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PREFACE 
En lançant, en 2006, un appel à projets dans le secteur des soins de santé mentale, 
l’intention du gouvernement fédéral (Ministère Fédéral de la Santé) était de laisser - 
dans les limites d’un cadre donné - la liberté aux initiatives locales. Que plus de 80 
réponses au programme aient été proposées est en soi très positif. Il convient toutefois 
de s’interroger sur la nature de ces initiatives. Répondent-elles réellement aux 
intentions de l’appel initial ? Certes, le programme est toujours en cours, si bien qu’il est 
encore trop tôt pour en tirer des conclusions définitives. Ce rapport présente des 
analyses intermédiaires, bien que le travail d’évaluation du programme ne soit pas 
encore terminé. 

Si certains aspects du programme de recherche initialement proposé ont dû être 
irrévocablement abandonnés, comme l’élaboration d’un outil informatique de recueil de 
données quantitatives (le ‘patient monitoring’), cela dit également quelque chose des 
conditions et des limites  dont des innovations organisationnelles telles que le 
programme des projets thérapeutiques doivent tenir compte.  

Ce second rapport intermédiaire est, à beaucoup d’égards, atypique par rapport aux 
autres rapports du KCE. En effet, il concerne un projet de recherche qui s’étend sur 
plusieurs années et qui est financé par des fonds extérieurs – même s’il est réalisé selon 
les procédures de travail habituellement suivies au KCE. Le travail est largement fondé 
sur des données qualitatives. Le rapport fournit un état des lieux intermédiaire – bien 
qu’un certain nombre de tendances générales et de patterns commencent déjà à 
émerger.  

Ce rapport suggère aussi déjà un certain nombre de points d’attention pour 
d’éventuelles futures initiatives de développement d’innovations organisationnelles en 
matière de soins de santé mentale. Ces éléments sont applicables tant au niveau des 
programmes politiques qu’à celui des initiatives de collaboration prises par les 
professionnels.  

L’équipe de chercheurs travaillant sur ce projet a connu de sérieux remaniements au 
cours du déroulement de l’étude. La nouvelle équipe a, durant l’année écoulée, réussi à 
se familiariser rapidement avec un matériau complexe et s’est s’engagée à mener à bien 
ce projet, dans l’esprit habituel des rapports du KCE. Nous souhaitons également 
remercier encore une fois tous les participants des projets pour leur collaboration à 
cette étude et comptons déjà sur leur engagement futur dans la phase finale de collecte 
d’informations. Nous remercions également l’INAMI et le SPF Santé Publique pour le 
soutien et l’intérêt qu’ils témoignent à l’égard du travail du KCE. Avec eux, nous nous 
réjouissons des conclusions ultérieures qui pourront être dégagées de cette initiative 
passionnante.  

 

 

 

 

 

Jean-Pierre CLOSON      Raf MERTENS 

Directeur Général adjoint     Directeur Général  
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Résumé 

PRÉSENTATION DU SECOND RAPPORT 
INTERMÉDIAIRE 

Avertissement : Ce deuxième rapport intermédiaire est un rapport atypique pour le 
KCE, complétant et poursuivant le premier rapport intermédiaire sur l’évaluation des 
‘projets thérapeutiques’ (PT). La présentation qui suit repose ainsi largement sur le 
contenu de ce premier document.  

En 2006, un programme politique centré sur la mise en œuvre de ‘Projets 
thérapeutiques’ en santé mentale a été lancée par le Ministre fédéral de la santé. Ce 
programme expérimental visait le développement de nouvelles formes d’organisation 
des soins psychiatriques selon le modèle des « réseaux de soins ». Les PT sont 
essentiellement destinés aux patients présentant des troubles psychiatriques ‘chroniques 
et complexes’ et appartenant à différents groupes clairement définis selon des critères 
d’âge (« enfants et adolescents », « adultes », « personnes âgées ») et de troubles 
(« psychiatrie générale », « psychiatrie médico-légale », « problématique liée à la 
consommation de produits »). Le programme comprenait un cadre général, au sein 
duquel chaque projet individuel pouvait faire ses propres propositions. Les ‘projets 
thérapeutiques’ ont été élaborés en vue de mettre en place des « services de soins 
intégrés » dans des zones géographiques clairement définies, composés de services 
adaptés aux besoins spécifiques des patients tout en garantissant la continuité des soins 
délivrés et la réinsertion sociale du patient. 

L’Institut National d’Assurance Maladie et Invalidité (INAMI) a défini le cadre général 
des PT en spécifiant que chaque projet devait comprendre au moins les partenaires 
suivants : un hôpital psychiatrique ou le service psychiatrique d’un hôpital ; un centre de 
santé mentale ou un projet-pilote (« soins psychiatriques à domicile » ou 
« outreaching ») ; un service de soins de santé de première ligne (groupement de 
généralistes, groupement de soins à domicile ou service intégré de soins à domicile). 

L’INAMI a été désigné pour assurer le financement des activités cliniques dans le cadre 
d’une convention (art. 56) précisant les conditions requises pour le remboursement de 
ces activités. Le Service Public Fédéral (SPF) Santé Publique, quant à lui, a reçu pour 
mission d’assurer la coordination des activités liées aux réunions des « consultations 
transversales », ainsi que de coordonner la collecte des données nécessaire à l’étude 
d’évaluation des modalités d’organisation des différents projets. Le SPF finance 
également l’ensemble des activités des projets For-K (clusters « enfants et adolescents » 
en psychiatrie médico-légale).   

Il a été demandé au Centre Fédéral d’Expertise des Soins de Santé (KCE), de réaliser 
une évaluation scientifique de la mise en œuvre de ce programme à partir d’une analyse 
des plans, des expériences et des résultats des projets sélectionnés. Cette étude 
d’évaluation a débutée en 2007. 

Le présent rapport s’inscrit dans la continuité directe du premier rapport intermédiaire 
publié en février 2009. L’objectif principal de ce rapport est de présenter les résultats 
les plus pertinents de l’analyse du « plan » initial des projets thérapeutiques 
comprenant : une analyse de leur interprétation du cadre général du programme, des 
« objectifs » explicites de chaque projet, ainsi que des réflexions et perceptions des 
professionnels impliqués concernant leurs initiatives en matière de collaboration. Les 
entretiens ayant été réalisés plusieurs mois après le lancement du programme, certains 
aspects relevant de l’expérience des PTs ont été abordés et sont également pris en 
considération ici. De même, ce second rapport est davantage axé vers l’identification de 
certains aspects relatifs à l’existence de différents clusters de patients. Lorsque d’autres 
aspects différentiels (patterns) ne semblant pas liés aux clusters se dégagent , nous les 
avons également mentionnés. 
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L’approche méthodologique initialement prévue dans l’étude réalisée par le KCE 
prévoyait de combiner deux approches : les données qualitatives collectées sur les PTs 
lors d’interviews menés avec des professionnels du secteur devaient être croisées avec 
les données quantitatives obtenues grâce à un logiciel de recueil de données (le « patient 
monitoring ») sur les patients inclus dans les PTs. Cet outil informatique a été 
définitivement arrêté par le SPF Santé Publique en septembre 2009 (arrêt communiqué 
officiellement en janvier 2010) en raison de problèmes techniques liés à sa mise en 
oeuvre. 

Si l’on peut incontestablement tirer certaines leçons préliminaires de l’analyse 
descriptive des données collectées, aucune conclusion finale sur l’efficience des 
différents modèles d’organisation des projets ne peut cependant être émise à ce stade 
d’avancement de l’étude. Aucune recommandation politique ne peut être adressée. 
Celles-ci seront néanmoins présentes dans le rapport final. 

METHODE 
Le premier rapport intermédiaire était basé sur les données de 44 projets sur un total 
de 82. Pour ce second rapport intermédiaire, les 37 projets restants ont été interviewés 
entre janvier 2009 et mars 2009 (1 PT a refusé d’être interviewé). La totalité des 
données collectées a été analysée à l’aide de la méthode d’analyse qualitative décrite 
dans le premier rapport intermédiaire.  

RESULTATS 
Les résultats se basent sur les interviews menées auprès des représentants des 81 PTs. 
23 dans le cluster enfants et adolescents, 46 dans le cluster adultes et 12 dans le cluster 
personnes âgées.  

PERCEPTIONS GÉNÉRALES DES PT SUR LE PROGRAMME  
De manière générale, les PTs ont réagi positivement aux objectifs généraux proposés 
par le programme du gouvernement. Pour certains PTs, le programme offre 
l’opportunité d’expérimenter des modèles organisationnels et professionnels nouveaux. 
Pour d’autres projets, il permet principalement de financer une activité de collaboration 
qui existait déjà entre les partenaires.  

La plupart des projets ont exprimé des remarques spécifiques à propos des exigences 
administratives liées au cadre général proposé par l’INAMI. En ce qui concerne la 
constitution obligatoire d’un partenariat formel, les opinions des projets sont partagées. 
Beaucoup considèrent que la participation obligatoire de services issus des deuxième et 
troisième « lignes » permet un échange continu de connaissances entre les partenaires 
du PT. Néanmoins, dans certains clusters (principalement dans les projets travaillant avec 
des enfants et des adolescents), les participants ont attiré l’attention sur l’existence d’un 
risque potentiel de médicalisation et de stigmatisation du patient. La participation 
requise des services de première ligne est néanmoins considérée comme importante, 
étant donné que le programme s’inscrit dans une perspective de désinstitutionnalisation 
de la santé mentale (surtout en ce qui concerne la participation du médecin généraliste). 
Leur implication dans la prise en charge quotidienne du patient n’est cependant pas 
toujours jugée pertinente à l’égard du public cible.  

Les opinions concernant l’agenda prédéfini des réunions de suivi des patients varient 
également selon les projets. Certains projets considèrent, d’une part, que cette 
programmation ne correspond ni au « rythme » ni aux besoins évolutifs du patient, 
d’autre part, qu’elle n’est pas adaptée aux caractéristiques de la population cible. Il est 
néanmoins reconnu que les réunions programmées permettent d’établir des contacts au 
niveau du réseau, ainsi que des contacts informels entre les partenaires et entre les 
professionnels. Ces réunions permettent un apprentissage mutuel et favorisent un 
processus de réflexion continu sur les soins délivrés.  
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OBJECTIFS DES PROJETS THÉRAPEUTIQUES 
L’analyse des objectifs que se sont fixés les projets montre que ceux-ci ont donné des 
interprétations très différentes du programme général du gouvernement. Il en résulte 
une grande variété de buts, tant au niveau des patients qu’au niveau du partenariat.  

On peut également constater que les « plans » (fiches INAMI) écrits par les projets 
n’ont, dans la majorité des cas, pas été conçus comme des guides pratiques pour 
l’implémentation quotidienne du PT. Pour beaucoup de projets en effet, les fiches 
INAMI et les plans semblent avoir été rédigés dans une visée davantage pragmatique, 
afin de répondre aux exigences administratives du programme.  

Dans la plupart des cas, les objectifs explicites des projets sont définis d’une façon très 
générale. En effet, bien qu’ils soient souvent cités comme faisant partie des objectifs 
principaux du programme, des sujets majeurs comme la continuité des soins ou les 
soins sur mesure sont rarement élaborés en détail.  

La plupart des PT ne distinguent pas spontanément les objectifs en termes de patients et 
en termes de partenariat. Beaucoup de projets se focalisent davantage sur des objectifs 
au niveau des partenaires. Ceux-ci sont cependant cités comme un moyen d’améliorer 
la prise en charge du patient.  

Les PT sont souvent envisagés de manière pragmatique comme un cadre permettant de 
mieux répondre aux difficultés rencontrées par les professionnels dans l’exercice 
quotidien de leurs activités propres (rupture dans l’offre de soins de santé, populations 
difficiles à atteindre, problèmes pratiques, etc.). La configuration de la collaboration, de 
même que les objectifs sont principalement choisis en fonction de ces expériences 
pratiques et locales.  

On peut ainsi constater que la majorité des projets ont élaboré leur plan sur la base de 
collaborations antérieures, formelles ou informelles, avec des professionnels ou des 
institutions choisies, dans le cadre du PT, comme partenaire. Très peu de PT se sont 
ainsi engagés dans de nouvelles initiatives en matière de collaboration.  

Les PT ont sélectionné leur population cible, leur zone d’activité et leur modèle 
organisationnel en grande partie sur la base des activités principales des partenaires-clés 
(core partners), et plus particulièrement en fonction du domaine d’activité des 
partenaires qui ont initié le PT.  

Quelques PT mettent cependant en avant des objectifs plus spécifiques : développer la 
collaboration entre les différents secteurs impliqués en soins de santé mentale, réduire 
le nombre et la durée des hospitalisations, maintenir le patient à la maison et  améliorer 
l’accès aux soins (surtout dans les clusters personnes âgées et addictions).  

Dans certaines régions, la préparation des projets a été supervisée, voire guidée par les 
plateformes de concertation transversale. Celles-ci semblent ainsi avoir eu une influence 
sur la définition de l’objet des différents projets.    

DIFFÉRENTS MODÈLES EMERGEANTS DE COLLABORATION 
Les projets thérapeutiques ont élaboré des formes de collaboration très diverses pour 
la réalisation des principales tâches liées aux PT : les tâches administratives (la récolte et 
l’envoi des documents obligatoires à l’INAMI), la coordination des activités des 
différents partenaires et la coordination des activités de soins ‘autour du patient’.  

Les tâches administratives sont généralement assignées selon deux modèles : soit elles 
sont déléguées au service administratif d’un des partenaires, soit (dans une minorité de 
cas), elles sont confiées au coordinateur du projet.  

La coordination des activités des partenaires du réseau est organisée différemment 
selon les projets. Certains modèles peuvent être dégagés :  

• La majorité des projets gère les aspects liés aux activités du partnenariat (aux 
niveaux stratégique et opérationnel) pendant les réunions du comité de 
pilotage (‘steering committee meetings’). Ces réunions réunissent 
généralement les représentants des partenaires formels. Leur contenu et leur 



KCE reports 123B Etude d’évaluation des ‘projets thérapeutiques’ v 

 

fréquence varient selon le projets. Quelques projets seulement gèrent les 
matières liées au partenariat du projet d’une manière différente.  

• des réunions sont le mécanisme de coordination utilisé par l’ensemble des 
projets. Mais le contenu, le timing, la fréquence, le lieu, les participants, le 
statut et la formalisation de ces réunions varient grandement : alors que 
quelques projets distinguent jusqu’à trois types de réunions différents ayant 
lieu dans des endroits différents, d’autres ne font pas plus d’une réunion 
intégrée, ayant lieu dans un même endroit et abordant tous les sujets.  

• Les projets utilisent des outils de coordination formalisés pour les différentes 
activités (flow sharts, procédures standardisées de communication des 
décisions, plans thérapeutiques, etc.). L’utilisation de ces outils varie selon les 
projets. L’utilisation et l’élaboration de plans thérapeutiques varie grandement 
entre les projets.  

• La définition du rôle et l’attribution de tâches au(x) coordinateur(s) varient 
grandement selon les projets. La division des tâches de coordination entre les 
différentes personnes (tâches de support ou tâches principales) varient selon 
les projets aussi bien au niveau de la coordination des tâches liées au patient 
qu’au niveau des tâches liées au partnership. 

Les facteurs pouvant expliquer cette variété sont: la complexité du partnership (nombre 
et types (secteurs) de partenaires) ; les caractéristiques du groupe de patients ; les 
influences culturelles (en fonction des régions) et les expériences précédentes de 
collaboration. Il n’est pas possible, à ce stade de la recherche, d’identifier des patterns 
liés aux clusters.  

UN PROCESSUS D’APPRENTISSAGE 
Le développement d’un TP, en tant qu’initiative de collaboration, est un processus 
d’apprentissage. Les projets ont identifié des barrières et des facteurs facilitant ce 
processus de collaboration. 

Ils font part de leurs expériences concernant le temps considérable nécessaire à 
l’information et à la communication avec les partenaires et les professionnels sur les 
objectifs et les habitudes de travail du projet. Un modèle de transfert d’informations en 
cascade, dans lequel les partenaires formels doivent assurer la transmission des 
informations concernant les objectifs entre les différents professionnels, a mené, dans 
beaucoup de PT, à un manque de transmission efficace de l’information aux personnes 
impliquées directement dans le soin des patients. Les projets rapportent également des 
difficultés liées à l’implication des différents professionnels dans les nouvelles pratiques 
de travail.  

Beaucoup de projets ont développé une méthode de travail pragmatique au fur et à 
mesure du processus d’implémentation, plutôt que de travailler selon un modèle de 
collaboration prédéfini. Certains projets ont adapté certains aspects spécifiques du 
modèle de collaboration planifié initialement.  

