of the
HBHC program. One of the methodological limitations of this study was the decision to
only include public health managers. Consequently, the data collected, based on the
perceptions of HBHC managers, reflects their bias about how they operationalized their
responsibility to implement the program. The research would have been strengthened by
the inclusion of the total population of public health managers responsible for HBHC
implementation rather than a fifty plus one per cent sample of the population. Moreover,
the findings are based solely on the perceptions of managers responsible for the
implementation of the HBHC program. The perceptions of other community
stakeholders about the pre-conditions and processes that influenced collaboration in the

local HBHC network were not included. Consequently, the findings reflect the particular

of public health uni in the sample and the common responses
of the managers of the HBHC program. The managerial orientation of these public
health stakeholders does not take into account the opinions of other service providers or
of consumers. The study would have been enhanced by data from wider sources such as

HBHC network members, HBHC direct service staff and home visitors and parent

, board ini of public health uni and the
policy makers within the Office of Integrated Services for Children.
Future research could gather data on rural/urban differences across Ontario
(Polivka, Dresbach, Heimlich, & Elliott, 2001). Additionally, an in-depth case study of

urban/rural differences and their effect on local collaboration could inform practice as
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state mandates for ion are i ingly used for service i ion in urban and

rural communities.

In addition, another level of analysis looked promising. The research proposed to
analyze the data according to the managerial experience and education of managers of
HBHC. As outlined in Chapter 3, only a small number of managers had less than the
mean of 6 years of experience. This level of analysis was not carried out, but future

research could address level of managerial experience and education and its impact on

of state i dal data in this study suggests
that less experienced managers viewed the mandate as a tool to bring resistant
stakeholders into the HBHC network. On the other hand, more experienced managers
did not place the same importance on the mandate but simply adapted it to fit their local
community.

Finally, the study could have been strengthened by use of a wider variety of

methods and data sources such as: 1) secondary data review of (e.g. minutes, proposals,
budgets and other documentation associated with the HBHC network) and 2) primary

data collection with other (e.g. survey i ires and focus groups of

network participants).

6.11  Summary of Implications for Future Research

The area of ization of i p and i of

stakeholders for the HBHC network offers another potential research pathway. One of

the strengths of this research was the identification of indi of ization of
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I processes and identification of the strategic and sequential recruitment
activities of HBHC managers. These indicators of formalization and stakeholder
recruitment activities could be operationalized as quantitative measures that would
provide province-wide data on these dimensions of collaboration through a survey
questionnaire.

Further research is also needed to address the influence of organizational structure

on collaboration. There was no a priori attempt to gather data on this aspect of

However, i findings that managers used their
community organization skills to organize local stakeholders. They created a diversity of
organizational forms (e.g., umbrella organizations, multi-site networks, working groups )

and offered differential levels of participation in the network (e.g., minutes only, quarterly

sharing i Collaboration theory addresses the level of integration of

organizati in ion but pays little attention to the processes used to

organize collaboration at the local level.

Other studies have identified that the relational processes of collaboration should
be explored in future research (Dunlop & Angell, 2001; Rivard, 1999; Payne, 1998; Ring
& Van De Ven, 1994; Oliver, 1991). It was outside the scope of this study to explore
social relations in depth, but future research on the relational processes associated with
collaboration seems indicated, given their thematic importance as identified in Chapter 5.

Finally, a number of future research pathways should be explored. One of these is
the unit of analysis that will best capture the representation of collaboration in local
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communities. This study used indivi level Future research

should attempt to triangulate the data by using both individual-level and network-level

to portray local ion across the study sites in Ontario.

Because of constrained research funding, it was not possible to collect and analyze more
than individual level responses. Further research could include a more inclusive study
population by conducting interviews with the population of managers across the HBHC
sites. This proposed research would also focus more intensively on the six themes of
collaboration by incorporating other units of analysis (network), secondary data sources
(such as minutes, terms of references, implementation plans, protocols, reports), and key
informant interviews (e.g. policy makers and network members) and additional methods
(such as focus groups and surveys).

The provincial evaluation of the HBHC program also addressed the development
of the collaborative network within local communities. Although the results of this
evaluation were not available at the time of the completion of this study (see Chapter 2

for di ion of the provincial HBHC ion), further research on the HBHC

program should compare findings of the HBHC evaluation with research study.
6.12  Implications for Theory Development
The data collected in this study consisted of interviews using questions based on a

conceptual framework developed from the literature on factors found to influence

This consisted of three dimensions from the

literature that were defined for this study as pre-conditions of collaboration: 1) history of
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previous collaboration, 2) mandatory/voluntary model and 3) legitimacy of the convening
organization. An analysis of the data in this study led to a re-conceptualization of two of
these dimensions into two new themes of collaboration (Historical and Institutional
Conditions). In addition, the data analysis yielded a new pre-condition theme (Financial
Conditions). The re-conceptualization of these three new themes of collaboration has
been discussed extensively in previous chapters.

In addition, the conceptual framework for this study contained eight dimensions

from the literature that were defined for this study as collaborative processes that

or i the ions of ive networks namely: 1) stakeholder
2) hij icipation, 3) costs and benefits of membership,
4) decision-making levels, 5) ication style, 6) ity/i ity of links,

7) common purpose development and 8) sufficient resources. An analysis of the data in

this study led to a ization of the ive processes identified in the

into a new ional process theme of collaboration (Operational

Processes), as discussed in previous chapters. In addition, an analysis of the data led to

the creation of two new ive process themes (Organizational and ional) that
were not part of the original also discussed i in previous
chapters.

The Organizational Processes theme of collaboration emerged from the data in
this study as previously discussed. Although the literature on organizational structures
was reviewed, neither the original conceptual framework nor the subsequent interview
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this di ion of ion. The importance of the
organizational processes used to create collaborative network structures and sub-

was and Across the local sites, collaboration was

enhanced through the creation of primary and secondary network structures created to
rtespond to local communities. While collaboration theory does address the structural
integration of organizations and the stages of development of integration, there is little
that addresses the actual organizing processes used by managers to facilitate structure
development in collaborative networks. What did emerge in this study were descriptive

accounts of the organization and maintenance of a variety of complex and multi-site

structures that support the i of context to i ion of ion. The

diversity and complexity of structures found in this study confirms collaboration research

that suggests that the degree of ization of i must be matched
to the characteristics of the partici| and the local envi (Mitchell & Shortell,
2000).