Les questions de la légitimité (acceptation du rôle du coordinateur) et de l’établissement 
de liens de confiance entre les partenaires et les coordinateurs sont considérés comme 
centrales par les projets. La collaboration est plus qu’une simple question instrumentale. 
Le manque de confiance mutuelle (souvent lié à un manque d’information et à des 
questions d’intérêt) a une influence négative sur l’engagement des partenaires et/ou des 
professionnels et sur le fonctionnement du projet.  

Les exigences administratives ont également souvent été une entrave à l’engagement de 
certains partenaires et de ce fait au développement de la confiance entre ceux-ci. Les 
expériences précédentes de collaboration (bien établies) facilitent le développement de 
relations de confiance.  

Le cadre des PT (au niveau de la collaboration) exige, entre autres, le partage 
d’informations liées aux patients entre les différents partenaires impliqués. Dépasser les 
résistances éventuelles et les préjugés concernant la participation du patient prend 
également beaucoup de temps.  
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LES FUTURES ETAPES DE LA RECHERCHE 
Les données récoltées durant le premier tour d’entretiens montrent que les innovations 
en soins de santé, tel que le programme des PT, s’inscrivent dans un environnement 
très complexe, influencé par divers acteurs (individuels et institutionnels) ayant des 
intérêts différents en fonction des caractéristiques, des habitudes et des objectifs des 
secteurs auxquels ils appartiennent et aussi par des facteurs culturels.  

Les prochaines étapes de la recherche concerneront les expériences d’implémentation 
des projets. Elles seront menées dans un second tour de récolte de données auprès des 
projets encore en activité. Nous travaillerons d’une manière plus déductive, en 
confrontant nos hypothèses basées sur la littérature interorganisationelle relative à 
l’efficacité avec les résultats empiriques. Notre objectif étant de permettre une 
meilleure compréhension des principaux facteurs qui améliorent ou entravent l’efficacité 
de la collaboration ou du réseau dans les contextes locaux. 
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1 INTRODUCTION 

1.1 THERAPEUTIC PROJECTS: COLLABORATION IN MENTAL 
HEALTH CARE 
This is the second intermediate report on the evaluation research of the “Therapeutic 
Projects” (TPs), reporting the state of the art of an ongoing evaluation research on a 
policy programme on reforms in Belgian mental health care.  

The background of this research is extensively described in the first intermediate 
report a . In 2006 the Federal Minister of Health Care launched the programme 
“Therapeutic projects and transversal consultations” as an initiative to stimulate new 
collaborative working practices in mental health care. The objectives of this programme 
can be summarized as the development of ‘needs-based care’ for persons with ‘complex 
and chronic’ psychiatric problems, more community oriented care with a guarantee of 
‘continuity of care’ and developing collaboration between different professionals 
involved in the care of patients. The government’s programme also tried to introduce 
the use of care plans as a tool to support the activities around the patient. The 
programme is coordinated by the Federal Public Service (FPS) and the National Institute 
for Health and Disability Insurance (NIHDI).  

This research is a health services research focusing on collaboration and organisational 
issues. It does not focus on the clinical approaches used within the projects. The overall 
scope is to assess the plan, process (implementation experiences) and impact of TPs. 
The Belgian Health Care Knowledge Centre (KCE) has been asked to assess to what 
extent the organisational and collaboration models of the TPs contribute to the 
intended objectives of the government’s TP-programme.  

Other aspects such as patient and family participation, and the role of patient and family 
organisations are studied by another research consortium.  

1.1.1 Objectives of this second intermediate report  

This second intermediate report is a state-of-the art report elaborated along the same 
research lines as the first intermediate report, but completes it on several aspects. It has 
to be kept in mind that the implementation of the TPs is still ongoing and that additional 
data have to be collected on the implementation process and impact of the TPs. An 
overall analysis will only be presented in 2010. As is the case for the first intermediate 
report no definitive conclusions can be drawn from this report. 

This reports completes the first intermediate report on the plan-evaluation of the TPs 
and analyses the choices on the TP-design and some of the experiences of all 81 TPs 
interviewed (1 TP refused an interview). The first intermediate report described the 
data from the first phase of interviews of 44 TPs conducted from July 2008 until 
September 2008. This second intermediate report adds information on the plans and 
first implementation experiences from additional 37 projects. These interviews were 
conducted during a second phase and by a different research team from January 2009 
until the end of March 2009.  

                                                      
a  http://www.kce.fgov.be/index_nl.aspx?SGREF=5265&CREF=12687 
   http://www.kce.fgov.be/index_fr.aspx?SGREF=3466&CREF=12688 
   http://www.kce.fgov.be/index_en.aspx?SGREF=5216&CREF=12689 
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Table 1.1: overview of the TPs interviewed 

  
TPs interviewed between 
June and September 2008 

TPs interviewed 
between January and 
March 2009  

Total number of 
TPs interviewed  

 FR NL FR NL   
Children and 
adolescents 7 7 4 5 23 
Adults 14 12 5 15 46 
Elderly 2 2 1 7 12 
  23 21 10 27 81 

An important backdrop for this research, with major implications for the research 
process, is that the patient monitoring (aiming at a prospective monitoring of patient 
characteristics) has not been implemented. This implies that we cannot report on the 
case mix characteristics of the TPs (see also infra). 

1.2 METHODOLOGY, DATA COLLECTION AND ANALYSIS  

1.2.1 Methodology 

This research uses a programme evaluation approach (for details see first intermediate 
report pp. 15-19).  This research evaluates the plan, the process and the organisational 
effectiveness of the TP-model, not the effectiveness of clinical psychiatric approaches 
neither of pharmacological interventions. An important part of the research addresses 
the collaboration mechanisms and the organisational model of the TP: the constitution 
of the partnership, the types of coordination and collaboration, the barriers and 
facilitating factors of collaboration. 

The unit of analysis is the TP. The government’s programme is the framework in which 
these TP develop. The government’s programme is a rather open-ended tender, which 
means that there was no “top-down” imposed collaboration model that had to be 
implemented. The government’s programme allowed that individual initiatives were free 
to propose “bottom-up” models of collaboration and partnerships, fitting within the 
conditions of the tender (the framework). This bottom-up approach implies that each 
individual project clarifies its particular ambitions and objectives as formulated in their 
TP-proposal (“the plan”). We initially focussed on the question on how the TPs 
themselves conceived their collaboration model, and tried to understand their 
motivations to propose a collaboration initiative as they did.  

A first step of the research thus consists in describing the objectives of each individual 
TP (by means of document analysis and interviews) both on the level of patients and on 
the level of the collaboration model. The aim of this research is not to analyse and 
assess individual TPs, but make an aggregated analysis embedded in a cross-comparative 
analysis of the TPs, in order to deduct overall observations. The research pays 
particular attention to the “clusters” as identified in the tender. Clusters are defined by 
age groups (children and adolescents, adults, elderly persons) and mental health area 
(addictions, forensic psychiatry). The research tries to understand whether some 
particular patterns emerge connected to these clusters. 

This report describes and analyses to what extent the different proposals (within the 
identified clusters) have common or diverging objectives. The future steps will focus on 
the facilitating and impeding factors to implement collaboration models and reach 
intended objectives (as far as these projects have been very specific in their aims and 
objectives).  

Although this research pays a lot of attention to the perspectives of different actors 
involved in the TP, it is not conceived as a stakeholder analysis. The research will collect 
data on stakeholder perspectives, but does not use a method of stakeholder analysis. 
Neither does it focus on the patient, ‘patients and family organisation’ participation 
issues as this is the subject of another research by another research consortium.  
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1.2.2 Data collection 

Semi-structured interviews were conducted for each TP by at least two researchers. 
One researcher mainly moderated the interview, will the other took fieldnotes and 
observations. The interviews were group interviews in which different persons of the 
TP were participating. 

It were open-ended semi-structured interviews. The interviewers used a checklist. The 
interviews were tape-recorded and summarized in thematic field notes. The interviews 
were summarized in synthesis documents using themes such as previous experiences of 
collaboration, number and types of partners, catchment area, inclusion/exclusion 
criteria, objectives of the project, elements of coordination at the patient and partner 
levels, financial issues. The syntheses were cross-validated by at least two members of 
the research team. These syntheses were analysed based on thematic analysis. We did 
not aim a discourse analysis for which we decided (also for practical reasons: 81 
interviews with a time variance of about 1 hour up to three hours, in two languages 
(French or Flemish)) not to work with formal transcripts. The tapes were used as 
backup and guarantee that original interview data can at all times be recalled. 

1.2.3 Data analysis  

We used the software Nvivo8 to code the raw qualitative data. We continued with the 
codes used for the analysis of the first interim report. Each researcher was allocated a 
series of coding themes for which he/she did the necessary coding work of all newly 
transcribed interviews. The coding work of each researcher was cross-validated by a 
second researcher in a second round (and when needed discussed with a third person). 
The additional information and the process of coding resulted in some adaptations of 
the coding schemes used for the first 41 TPs. The analysis focused more than the first 
intermediate report on “clusters” (children and adolescents, adults and elderly, 
addiction problems and forensic TPs) and –if observed- on other patterns.  

A separate analysis was done for TPs that discontinued.  

1.3 PATIENT DATA 
The initial aim of the research was to triangulate results on patients profiles of projects 
from the interviews with data obtained via patient monitoring. However, the collection 
of data via standardised and validated registration instruments at patient level has been 
discontinued. Problems with the timing of making the registration operational related to 
delays in technical implementation of the data monitoring information system have lead 
to the formal decision in autumn 2009 by the government to abandon the patient 
monitoring. This has of course a major impact on the initial purpose of this research.  
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Results  
 

2 HISTORY OF TP 
The first intermediate report indicated that many TPs based their TP-proposal (their 
‘plan’) on a longer history and experiences of collaboration between partners. Of those 
TPs already interviewed by the end of December 2008, only a small number initiated a 
first time ever collaboration. The additional interviews confirm these observations  

A TP collaboration without any previous collaboration at all (at least between a number 
of the participating partners) is occurring rarely. A complete absence of previous 
contacts or collaboration between any of the partners is a situation hardly met.  

• For the clusters adults, elderly and children and adolescents only some 
projects started as a new collaboration. For the clusters addiction and 
forensic no information at all was mentioned concerning absence of 
collaboration neither for the subgroup children, nor for the subgroup 
adults. This conclusion holds both for French-speaking TPs and Dutch-
speaking TPs .  

2.1 PREVIOUS COLLABORATIONS BETWEEN PARTNERS  
The first intermediate report distinguished two main forms of previous collaboration: 
formal and informal:  

• Informal forms: These forms of collaboration are mainly based on 
interpersonal relations between health care professionals. It is not 
structurally embedded in any collaboration model and generally develops 
on a day-to-day basis. Some partners had previous one-off 
communications between professionals or organisations without any 
funding, or without any formalised collaboration model. The collaboration 
is often ad hoc, bilateral, and tightly linked to information needs or 
individual patient needs. Informal collaboration relies on the fact that 
partners know each other or have discussed particular topics or activities. 

• Formal forms: These forms of collaboration are characterised by 
previously developed formal partnerships between (most of the time) 
organisations, characterised by a formal definition of roles and modes of 
operation, an elaboration of common purposes, and often supported by 
one or another funding model: for example exempt staff to collaborate, 
share resources to pay a coordinator or external budget (for example 
pilot projects in psychiatric care, or provincially stimulated initiatives).  

French-speaking TPs mainly refer to informal ways of collaboration, while in Dutch-
speaking TPs both informal and formal forms of previous collaboration are mentioned.  
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Table 2.1 Summary table: previous collaborations between partners  
 Informal collaborations  Formal collaborations 
Characteristics  Informal relations between 

individual health care 
professionals  
 
People know each other from 
(previous) work experiences  
 
Contacts in the context of 
individuual  patient needs or 
information needs  

Previous collaboration on 
organisational level 
 
Formal definition of roles, 
operational modes, and/or 
funding  
 
Definition of common aims 
and purposes  

Regional differences  Mostly French-speaking TPs More often Dutch-speaking 
TPs  

Collaboration at the 
patient level  

Individual professionals 
working together on patient 
issues  

Pilot projects (psychiatric 
home care or outreach 
projects) 
Collaboration initiatives at 
community or provincial 
level  

Collaboration on  mental 
health care topics ‘ 

Often in the context of 
MHCCP : discussion of 
particular topics( general and 
working party meetings – e.g. 
addressing particular topics )  

Training events  
 

2.1.1 Informal collaboration between partners  

2.1.1.1 Informal collaboration on general mental health care topics 

A number of projects mentioned previous informal collaborations between individual 
professionals on specific topics such as: diagnostic tools research, organisation of 
conferences about a specific mental health disorder or exercises to make an inventory 
of health care provision in a local area for a specific target group. 

By means of regular contacts and reflections on topics in mental health care during 
(yearly) meetings, persons of organisations got to know each other better, which 
formed the background for submission of a TP-proposal.  

Many projects emphasised that organisations in mental health care know each other 
from the Mental Health Care Consultation Platform (MHCCP). Informal collaboration 
developed both during general meetings as well as meetings of several working groups 
(e.g. ‘children’, ‘forensic psychiatry’, persons with mental handicap, etc). ‘Working 
parties’ within the MHCCPs focusing on a particular patient group (eg for child 
psychiatry, for addiction problems, forensic etc) were the setting in which mental health 
care organisations met or collaborated previous to the call of TPs. Dutch-speaking TPs 
of the cluster ‘children and adolescents’ explicitly stated that many meetings at patient 
level already occurred between different sectors in the framework of the “integrale 
jeugdzorg” (integrated youth care). Health care professionals know the professionals of 
other sectors quite well. These pre-existing collaborations functioned as a ‘breeding 
ground’ for TP-proposals (including the refinement of previous initiatives).  

2.1.1.2 Informal collaboration on patient level 

Previous informal collaboration on patient issues was also developed between individual 
professionals. Health care professionals who (had) work(ed) for different organisations 
(e.g. psychiatric facilities) are reported to facilitate contacts.  
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2.1.2 Formal collaborations between partners 

2.1.2.1 Formal collaboration on mental health care topics 

Some TPs, collaborated in a formal way on different issues. 

• Some projects refer to common training of professionals regarding mental 
health care issues.  

• Others refer to health care professionals deliberately being employed in 
collaborating organisations (e.g. psychiatrist or psychologist working both 
in residential and ambulatory mental health care organisation) who 
facilitate knowledge exchange and further formal collaboration.  

• Some partnerships gathered initially to reflect on, for example extra-mural 
care, and signed later on a formal cooperation agreement to construct a 
care pathway or develop programmes of care. Some partners 
collaborated in ‘Initiatives Sheltered Housing’ (ISH) . Other TPs 
mentioned that ambulatory and residential mental health services jointly 
prepared ‘pilot projects’ (even if for some these activities were not 
funded by the government).  

The ‘integrated services home care’ (ISHC) was nearly never formally involved in one of 
above-mentioned collaboration agreements. Individual health care professionals of the 
first line were sometimes invited to meetings at patient level (e.g. dismissal of a patient; 
organising psychiatric care at home), but seldom as a structural partner. Professionals at 
this level point at a lack of knowledge at the level of mental health care and a need to 
further develop this  

2.1.2.2 Formal collaboration at patient level 

As also pointed out in the first intermediate report ‘pilot projects in Belgian mental 
health care’ are the framework in which previous formalised collaboration often took 
place. Formal collaboration focused on patient issues (psychiatric home care (PHC) or 
outreach) succeeded in organising formal and regular meetings between professionals of 
different health care levels. For some patients, the collaboration is experienced to be 
very useful for both the patient and (health) care professionals. The latter commented 
positively on the opportunities offered for information exchange and to express 
difficulties in care.  

Some TPs have previously financed a coordinator for the organisation of multi-
disciplinary meetings about patient cases. Initially, these meetings were mostly organised 
to plan patients discharge from the hospital.  

The role of the coordinator was, in this case, funded by a shared budget coming from 
organisations involved, and sometimes through additional public (a.o. provincial) funding 
(see innovative programmes in mental health care, circuits of care, case management 
and cooperation initiatives). For other formal initiatives, participants were generally not 
financed for their presence, except for a few projects that reimbursed patient related 
meetings by means of the budget of the ISHC (GDT).  
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• The great majority of TPs built  partnerships with partners with which they 
have collaborated previously, be in formal or informal ways.  

• The selection of partners is largely influenced by the perceived specificity of 
patients needs. If inclusion criteria for patients are defined more broadly, 
often partnerships become more extended. 

• Dutch-speaking projects refer more to formal forms of previous 
collaborations than the French-speaking ones.   

• Previous formal partnerships were partly formed in the context of ‘pilot 
projects’ in mental health care or funded initiatives on provincial or 
community level.  

2.2 THE PREPARATION OF THE TP- PLAN 
In quite a number of the projects the people actually implementing the TP-plan are 
different from those who initially developed the TP-proposal. Due to the time span 
between the development phase of the TP and the interviews on the preparation of the 
TP-plan (as already described in the first intermediate report) we have to take into 
account that we may be missing information on the details of the preparation process of 
the TP-proposals. Although the research team requested the attendance at the 
interviews of key people in the development of the TP, these persons were not always 
present. A number of TPs though made an effort to invite those people involved in the 
preparation and development of the plan but who were not collaborating in the TP 
anymore.  