The Relational Processes theme of collaboration also emerged from the data in
this study. The data suggested that several aspects of interpersonal relations influence
local collaboration. The relational processes theme was not a pre-existing element in the
conceptual framework, but confirms previous research (Dunlop & Angell, 2001; Rivard,
1999; Payne, 1998; Ring & Van De Ven, 1994; Oliver, 1991) identifying the importance

of this dimension of collaboration. Research questions on communication, the legitimacy

of the ing ization and the extent of i ity in network
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yielded data on interpersonal relations and collaboration. These findings were then used

to explore two dis i 1) previous i ips and 2) i relations.

These relational processes have been extensively discussed in previous chapters.

The importance of the i perspective in this study il to the

recent knowledge about the dynamic and interactive nature of collaboration and its
inherent managerial challenges. Both the negative and positive aspects of state-mandated
collaboration and its effect on interpersonal relationships were highlighted by managers
in this study. Although there were different perceptions in the data about whether the

mandate facilitated and/or constrained relational processes, almost all the managers

d that the mandate ined ion in their local community. They

also reported on the i of the i 1 perspective in collaborative network

development. Despite the focus on a small sample of public health managers, the study
adds important information to collaboration research and has implications for theory
development, research and practice.

The findings on facili and barriers to ion extend

theory by challenging the assumption that a previous history of working together will
always promote collaboration. Analysis of data in this study showed that a negative

history of working together may constrain local collaboration. When community

come to the ion table, they bring their past history of community
relationships with them. If this history includes negative experiences, then collaboration

will not move forward until this conflict is resolved. In this study, managers suggested
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that they used a variety of iati iation and conflict ion skills to resolve

conflicts between their organization and other service providers in the lcoal community.
In general, collaboration theory has not focused on the specific differences

between implementation of networks in urban and rural communities. This study did not

examine urban/rural differences but did identify a sense of uniqueness and difference

across local ities. The

for ive networks that cover large

1 areas made ication difficult, increased time and travel pressures

and required complex management skills to deal with jurisdictional fragmentation across
multiple sites. As identified above, an in-depth analysis of rural/urban differences in
building collaborative networks could enhance theoretical knowledge about the

of i izational ion in diverse locations.

The literature on the stages of ion was di d as one
dimension to be explored. The unique history and development of HBHC networks
precluded this type of analysis because HBHC networks were diverse across the
province. Local sites had unique histories of previous collaboration, or lack of it, which
was a major influence on implementation of the HBHC network. At this early stage of
development, the influence of a previous history of collaboration and previous
interpersonal relationships were found to be important facilitators of local collaboration.
This study could not address the factors that influence collaboration within
developmental stages, but this could prove fruitful for future research (Bailey &

McNally-Koney, 1995; Florin, Mitchell, & Stevenson, 1993).
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6.13  Implications for Social Work Practice

The practice issues concern the management of collaborative networks designed
to promote the integration of health and social services at local community levels. They
are relevant to social work practice within institutional and community settings at policy
and community levels of intervention. The complex management tasks associated with
collaboration suggest that social workers need to build practice competency in its

promotion. The suggestions also support the need for social work education to develop

policy and ity practice i designed to
in the area of ive practice. Co ive practice in social work
requires i that addresses and skills in areas such as:

1) multidisciplinary practice, 2) planning for integrated service delivery systems,

3) conflict lution, 4) ion, 5) iation and 6) leadership. Social work’s

historical commitment to community practice has always been at the core of the
profession. These suggestions are presented to enhance understanding among social work
practitioners and educators about the management challenges of building local
collaborative networks in an era of downloading.

State mandates have forced local communities to reform child and family service
systems while national and provincial governments shift the burden of social provision to
local government. As governments increasingly mandate collaborative networks as a

mechanism for integrating health, social service and educational policies and programs,
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social workers will be needed who can provide gt ies in

practice at institutional and community levels.
As previously discussed, managers reported that had they were overloaded with
responsibility for the HBHC program. They indicated that sufficient resources are

needed for the and administration of local HBHC ive networks.

‘The data suggests that the tasks of stakehold: i izati devel

and planning for integrated service systems are too complex to be carried out without
specific resources dedicated to the administrative role. Managers stated that these kind
of collaborative initiatives need to have a full time co-ordinator’s position to carry out
the community organization functions required for collaboration. To illustrate, they used
the example of the Early Years initiative where a full time co-ordinator’s position was
funded. Interpretations of the responses of the HBHC managers suggest that central
government agencies need to be realistic about what can be accomplished in
collaborative networks when the responsibility for building such networks for service
integration are not given sufficient funding. More specifically, this study concluded that
the dedication of administrative resources to fund the implementation of the collaborative
network should have been a priority for a provincial government serious about
integrating services for children.

Managers in this study identified specific functions and roles that the provincial
office (OISC) could have carried out to improve local communities’ abilities to

implement the networks. More specifically, a mass media campaign targeted to the
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whole community would have been the best vehicle to explain the Healthy Babies/
Healthy Children Program.
Managers suggested a number of ways that the provincial OISC could have

supported their local initiatives. An i ion of their led to the

that centralizing functions such as 1) ing, 2) training, 3) ion, 4) i
dissemination and 5) education would have ensured a more consistent, organized
response by local HBHC sites across the province. Managers stated that since this type of
centralization was already established for other Ontario public health initiatives, (e.g.,
Heart Health), it would have been easy to adopt this model for HBHC. They believed
that centralizing the marketing function would have provided a consistent message about
the HBHC program across the province, supported the work of local networks and
contributed valuable resources to local communities.

Managers identified the need for a concerted effort by provincial level managers
to work with provincial associations of service providers (e.g., physicians, audiologists,

hospitals) so that iations between the provincial g and iations did

not j ize the relationships in local

From an interpretive framework, it is difficult to assess whether the provincial

g with designing specific functions that should be
carried out by the central office and those that should be the responsibility of local
communities. It would have been helpful if the division of functional responsibilities

between central policy makers and local implementors had been addressed. The
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development of interorganizational linkages between the provincial government,
provincial associations, local service providers and the HBHC managers and networks
could have been negotiated by the Office of Integrated Services for Children in a more
structured and integrative model.

Managers believed that in many of the HBHC sites, the lack of communication
between the ministries comprising the HBHC program (Ministry of Health and Long-

Term Care, Ministry of Community and Social Services, Ministry of Education and

Ministry of Citizenship and Culture) ised local impl fon. They reported

that jurisdictional boundaries at the local level complicated and even prohibited

because the ical service areas of each ministry involved were not
compatible.
This study suggests that, although managers did their best to work within these

the ion of these boundary issues should have been

addressed by the Office of Integrated Services for Children before the province wide
implementation of the HBHC Program. Since the ultimate goal of the HBHC
collaborative network was the development of an integrated children’s services system,
these jurisdictional boundary issues should have been negotiated among the ministries

prior the implementation of local collaboration.

d that provincial level HBHC needed to be more
realistic about how they were going to manage communication between provincial level

‘ministries and local communities. They reported that the introduction of a parallel
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mandate (Early Years Initiative) caused confusion and conflict at the local level. Further,
they felt that the fragmentation of these two initiatives within separate ministries (HBHC
in Ministry of Health and Long Term Care and Early Years in Ministry of Community
and Social Services) was a great concern to local communities but was not recognized as
a problem at the provincial level.

This study found that some degree of horizontal communication at the top and at

the bottom, but lack of vertical ication between central ies and local

organizations contributed to conflict and strain among HBHC network members. The
data suggests that HBHC managers were very well informed by the OISC and the
Ministry of Health and Long-Term Care about program expansions and changes. This
was not the case with other local service providers whose respective central

(Ministries of C¢ ity and Social Services, Education and Training,

Citizenship, Culture and Recreation) did not inform them of changes. This created
difficulties for local managers as funding and program changes affected other service
providers who were uninformed of these changes. Planning for the HBHC network at the
provincial level should have included a task force or work group whose primary purpose

was to insure that inter-ministeri icati ili rather than

implementation across the province. A more sophisticated planning process (such as the
long-term care initiative of 1990) was needed within the provincial Office of Integrated
Services for Children to facilitate inter-governmental linkages, planning and

communication.
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Managers in this study were reticent to discuss the concept of leadership in

As previl noted, an ion of the data that
was excluded in this study suggests that the mandatory nature of the HBHC program may

have i their ion of as leaders. Perhaps it was the word,

leader, that they found difficult since the word may have suggested something more
directive than they intended. No direct questions addressed leadership of the
collaborative network. Rather, the concept arose in discussion. The leadership skills of
public health managers reflected their administrative competencies rather than a
community planning orientation to practice. This is not to say that they were not
successful in organizing the HBHC networks. More to the point, it is a comment on their

perceptions of their role as managers of the HBHC program and all its components.

Some may have been with the word leader because they
had a community empowerment or “bottom up” approach to network development.
Many public health managers in this study were comfortable with advocacy roles. In
retrospect, this study could have explored collaboration using empowerment or conflict
theory, either in place of or as well as an organizational theory perspective. More public
health managers than the researcher expected were committed to client and systemic
advocacy. Public health managers could benefit from progressive models of social work
practice (e.g., social action). Although the advocacy strategies of HBHC managers did
not reflect models of social work practice, they were strategic and political.

The implications for social work practice suggest a need for leadership that can
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‘bring stakeholders together to work in multi-disciplinary and multi-sectoral
collaboratives. The new management skills required for interorganizational collaboration
are based on relationship building and community building. Social work seems well
suited to the non-bureaucratic type of leadership that will be required for collaborative
practice.

Social work leaders of collaborative networks will be required to engage a broad

base of stakeholders through outreach activities, bring together diverse partners to build

and local ities through ive action. The type of
leadership necessary for building collaborative networks can be found in the social work

skills of i iZi iation, conflict ion, outreach, cultural

competency and boundary spanning (Dunlop & Angell, 2001; Lasker, Weiss, & Miller,
2001; Mitchell & Shortell, 2000; Chrislip & Larson, 1994; Mizrahi & Rosenthal, 1993).

Boundary spanning is another management competency that is emerging in the
literature as an opportunity for social workers to play a part in revitalizing community
(Dunlop & Angell, 2001; Lasker, Weiss & Miller, 2001; Weil, 1996; Edwards & Yankey,
1991). Community practice as a boundary spanner requires social work leaders to build
relationships among diverse partners in uncertain and competitive environments (Dunlop
& Angell, 2001; Dunlop & Holosko, 1995). Boundary spanning, as a community
practice skill, allows social work leaders to bridge these diverse perspectives and to build
collaboration through relationships based on trust and respect.

‘The lack of data on leadership in this study of local collaboration suggests that the
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social work profession may still be able to find a niche for its community practice skills
in the restructuring environment of the early 21* century. Trends in nursing have
addressed the need to shift from institutional to community based settings and identified

the need for nurses to upgrade their ifications to work in the ity. More

recently, the 1; ion literature has ip issues by using the

concepts of synergy and facilitator to discuss leadership roles (Lasker, Weiss, & Miller,

2001). Social work, with a proud history of community organization, must seize the

or risk being inalized in an era characterized by downloading
and restructuring of health and social services.

In this study, the inclusion of consumers, parents and advocates was minimal at
best. Most managers expressed the need to solve this participation problem in the future.

Managers reported that there were potential channels open to consumers, parents and

through ad hoc isms but i plans did not include specific
instructions for involving parents, consumers and advocates. It appears that the state
mandate for collaboration in the HBHC network did not include the possibility for the
kind of grassroots collaboration that might have been formed by consumers, parents and

not iated with service izati Social workers would note the

exclusion of diverse groups of stakeholders which constrains potential to build
community capacity to promote social and economic justice. This suggests that advocacy
may be needed to insure the inclusion of parents, consumers and community members in

the HBHC networks.
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The findings from this study imply that local collaboration in the HBHC program

could have froma i approach to build inclusiveness.
Social work it should use i P! as a strategy for i
in local ion. Recent ip on collab

suggests that many different voices need to brought together to build community capacity
(Lasker, Weiss, & Miller, 2001; Labonte, 1997; Minkler & Wallerstein, 1997; Mattessich
& Monsey, 1992).