2.2.1 The role of MHCCPs and ISHC  

Table 2.2 summary table of the role of MHCCP and ISHC 
 MHCCP’s  ISHC  
Tasks  • Communication of the call to potential 

collaborators  
• Guiding and coaching role in process of 

TP development  
• Grouping proposals, comparison of 

similarities and putting forward 
proposals with high potential for 
funding ( per province)  

• Communication process to 
(potential)  individual primary 
care collaborators  

 

The NIHDI note of 27th March 2006, outlining the requirements for TP-proposals, 
stated that the call had to be communicated via the MHCCPs and ISHC. The first 
intermediate report already described that the role of the MHCCPs was more than just 
communicating the call. The MHCCPs had a guiding and coaching role in the process of 
TP development, often in order to enhance the chances of obtaining funding for TP-
proposals (grouping of TP-proposals, comparison of similarities in different proposals 
and putting forward proposals with high potential for funding (e.g. focus on a specific 
age group or specific patient group)). This seems especially the case in the Flemish part 
of the country (SPIL vzw (the MHCCP for ‘Limburg’), VLABO vzw (the MHCCP for 
‘Vlaams Brabant’), POPOVGGZ vzw (the MHCCP for ‘Oost-Vlaanderen’) and the 
MHCCP for ‘West-Vlaanderen’). We have collected far less detailed information about 
such a coordinating role of MHCCP in the French-speaking part of the country except 
for the province of ‘Liège’.  

A small number of TPs commented on the lack of comprehensiveness of the 
communication process of these ISHC for individual primary care partners (i.e. not 
every potential ISHC collaborator seemed to have been informed about this call).  
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2.2.2 The elaboration of the proposal 

2.2.2.1 Participation in the preparation of the proposal)  

Some projects seem to be a continuation (and adaptation) of previous initiatives, rather 
than an entirely new project adapted to the tender.  

For some projects, the initiative of elaborating a project was taken by a selective 
number of residential and ambulatory mental health care organisations that already 
informally collaborated at patient level previously. For other projects, the proposal is 
elaborated respectively on the initiative of a hospital or an ambulatory service.  

In most projects, future core partners have actively participated in the discussions 
during the elaboration of the proposal, while persons from the initiating organisation 
edited the proposal.  

Many TPs consider the project proposal as the result of a cooperation between 
partners rather than being determined by a single person. Some individual projects 
though, stated that the (opinion) leadership of individuals triggered the 
conceptualisation and the writing of the proposal. In only one (resigning) TP the top 
management of the partners elaborated the proposal. 

A lot of the interviewed TPs explicitly mentioned that they have elaborated their 
proposals during preparatory meetings. These meetings generally aimed at an exchange 
of partner viewpoints and at creating a formal consensus between all partners on the 
project  

In some of these projects, future partners, including primary care partners (e.g. ISHC) 
were invited to participate. For many French-speaking projects, health care 
professionals themselves were mandated to the meetings, rather than the management 
staff of the potential partners The content of the discussions of these the preparatory 
meeting was afterwards briefed to each individual participating organisation in order to 
guarantee support and an endorsement by all partners.  

Agreement with the management was considered by many as a necessary condition to 
submit the TP. The final TP-proposal had at least to be agreed upon at management 
level. In some TPs members of the management level actively participated in 
preparatory meetings. For some TPs a lack of agreement with the management on the 
draft proposal resulted in a process of rethinking the TP.  

2.2.2.2 Content issues of preparing the proposal 

In the first intermediate report an initial listing of themes discussed during the 
preparatory meetings was described. Some new elements can be added : 

• The choice for a specific target group and the criteria for selecting the 
target population was a discussion point in a number of TPs. In the cluster 
children and adolescents difficulties in selection of a target group 
according to DSM-IV criteria are mentioned. Especially French-speaking 
TPs in this cluster emphasize that this was an important discussion point 
in preparation meetings.  

• Some TPs indicate that the development of a common vision on the 
provision of care was explicitly discussed. Other TPs agreed “to 
collaborate” without an explicit or elaborated model of how to do this. 
For these latter TPs this working model was discussed in more detail in 
meetings taking place once the TP-proposal had been accepted.  

• Criteria for selection of partners as indicated by NIHDI: In several TPs 
reflections are voiced regarding the formal conditions imposed by NIHDI. 
TPs often indicate that the preparation phase of the TP consisted of a 
‘moulding‘ of the individual project into the NIHDI-format .  

• The practical organisation of the TP, including following issues:  

o The individual care plan: Only a few selected TPs explicitly mentioned 
to have elaborated a methodology for outlining a care plan.  
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o The future partners to be selected as members of the partnership  

o Role of partners regarding particular tasks  

o Expectations about partners’ commitment in the TP; e.g; the obligation 
for formal partners to participate in patient and steering committee 
meetings (this aspect influenced decisions regarding formal or informal 
partnership).  

o The financing of the participation in meetings: In the provinces 
‘Limburg’ and ‘Oost-Vlaanderen’ the administrative coordinator ISHC 
uses a common scheme for attendance for all projects 

o The participation of the patient/ family organisations in the actual 
patient meetings or in the broader organisation process of the TP. 
Especially issues with regard to professional secrecy dominated the 
agenda in this respect (see also further).  

o Development of tools and materials which should enhance the 
workings of the TP (see tools).  

o Discussion of lack of experience of partners in specific problem area’s 
and possible ways to resolve this. Especially the lack of experience in 
mental health care issues by primary care workers was adressed  

o Implications of time allocation for meetings on clinical time and on FTE 
allocation to clinical work. 

Many TPs mentioned that preparatory meetings drifted off in lengthy discussions on 
deontological or ethical issues. Some more frequently reported examples of these 
discussion topics are:  

• rules for financing contributing partners  

• the underlying value systems of different service providers e.g. the 
willingness to allocate a core position to the general practitioner (GP)and 
to reward this in financial terms, e.g. enhancing the budget for individual 
payment of a GP’s attendance and not doing so for attendance of other 
practitioners. 

• ‘a possible danger of preferential position of patients who have been 
included in the TP‘ Some TPs actually question whether, due to existing 
waiting lists, partners would resist the pressure to prioritise ‘TP patients’ 
on their individual waiting lists  

• Issue of shared legal responsibility (discussions about the legal position of 
a patient for whom the care process is overseen by a network)  

2.2.2.3 Preparation time 

The preparation time of TP-plans and proposals varies widely: from only a very few 
weeks up to a year or a year and a half. The small number of TPs that consulted very 
few people to write the proposal used far less time in general for this preparation 
process than those TPs with a lengthy consultation process in which most or all 
partners were involved.  

A few TPs explicitly emphasized the importance of consensus between collaborating 
partners and time needed to realise this. These projects state that this contributes to a 
smooth running TP once it actually starts. Some even compared themselves to other 
TPs of which they knew they had a less intensive preparation phase but that were 
experiencing difficulties later on.  
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2.2.3 The selection of the partners  

An overall comparison of the arguments of the interviews learned that some key 
principles guided the selection process of future partners.  

Firstly partners considered for participation were often organisations previously 
involved in some form of collaboration: TPs often say that the choice of a partner is a 
‘natural’ choice. This is especially the case for non-obligatory formal partners.  

Secondly knowledge and expertise of a particular partner with the specific patient group 
influenced the involvement of this partner in the TP. 

Thirdly the selection process was guided by the preset NIDHI criteria although this is 
often not explicitly cited as a guiding principle.  

• The MHCCP had a coaching role in the development and submission of 
proposals in many provinces. 

• The level of detail with which core issues in the preparation phase were 
developed is limited for most TPs. 

• The time spent on the actual preparation of the TP varies widely between 
projects. A limited number of TPs involved only few persons in the 
development of the TP proposal.  

• Previous collaboration, knowledge and expertise about a particular patient 
group and NIHDI-guidelines are the key guiding principles for the selection 
of partners.  
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3 OBJECTIVES OF THE TPS 

Table 3.1 Summary table of the objectives mentioned by the TPs 
Collaboration  
objectives 

Patient and family  -Involving patient and family in: 
defining the care pathway (clusters ‘children 
and adolescents’  and cluster ‘elderly’) and 
decisions concerning the care plan  
- Strengthening of the existing social  network 
around patients 
- Offering a place to share difficulties with 
professionals 

Partners General  - Reinforcing and formalising the relationships 
between professionals/institutions/lines/ 
sectors 
- Developing trust  
- Sharing knowledge 
- Guaranteeing ‘consistency’ and coherence 
between services  

Operational  Most mentioned:  
- Patient /ethical issues 
- Patients’ referrals 
- Caregivers’ expertise 
- Primary care workers support 
Less mentioned:  
- Identifying different roles of professionals 
- Coordination during acute crisis  
- training of professionals 
- Care plan with responsibilities 
- Shared patient file 
- Evaluation of the daily TP-functioning 

Service 
delivery 
objectives 

Transitions  - Continuity of care: mainly transitions and 
hospital discharge 
- Needs-based care (general statement) 
- Avoiding ‘health-care-shopping’  
- Strengthening of the role of the GP 
- Improving patients’ perception that they can 
rely on professionals 

Accessibility  - Reducing exclusion of patients from 
institutions 
- Developing access to services offering long 
term follow-up after an acute crisis 

Better use of care  - Reducing number of hospitalisations/length 
of stay/ redundancies of care/ ‘shopping’ 
behaviour/’revolving-door-patients’ 

Outcome 
objectives 

Patient level General 
(and often 
not 
specified) 

- Improving mental health status, 
reintegration in the society 
- some isolated more specific objectives: 
treatment compliance, destigmatisation, 
return home, early detection,.. 
 

 Professional level General and 
not specified 

- Professional development and mutual 
support 

Other Strategic reasons  “being part of a change movement” rather 
than a clear cut plan for a patient group 
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3.1 INTRODUCTION 
This section describes the aims of the TP, as described by the interviewees. We slightly 
changed the organisation of the topics as presented in the first intermediate report. 
Moreover, some additional aspects are introduced. 

It is interesting to observe that the meaning given to a TP, differs between projects. 
Several categories of objectives are put forward: 

• Objectives with regard to collaboration with patients and collaboration of 
(health) care providers and professionals:  

o General objectives are objectives expressed in very general terms.  

o Operational aims are related to the practical organisation of the TPs 
(e.g. the regular meetings between partners and patients).  

• Objectives with regard to the process of the service delivery (e.g. 
consistency and coherence of care for the patient). 

• Objectives with regard to the expected outcomes at patient level or at 
professional level.  

In the previous intermediate report, we noticed that some projects stated that the TP-
framework offers an opportunity to experiment with models of organisational and 
professional collaboration. For some other projects, the TP enabled to fund an existing 
practice of collaboration between partners. The involvement of patients and the 
support of families was also put forward as an important objective. Continuity of care 
(particularly between hospital and ambulatory care, sometimes within the sector of 
health care itself, or often between the health care sector and other sectors) was in 
general terms put forward as a motivation to elaborate the TP. For some TPs, 
improving accessibility of care, by reducing exclusion of patients from institutions or 
lack of long term follow-up, was also presented as a main purpose. Some projects 
underlined that the development of a network (through the TP) is necessary to leave an 
institution, to reduce both the number of hospitalisations and the length of stay and to 
maintain the patient at home. Developing a more rational and efficient use of care, 
chosen by the patient or family, was put forward as an important objective, in order to 
reduce redundancies of care or ‘(health)care-shopping–behaviour’.  

Some of these observations can be extended on the overall analysis; others have to be 
nuanced (especially with regard to the patient participation).  

3.2 COLLABORATION OBJECTIVES 
Some of the collaboration objectives refer to the organisation of professional 
communication with the patient (section 3.2.1). Most of the objectives mentioned refer 
to the collaboration between partners (section 3.2.2.). 

3.2.1 Patient and family level  

The involvement of patients and families in defining the care pathway is sometimes put 
forward as an objective, especially in the clusters ‘children and adolescents’ and ‘elderly’. 
However, this objective is formulated in rather vague terms (e.g. ‘offering information to 
the family’, ‘involving them’).  

Some TPs aim at involving patients and families in meetings and in decisions concerning 
the development of the care plan. One TP (cluster forensic) tries to realise the 
reintegration of the patient in his family. A very small number of TPs in the cluster 
‘children and adolescents’ insist on supporting and strengthening the existing social 
network (which includes the family network), rather than to substitute for it. Some 
selected TPs suggest that decisions on a transfer to a residential form of support should 
also consider the family situation. One other project (cluster adults) stresses that one 
of the objectives of the TP is to offer a better visibility of the different institutions, often 
unknown and/or feared by patients.  
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A small number of French-speaking TPs stress the importance of offering patient and 
families a place where they can share their difficulties with professionals and where they 
can meet each other (co-animation of workshops aiming at patients from different 
institutions). This place is also an opportunity to give patients the responsibility of their 
own care. This needs-based approach is not aiming at offering a standard trajectory of 
health services, but wishes to adapt the supply to the needs thus allowing the patient to 
choose services or facilities in an informed way.  

3.2.2 Partner level 

3.2.2.1  The general objectives 

The need to reinforce, support and formalize the inter-institutional relationships is  put 
forward as a core objective, as well as the reduction of the distance or gaps between 
health care lines by means of an independent mediating coordinator and the ‘integration 
of care delivery’. More specifically, a few TPs aim at formalizing an existing situation by 
‘upgrading’ a link at interpersonal level to the level of a link at organisational level (i.e. to 
extend an established relationship between two individual persons from two different 
services to a more global relationship between these two services).  

An explicit objective sometimes mentioned is developing trust between all actors 
involved and sharing knowledge about the available services and their ways of 
functioning (facilities, admission process, limitations of care, types of health care 
provision, vision on care, working habits and target groups) in order to broaden the 
possibilities of care for patients, to develop a better mobilisation of the available 
services, and to avoid stigmatisation of the patient and to help the transfer of difficult 
cases.  

A certain number of TPs stress the necessity to function in a network and insist on the 
importance to ‘link their worlds’: health care and welfare, social and medical, ambulatory 
and residential, hospital and non-hospital, prisons and non-legal care, first, second and 
third line, and family actors. Amongst the cluster ‘addictions’, most of the TPs have the 
objective to improve communication between mental health care and addiction services.   

Some partnerships aim to develop a complementary model of care in which different 
professionals stay within their respective competence whilst respecting the same 
philosophy and deontology in a team-based-approach. One TP summarizes this idea in 
saying: “bringing the partners together in order to help the patient to get better”. One of the 
main aims is to guarantee ‘consistency’ and coherence between services and to improve 
contacts between different actors of the network of care. One particular (resigning) TP, 
aimed at ensuring coherence between the care for the child and the care for the parent 
(parents were part of the therapeutic approach). 

A minority of Dutch-speaking TPs explicitly mention “the development of care pathways’” 
as the main purpose of the TP. The aim is to implement care pathways involving 
different organisations and services from multiple sectors.  

3.2.2.2 Operational objectives 

Many TPs have elaborated on operational objectives at the level of partners in the 
projects. Often meetings are explicitly put forward as a means to implement these 
operational objectives, especially by French-speaking TPs.  

Operational objectives mentioned most often are:  

• improvement of communication between partners: confronting different 
viewpoints of professionals on the treatment and needs of the patient or 
on ethical and deontological questions  

• sharing information about common patient situations (e.g. to avoid similar 
errors in the future, to develop an overview of the patient situation and 
to make an inventory of the health care use of patients and the perceived 
difficulties) 

• improvement of patients’ referrals  
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• enriching caregivers’ expertise about a precise problem area and/or about 
a specific patient group 

• avoiding the feeling of isolation in primary care workers (they work often 
only with patients) and giving them a place where they can be listened to 

Following operational objectives are mentioned less often:  

• establishment of a personal contact between hospital services and general 
practitioners 

• development of a clear description of the specific roles of all professionals 
involved in the care of an included patient  

• optimisation of the coordination during an acute crisis and optimising the 
differences in communication strategies (especially since there is a risk 
that different providers set different patient objectives after a crisis) 

• support for the training of professionals (see first intermediate report p. 
29 for more details) 

• development of a care plan (see first intermediate report p. 29 for more 
information) 

• use of a shared patient file (in some Dutch-speaking TPs) 

• evaluation of the TP-functioning as an objective to better understand 
barriers for collaborating with partners and understanding the difficulties 
in the functioning of the network 

• handling difficult situations  

Some individual TPs have other specific operational objectives. One TP aims at creating 
an inter-institutional link by “investing in a common place which is managed jointly by the 
different partners round the patient”.  

3.3 SERVICE DELIVERY OBJECTIVES 
Some TPs emphasize that collaboration should aim at an improvement of service 
delivery. 

Even if ‘continuity of care’ is often cited as a motivation to elaborate the TP (particularly 
between hospital and ambulatory care - sometimes within health care, or often between 
health care and other sectors), it is rarely mentioned explicitly, or only in very general 
terms. 

3.3.1 The transition between organisations 

Projects mainly speak about continuity of care in terms of transitions between hospital 
and ambulatory care or hospital discharge. The potential harmful effects of transition 
periods should be reduced. They refer to the ‘cross-boundary’ and ‘information’ aspects 
of continuity with regard to the management of transitions. They mention aims such as: 
assuring the post-hospital follow-up, reducing the waiting period before admission, 
meetings between professionals in order to avoid repetition of the same information to 
the family, using a shared patient file or offering a “succession of structured and 
coordinated therapeutic sequences” at the right moment. Most of these TPs aim at 
ensuring the health care delivery after the hospitalisation period (few TPs include the 
period before patients are admitted into hospital). A limited number of TPs consider 
the risks of relapse during transition periods.  

The dimension ’flexible’ is underlined by several TPs, often using the term ‘needs-based 
care’. Only the care that patients’ needs must be provided. Services must be offered, 
not imposed. Patients should not be locked up in a pathway which is imposed in a 
standardised manner.  

For one TP, aiming at alcohol addict patients, continuity is a way to avoid ‘health care 
shopping’ by giving the GP (“better placed” and “ideal provider”) a central place to build 
a network round the patient.  
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A very small number of TPs refer implicitly to the ‘experienced’ dimension of continuity. 
According to these, “knowing that there is someone” gives the patient the possibility to 
remain stable (even if the contact is not intensive and if care is not always provided by 
the same institution). It is also important that patients and their family know that they 
can count on professionals who have the same philosophy of treatment.  

3.3.2 Accessibility of care 

For many TPs, particularly in the clusters ‘elderly’ and ‘adults addictions’, improving 
accessibility of care is an important objective. These projects aim at the reduction of 
exclusion of patients from institutions or aim at developing access to those services 
offering long(er) term follow-up after an acute crisis. The projects distinguish two 
particular categories of patients: (a) patients who already have used mental health 
services but often encounter difficulties in accessing appropriate care and (b) the 
persons suffering of mental health disorders who did not receive appropriate care 
previously because of their reluctance in using these services (e.g. isolated or depressed 
elderly, homeless people) on the one hand or because of their ignorance of their 
(psychiatric) symptoms on the other hand.  

According to some projects, the TP is expected to offer a solution to the exclusion of 
patients with co-morbidity or complexity of symptoms. Indeed, having access to 
services may be a problem for these patients. Therefore, TP is considered as a way to 
improve this situation by allowing more communication between professionals (e.g. 
social services are more inclined to help addicted patients with psychiatric comorbidity 
or socially excluded persons with budget problems if they know their psychiatric 
problems are treated by other professionals). One project considers that TP is a way to 
reduce waiting lists. 

3.3.3 A better use of care 

The improvement in service delivery is resumed by a small number of TPs as “putting 
the patient at the right place at the right moment”.  

Some projects underline that the development of a network (through the TP) is 
necessary to reduce both the number of hospitalisations and the length of stay, or to 
maintain the patient at home with the necessary support. According to them, 
alternatives to hospital care can be more easily found if different partners meet each 
other (e.g. PHC with home helpers), and seek coherence and consistency in the care 
process (see first intermediate report p. 31 for more details). The hospitalisation time 
should be used to its best advantage in getting partners round the patient, strengthening 
the existing network and showing patients the way to home care. In the same logic, a 
minority of projects promote day-hospitalisations.  

A limited number of TPs aim at a more rational and efficient use of care, this in order to 
reduce redundancies of care and ‘(health) care shopping behavior’. One TP mentions it 
is important that patients obtain the necessary information on care provision (see also 
section ‘3.2.1 Patient and family level’) in order to be able to make their own decisions 
regarding their own care.  

Early and timely health care delivery is cited as an objective by a few TPs, this in order 
to prevent the worsening of patients, to increase awareness for substantial psychosocial 
problems in specific target populations, to be able to detect warning signs and to 
mobilise specialised providers (see first intermediate report p. 31 for more details). 



20 Mental health care reforms - second intermediate report KCE Reports 123 

3.4 OUTCOME OBJECTIVES 
The additional interviews mainly confirmed the findings of the first intermediate report 
in terms of outcome objectives. We have indications that objectives at patient level are 
seen by a lot of the projects as an implicit and assumed result of the partners’ 
collaboration objectives.  

3.4.1 Patient level 

For some TPs, and mainly in the clusters ’children and adolescents’ and ’elderly’, the 
main objectives are directly linked to the specific patient group. They mention in very 
general terms issues such as mental health status and reintegration or social issues 
(family life, employment, social integration, school life, etc.) (e.g. “to make something for 
this specific population”, “to have a better view on the patient group”).  

Only a few isolated TPs mention:  

• Improving treatment compliance in order to avoid acting-out 

• De-stigmatisation of the mental illness to open the door for seeking help 
in psychiatry (especially in the cluster ‘elderly’) 

• Helping the patient (cluster ‘children and adolescents’) to find their 
position back in the social network (with family, neighbourhood and 
overall school) 

• Working for the reintegration of the patient and to give him the 
possibility to return home (particularly in the cluster ‘adults’: orientate the 
patient to extramural) 

• Improving the recognition of the specificity of the patient group  

• Some other general issues are mentioned such as: a better follow-up (e.g. 
to avoid acute crisis after hospitalisation), a “more holistic approach”, a 
“supplementary expertise” and an “earlier detection” 

3.4.2 Professional level  

A small number of projects mention rather general objectives with regard to 
professional development and mutual support as an aim to reach through collaboration.  

Some projects submitted proposals for strategic reasons (“We want to be a part of the 
movement”). One resigning TP aims at implementing a psychiatrist peer review network, 
in order to support individual psychiatrists.  

3.5 SPECIFIC CLUSTER-RELATED INFORMATION 
In the cluster ‘children and adolescents’, the objective is often the formalisation of what 
professionals were already doing previously. In this cluster, it is sometimes mentioned 
that it is important to link the health care provision with psychiatry or to have a holistic 
approach.  

TPs in the clusters ‘addictions’ and ‘forensic’ insist on the importance to better identify 
the needs of patients, to improve the accessibility of care and to link mental health care 
with other sectors (e.g. legal sector). More specifically in the cluster ‘forensic’, the 
emphasis is on giving caregivers involved support and on improving the patient referrals.  

In the cluster ‘elderly’, most of TPs had the objective to provide support (emotional and 
professional) to caregivers who are working with elderly. Professional support should 
enable earlier detection of the mental illness’ signs. The importance of accessibility of 
care is also stressed.  
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• In many cases, the TP enables to fund, reinforce, support and formalise an 
existing practice of collaboration between partners. 

• TP is seen as a means to ‘link different worlds’ (e.g. health care, welfare and 
social care; ambulatory and residential services; prisons and non-legal care; 
first, second and third line; patients and family actors).  

• TP is often seen as a means to reduce both the number of hospitalisations 
the length of hospitals stays and to maintain the patient at home 

• Continuity of care (particularly between hospital and ambulatory care) is 
often cited as a main aim of the TP, but it is seldom elaborated upon in 
detail. 

• TP is often regarded as a way to improve accessibility of care, by reducing 
the exclusion of patients with co-morbidity or complexity of symptoms.  

• Developing a better use of care was put forward as an important objective,  
but is often not elaborated upon in practical terms.  

• Objectives at patient level are seen by a lot of the projects as an implicitly 
assumed result of the partners’ collaboration objectives. 
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4 SELECTION OF THE TARGET POPULATION 
Many aspects observed in the first intermediate report on the selection of a target 
group and the observation that ‘chronic and complex’ is more an issue of multiple needs 
rather than one of the severity of the psychiatric disorder are confirmed. Some other 
additional elements are mentioned too, especially with regard to the notion of care 
trajectory.  

4.1 MOTIVATIONS FOR SELECTION OF PATIENT GROUP 

Table 4.1 Summary of main reasons and some problems for selecting a 
target patient population  

Main reasons Particular experience of the TP partners with a particular patient 
population 
Perceived needs of specific patient groups 
Service-related issues in a geographic area (e.g. current provision 
of mental  health care services for a particular population) 

Inclusion criteria 
Age criterion Children and adolescents More specified age groups 

Elderly Problem of 65 age limit 
Psychiatric diagnosis Children and adolescents In some cases not considered 

needed (stigmatization) 
Multiple problems  Problems in different life 

spheres to maintain in 
community 

Exclusion criteria (less explicit in many cases) 
Patient diagnosis Lack of psychiatric diagnosis 
 Elderly Sometimes dementia 
 Adults Mental retardation 
Patient needs Sufficient social network 
 Support from less than three partners/professionals is needed 

In the first intermediate report, it was noticed that the criteria used to include patients 
differed between the TPs and were not always clearly defined. Reasons for selecting the 
patient groups were diverse, but mainly driven by three general types of motivations: 
patient-related issues (i.e. perceived needs of specific patient groups, considered difficult 
to treat), service-related issues (problems related to the coverage of mental services in 
the chosen catchment area) and professional expertise -related issues / particular 
experience of the TP partners with a specific patient group) (see first intermediate 
report p. 37 for more details).  

The common and most pragmatic reason is that partners choose a patient-group they 
are already working with. But, the reasons for selecting a patient group are often 
formulated in very general terms. Some projects give the priority to patients who have 
problems with accessibility of mental health care. Particularly in the cluster elderly 
(especially concerning patients with early dementia) interviewees stress the lack of 
psychiatric service supply and the shortage of facilities in the catchment area (see also 
section ‘3.3.2. Accessibility of care’). These TPs mainly want to facilitate the transition 
between hospitals and rest homes, to reduce the waiting lists and to improve the 
availability of specific services. One project selected aged persons because “in a mainly 
rural region, this is a population who does not easily asks for psychiatric help, because this is 
still considered as a taboo”. A small number of TPs, mainly in the cluster elderly, 
deliberately chose to define the target group as a very broad/wide category (no specific 
inclusion or exclusion criteria) in order to exclude as little patients as possible. Part of 
the motivation for this choice is also to avoid stigmatisation of patients. Other projects 
use broad/wide categories for more pragmatic reasons (to reach the imposed caseload).  

One TP focuses upon adolescents with adjustment disorders (“troubles de l’ adaptation”) 
to create a specialised service in the hospital where they initiators of the TP work.  
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4.2 INCLUSION AND EXCLUSION CRITERIA  

4.2.1 Inclusion criteria  

Only a small number of TPs use a formal list of inclusion criteria (e.g. problems in at 
least N life domains; At least N years of illness; At least N admissions to a hospital,…). 
Only few of these TPs count these criteria in strict quantitative score (such as: at least 
N criteria must be met). A vast majority of TPs chose, often deliberately, broad and 
flexible criteria for inclusion (see section 4.1). 

Additional to the NIHDI-criteria (age and disorder) many projects use one or more of 
the following inclusion criteria:  

• Geographical place of residence (i.e. within the catchment area of TP) 

• Problems in multiple life domains and/or co-morbidity (psychiatric or 
other disorder (sometimes indicated as different problem areas on axis IV 
DSM-IV TR) 

• Need for support or consultation with multiple partners (some TPs will 
exclude the proposed patient if less than 3 partners are involved in the 
care process)  

• Expected added value for the situation of the patient (being the first 
criterion for a certain number of TPs) 

• (Explicit) informed consent of the patient (and of the family, for one TP 
aiming at elderly patients) 

•  Ongoing psychic problematic (the patient is for a long time in process of 
receiving care/help)  

Some isolated TPs use more rare criteria:  

• Residence of the patient (residential or ambulatory)  

• Acute need implying a bad access to care 

• Gender of the patient  

• Language of the patient 

• Possible use of antidepressants (elderly) 

• Lack of a stable living situation 

A very small number of TPs aiming at forensic patients, requires the risk of recidivism 
and the supervision by the juvenile court as a necessary inclusion criteria.  

4.2.1.1 Age criterion 

TPs addressing adults and aged persons generally apply the general age range set by the 
government’s programme. For the cluster elderly, a number of TPs commented on the 
+ 65 age limit and preferred to lower it to + 60. In the cluster adults, a small number of 
TPs focuses on a particular age subgroup with a higher incidence of a psychiatric 
problem (e.g. borderline under 45 year old). 

Within the cluster children and adolescents, TPs specify more detailed age-group 
subcategories than the overall age clusters (e.g. 0-7 years). The motivations are often 
based on different needs of age-related subgroups. TPs in the cluster forensic children 
and adolescents point out that under the age of 12 problems are less severe, whilst 
especially from 15 years onwards more important and complex problems occur with 
this subgroup. Some remarks were made on the problems with the upper age limit of 
18 for adolescents. This age limit can have major implications on the continuity of care 
provision. The age limit is experienced as a formalistic limit, because the maturity and 
development of an adolescent can be very different and may require a different 
approach (projects in the cluster forensic and addiction). The preset format of age 
clusters obliged certain TPs to opt for a subgroup in their patient population (e.g. both 
youngsters and young adults in age range 16- 25).  
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4.2.1.2 Psychiatric disorder 

A great number of the TPs did not give explicit information on the topic of diagnosis. A 
small number of TPs whom were interviewed during the second round state that they 
do not require a specific psychiatric diagnosis to include the patient in the project. 
These projects mention the limited availability of psychiatrists (thus impacting on the 
possibility to obtain a psychiatric diagnosis), the reluctance towards stigmatising children 
and adolescents with a clear-cut diagnosis (because they still evolve) and the willingness 
to include any patient with a mental disorder (see section 4.1).  

Some other projects require at least a(n indication of) psychiatric disorder. A small 
number of these TPs even specify other sub-criteria of inclusion such as (psychiatric) 
co-morbidity (e.g. personality disorders and developmental disorders; psychiatric 
disorders and mental retardation). 

4.2.1.3 Multiple problems 

The presence of multiple problems in different domains is regarded as more important 
than the diagnosis for most of the TPs aiming at patients living in the home environment 
(see section 4.1). Only a small number of TPs explicitly require both a psychiatric 
diagnosis and the presence of multiple problems before including a patient in the 
project.  

Whilst a few TPs insist on the necessity of multiple problems without specifying the 
nature of the problems or the domain(s), other TPs describe the latter precisely. The 
most cited conditions of inclusion in terms of multiple problems are:  

• Forensic status (the cluster ‘children and adolescents’) 

• Problems in several life domains: social, relational, familial, financial, 
professional, accommodation  

• A patient situation which requires the involvement of different services 
(partners) 

• Downward evolution of the psychiatric condition (“Situation getting 
worse”) 

A small number of TPs consider the problematic use of care of patients as a being part 
of a multiplicity of problems. A TP aiming at alcoholic patients explains that it is an 
“evasive population that never returns to the same institution to be treated”. Another TP, 
aiming at adolescents (“jeunes en situation de désappartenance”), explains that these 
patients “put systematically their network in a “no-win situation” and are then left on their 
own, isolated”.  

4.2.2 Exclusion criteria 

Only a very small number of TPs clearly mentioned that no specific exclusion criteria 
were defined. For some, this was a deliberate choice (see section 4.1). One TP, aiming 
at alcoholic patients, states that “exclusion criteria would go against the objectives of their 
project”.  

Two main elements are put forward by TPs as rationale to exclude patients: 

• Issues related to the patient diagnosis:  

o  Only a small number of TPs stress that the absence of a formal 
psychiatric diagnosis is a motive for exclusion. 

o  A certain number of TPs, in the cluster elderly, exclude patients for 
whom dementia and/or a psycho-organic disorder was the “primary” 
diagnosis (though, one of these TPs organises meetings for those 
patients outside the TP-programme). 

o A small number of TPs exclude patients with mental retardation. 

o Patients with addiction problems are not included in a very small 
number of projects.  
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o One TP excludes patients with “Antisocial personality disorder” 
motivated as to protect the professionals, ‘because of the dangerousness 
of this population’. Another TP excludes Antisocial and narcissistic 
personality disorders because of a potential high involvement with 
legal services.  

o One TP excludes persons with “a temporary depressive phase after a 
bereavement, because there are other channels for acute problems”. In 
another TP, persons with depression were excluded, as the aetiology 
could be organic. 

• Issues related to the needs of the patients:  

o A certain number of TPs agree that the patient must not be included 
in the project if the initial assessment shows that the network of the 
patient functions well or that a positive evolution is taking place (there 
is no real need then for regular follow-up or involvement of all obliged 
partners of the project). A very small number of the projects use this 
criterion for discharging a patient from the TP.  

o Certain TPs exclude a patient if care can be appropriately provided 
without involvement of 3 partners (I.e. ‘bilateral’ collaboration is 
sufficient). 

4.3 CHRONIC AND COMPLEX 
The first intermediate report indicated that the complex and chronic character of the 
psychiatric disorder is often not delimited in specific terms. When asked explicitly, 
some individual projects interviewed in the second round, develop some reflections. 