Transformation for social change could be effected through a community

P! approach to ion. Locality a

pment model, builds ity capacity by recruiting 2 broad base of
stakeholders who engage in an interactional process of identifying and solving their own
problems. (Rubin & Rubin, 2001; Rothman, 1996; Weil, 1996; Adamson, Briskin, &
McPhail, 1988; Taylor & Roberts, 1985). This approach provides opportunities for

people to identify problems and take collective action to improve their social conditions.

C i hes to ion would bring together a diversity of

and

in advocacy to
transform the way that communities define problems and devise solutions (Lasker,

Weiss, & Miller, 2001; Mayo, 1997).

‘Whether mandated or not, the P! of local

requires the advocacy skills of i iti It is imperative that the social

work profession stake a claim that reflects their professional history of advocacy and
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community development before the restructuring of the health care system excluded

social workers from practice with communities (Levin, Hebert, & Nutter, 1997).
Managers reported that they had organized HBHC networks using a variety of

activities, sources, sequences and varying levels of participation. They suggested that

they made a distinction between those who had to be involved at the outset

of the collaborative process and those whose participation was more issue focused and
secondary to the network. Although managers believed that they needed to set up
differential participation to achieve a broad base of support in the HBHC network, they
did not perceive that they were using recruitment strategies that could be identified as
community organization models such as locality development, social planning and/or
social action (Castelloe & Prokopy, 2001; Garvin & Cox, 1995; Rothman & Tropman,
1987).

Managers reported that they planned for differential participation of stakeholders.

However, they did not suggest that this differential recruitment was designed to enlist the

support of powerful indivi izations, instituti ity members and

p in the ity. The i i ion to network

development in this study appears congruent with the rational planning model. For social
workers this is typified in the profession’s community organization model of social
planning with its focus on task accomplishment and a belief in the technical skills of the
planner (Rothman & Tropman, 1987).

Unfortunately, it appeared there was no recognition by public health managers of
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the i ion models that current and historical community
social work practice (Weil, 1996; Garvin & Cox, 1995). It appears that, just as
community organizing is coming to the fore, community social work seems remote from
the action. An alternative to social planning offered by social work could be the
community organization models based on locality development (organizing community)
and social action (community empowerment) that identify the need to expand community
involvement to address problems and take collective action (Rothman, 1996; Poole, 1997,
1995; Rothman & Tropman, 1987).

The management and administrative skills needed to facilitate interorganizational
collaboration for service integration are not exclusive to either public health nurses or
social workers trained in administration. Social workers have community organization
process skills that concentrate on: 1) engaging a broad base of stakeholders (individuals,

members and and

2) building relationships among stakeholders for the purpose of collective action. These
skills may give social workers a niche in future collaboration initiatives. While it appears
that public health managers were unaware of social work community practice models,
this study illustrates the need for a renewed commitment among social work practitioners

and educators to rebuild community social work practice.
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MANAGERIAL PERCEPTIONS OF STATE-MANDATED COLLABORATION:
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RESEARCH STUDY PROTOCOL
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1.0 Introduction to the Research Study

This research protocol outlines the dissertation research to be conducted by Judith
Dunlop, a Ph.D. candidate in the School of Social Work, Memorial University of
Newfoundland and Assistant Professor, School of Social Work, University of Maine.
The research supervisor for the study is Dr. Leslie Bella, Professor, Memorial University
of Newfoundland.

The study will examine the perceptions of public health managers about the
factors that influence the implementation of local collaboration in the Healthy Babies/
Healthy Children (HB/HC) Program.

2.0  Key Concepts in the Research Study
Terms Definitions
Environmental Pre-conditions  Factors in the environment that act as incentives
and disincentives for organizations to work
together.
Previous Collaboration The nature and type of past interpersonal and
i ionships in local ities and

how these previous relationships influenced
collaboration in the HBHC network.

‘Mandatory Collaboration ‘The nature and degree to which a formal
government mandate affected collaboration in local
HBHC networks.

Voluntary Collaboration The nature and degree to which informal

an
characterize collaboration in local HBHC networks
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Terms

Legitimacy as Lead Organization

Collaborative Processes

Stakeholder Representation

Membership Participation

Costs of Membership

Benefits of Membership

Decision-making Influence

Definitions

The extent that individuals and organizations agree
that public health has the legitimacy and status as
an ization to lead the i ion of the
HBHC Program.

The operational, organizational and relational
processes that facilitate interorganizational
collaboration.

A process of recruiting stakeholders who as

pio m— —, ity o1
have an investment in and influence on the process
and outcome of collaboration in the HBHC
network.

‘The nature and type of membership participation in
the HBHC network. The identification of
participation in the HBHC network as consumer,
advocate, community or organizational
representative.

‘The real or perceived negative effects of
participation in the HBHC network that may accrue
to individual members or their organizations or
groups.

‘The real or perceived positive advantages of
participation in the HBHC network that may accrue
to individual members or their organizations and
groups.

The stage, level and influence of decision making
power that characterizes the HBHC network. The
decision making stage of network development
(advisory, planning, information sharing, joint
resources). The decision-making power of HBHC
network members including indications of authority
to make decisions for their organizations. The
influence of decision-making power on
collaboration in the HBHC network.



Terms

Communication Style

Formality of Linkages

Informality of Linkages

Common Purpose Development

Sufficient Resources

Definitions

The open or filtered nature of communication
between local managers, the provincial government
and local HBHC network members. Indications
that managers share information openly with the
provincial government and the local networks.
Indications that managers filter the content, timing
and target of their communications with the
provincial government and the local network.

The degree of formalization of the operations of the
local HBHC network (terms of reference, minutes,
agendas, s:rvnce agreements/bylaws) The degree
of
in r.he local l-[BHC network through the use of
sub-

committees, working groups, umbrella
organizations, multi-site networks, service co-
ordination networks).

The degree of informality of the operations and
organizational structures of the local HBHC
network that characterizes the local community
(informal relationships, informal service co-
ordination, no written agreements).