Whilst most of TPs clearly distinguish the dimensions ‘chronic’ and ‘complex’ of a 
psychiatric disorder, a certain number describe ‘chronic and complex’ as a common 
intertwined characteristic.  

A complex problem is identified as: 

• The need for consultation and support by different partners (health care 
professionals and/or institutions) in different disciplines: medical, 
psychological, psychiatric and social support  

• The presence of problems in multiple life-spheres (E.g. social, professional, 
financial, accommodation educational or family issues) 

• A combination of a psychiatric problem with another disorder (E.g. 
behavioural problems or criminality) and/or co-morbidity of two 
psychiatric disorders 

Complexity is often related to the diversity and the multiplicity of problems in different 
domains (and therefore the professionals needed to treat) rather than to the severity of 
the psychiatric disorder itself (see also section 4.2.1.3. ‘Multiple problems’). This 
element is especially mentioned in projects working with socially vulnerable persons or 
projects with a social psychiatry approach.  

A very small number of TPs remarked that the ‘complexity’ or ‘severity’ depends on the 
setting of residence of the patient. Some behaviour may be regarded as mild in a 
residential setting, but as severe in a home context (see first intermediate report p. 73). 

The chronic character of a psychiatric disorder refers to longer term linear and/or 
recurrent character of a problem: 

• ‘Chronic’ is used for patients who have been diagnosed for a long time or 
who experience functioning problems on a long term basis. Duration is 
not specified. ‘The actual duration of long-term varies a lot between TPs 
(two years – 6 months). In a very small number of TPs, patients must have 
had at least two or more hospitalisations before they are considered as 
having a chronic problem.  
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• A small number of TPs state that, to be considered as ‘chronic’, a patient 
situation should require a complex (and often lifelong) care commitment 
by different care partners. One TP adds in this respect that there should 
have been an extensive and difficult “history of care provision”.  

• One TP sees (the risk of) relapse as an indicator of a ‘chronic’ situation. 
Another TP stresses that ‘revolving door patients’ are ‘chronic patients’. 

• A very small number of TPs state that, to be considered as ‘chronic’, a 
depression cannot only be the consequence of a particular event 
(‘reactive depression’).  

4.4 CARE PATHWAY  
In the first intermediate report, the concepts of ‘care trajectory’, ‘care pathway’ or ‘care 
circuit’ were not discussed. In the new 2009 data, some TPs refer to this topic but 
seldom in a clear operational manner. The use of the terms trajectory or pathways is 
often implicitly connected to the issue of continuity of care for the patient. 

Some isolated TPs use terms such as ‘common care circuit’ (‘circuit de soins commun’), 
‘care pathway/ trajectory’ (‘zorgtraject’) or ‘pathway/trajectory development’ 
(‘trajectontwikkeling’) but without giving a clear definition of it.  

Some individual French-speaking TPs speak explicitly about ‘classic trajectory’  
(‘trajectoire classique’ or ‘parcours classique’) referring to the notion of care programme to 
describe the different stages the patient (belonging to specific patient group) goes 
through. Some of these TPs, aiming at forensic patients, feel that the first stage in this 
trajectory is the admission in a psychiatric institution (on judiciary order), whereas 
another TP takes the detection of the illness/ diagnosis as a starting point. The following 
stages are often described as transitions from one particular setting to another (E.g. 
from residential to ambulatory or from a psychiatric confinement to a social 
reinsertion) in function of the evolution of the patient situation.  

• Reasons for selecting the patient groups were mainly driven by perceived 
needs of specific patient groups considered difficult to treat, problems 
related to the coverage of mental services in the chosen catchment area and 
particular experience of the partners with a patient group. Projects also 
based their choice on more pragmatic reasons.  

• Many projects focusing on ‘elderly’ refer to the shortage in specific service 
provision as a main reason to focus on the patient group. 

• Inclusion criteria are not systematically used and not always strictly defined.  

• The age limit (preset format age clusters) is experienced as a formal rather 
than practical limit, especially in the cluster children and adolescents.  

• While a precise psychiatric diagnosis is rarely considered as a necessity for 
the inclusion of a patient, the presence of multiple problems in different life 
spheres is regarded as important. 

• The notion of complexity is often defined as a combination of needs in 
different life-spheres rather than the severity itself of the psychiatric 
disorder.  

• Chronic is on the one hand defined in terms of duration of a problem or use 
of care or on the other hand in terms of the recurrent character of problem.  

• TPs provide little information on the notion ‘care pathway/trajectory of 
care’.  
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5 SELECTION OF THE PARTNERS  

Table 5.1 Summary overview of the selection of the partners 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Formal 
partners 
 

Obligatory 
 

Number Only a minority of TPs are small scale and limited to the 
required minimum number of 3 partners  

Type Psychiatric 
hospitals/units 

Main partner in most cases (exception 
cluster elderly):  
In Fr tp generally more than one 
hospital or unit 

Ambulatory 
mental health 
care 

In Fr projects, overall, a higher number 
of mental health care centres  

Primary care More limited number (usually 1 or 2) 
In FR TPs  generally individual GP’s or 
medical houses 
In Dutch TPs more collaboration with 
ISHC: 
FR TPs experience important 
difficulties to include a partner from 
primary care 

Non-
obligatory 

Number Many projects include several non-obligatory partners (at 
least one) 

Type Most projects include a mix of partners from general 
health care, welfare, education,  legal domain 
 
The involvement of family or patient organisations as 
formal partners is low   

Health care 
partners 

Large variation in number  

Children & 
adolescents 

-more partners 
from the general 
health care field  
-often inclusion of 
general or specialist 
pediatric hospital 
services 

Addiction inclusion of 
specialised services 
in addiction 
treatment or 
prevention 

Cluster adults often sheltered 
living, rehabilitation 
centres, psychiatric 
nursing homes, day 
hospitals, night care 
units, and health 
care services 
focusing on 
integration in the 
community 

Cluster elderly more partners from 
the general health 
care field 
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Outside health 
care 

Cluster 
addiction:  

 seldom  

Forensic: most often, 
inclusion of PYS and 
penitential 
institutions 

Children and 
adolescents 

Depends on patient 
group, inclusion of 
educational services, 
family support 
centres or 
rehabilitation 
institutions 

Adults welfare services 

Role ‘Core partners’ managerial and strategic activities (not 
all partners equally involved):  

Administrative partners  Primary care more administrative 
coordinator than strategic or clinical 
input  

‘Expert“ partners’ specific expertise at the level of 
patient meetings 

Informal 
partners  

 - Ad hoc participation in the partnership 
- No role at the level of the partnership coordination 
- Role mainly with particular aspects of the care of the patient and 
participation in patient meetings if necessary 
Sometimes involved  after the actual start of the TP 
-Often social care sector, welfare services or judicial sector 
   Sometimes partners (mental) health care domain (but that do not 
want to commit formally) 

As mentioned in the first intermediate report, we use the general label ’partner’ to 
refer to an organisational entity or an individual professional or person taking part in 
the TP.  

The NIDHI tender (27th March 2006) outlined some essential requirements regarding 
the partners of a TP (see first intermediate report p. 10 for more details): at least 3 
separate partners had to take part in the network, of which one should be a primary 
care partner. 

Within the category of formal partners, NIHDI distinguished obligatory partners (at 
least 3 from separate categories, see first intermediate report p. 10 for more details) 
and non-obligatory partners (see first intermediate report p. 17 for examples). 

As a result of the bottom-up selection process, a wide variation of organisational 
configurations of these partnerships was proposed (in terms of number of partners as 
well as in terms of characteristics of the individual organisations). Indications are found 
that French-speaking projects have overall a tendency to propose configurations with 
more partners (in number), and more partners from different sectors than the Dutch-
speaking projects.  
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5.1 FORMAL PARTNERS 
The additional interviews confirmed that only few partnerships were proposed with a 
minimum number of 3 participating partners. Some partnerships have chosen 
deliberately to work with a small number of formal partners because of the 
requirements for physical attendance at meeting (number and type of formal partners). 
However, local or regional contextual elements (e.g. ‘ supply ‘ of (health care) services) 
may influence the complexity of the configuration of the partnership. 

• Some TPs emphasize the importance of making an overview or inventory 
of available services in their region (this was especially mentioned by 
those TPs that experience that the available services are insufficient to 
cover the need of particular target groups).  

Most formal partners are, not surprisingly, part of the mental health care domain. many 
projects also include non-obligatory partners, from general health care, welfare, 
education or the legal domain (juridical services) as formal partners in the projects.  

During the interviews it became clear that, at least for some TPs, some 
misunderstandings had occurred which may have influenced the proposed configuration 
of the partnership. A confusion became apparent between the concepts ‘obligatory 
partners’ and ‘formal partners’ in the NIHDI-tender. Some TPs assumed that the formal 
partners could only be partners from (mental) health care services and not from welfare 
or social care services. Some projects complained on this lack of clarity (see also further 
sections). 

During the interviews we focused on the difficulties and opportunities in developing an 
organisational configuration and the decisions about roles of potential partners. For a 
descriptive listing of the collaborating partners, interviewees often referred to the TP-
proposal.  

5.1.1 Obligatory partners  

At least one psychiatric hospital or psychiatric division of a general hospital should be an 
obligatory partner of a TP. A majority of TPs have more than one psychiatric hospital as 
formal partner however. A  limited number of Dutch-speaking TPs have a higher (i.e. 4-
5) number of formal hospital partners. These TPs operate in a region/locality with a high 
concentration of hospitals (e.g. Leuven and Gent). More than half of the French-
speaking TPs have up to 7 or 8 hospitals or hospital units as obligatory partners, with 
one TP in which 20 hospitals participate as formal partners.  

Further obligatory partners had to be either Community Mental Health Services 
(CMHS) or pilot projects/outreach projects. French-speaking TPs opted for a higher 
number of CMHS as formal obligatory partners, compared to the Dutch-speaking TPs.  

The number of formal partners at primary care level is generally more limited (usually 
one or two). Collaboration with individual GPs or medical houses as a formal partner, is 
far less common in the Dutch-speaking TPs. Nearly all TPs (except one) in the province 
of ‘Oost-Vlaanderen’ and ‘Limburg’ collaborated with ISHC (‘OVOSIT’ and ‘LISTEL’ 
respectively). In the province of ‘Vlaams - Brabant’ and ‘West Vlaanderen’, most TPs 
collaborated with and ISHC. In ‘Antwerpen’ the situation is more diverse (i.e. Centre 
Public Welfare (CPW), psycho-geriatrisch network, ‘Wit-Gele Kruis’) rather than 
collaboration with ISHC.  

The French-speaking TPs reported more refusals by ISHC (SISD) to participate or 
received no reactions from ISHC. The practical modalities of many of these ISHC 
(either stopping its activities, either being in a very early start phase) explains the 
barriers to opt for collaboration. Some of these French-speaking TPs experienced major 
difficulties for finding a primary care partner in order to be able to submit a proposal. 
These choices of primary care partners cannot be attributed to a particular cluster.  
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5.1.2 Non-obligatory partners  

We distinguish non-obligatory partners from the health care domain and those outside 
the health care domain.  

5.1.2.1 Non-obligatory partners from the health care domain  

A large variation between TPs can be observed in the number of non-obligatory 
partners from the health care domain: some TPs did not include an additional non-
obligatory partner, while most TPs include at least one.  

In the cluster adults, sheltered living, rehabilitation centres, psychiatric nursing homes, 
day hospitals, day activity centres, night care units, and health care services focusing on 
integration in the community are often included as partners.  

For the clusters children and adolescents and elderly, TPs include more partners from 
the general health care field (i.e. residential care homes or geriatric services for elderly; 
pediatric services for the cluster children and adolescents).  

• French-speaking TPs in the cluster elderly did include additional health 
care partners.  

• TPs concentrating on children and adolescents often include health care 
partners such as general or specialist (e.g. neurology, eating disorders) 
pediatric hospital services. Except for 2 TPs in the cluster forensic, TP do 
not include non-obligatory partners from the health care domain. 

• TPs in the cluster addiction (‘children and adolescents’ and ‘adults’) have 
included quite a range of non-obligatory formal partners (belonging to the 
health care domain) – mostly specialised services or organisations in the 
field of addiction treatment or prevention. Although non-obligatory in the 
NIHDI-call, these are considered as key partners in the service provision 
for this particular cluster. 

5.1.2.2 Non-obligatory partners outside the health care domain  

Furthermore we see some cluster-related patterns in the inclusion of non-obligatory 
partners from outside the health care domain.  

In the cluster addiction, non-obligatory partners outside the domain of health care are 
seldom included, except for some TPs in the cluster children and adolescents that 
formed a partnership with organisations in the field of youth welfare (e.g. Protective 
Youth Services (PYS)).  

For the cluster forensic (both children and adolescents and adults), non-obligatory 
partners are considered as key partners though. Without these partners TPs could not 
be defined as forensic. Youth protection services but also penitential institutions are 
included most often.  

For the cluster adults, a number of TPs have included welfare services (Public Municipal 
Social Service Department (PMSSD), CPW, ‘Service d’Intégration Sociale’) but these are 
seldom considered as strategic core partners. A small number of TPs collaborate with 
initiatives on re-entry in the work environment (e.g. ‘Service d ’intégration socio-
professionnelle’) 

For the cluster children and adolescents, the specific patient group seems to affect the 
inclusion of other partners. TPs working with children of the school age often 
collaborate with education services (e.g. Schools Advisory Service (SAS)). Those (few) 
TPs focusing on very small children collaborate with family support centers. TPs 
working with handicapped children and adolescents include rehabilitation institutions 
(‘MPI/IMP’, ‘revalidatiecentra’). 
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Only a very limited number of TPs have chosen to have a family or patient organisation 
as formal partner (non-obligatory partner outside health care domain) collaborating in 
the TP. As already indicated in the first intermediate report, if they do participate, it is 
mostly at the level of steering committee meetings. Even though some family or patient 
organisations have requested to be able to participate in patient meetings, this request 
meets a lot of opposition. The lack of professional secrecy obligation is considered as a 
major hindrance in this respect. On some occasions it was also mentioned that 
participants of patient organisations may personally know some of the patients taking 
part in the TP, which is regarded as an even more sensitive situation. 

5.1.3 The role of the formal partners 

The role of partners in the network can be differentiated according to patient related 
activities on the one hand and management of the partnership on the other hand. 

Partners who are involved in a managerial capacity are often ‘core partners’. Primary 
care partners are often mainly taken on board of the partnership because the NIHDI-
call urged to do so. In the case of lack of experience with a particular patient group 
ISHC takes up a more administrative coordinating role rather than providing clinical 
input in the partnership.  

Some TPs asked some institutions or organisations with specific expertise (even outside 
their region) to be available (in a formal capacity) as an “expert“ partner (e.g. for 
treatment of borderline personality disorder). This expert partner does not participate 
in the steering committee (management level see infra) but may attend patient meetings. 
This expert role may also extend to informal partners.  

5.2 INFORMAL PARTNERS 
It is difficult to develop an exhaustive overview on number, type, role or motivations of 
informal partners (as they did not sign the initial TP-proposal). As a general outcome of 
the interviews it can be observed that informal partners are invited in an ad hoc way to 
participate in the partnership. In some projects they were involved  after the actual start 
of the TP (e.g. depending upon the requirements of a particular patient situation). 

Informal partners are often services or professionals from the social care sector, 
welfare services or judicial sector (e.g. street corner workers with homeless young 
people, Municipal Public Social Service Department (‘CPAS’/’OCMW’), sheltered 
workshop, integrated youth services, lawyers supported housing, labour rehabilitation, 
‘AMO’, ‘CSG’, patient and family organisations).  

Sometimes services or organisations from the (mental) health care domain which could 
actually have been involved as obligatory formal partners (psychiatric hospitals, general 
hospitals, additional pilot projects or individual practitioners) participate as informal 
partners.  

Informal partners generally do not have a role at the level of the partnership 
coordination. They are mainly involved with particular aspects of the care of the patient 
and participate in patient meetings if this is considered to be necessary.  
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5.3 PARTNERS NOT PARTICIPATING IN THE TP 
Some initially proposed partners were excluded by the partnership or refused to 
participate (see first intermediate report p. 25 for more detailed information).  For the 
latter group two main reasons play a role: 

• practical and administrative issues.  

o NIHDI-regulations made some potential partners decline the proposal, 
this despite a genuine interest in the content and the approach of the 
TP. Especially smaller services sometimes declined participation as the 
obligatory representation in (inclusion and patient)meetings would 
have had important implications in terms of time investment for other 
(clinical) tasks.  

o Some potential partners decided not to participate in particular 
projects because they had been invited for participation in several TPs. 
They expected difficulties in handling the combined workload including 
the administrative requirements of each individual TP. Some did agree 
on ‘ad hoc’ / informal involvement in order to avoid administrative 
requirements.  

o Some organisations agreed to participate in a TP under conditions i.e; 
they agreed to participate but not to attend actual patient meetings 
thus preferring involvement from a distance (phonecalls, mail)  

o Time constraints on GP’s working hours makes attendance in 
meetings very difficult for them. A funding scheme remunerating 
participation in patient meetings proved often insufficient to counter 
these constraints. For some GPs or GP-groups this led to refusal to 
participate in the TP, others agreed to participate. 

• motivational/ideological reasons  

o Not being acquainted with the target population of the TP especially 
for first line services (ISHC). Particularly for the cluster addiction and 
forensic problems, primary care service providers (including GPs) 
point out that content-specific knowledge and experience may be 
lacking, reducing their ‘added-value’ position in the collaboration. 

o When an occasional (informal) involvement is considered useful a 
balancing off with practical/administrative requirements may tip over 
the decision to non-participation. Partners may take different positions 
in valuing the importance of occasional involvement versus structurally 
defined participation and this may influence a preference for informal 
or formal participation.  

• The complexity of the partnership (i.c. the number and type of partners 
involved) is influenced by local or regional elements, such as the availability 
of mental health or general health or welfare services.  

• Some misunderstandings occurred with regard to some concepts of the TP-
programme, i.c. the formal and obligatory partners. This  may have 
influenced the constitution of the partnership in some TPs. 

• TPs have experienced difficulties in attributing the roles of partners. 

• Partners outside of mental health care sector are often involved as informal 
partners. 

• Professional secrecy is used as an argument to exclude some services or 
organisations outside the health care domain.  

• The NIDHI-requirements incited some partners not to participate in the 
TP-programme because of administrative, practical and ideological 
motivations.   

• Only in a few TPs the ‘family and patient organisation’ is involved as a 
partner. 
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6 GEOGRAPHICAL AREA OF ACTIVITY 
Most TPs work in a delineated geographical area. Most of the French-speaking projects 
focus on the Brussels region and the provinces ‘Hainaut’ or ‘Liège’. Most of Dutch-
speaking projects are located in the province ‘Oost-Vlaanderen’ and ‘Limburg’.  

Some patterns in the choice for catchment areas will be described below.  

6.1 SIZE OF THE CATCHMENT AREAb 
As mentioned in the first intermediate report (p. 44), the size of the catchment area 
differs between TPs:  

• Almost all the TPs operate in one region (i.c. the ‘Flemish’, the ‘Walloon’ 
or the ‘Brussels’ region). Some exceptional projects cover more than one 
region. In these latter cases the Brussels region is always included. 

• A few TPs cover more than an entire province (2 or 3), or parts of two 
different provinces in the same region. Some TPs cover one entire 
province.  

• Some TPs cover several districts in the same province. Most of them 
cover parts of several districts. About a quarter of the TPs (mainly Dutch-
speaking TPs) cover one district; a limited number of TPs cover only a 
part of one district. 

• Some projects focus on particular areas or a city within the catchment 
area (e.g. in which the supply of mental health care services is 
concentrated or, where mental health care supply lacks). 

Two kind of factors influence the choice for a specific catchment area, i.c. ‘context-
related factors’ and motivations (which are often ‘strategic factors’).  

Table 6.2 Summary of factors influencing the choice of the catchment area 
Context-related factors  Strategic (motivational) factors  
• Supply of mental health care services  
• Geographical working area of a major 

mental health care service  
• Organisational ‘links’ between services 

in a particular area 
• Specificities of some provinces  

• Feasibility of collaboration  
• Subdividing catchment area’s from a 

feasibility point of view 
 

6.2 CONTEXT-RELATED FACTORS 
The choice of the catchment area is closely related to the available supply of (hospital) 
mental health care services. Rural or geographical extended areas often lack adapted 
health care supply for the target population, as opposed to other (often urban) 
catchment areas with higher density of services. In the French-speaking region, many 
health care services are provided in the provinces ‘de Liège’ and ‘de Namur’, while the 
geographical extended province of ‘Luxembourg’ has a small density of supply of 
medical, social and psychological services. In Flanders, many specialised, often large, 
services are concentrated in one district or a specific part of the province (e.g. a 
concentration in ‘Zuid-Limburg’ versus ‘Noord-Limburg’; in ‘Oost-Vlaanderen’ a 
concentration in the district ‘Gent’, etc.).  

                                                      
b  Information was used of the TP-proposal documents when no information was provided during the 

interviews.  



34 Mental health care reforms - second intermediate report KCE Reports 123 

The chosen catchment area is mainly influenced by the geographical working area of an 
important mental health care service (i.c. CMHS, (psychiatric) hospital, a specialised 
centre), or, for a small number of projects, by several mental health care services. Some 
projects defined the catchment area based on previous formal collaborations (see first 
intermediate report). Mainly Dutch-speaking projects based their catchment area on the 
existing ‘care region’ of the ISHC. Some projects have based their selection of the 
catchment areas on the local context of the projects (examples given are the activity 
area of the legal courts (the Court of Appeal), the planning directives of MHCCP, for 
one project the priorities of the local council, etc.). 

Some differences can be observed between the clusters. However, this does not mean 
that there is an unequivocal relationship between the cluster and the size of the 
catchment area.  

• In the cluster ‘elderly’ and ‘adults’, the catchment area is most of the time 
smaller than a province and, for half of the projects limited to a district. 

• In the cluster ‘forensic’, ‘children and adolescents’, most TPs have 
catchment areas of at least one province. In the cluster ‘addiction’, it is 
often connected to a legal district and most projects in this cluster have 
based the catchment area on the presence of partners with particular 
expertise about their target population. The projects cluster children and 
adolescents, sub cluster forensic, have based their catchment area on the 
legal courts (the Court of Appeal). 

A few projects explicitly noticed that the partners in the catchment area (or only a part 
of it) have been working together for a long time and are often organisationally linked 
(the districts ‘Brugge’, ‘Mechelen’, ‘Gent’, ‘Brussel/Bruxelles’ or province ‘Limburg’ and 
‘Luxembourg’). In the province ‘Limburg’, a lot of services are structured at the 
provincial level.  

The specificity of the provinces ‘Liège’ and ‘Namur’ have been emphasized during the 
interviews. These provinces have a lot of initiatives, good means of transport, many 
patients and health care services. Moreover, in the province ‘Liège’ the ideas of the 
antipsychiatry movement are mentioned to have penetrated more. The province ‘de 
Namur’ consists of many mental health ‘networks’, but these separate ‘networks’ lack 
mutual interaction.  

Partners of one province are more used to work together with organisations of another 
province than of its own province (see the North and the West in the province ‘de 
Luxembourg’ in relation to the provinces ‘de Liège’ and ‘de Namur’). 

6.3 MOTIVATIONS 
Projects themselves do not think in terms of geographical-administrative boundaries 
(provinces, districts, etc.) to define their catchment area (see first intermediate report 
p. 44).  

Some projects prefer operating in a small catchment area mainly inspired by reasons of 
feasibility and practicality (such as transport time). For some Dutch-speaking projects, 
the choice was influenced by the intention to show the particularities of that region to 
the policymakers. Some projects in the south west of Brussels deliberately aim at 
avoiding the concentrations of service provision in one particular part of the province 
(see first intermediate report p. 44 for more detailed information). A limited number of 
Dutch-speaking projects split the catchment area in more delineated sub-areas in which 
they develop activities. In some projects we heard arguments for subdividing their 
overall identified  catchment area. The main argument for defining sub-areas are their 
acquaintance and knowledge of the specific needs and partners in a particular sub-area. 
One project motivated this choice for a sub-area to guarantee that all partners could 
propose patients for inclusions (as some of the partners were new to the 
collaboration). This latter project even used inclusion thresholds on the number of 
patients to be included on the level of sub-areas.  
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In case of an extended catchment area, more partners are involved (more expertise, 
etc.), which is also related to the place or residence of patients. 

 

• Most of the French-speaking projects focus on the Brussels region and the 
provinces ‘Hainaut’ or ‘Liège’. 

• Most of Dutch-speaking projects are located in the province ‘Oost-
Vlaanderen’ and ‘Limburg’. 

• The geographical catchment areas of TPs differ in size: one of more 
provinces, a district , part of a district   

• Projects select catchment areas in function of the localisation of partners 
and patients 

• The choice of the catchment area is closely related to the available supply of 
(hospital) mental health care services. 
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7 COORDINATION 

7.1 INTRODUCTION 
Coordination refers to the processes, supporting facilities and tools to align the actions 
of the actors in order to realise (predefined) purposes of the collaboration. It is a 
condition to realise better results at the level of the partnership, as well as at the level 
of patients.  

Coordination is put into practice in different ways, by means of a variety of 
coordination mechanisms: meetings, tools and coordinator(s). The way these 
coordination mechanisms are thought through and developed in the planning of the 
project, varies greatly. Part of the description below is therefore already based on 
experience, rather than on a sole analysis of the ’plan’ of the project. 

 Different types or levels of coordination can be distinguished. 

• At the operational level, in general, each project has a small group of 
active persons who handle the daily coordination and administration of 
the TP. This operational group is differently labelled as ‘dagelijks bestuur’, 
‘werkgroep’, ‘groupe porteur’ or ‘bureau’. 

• Many projects use one or more coordinators (persons) for the daily 
operational work (see section ‘7.3 The coordinators’).  

• The strategic coordination is generally ensured by the steering committee 
meetings. In this meeting, the persons who have the official power of 
intervening in the functioning of the TP take both operational and mostly 
strategic decisions. 

o Some projects use general assembly meetings gathering 
representatives of all partners (formal and informal) of the TP, and 
sometimes external professionals, obtain information on the TP. These 
meetings do not occur frequently and do not aim at operational 
decisions. 

• Three main coordination mechanisms are used by projects : meetings, 
support tools and coordinators. 

• Especially aspects about meetings and coordinators have been developed 
and adapted along the way. 

7.2 MEETINGS 
The core coordination mechanism in the TPs are meetings. Different types can be 
distinguished, i.c. at the partnership level and at the patient level (see Table 7.1).  

7.2.1 Meetings coordinating the partnership activities  

7.2.1.1 Steering committee meetings 

Strategic and some operational partnership activities are in many projects managed 
during meetings labeled ‘steering committee meeting’. All formal decisions about the 
functioning of TP are taken during these meetings. The projects use a wide variety of 
labels (e.g. ‘projectcomité’, ‘stuurgroep’, ‘raad van bestuur’, ‘bureau’, ‘vast bureau/bureau 
mensuel’, ‘comité’ or ‘groupe de pilotage’, ‘comité d’encadrement’, ‘comité de gestion’, ‘groupe 
porteur’or ‘cellule de coordination’). 

The steering committee meetings are, in many projects, prepared by a smaller core 
group of professionals active in the project. They prepare the agenda and collect the 
necessary information to ensure a smooth running of these meetings (see infra). 
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Participants 

The participants are, in most projects, representatives of the formal partners, assisted 
by the coordinator(s). In some projects, informal partners of the project also participate 
in meetings. 

The steering committee meeting is generally chaired by the project coordinator or an 
individual who is ranked highly in the hierarchy of a partner institution (e.g. the director 
or his representative, which is the so-called overall coordinator – see section ‘7.4. The 
coordinators’). In the French-speaking projects it is often a psychiatrist.  

The participants in these meetings remain generally the same all along the project.  

Patients and family organisations can participate in these meetings if they are a formal 
partner of the project. In reality, they rarely participate in these meetings. 

Content 

We obtained very little information on the content of the steering committee meetings. 
The topics discussed in these meetings are strategic issues on the one hand (e.g. aims 
and vision on the project, organisational changes, criticisms about the federal 
authorities, dismissing decision, etc.) and aspects related to the formal operational 
issues (e.g. the implementation of the patient monitoring) within the projects on the 
other hand (e.g. discussion about the propositions of new inclusions).  

The steering committee also addresses issues such as the role and the function of the 
project coordinator, the perceived operational problems and suggestions for solutions 
(e.g. ‘How to facilitate the participation of general practitioners?’).  

Frequency and duration 

The frequency of the steering committee meetings varies between the projects from 
twice a year to three times a month. In the majority of the projects, such meetings are 
organised three or four times a year.  

The frequency seems to be inversely related to the level/frequency of informal 
communication between participants. The more they exchange information in an 
informal manner, the less they organise formal meetings.  

The duration of the meetings varies amongst TPs. The duration of the meetings is 
affected by the way it is prepared (see supra, i.c. prepared by a smaller core  group of 
professionals) and also by the frequency of the meetings. 

7.2.1.2 Other partnership meetings  

In some projects, a different type of meeting, differently labeled as ‘assemblée plénière’, 
‘séances plénières’ or ‘plenaire werkgroep’, is  planned. This meeting is gathering all the 
formal and informal partners. These ‘general’ meetings are mainly oriented towards 
general items and informing the partners involved in the projects. They  do not aim at 
having in-depth discussions on organisational issues. The frequency of these meetings is 
once or twice a year. These types of meetings are more common for TPs with a large 
number of partners. 

1.1.1 Patient-related meetings 

In general, the findings on the inclusion and follow-up meetings in the first intermediate 
report are confirmed. The additional analysis and data-collection provides some further 
insights. 
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7.2.1.3 Inclusion meetings  

Some projects organise pre-inclusion meetings in order to prepare the formal inclusion 
meeting. In some projects (especially clusters children and adolescents), the process of 
pre-inclusion is rather extensive, including different meetings with the professionals, the 
family and sometimes the patient. This is mainly the case in French-speaking projects. 

In some projects, potential eligible patients are pre-assessed during the steering 
committee meeting, which takes place before the formal inclusion meeting.  

Participants 

The participants in inclusion meetings are nearly always representatives of the formal 
partners of TP and the project coordinator.  

In the majority of the projects, the patient or family do not participate in the inclusion 
meeting. Two main reasons are brought forward. Firstly, the inclusion meeting is 
considered as an occasion to present the patient to the partners, and provide personal 
information about him/her. Secondly, the partners have to give their point of view on 
the patient, and as such the presence of the patient could be a problem.  

In a minority of projects the patient and the family do participate. In this case, particular 
attention is paid to explaine the attendance of all different partners. Since some of them 
may not be known to the patient (e.g. this could create a feeling of being overwhelmed 
by a multitude of different persons). 

Content 

In the majority of projects, the organisation of the inclusion meetings follows the same 
schedule : 

• A presentation of the patient by his/her representative, based on 
information provided in an inclusion form (see section ‘7.4. Tools’). This 
presentation is sometimes anonymous (in order to respect professional 
secrecy).  

• The designation of the partners that will be involved in the care process 
based on an (informal) ‘needs-assessment’ of the patient. 

• After the meeting, a written report is mailed to the partners by the 
project coordinator.  

Afterwards, the coordinator contacts the designated partners and organise the first 
follow-up meeting. 

Frequency 

The frequency of inclusion meetings varies widely between TPs: a lot of TPs have 
monthly inclusion meetings, some three-monthly. In some individual cases, however, 
TPs have more than one meeting a month.  

The informed consent to be obtained from the patient  

The formal requirements for obtaining the patient’s informed consent of the 
government’s tender are not experienced as unequivocally clear. As a consequence, the 
issue of patient’s informed consent is dealt differently. The NIHDI-website states that 
the partners of the TP should obtain the informed consent of the patient and/or his 
family.  

Some TPs ask the patient’s informed consent during or after the inclusion meeting. 
Others only ask the informed consent once partners agree on the eligibility of a patient. 
The latter projects prefer this option in order to avoid patient disappointment in case 
partners would not agree upon inclusion of the patient in the TP.  
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Especially in the cluster ‘children and adolescents’, issues regarding patient’s informed 
consent are mentioned. In the case of young patients with problems of substances 
abuse, an informed consent is very difficult to obtain. In the case of younger children, 
the oral consent is mainly asked from parents. Some situations were mentioned in 
which the patient is included in the TP, even though his/her parents did not agree. In 
this case, they are nevertheless informed about the inclusion of their child. In other 
situations, the child is excluded of the project as soon as the parents do not agree 
anymore, even though they did agree in the beginning. This information shows that the 
informed consent of parents is also  managed very differently in the projects. 

The majority of projects ask a signed informed consent and have developed a special 
document for this.  

7.2.1.4 The follow-up meetings 

The frequency of follow-up meetings is imposed by the NIHDI-call. The government’s 
call also states that all partners of the TP can be involved but at least three of the formal 
partners have to actually participate in the meeting (to obtain funding).  

Participants 

The persons participating in that meeting are mainly the direct care providers involved, 
but this differs between projects.  

In a limited number of projects, not all the direct care providers involved participate, 
especially in those TPs using tools to support information transfer and communication 
(i.c. mailbox of electronic care plan, see section ‘experiences’).  