The extent to which individual members of the
collaborative have developed: 1) a voluntary
consensus on their common mission and goals in
the local HBHC network and 2) the extent to which

goals have i the
d.evclopment of common mission and goals in the
local HBHC network

The nature and extent of resources prmvxdcd by '.hz
for the i

the HBHC Program in local communities. The

impact of resource provision for HBHC on local

public health organizations and local communities.
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3.0  Research Questions

‘The research questions address two dimensions that have been associated in the

literature with jon: 1) envi I tions and 2) i
processes. Collaboration in the HB/HC Program was addressed by asking a sample of

public health managers of HBHC Programs the following broad research questions on the

and process factors i

1) What envis p itions do public health perceive

and/or ined the i ion of local collaboration in their

implementation of Healthy Babies/ Healthy Children?
2) What collaborative processes do public heaith managers perceive facilitated

and/or ined the i ion of local ion in their

implementation of Healthy Babies/ Healthy Children?
4.0 Research Process

A random sample of twenty-two public health managers were selected on the

assumption that public health unif have ibility for the
Healthy Babies/Healthy Children program designated by the provincial Ministry of

Health and Long Term Care in Ontario.
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A random 50 plus one per cent sample of health units/departments and sub-units in
each of the seven Public Health Planning Regions was selected. The Seven Public Health
Planning Regions are shown in Appendix C.3.A.1. There were forty-two Ontario public
health units/departments and sub-units listed. All public health units/departments and sub-
units in Ontario are contained within one of seven Public Health Planning Regions.

An Interview Guide has been ped which contains a ination of open-

ended and focused questions based on envi P ditions and

processes identified in the literature (Appendix C.3.A.7). Qualitative content analysis will

use pre-determined categories derived from the ical literature on i
relations and interview data from the open-ended questions. The i and
to be sent to particij are ined in Appendix C.3.A. These include: 1)

Introductory Letter to Participants (Appendix C.3.A.2), 2) Informed Consent Form
(Appendix C.3.A.3), 3) Information Sheet for Public Health Managers (Appendix
C.3.A.4), 4) Participant Profile Data Form (Appendix C.3.A.5) and 5) HBHC

C ive Network: Stakeholder Participation Checklist (Appendix C.3.A.6) and 6)

Interview Guide for Public Health Managers (Appendix C.3.A.7).
4.1  Harms and Benefits (Section 1.C1, p.1.5). Tri-Council Policy Statement
(1998). National Council on Ethics in Human Research (NCEHR).

There is some risk to participants despite written assurances by the researcher that

neither indivi nor health uni and sub-units will be identified. Any
information that would identify individual public health managers or public health
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units/departments and sub-units will be amended to protect the confidentiality of the
respondents. Informed Consent will be sought before research interviews begin. The
Introductory Letter, Information Sheet for Public Health Managers and Informed Consent
Form indicate the purpose of the research and the expected risks and benefits of the
proposed study (Appendix C.3.A). Although, participants are told in the Informed
Consent Form that their names and the specific public health units/departments and sub-
units in the sample will not be named, there is a risk that people may assume they can
identify which opinions were held by which participants. Further, there may be some risk

if the findings are critical of the i ion of mandatory ion by Public

Health Units/Departments and sub-units across the province of Ontario.

The Informed Consent Form outlines the steps to be taken to protect the identities
of individual participants and the public health units/departments and sub-units. The
participants will be given copies of the Introductory Letter, Information Sheet, Informed
Consent Form, Participant Profile Data Form, HBHC Collaborative Network: Stakeholder
Participation Checklist and Interview Guide for Public Health Managers prior to the
interview and will be given an opportunity to ask questions about the interview (Appendix
C3.A).

Originally, it was proposed that the data would be reported by region which meant
that respondents could be more easily identified than if the data were to be reported as
provincial data. It was assumed that the 50 per cent plus one random sample of public

health units/departments and sub-units protected participants as the sample contained



contained more than one health unit/department and sub-unit in all regions of the
province. At the time of the implementation of the research protocol, this regional
analysis was not carried out. An application to conduct the research was required within
one of the seven planning regions. This application was approved on the condition that
the confidentiality of the planning region was protected. Since it was impossible to
report on more than one health unit/department within the region, the regional analysis
was not conducted. The interview text was not analyzed by region thus protecting the
confidentiality of respondents by insuring that themes will be difficult to attribute to a
particular health unit/department and sub-unit. The participants will be asked about their
individual experience with the HBHC Program's local collaboration, but no data will be
linked to individuals and the findings will be written so that individual public health
units/departments and sub-units will be difficult to identify. All identifying information
will be removed and any quoted material will be written so that it cannot be attributed.

No information on individual clients or clients as a group will be elicited during
the interview. Information is based on the perceptions of public health managers about
how collaboration has been implemented in their local areas. No names of individuals
and/or organizations, agencies, community groups or consumer advocates who are
participating in the collaborative will be used in the research findings. There is still some
risk, however, that people may attribute certain opinions to specific individuals or public
‘health units/departments and sub-units at a regional level despite the researcher’s

attempts to minimize this risk through non-identifying information.

305



‘The benefits of participation for individuals interviewed are increased knowledge

about the ive process and i ion of ion in the

reform of child and family service systems. The benefits for the public health
units/departments and sub-units are increased understanding of the factors that influence

successful collaboration. Since mandatory local collaboration is increasingly a condition

of government funding for new ion of the envi pre-
ditions and ive pi and stages will support collaborative practice in
public health.

The public health units/departments and sub-units will be informed in the
introductory letter that they will receive a summary of the key research findings when

they are published. The proposed research will increase the public health

and sub-unit's und ding of the factors that influence successful
collaboration and improve public health manager’s collaboration skills at a local level.

The research study will also d a variety of to local collat ion in the

Healthy Babies/ Healthy Children Program in Ontario, and support improved

network devel in local ities. The public health managers

will be advised in the Informed Consent Form that the results of the proposed study will
be published as a doctoral dissertation and may be published as journal articles and book
chapters. They will be also be informed that the researcher may present the findings at
conferences and utilize the findings on collaboration to consult with other agencies in the

United States and Canada.
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42 Free and Informed Consent (Section 2, p.2.1) Tri-Council Policy Statement
(NCEHR) - Informed Consent (Section 2.D, pp.2.5-2-8)

The Introductory Letter to Participants (Appendix C.3.A.2) and Informed Consent

Form (Appendix C.3.A.3) and Information Sheet for HBHC Public Health Managers
(Appendix C.3.A 4) indicate the purpose and expected risks and benefits of the study.
‘The Introductory Letter and Informed Consent Form invite participants to inquire about
the research before consenting to the interview and provide the name and phone number
of a third party, Dr. Rosemary Cassano, Associate Professor, School of Social Work,
University of Windsor. The consent forms advise participants that they may withdraw
from the study at any time up to the publication of the thesis.