Patients 

The presence of the patient during the follow-up meetings has been planned for only 
some of the projects. In other projects, its presence is not expected, or depends on 
some factors. Some projects mentioned that the patient is not always invited to the 
follow-up meeting, or only exceptionally. Some projects mention that patient 
participates only in a part of the meeting.  The participation of patient in the follow-up 
meetings seems to depend on the inclusion criteria and characteristics of the target 
group.  

The participation of patient in the follow-up meetings seems to depend on the inclusion 
criteria and characteristics of the target group (and  may so be cluster-related). Projects 
in the cluster ‘addiction’ seem to organise more meetings without the patient being 
present, whilst in the cluster ‘elderly’ the patient is more often present in the meetings. 

Frequency 

Some TPs have more follow-up meetings than the required frequency (three monthly). 
In a limited number of TPs, the meetings take place when partners or family request for 
it. Some TPs organise intermediate meetings in case of a patient crisis situation. 

Time 

Generally, the duration of the patient meetings is not agreed upon beforehand.  

Location 

Some projects, cluster ‘elderly’, organise the follow-up meetings at the home of the 
patient, especially these TPs initiated by the ambulatory sector. This location is more 
easily accepted by the patient.  
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7.2.2 Separate or combined meetings  

Some projects organise clearly identifiable and separate meetings for partnership 
activities on the one hand and patient-related activities on the other hand. Other 
projects combine their steering committee meeting with other patient meetings (often 
inclusion meetings, sometimes follow-up meetings). In the latter case, some projects 
distinguish the different types of meetings through changing the participants. The 
following mixed types of meetings are mentioned: 

• One project combines the daily management committee with inclusion 
meetings. 

• In another TP, some patient or patient group related issues are discussed 
during preparatory meetings.  

• One TP organises a separate meeting to discuss particular issues related 
to patients with specific problems. 

Sometimes, particularly when several projects have partially converging partners, the 
same steering committee coordinates the activities of more than one project.  

In addition, some projects combine the steering committee meeting with the MHCCP-
meeting or with the general assembly meeting. 

7.2.3 Other meetings 

In some TPs, support meetings are organised. These meetings concern operational 
issues and bring together the professionals who are the most active in the TP and 
sometimes also some other partners. These meetings are differently labeled as ‘advisory 
groups’, ‘réunion de travail’, ‘groupe de travail’, or ’cellule méthodologique’. These meetings 
generally support the project coordinator in the coordination of patient-related 
activities. Depending on the project, they take place every week, every month or they 
are organised on an ad-hoc basis. These meetings have a more informal character. 

 

• The complexity of the chosen coordination model differs (i.c. type and 
number of formal meetings). This is a.o. related to the size of the formal 
partnership and the use of informal communication/meetings in the project. 

• Many projects do not sperate the coordination of partnership versus 
coordination of patient-related activities.  

• The use of the patient’s informed consent in the TP-framework is an 
ethically delicate issue. 
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Table 7.1.: Overview of coordination meetings (overall analysis) 
  

Label 
 
Participants 

 
Topics 

 
Frequencyc 

 
 
partnership 
related 
activities 

General meetings Formal and informal 
partners 

Discussion and endorsement of 
propositions from the steering 
committee 

Once a year 

(informal) Workgroup 
meetings 

Members of the core 
partners ) 

Prepare the steering committee and/or  
the inclusion meetings 
Support the project coordinator 

On an ‘ad hoc’ basis 

Steering committee 
meetings 

Formal partners, 
Coordinator(s), 
Chairman 

- Strategic and operational topics 
- Functional decisions 
The implementation of patient 
monitoring 

From twice a year to three times a 
month 

 
 
patient related 
activities 

Inclusion meetings Formal partners 
 

Presentation of the candidate 
The designation of the partners 
The patient consent 

From monthly to three-monthly 

Follow-up meetings Involved care providers 
The project 
coordinator/the care 
mediator 
Patients 

General discussion on the evolution of 
the patient 

Three-monthly 

Informal meetings The coordinators Preparation of other meetings, 
resolution of some problems 

On an ‘ad-hoc’ basis 

                                                      
c  Many projects combine different types of meetings on one moment. 
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7.3 THE COORDINATORS 
Most projects incorporated coordination tasks in the person of a single coordinator or 
more than one coordinator. The conception of the role of coordinators and the task 
differentiation between persons or actors varies a lot between projects however. 

In the first intermediate report, different labels were introduced to identify different 
types of coordinators: 

• The label ‘overall coordinator’ is used for the person who is both 
supervising the project coordinator and the overall functioning of the TP.  

• The label ‘project coordinator’ is used for persons who are running the 
project on a day-to-day base: both partnership and patient-related issues.  

• The label ‘administrative coordinator’ is used for the person(s) who 
perform(s) the formal administrative requirements for the external 
financing agencies (i.e. the NIHDI).  

7.3.1 The overall coordinator 

Only some projects created a function of an ‘overall coordinator’. It is mainly conceived 
as a support function for the project coordinator with regard to the coordination of the 
partnership. The role of this person incorporates operational tasks such as motivating 
the partners, resolving some organisational problems, ensuring that the project runs at 
the policy level... An overall coordinator supervises the project, but is not involved in 
operational tasks of patient-related issues.  

For most of the projects this function of an “overall coordinator” is not differentiated in 
a separate function. It is taken up by the chair of the steering committee. The person 
with this role is generally located in one of the institutions that initiated the project. 
This person is generally higher in hierarchy to the project coordinator (often a 
responsible clinical or management function of the coordinating partner). In French-
speaking projects, often psychiatrist takes up the role of the overall coordinator.  

7.3.2 The project coordinator 

The project coordinator takes care of the day-to-day functioning of the project. He/she 
is in general the contact person of the project.  

7.3.2.1 Tasks of the project coordinator 

In general, the project coordinator is the person who engages and motivates partners 
and facilitates the communication between them. He/she seems to act relatively 
autonomous with regard to the daily functioning of the TP (often under supervision of 
the overall coordinator).  

With regard to the partnership-related activities, the core tasks of the project 
coordinator are communication within and outside the partnership, as well as fulfilling 
operational tasks (including development of tools). With regard to the patient-related 
activities, several operational tasks and administrative tasks can be distinguished.  

In general, the project coordinator is the central contact person for proposals for 
inclusions. In most TPs, however, support is provided with regard to the preparatory 
tasks or activities related to the patient enrolment (e.g. informed consent and 
communication with the patient, collecting information about the patient). In some 
projects, the coordinator also organises and chairs the patient meetings, but in other 
TPs, support is provided for these tasks. Support is often provided for the 
communication with the patient (see section ‘7.3.2.6). 

In some TPs, the project coordinator contributes to clinical or care expertise in patient 
meetings. Only in a minority of projects, the project coordinator is even directly 
involved as health care professional in the health care delivery to the patient. 

In most TPs, the project coordinator is also responsible for the completion of the 
administrative requirements and the transfer of this administrative information to the 
administrative coordinator (unless secretarial support is provided).  
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7.3.2.2 The professional background of the project coordinator 

As mentioned in the first intermediate report, project coordinators have different 
professional backgrounds. Some similarities can be distinguished, however. In general, 
they have a diploma in a social or a caring disciplines (e.g. social work, psychology, 
criminology, sociology, nursing, occupational therapy…). Moreover, most of them have 
(some) relevant work experience within mental health care. They are known by at least 
one of the partners of the TP.  

7.3.2.3 Required competencies 

The competency needed most for a project coordinator is knowledge (acquired by 
experience) of available (mental health) services. Familiarity/knowledge with the patient 
group is certainly an advantage. A personal network with other professionals active in 
the mental health care of the patient population is considered as an added value. Several 
coordinators have said that before their recruitment they already knew “a lot of 
people”. This proved to be an important advantage to do this job. These elements are 
important element in being accepted by partners and participants in patient meetings. 

Additional important competencies are good communication and motivational skills on 
the one hand, and administrative and organisational (logistic) skills on the other hand. 
Less explicitly mentioned competencies are: maturity (both personal and professional), 
the ability to understand the wider theoretical framework of the TPs, an interest in 
research and being able to keep a neutral position. 

7.3.2.4 Recruitment 

Coordinators are mainly recruited from the partnership. The majority of project 
coordinators have been partly exempted from their other work  to take up this role, 
because of their relevant work experience within mental health care. (It is interesting to 
observe though that in this case only some of the project coordinators had participated 
in the writing of the project proposal). 

Only a minority of TPs published a formal advertisement for the recruitment of the 
project coordinator. Some of these projects have experienced recruitment problems 
(too little or lack of candidates). If people are recruited via a formal channel, the 
candidates were often young and without much experience (related to the financial 
means of the project). A few TPs deliberately advertised a fulltime function, including a 
function in the TP on the one hand and a further function in the organisation on the 
other hand. They took this decision to make the function of TP-coordinator more 
attractive. 

7.3.2.5 The employment conditions of the project coordinator 

As mentioned in the first intermediate report, the employment contract of project 
coordinators varies in terms of percentage FTE. Work time ranges from 3 hours to 28 
hours.  

The majority of project coordinators combine their coordinator function with another 
activity in the organisation. For most projects, the project coordinator is exempted 
from his/her previous task for a halftime or less. In a minority of TPs, the person is not 
exempted from other activities in the organisation, but takes up the coordination of the 
project in addition to his regular work in the organisation. Some persons are project 
coordinators of two, exceptional three, projects.  

The project coordinator is in most projects located in an institution or centre with 
expertise for the target population of the project (which is often the organisation who 
(also) applied for the TP). This is most often a hospital or a residential specialised 
institution; sometimes the CMHS. Only in a very limited number of projects it are 
services of the first line, ISHC or PHC (see first intermediate report, p. 66). 



44 Mental health care reforms - second intermediate report KCE Reports 123 

 

7.3.2.6 Support to project coordinator 

Project coordinators are often supported by other persons for operational and 
administrative tasks. In comparison with the first intermediate report, -we changed the 
labeling of the different types of support.  

A first type of support concerns partnership-related activities. The project coordinator 
collaborates closely with the ‘overall coordinator’ in most of the cases. In a limited 
number of Dutch-speaking projects, the ISHC provide logistic support for tasks of the 
steering committee meeting (e.g. writing a report; exceptionally, chairing this meeting).  

A second type of support is provided for patient-related activities. The coordinator 
often receives support from other persons to coordinate activities around individual 
patients. We will use the general label ‘care mediator’ although these support persons 
receive different names in the projects (‘zorgbemiddelaar’, ‘coach’, ‘spilfiguur’, 
‘dossiercoördinator’, ‘casemanager’, ‘trajectbegeleider’…or ‘référent thérapeutique’, ‘référent 
patient’…).  

Most often, the care mediator is the person who contacts the project coordinator to 
propose the inclusion of the patient in the TP. This care mediator is usually also the 
person responsible for the follow-up of the patient. The function encompasses the 
supervision of the care process of the patient as well as an intermediary person, 
ensuring the communication between the caregivers and the patient. In some projects, 
this care mediator also organises and chairs the follow-up meetings and completes the 
required patient-related documents. In these projects, each patient has his own care 
mediator. The care mediator can be considered as the point of contact for the patient.  

In the majority of the projects, the role of care mediator is taken up by a caregiver who 
is in close contact with the patient. In exceptional cases this person can be a relative, a 
relation of the patient, or a caregiver who is not involved in the care of that patient. In 
particular cases, it may be a professional from the legal sector, sometimes in 
collaboration with a health care professional. The care mediator may change if patients 
are transferred between organisations.  

A difference has been observed between the French and the Dutch-speaking projects. 
As mentioned in the first intermediate report (p. 68), for some of the Dutch-speaking 
TPs, the project coordinators are supported by a separate ‘consultation coordinator’ (in 
the province ‘Limburg’) or ‘home care coordinator’ (respectively labeled as 
‘overlegcoördinator’ and ‘thuiszorgcoördinator’) for patients living at home. These persons 
are employed by organisations outside mental health care (respectively the PMSSD and 
home services (HS)). This model was already in use before the TP-model was launched. 
The ISHC planned to integrate it within TPs to avoid two parallel, but comparable types 
of meetings. In the French-speaking projects, the project coordinator or the care 
mediator is responsible for the organisation of the follow-up meetings.  

In some cases, the care mediator represents the patient if he/she does not participate at 
the patient meeting. This person would ideally be chosen by the patient, but most often 
he/she is appointed during an inclusion or first follow-up meeting. The patient could also 
suggest a suitable person. 

In some projects, administrative support is foreseen for the project coordinator to 
complete the required administration for the NIHDI. This is often done by the 
administrative services of the organisation in which the project coordinator is 
employed. 

In a minority of TPs, a psychologist is involved separately to provide some scientific 
support or clinical expertise to the project coordinator.  

A third type of support is the support for the administrative tasks. This is elaborated in 
the following section ‘The administrative coordinator’. 
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7.3.3 The administrative coordinator 

Almost all TPs have delegated the responsibility to fulfil the administrative tasks to the 
ISHC or to an administrative unit of a formal partner (often an hospital). Projects in the 
province of ‘West-Vlaanderen’ delegate all the administrative tasks to one single person 
active at provincial level. 

Nevertheless, for some French-speaking projects (and exceptionally in Dutch-speaking 
projects), the project coordinator is made responsible for the administrative tasks of TP 
too.  

A number of (larger) ISHC coordinate administrative tasks of different TPs within their 
area of activity.  

7.3.3.1 The tasks of administrative coordinator 

The administrative coordinator performs two main tasks: collecting the required 
documents and transferring them to NIHDI. 

As mentioned in the previous section ‘support to the coordinator’, in a number of TPs, 
the administrative coordinator supports the project coordinator in tasks at partnership 
level (such as chairing the steering committee meetings).  

As formal partner of the TP, the administrative coordinator generally participates in the 
steering committee meetings. Sometimes, he/she participates in inclusion meetings.  

7.3.4 Allocation of coordination tasks 

Most of the projects have used the government’s budget to employ one ‘coordinating 
person’ person or a number of persons. A few projects have elaborated another 
coordination model and did not recruited one coordinator.  

The allocation of coordinating tasks is organised in distinct ways.  

• The majority of the Dutch-speaking projects seem to have delegated the 
administrative tasks to a ‘administrative coordinator’ who does the 
communication with NIHDI and the transmission of the required 
documents. These are sometimes supported by one or more additional 
person(s).  

• In some TPs, the project coordinator only performs tasks concerning the 
coordination of partnership related activities (i.c. the communication and 
the exchange of documents). The patient-related tasks (e.g. the 
communication with the patient, the organisation of patient meetings) are 
managed by the care mediators. In this kind of projects, every patient has 
an individual care mediator.  

o A minority of projects, have several project coordinators. Each 
coordinator is mandated by a different partner to perform patient-
related activities for the patients included by the respective partners in 
the project. In this model, it is possible that one of the coordinators 
takes up a double role, i.c. both as project and as overall coordinator.  

• In other projects, the majority of the coordination of patient-related 
activities is performed by the project coordinator. For some of these 
activities (e.g. the communication with the patient , the organisation of 
follow-up meetings) support is provided.  

• In a number of projects (more frequently French-speaking), the same 
coordinator/person performs all the coordination tasks (i.c. the 
administrative tasks, as well as the patient-related and the partnership 
related tasks). 

• In a minority of projects, coordination tasks have been integrated in the 
regular work of several professionals involved in the project. In a French-
speaking project, the administrative coordination is performed by a ISHC, 
but the operational patient- related and partnership tasks are performed 
by professionals (clinicians).  
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• Most projects incorporated coordination tasks into  one single project 
coordinator. Only a minority of TPs have not recruited a person to fulfil the 
role of ‘project coordinator’. 

• Project coordinators are often supported by other persons for the execution 
of the coordination tasks, especially with regard to the coordination of 
patient-related activities and the administrative tasks. . 

• The core tasks of the project coordinator on partnership level are 
communication within and outside the partnership, as well as operational 
tasks.  

• Competencies most needed for a project coordinator are knowledge of 
available (mental health) services  and familiarity/knowledge with the 
patient group (acquired by experience). Having a personal network with 
other professionals active in the mental health care is considered as an 
added value. 

7.4 TOOLS  
Some tools are being used to coordinate activities, generally documents in paper or 
electronic form. 

The structure of this section has changed compared to the first intermediate report. 
The classification (see Table 7.2) distinguishes now (a) tools used by the projects to 
support the required administrative tasks within the NIHDI-call and (b) tools used to 
support the operational tasks within the TP (i.e. communication on the project, 
coordination of partnership and patient-related activities).  

Some documents, especially those related to the patient meetings are used for both 
purposes and can be classified in the two categories.  

Table 7.2: Overview of coordination tools. 