Participants are public health managers in public agencies in Ontario and the
consent form outlines steps to protect the identities of individual participants and the
public health units/departments and sub-units. Participants are told in the consent form
that their names and the specific public health units/departments and sub-units in the
sample will not be named. The participants are warned in the Introductory Letter,
Information Sheet for HBHC Public Health Managers and Informed Consent Form that,
although the researcher will not identify them as individuals nor their public health
units/departments and sub-units, there is some risk that people may guess about the
opinions expressed. They are cautioned that some may attribute statements, even if

incorrect, to certain individuals or certain public health units/departments and sub-units.
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The Interview Guide, Introductory Letter to Participants, Informed Consent Form,
and Information Sheet will be sent to public health managers prior to conducting the
telephone interview. A random sample of twenty-two public health managers of HBHC
will be contacted to ascertain their interest in participating and an interview date will be
scheduled.

The participants will be asked to review the Interview Guide, Participant Profile
Data Sheet and HB/HC Stakeholder Participation Sheet (Appendix C.3.A.) prior to the
date of the interview. The Participant Profile Data Form and the HBHC Collaborative
Network: Stakeholder Participation Checklist and Consent Form can be returned by fax
before the interview date. The interviews will be conducted from the researcher’s office

on the date and will be audi if the participant consents.

43 Privacy and Confidentiality (Section 3, pp. 3.1-3.6)
Tri-Council Policy Statement (NCEHR)

The interview transcription and process notes will be kept separate from the record
o promote confidentiality of the data. The researcher will do the transcribing of the
audiotapes and the transcription, process notes and audiotapes will be kept in a locked file
cabinet. i will be d d upon defense of the thesis.

A description of participants will be prepared from the Participant Profile Data
Sheet and will insure that no identifying information is used which might compromise the

of partici A iption of the local icipating in the

collaborative network will be prepared from the Stakeholder Participation Checklist to
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The researcher’s process notes of the interviews will be completed as soon as possible
after data collection to ensure the relevant details are remembered and documented. All
process notes will be labeled with the date and identifying information. The database
will consist of the transcripts of the interviews. A record sheet of the interview and
process notes will be prepared that lists the date of the interview, the person interviewed,
the health unit/department and sub-unit and the code assigned to the individual interview.
The interview transcription along with the process notes will be coded with the number

assigned to the individual health unit/department and sub-unit.
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Appendix C.3.A.

HEALTH UNITS BY 7 HEALTH PLANNING REGIONS

Health Planning Region Public Health Unit

Regional Municipality of Durham Heaith Department
Central East Haliburton-Kawartha, Pine Ridge District Health Unit
Peterborough County-City Health Unit

Simcoe County District Health Unit

York Regional Health Services Department

Brant County Health Unit
Central South The Regional Municipality of Haldimand-Norfolk Health
Department

Region of Hamilton-Wentworth Social Services and Public
Health Services Division

Regional Niagara Public Health Department

Halton Regional Health Department

Central West Regional Municipality of Peel, Health Department
Regional Munici of Waterloo, C ity Health
Department

Wellington-Dufferin-Guelph Health Unit

Eastern Ontario Health Unit

East Hastings-Prince Edward Counties Health Unit

Kingston, Frontenac and Lennox and Addington Health Unit
Leeds, Grenville, and Lanark District Health Unit

Region of Ottawa-Carieton Health Department

Renfrew County and District Health Unit

Algoma Health Unit

North Muskoka-Parry Sound Heaith Unit
North Bay and District Health Unit
Northwestern Heaith Unit
Porcupine Health Unit

Sudbury and District Health Unit
Timiskaming Heaith Unit

Thunder Bay District Health Unit

Bruce, Grey, Owen Sound Health Unit
South West Elgin-St.Thomas Health Unit

Huron County Health Unit
Chatham-Kent Health Unit

Lambton Heaith Unit
Middlesex-London Health Unit

Oxford County Health Unit

Perth District Health Unit
Windsor-Essex County Health Unit

Toronto Public Health
Toronto
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Appendix C3.A.2

Memorial

University of Newfoundland

Schoci of Social Work

I am interested in the factors that you perceive have facilitated or constrained the
implementation of the Healthy Babies/ Healthy Children collaborative netwark in yout local
commmunity. This research on local collaboration m HBHC in Ontario is being carried out to complete
my Ph.D. in Social Work at the School of Social Work, Memorial University of Newfoundland. Dr.
Leslie Bella, Professor, School of Social Work, Mcmorial University of Newfoundland is the faculty

for this research study. mOﬁe-dWmS«wmh&ﬂMMnmyﬂm
and Long-Term Care is aware of this research and
the program but will not have access to any of the data and is not sponsoring the research. The
findings from this research on the collaborative network will be sent to all HBHC program managers
in Ontario.

“The interview will take about one hour and should oaly be completed by the public health
manager with direct respoasibility for the collaborative aetwork in the HBHC Program. Eaclosed are
nmsnkmmmnndma hmc-p--xrr-ﬁkDmee«myw

d 3 Checklist of myoulhal
commnity. lmnmmduaednm«mdc:,-unrwnndnxmrmm
the purpose of ‘condiions of your

1 will look forward to your participation in this study. I will be calling you to discuss a
potential date and time for our interview. If you have any questions, please coatact Judith Dunlop at
the University of Maine, School of Social Work at (207) 581-2397 ar at home at (207) 866-4058 or
byunaﬂn}d\xr!lop@mmeedu 1f you wish to speak to a third party about this research, please
contact Dr.

. Rosemary Cassano, Associate Professor, School of Social Work, Univessity of Windsor,
‘Windsar, Ontario at (519) 253-4232 x 3080.
Yours tralv.
X
ﬁ(mwusw, N LB, b Y5 W\
( Candidate) Professor

St. Joha's, NF, Canada AIC 557 » Tel: {709) T37:8165 ¢ Fax: (709) 737-2408




Appendix C.3.A.3

HBHC RESEARCH STUDY
INFORMED CONSENT FORM

1 understand that this research is being conducted as part of the Ph.D. thesis requirement by Judith
Dunlop, M.S.W,, Ph.D. (Candidate) who is a doctoral student in the School of Social Work at
Memorial University of Newfoundland. The official title of the study is Public Health Manager's

14 ns of factors that influence local collaboration: The Ontario Healthy Babies/ Healthy
Children example in Omana 1 the purpose of this murch is to better understand
the process of in Ontario. 1 that if 1] 1 will be asked questions
about my experience with the Healthy Babies/ Healthy Children collaborative network as shown
in the Interview Guide provided to me. 1 understand that I may refuse to answer any question in
the Interview Guide and may withhold information from the Participant Profile Sheet.

1 that I will be asked to participate in one telephone interview lasting about one hour
and that this interview will be tape recorded and transcribed by the researcher. These tapes and

the transcribed data will be stored by the researcher in a locked file cabinet. The transcribed data
will be retained indefinitely by the researcher, while the tapes will be destroyed after the defense
of the thesis. I will receive no compensation for my participation.

1 understand that there is a some level of risk involved if 1 agree to participate in the study. IfT
agree to participate in the study, identifying material will be removed from the interview text and
1o data will be linked to me as an individual participant or to the public health unit. The final
results of the study will be written that individual managers and individual public health units will
be difficult to identify. There is some risk however, that people may incorrectly attribute
opinions to individuals or public health units even though non-identifying information is reported.

1 understand that participating in this research project may be beneficial to me. I may increase
my own knowledge about the collaborative process and will also be providing valuable

on how to ‘which may improve services for
children and families.

1 understand that the findings from this research will be published as a doctoral dissertation and
may be published as journal articles and book chapters. I understand that the findings from this
research will be presented at conferences and may be used for to provide consultation to other
agencies.

1 that my consent to particj i by me or by the public health unit at
any time up to the completion of the thesis wnhmn losing any benefits to which I may be entitled.
1have been given the right to ask and have answered my questions regarding this study. Ihave
been offered the opportunity to contact a third party, Dr. Rosemary Cassano, Associate Professor,
School of Social Work, University of Windsor, Windsor, Ontario for further information about
this research. 1have read and understood this consent form

Participant Date
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Appendix C.3.A4

INFORMATION SHEET FOR HBHC PUBLIC HEALTH MANAGERS
What is the purpose of this study?
To explore the factors that public health managers of Healthy Babzes/ Huhhy Children programs

in Ontario perceive have facilitated or network in
their local community.

Why should I consider this study important?

Recently many government initiatives have mandated the inclusion of local collaboration as a
condition of funding new programs. This dissertation study explores the pre-conditions and
processes of collaboration that influence successful collaboration. The study will help to promote
an understanding of local collaboration in the province of Ontario. The findings from this

research will be published as a doctoral dissertation and may be published as journal articles or
‘book chapters. The findings may also be presented at conferences and may be used to provide
consultation on collaboration for other agencies in the Canada and the United States.

What will I have to do to participate in the research?
O Review the questions in the Interview Guide to prepare your responses for the telephone
Revies

iew

a  Complete the Participant Profile Data sheet and the Stakeholder Participation Sheet and
return by fax or answer at the beginning of the interview

O Sign an Informed Consent Form and retumn to the researcher.

0 Complete a one-hour telephone interview to share your perceptions as a public health
manager responsible for HBHC about the environmental and collaborative process factors
that have influenced the implementation of the collaborative network in your local
community.

Hmmﬂyaumsumtkamamvmwﬂmmnmjwmnal’mrhcmfanmouﬂut
you provide will be treated T will code the i ion you provide so that it
cannot be traced back to you or to the public health unit. Absolutely no identifying information
regarding individual responses will ever be released or published. All identifying material will be
removed from any individual quotes so that no individual and no public health unit can be
identified. There is some risk however that people may try to guess and incorrectly attribute
opinions to certain individuals or public health units despite attempts to protect the confidentiality
of participants.

Do I have the choice of withdrawing from the study if I want to: Yes, the choice
whether or not to participate is up to you. You may withdraw from the study at any time up to the
completion of the thesis.
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How will this interview benefit my agency or me? We realize that your time is vahuable
and appreciate your assistance. A summary of the key findings from the research study will be
sent to each HBHC Program Manager in the Province of Ontario and the Integrated Services for
Children Division of the Ministry of Health and Long Term Care and will provide information on
local collaboration in the Healthy Babies/ Healthy Children Program across the province of
Ontario.

How much time will be required? The interview will take about one hour to complete.

If 1 agree, how will the interview process be handled? 1will send the Interview Guide,
Participant Profile Data Sheet, Stakeholder Participation Checklist and Informed Consent Form
before the scheduled telephone interview time so that you will have an opportunity to think about
‘what you would like to tell me. 1will arrange the interviews at a time that is convenient to you
and will place the phone call to you from my office. The Informed Consent Form can be mailed
to me at my office at the School of Social Work, University of Maine, 5770 Social Work
Building, Orono, ME, 04473 or faxed to my office at (207) 581-2396. The Participant Profile
Data Sheet and the Stakeholder Participant Checklist can also be mailed or faxed to me before the
imterview or I can record your answers at the beginning of the telephone interview.

Who is conducting this study? Judith Dunlop M.S.W. is a Ph.D. Candidate, School of
Social Work, Memorial University of Newfoundland. ~She has an extensive background in
collaborative planning in the health and social service field in Canada and the United States. The
study has been funded by the Social Sciences and Humanities Research Council of Canada
through a doctoral fellowship awarded to Judith Dunlop. Curreatly, she is an Assistant Professor,
School of Social Work, University of Maine. She is originally from the Province of Ontario and
has worked extensively with public health units across Ontario since 1986 in various planning
and development initiatives.

Is there someone I can contact if I want ion? For additional
contact Judith Dunlop, at the School of Social Warlg University of Maine at (207) 581-2397 or at
home at (207) 8664058 or by email: Jdunlop@nmne edu If you wish to speak to a third party
about this research, please contact Dr. Rosemary Cassano, Associate Professor, School of Social
‘Work, University of Windsor, Windsor, Ontario at (519) 253-4232 x 3080.
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Appendix C.3.A.5

PARTICIPANT PROFILE DATA FORM
General instructions

This participant data sheet is intended for public heaith managers of Healthy Babies/ Healthy

Children programs and should be completed oniy by the person who is participating in the

telephone interview. It includes questions that will help me to develop a profile of public health

‘managers of HB/HC in the > province of Ontario by xdenufymg 'your education, employment and
‘with ata level.

This part of the research should only take a few minutes to complete and can be faxed to me at
(207) 581-2396 or reported during the first few minutes of the interview time.

All the information that you provide will be treated confidentially.

If you have any questions, feel free to contact Judith Dunlop between 9 am and 6 p.m. (Ontario
time) at (207) 581-2397 or after 6:00 p.m. and weekends at home at (207) 866-4058 or by email
at jdunlop@maine.edu.

PUBLIC HEALTH MANAGER PROFILE DATA

1) Whatis your official title as the person responsible for the Healthy Babies/ Healthy
Children program?

2) Please list your professional degrees starting with the most recent

3) In years and months, how long have you worked as a public health nurse, excluding a
management role?
(Include leave of absence, e.g. matemity leave)?
Years Months
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5)

6)

7

8)

9

In years and months, have long have you been a public health manager?
Years Months

In years and months, how long have you been responsible for the HB/HC program?
(Include leave of absence, e.g. maternity leave)

Years Months

Have you had any ized training in i P
If yes, please identify the type of traming
(i.e., workshops, university course, college course, on site program)

Have you been in a ip rolein a ity planning group prior to HBHC?
Yes No

I yes, how many years and months have you had a leadership role in 2 community
planning group?

Years, Months
Have you been 2 member of a community planning group prior to HBHC?

If yes, how many years and months have you been a member of a community planning
group?

Years___ Months__
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HBHC COLLABORATIVE NETWORK: STAKEHOLDER PARTICIPATION
ing i network and

r HBHC

Please check off the

Appendix C3.A6

who are in you
add any others. You can fax the list to me at (207) 581-2396 or report on it during the interview

time.

Stakeholders

Yes

No

Ministry of Community and Social Services

[ Adolescent Crisis Service

Developmental Disabilities Services

[ Crisis Lines

Police/Probation/Legal Sector

Teen Centers

Neighborhood Resource Centers

Children's Aid Society

Community Heaith Centers

Family Support Agencies

Family Physicians
Non-Profit Familz Counseling

Family Resource Centers

Multicultural Associations

Infant Development Programs
Child Care Providers

Local Business/Business Associations

Domestic Violence Programs/ Shelters

Homeless Shelter

Substance Abuse Ps
Boards of Education (public and high school)

Recreation Services (YWCA/ YMCA, Municipal)

Churches/ Religious Institutions

Professional Associations

Service Clubs
Housing Co-operatives
Politicians
CAPC/CPNP
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Appendix C.3.A.7

INTERVIEW QUESTIONS FOR PUBLIC HEALTH MANAGERS

Introduction

‘Thank you for agreeing to participate and for your consent to a taped interview about the
collaborative network in the Healthy Babies/ Healthy Children program. Before we begin, I
‘would like to just confirm with you that you are willing for the interview to be taped at this time
given the confidentiality protection outlined in the consent statement.

SECTION A - PARTICIPANT PROFILE DATA SHEET

1) If you have not returned the form, I would like to gather your responses to the questions as
shown in the Participant Profile Data Form.

SECTIONB - ST/ IST

2) If you have not returned the form, I would like to gather your responses to the HBHC

c ive Network: icipation Form.

SECTION C - GENERAL QUESTIONS

Now I would like to ask you about your experiences with collaboration as the public health

manager responsible for your local HBHC collaborative network.

3)  Could you elaborate on the involvement you have had in the past three years with the
provincial Office of Integrated Services for Children (0ISC)?

4)  To what extent has the provincial OISC helped you in implementing the local
collaborative network?

5)  In what ways could the provincial OISC have been more helpful in implementing the

local collaborative network?

6)  Hasyour ive network been Please explain your

definition of success.
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7)  Ifyou were designing an ideal collaborative network for Healthy Babies/ Healthy

Children, what would it look like?

SECTION D - ENVIRONMENTAL FACTORS
History of Previous Collaboration
8) To what extent hav worked together i ‘before HBHC

in your local community?
9) How do you see this previous history influencing the collaborative process in HBHC?
Mandatory/Voluntary Context
10) In your view, how has the government mandate facilitated or constrained the

of the HBHC ive network in your

Legitin of ning organization

11)  To what extent have local stakeholders accepted the mandate for public health to lead
implementation of HB/HC and how has this affected collaboration in your community?

S - CO} RA PR \CTORS

takeholder re tativeness

12)  How would you describe the process for identifying and recruiting stakeholders for the
collaborative network?

13)  Inyour ion, how do members participate in the ive network:

a) Asindividuals?

b) As ives of their group or

) As consumers or advocates?
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Costs and Benefits of membershi)

14) a) What do you percive to be the main benefits for stakeholders who participate in the
collaborative network?
b) What do you perceive to be the main "costs™ to stakeholders who participate in the
collaborative network?
Common e Development
15)  In what ways have the provincially mandated goals for the HBHC collaborative network
changed and/or expanded over the past three years?
16)  In what ways, has the collaborative network developed a common purpose unique to the
local community?
Decision-making
17)  To what extent are members of the collaborative network able to make decisions for their
organizations?
18) How do you think this decision-making power or lack of power influences the
collaborative process?
Communication Style
19) ‘Would you describe communication as open or filtered between:
a) The local HBHC program manager and the Integrated Services for Children Division?
b) The local HBHC program manager and the HBHC collaborative network?
c) The members of the HBHC collaborative network themselves?

Fe i formality of Linkas

20)  Describe the extent to which formal agreements (e.g. written letters of understanding,
terms of reference) have been utilized in the HBHC collaborative network.

21)  Describe the extent to which informal agreements characterize the operations of the

HBHC collaborative network.
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Sufficient Resources
22)  Towhat extent do you believe provincial provision of resources to the public health unit

for administration of HB/HC has affected h icipation in the

network?

Thank you for your response to these questions.
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