                Topics Form  

Tools to 
communicate on 
the project 

- A general presentation of the TP (aims 
and means) 

- Functioning and practical information 
- Criteria of patient selection 
- List of partners with their coordinates 

- Folder 
- Written document 
- Website 
- Presentation slides 
 

Tools to 
coordinate the 
partnership 

- The decisions on the operational 
aspects of the functioning of the TP 

- The ethical and organisational settings 
of the TP 

- Communication between partners 
- Coordinates of the partners 

- Steering committee meeting 
report 

- Flow chart 
- Internet forum 
- Document to support the 

professional secrecy 

Tools used to 
coordinate the 
patient related 
activities 

- Minutes of patient meetings  
- Professional secrecy  
- Patient consent 
- Communication about patients 
- Communication about decisions taken 

during the follow-up meetings 

- Inform consent form 
- inclusion form 
- Care plan file (paper or 

electronic application) 
- Follow-up meeting report 
- Other tools 

- Required data on patient and on partnership activities 

-  
- Inclusion meeting report 
- Follow-up meeting report 
- Care plan  
- Yearly evaluation report 

7.4.1 Tools used to support operational tasks  
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7.4.1.1 Tools used to communicate information on the project 

As mentioned in the first intermediate report, some projects use specific tools to 
inform caregivers and patients on the aims and content of their projects. Most of these 
projects use a leaflet. In other cases more extended written documents, a website or 
presentation slides are used. 

Most leaflets are addressed to professionals however. In a minority of TPs (mainly in 
cluster adults), a specific or additional information leaflet is created for the patient 
and/or family. Leaflets are used less by projects cluster ‘children and adolescents’, 
‘addiction’ and ‘forensic’ (except for cluster ‘children and adolescents’, sub cluster 
‘addiction’). 

The design of such leaflets differs between the projects. In some projects leaflets are 
basic in a graphical sense (an A4 black and white photocopied sheet), other are very 
well developed (printed colored folder, containing photographs, logos…). Some leaflets 
use an attractive writing-style and focus on the personal added value of the needs-based 
approach in TP.  

The content of the information differs too. Some leaflets present the general context of 
the ‘Therapeutic Projects’. Others explain only the aims and the means of the project: a 
list of the partners and their coordinates, a brief description of the inclusion and follow-
up process, the details of the project coordinator as the contact person of the TP.  

The information leaflet is often part of a patient recruitment strategy, using an attractive 
argumentation (oriented towards the professionals and the patients).  

7.4.1.2 Tools used to coordinate the partnership 

In order to coordinate the partnership activities, projects use different tools. The tools 
most often mentioned were the minutes of steering committee meetings. Some projects 
have created a specific document describing the organisational flowchart and the ethical 
principles of networking. A few projects explicitly mentioned that they use other tools, 
such as: an Internet forum for the communication between partners or with the contact 
information of the formal partners;  a document to support the professional secrecy.  

7.4.1.3 Tools used to coordinate the patient related activities  

Some projects developed tools in order to support patient meetings and to assure the 
circulation of patient-related information between partners. Examples are documents 
incorporating decisions about the patient.  

These tools are partly influenced by the administrative requirements related to the 
general framework of the therapeutic projects (see the first intermediate report for 
specification on this subject).  

The informed consent form 

Many projects use a separate information document to obtain informed consent. In 
most of these documents, information is given about the general aims of TPs. It 
explicitly asks for consent in order to share information between several caregivers and 
services. In a minority of these documents, information is added on the rights and 
obligations if the patient is included in the project.  

For most documents the patient has to sign. In some projects, it is accepted that a 
relative or legal representative sign. In exceptional cases, the informed consent of 
several persons is required (namely the patient and his legal representative). 

Some projects, located in the same province use the same format of informed consent.  
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The inclusion form 

To support the assessment for inclusion of new patients, a vast majority of TPs use a 
separate form, labeled as “fiche/feuille d’inclusion”, “aanmeldings/inclusie formulier”. A 
minority of projects used an already existing form. In one project two different forms 
are used because the catchment area is divided in two sub-catchment areas. 

The documents differ in size based on differences in the required level of detail about 
the clinical situation of the patient. Most of the projects request an assessment of the 
caregivers proposing the patient. Only in a very limited number of projects the 
perspective of the patient is asked too.  

This document is anonymous in a minority of TPs. Sometimes, projects located in the 
same province use the same or similar inclusion form.  

TPs use these inclusion forms in diverging ways as described in the first intermediate 
report. In most projects the coordinator receives a completed registration form by 
email before the inclusion meeting. The project coordinator can thus examine if the 
inclusion criteria are respected. After that, the project coordinator invites the partners 
involved to the inclusion meeting. In a limited number of TPs the project coordinator 
sends the completed registration form to the formal partners before the inclusion 
meeting. In projects without a specific inclusion meeting, a pre-inclusion form is sent by 
email to all the partners before the first follow-up meeting in order to give their 
agreement.  

Other documents related to the inclusion process 

Exceptionally, some projects provide an additional checklist of inclusion criteria as an 
aid for individual caregivers to assess the eligibility of patients to be included in the 
project.  

A minority of TPs (especially French-speaking projects) have created specific documents 
to present a new candidate to partners, in order to prepare the inclusion meeting.  

The “care plan” 

Once the patient is included in the project, projects use a care plan to support the care 
process. This care plan is variably labeled ‘zorgplan’, ‘plan de prise en charge’, ‘dossier de 
concertation’...  

This document is generally the minutes of discussions and decisions taken during the 
patient meetings. The documents can either be electronic or paper. In one province a 
common electronic version (webapplication) is used by all the projects in that province. 
In a part of another province two projects use a common electronic patient care plan. 
In the latter case, all the caregivers involved and the patients have access to that 
electronic care plan. In a minority of French-speaking projects, it was planned to use 
electronic tools, but they were not elaborated (and these projects resigned meanwhile).  

Some projects explicitly mentioned using previously developed documents (outside the 
framework of TP) to asses the care needs of the patient and do the follow-up. Part of 
these projects combine the use of these existing documents with TP specific care plans. 

Some regional differences can be observed. The majority of Dutch-speaking projects use 
an adaptation of existing care plans of the ISHC to collect and communicate the 
administratively required TP-information for the NIHDI (see first intermediate report). 
This standardised tool is used to create uniformity between the TPs, and to make 
different health providers acquainted with one common tool. The other Dutch-speaking 
projects, as well as the majority of French-speaking projects, have created their project 
specific care plan documents.  
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Other documents used to coordinate the patient-related activities 

Most often separate minutes of the patient meetings contain the agreements and an 
evaluation of the situation of the patient since the last patient meeting. These reports 
are sometimes anonymous, especially in the French-speaking projects.  

In most TPs, these minutes of patient meetings are sent to the participants of the 
patient meeting. In a minority of TPs (mainly French-speaking), it was explicitly 
mentioned that not all the participants receive a report, but only the care givers directly 
involved in the care process of that specific patient (or all invited partners to the patient 
meeting even if they did not participate in the actual meeting). Exceptionally, the patient 
could also decide on the recipients of the information. The reports themselves are 
mainly mailed, exceptionally posted. 

Exceptionally, French-speaking projects explicitly noticed not writing reports for patient 
meetings (besides the required report for the NIHDI). 

7.4.2 Tools used to support the coordination of administrative tasks 

Administrative tasks are essentially related to the communication with the NIHDI. Each 
project has to provide to the NIHDI some required information by the use of some 
more or less standardised documents as copies of inclusion and follow-up meetings 
reports, and a copy of the ‘care plan’ concerning each included patient.  

For some projects, the administrative tools are the same as the operational tools. For 
other projects, these tools are different and there is some redundancy between the two 
sort of documents. At this stage however, it is yet unclear for which project this is the 
case and if this is related to specific patterns. 

7.4.2.1 Activity reports 

 Projects have to send an activity report to the NIHDI. This report has to provide 
information on the number of patients included, the number of follow-up meetings, and 
an assessment of the functioning of their project. 

• Although the majority of projects have created new tools adapted to the 
general framework of the TPs, while some projects use tools previously 
elaborated in another setting. 

• Some redundancies are observed in the tools used for the patient-related 
activities, namely the required TP-administration and the patient file/ care 
plan (with more specific information about the situation of the patient). 
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8 CURRENT EXPERIENCES 

8.1 INTRODUCTION 
In this section, we summarise some of the initial experiences of the projects as 
mentioned by the interviewees. The main findings of that report still stand The 
structure of this chapter has been slightly changed compared to the first intermediate 
report, as we integrated some sections. The experiences (process evaluation) will be 
elaborated upon and discussed during the next round of the interviews. So, this section 
only reports some preliminary findings.  

When reading these preliminary findings it has to be kept in mind that the official start 
of the approved projects was April 2007, but that most projects were only operational 
from September 2007 (i.c. after summer vacation). We report on their experiences 
between the actual start-up and the date of the interview (up till march 2009). 

8.2 GENERAL APPRECIATION OF THE TP-PROGRAMME  
Overall, the projects recognize the added value and approve of the general aims of the 
government’s programme. The TP-programme is experienced as a potential stimulus to 
initiate changes in the organisation of mental health care (i.c. ‘creating a network’, ‘needs-
based care’, ‘continuity of care’). Many comments are nevertheless made on the 
contractual obligations. These are perceived as a “straightjacket” impeding care 
provision which is adapted to the needs of the patients. 

As mentioned in the first intermediate report (p. 70), projects perceive the 
requirements of the TP-programme in different ways. Opinions differ though between 
projects and persons within and between projects. In general three types of approaches 
are observed: 

• Some TPs perceive the TP-framework as ‘artificial’ but decided to 
participate anyway. They moulded their former collaboration activities in 
the administrative framework of the tender to be able to continue their 
collaborative activities. For some projects, the decision to subscribe to 
the requirements of the NIHDI-call was quite a difficult decision. They 
tend to deal with the administrative requirements in a very pragmatic 
manner (e.g. the collection of the required signatures after the patient 
meeting). 

•  For other projects, the TP-programme enhances the quality of the 
former collaboration (e.g. accelerating the involvement of different types 
of partners, other sectors) or reveals the weak points in collaboration 
(e.g. some hospitals refused specific patients).  

• Some projects explicitly agree that the formal obligations help to organise 
and structure the project, and they see it as a means to enhance the 
cooperation and engagement of the partners involved. 

8.2.1 Impact of the TP-programme 

Projects do not spontaneously disentangle the added value for patients or for partners, 
although these two lines of reasoning emerge in the answers. In general projects mainly 
develop arguments on the added value for the partners (the provider side of care). A 
few projects recognize that an added value for the partners does not necessarily imply a 
positive impact on the functioning of the patients. 

Overall, many projects stress that it would take time for caregivers to experience any 
added value to participate in this programme, especially because of initial difficulties in 
dealing with the administrative requirements of the TP (amongst other reasons, see 
infra).  
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In some clusters it is recognized that the launch of the TP-programme initiated the 
development of new operational practices in particular geographical areas (in one TP 
even a new function, financed by the city government). This is especially the case for sub 
cluster addiction for the group children and adolescents (mentioned only by Dutch-
speaking projects).  

8.2.2 Financing model 

Comments were made on the financial model of TPs. As mentioned in the first 
intermediate report (p. 71), the possibility to provide funding for an individual to take 
up a coordination function to coordinate partners and facilitate patient meetings is well 
appreciated. Projects consider it as an added value that one or more identifiable 
persons are made responsible for the organisation and chairing of meetings, for the 
administration of the project, as well as for the follow-up of the care of the patient.  

However, most projects perceive the provided funding as insufficient for the currently 
chosen coordinator model. In many projects, the organisation in which the coordinator 
is located has to provide additional financial and/or logistic support to make enable the 
function of a coordinator as smoothly running. In addition, the absence of financial 
means for steering committee meetings is often perceived as an emerging issue, 
apparently most in those projects organising separate steering committee meetings with 
managers rather than day-to-day practitioners. 

This perception of an insufficient financing of all coordination activities is also argued on 
the basis that representatives of partners have to be missed in their organisation or 
practice while they are attending meetings, etc.  

8.2.3 The patient monitoring 

The patient monitoring was perceived by some partners (especially in the majority of 
French-speaking projects) as a reason to refuse participation in the formal partnership 
or guaranteeing their active involvement. In addition, it was seen as endangering the 
mutual trust and treatment relationship between caregiver and patient. Many French-
speaking TPs stopped their participation in the TP using the argument of the patient 
monitoring (see chapter ‘resigning projects’). 

8.2.4 Communication from the public agencies  

Many remarks were made on the lack of clear communication from KCE, FPS and 
NIHDI (references are mainly made to FPS) on the actual requirements and modalities 
for developing the TP. Some projects used the metaphor of having signed ‘a blank 
cheque’ with regard to the TP-contract (see first intermediate report p. 96 for detailed 
information). 

8.2.5 Other (parallel) formal collaboration initiatives 

Some projects have experienced problems with the development of their TP because of 
other existing pilot projects or collaboration initiatives (see first intermediate report p. 
96). The overlap of activities can cause competition between different services involved 
for each of these projects. 

• In a Dutch-speaking province, a project mentioned three parallel circuits 
of formal meetings in the framework of different initiatives, namely ‘local 
client meetings’ (‘locaal cliënt overleg’), meetings organised by ISHC 
(project ‘home care coordinator’) and the patient meetings of TP. The 
concern is expressed that the TP with financed meetings can involve an 
unwanted side-effect in reducing the motivation of care providers 
participating at meetings of ‘local client meetings’ or ISHC, which are 
most often not financed or only in some specific situations. 

In this context, people urged to develop TP as a temporary government’s programme 
(including evaluations) and not drawing out experiments unnecessarily as is the case for 
other policy initiatives. 
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• Opinions about TP-programme differ between TPs: it is perceived on the 
one hand as a potential stimulus to initiate changes in mental health care 
and, on the other hand, as a source of contractual obligations.  

• The added value of the TP-programme is recognised, especially at the level 
of the partners, even if many projects stress that it would take time for 
individual caregivers to experience this added value. 

• In some clusters it is recognized that the launch of the TP-programme 
initiated the development of new operational practices in particular 
geographical areas.  

• The possibility to fund a coordination function and the meetings is 
considered as an added value even if the provided funding is perceived as 
insufficient for the chosen coordinator model.  

• The patient monitoring is perceived by some partners (especially in the 
French-speaking part) as endangering the mutual trust and treatment 
relationship between caregiver and patient. 

• Many remarks were made on the lack of clear communication and 
information from the public authorities.  

• Some projects have experienced problems with the development of their TP 
because of overlap with parallel experiments or collaboration initiatives.  

8.3 EXPERIENCES : PATIENT ISSUES 

8.3.1 Influence of the TP-programme on patients 

Some projects claim that the TP has an added value for patients, especially those with 
complex and evolving needs in which caregivers have to re-evaluate and adapt the care 
process. The TP format allows for mutual support between providers and continuous 
care provision in these specific situations. Particularly for aged persons with mood 
disorders living at home, projects report that the TP formula initiates a better detection 
of the patient needs. The TP-framework is also expected to have an influence on 
admission in residential intakes (prevention or reduction of the hospital length of stay) 
or on the prevention and management of crisis situations, mainly because the patient 
feels better supported in the TP.  

Very little projects developed a spontaneous discourse on the core missions of the 
government’s programme. Only some projects explicitly stated that the TP allows to 
develop ‘care trajectories’ and ‘continuity of care’ in a long-term vision. Only a small 
number of interviews mentioned ‘needs-based care’ spontaneously as an objective of the 
TP.  

8.3.2 Experiences with the inclusion process 

8.3.2.1 informed consent 

The inclusion process of patients is reported to be strongly influenced by the obligation 
to obtain an informed consent of the patients (a signed form, not an opt-out 
procedure).  

First, this formal obligation initiates potential unwanted effects on individual patients 
(e.g. paranoia) or patients do not consent in order to avoid inclusion in a treatment 
trajectory (e.g. forensic or addiction projects with people refusing treatment and follow-
up, some patients are afraid of the unknown). In the cluster elderly projects were in 
particular confronted with a taboo on mental health care and psychiatry leading to a lot 
of resistance by the patients to be formally included in a “psychiatric project”. Other 
elderly patients lacked insight in their illness, and did not want to consent, although 
there inclusion in a support model seemed appropriate. 

Some projects experienced problems in obtaining an informed consent as individual 
caregivers involved were unable to provide a clear and concise explanation of the 
expected added value or reasons to include patients in this alternative TP approach.  
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Projects seem to experience less problems if consent is to be obtained from family 
members rather than the patient. This is particularly the case in the cluster children and 
adolescents. However, concerns were voiced too (mainly in some French-speaking 
projects) as parents feared losing control over their child when formally signing to be 
included in the project.  

Some projects express their concerns that patients would sign for the wrong reasons ic. 
Influenced by power issues (e.g. presenting TP as a part of a regular treatment) or 
without really understanding the aims of TP (e.g. patients with cognitive problems).  

For patients with a ‘forensic statute’ an informed consent is often beyond the decision 
power of the patient (I.e. limited decision capacity/authority) which induced particular 
problems. For youngsters the parent or legal representative has the final decision power 
on issues regarding informed consent. Moreover, two ‘extreme’ positions in youngsters 
can be observed when they have to consent: either they sign, but often without realising 
very well what they sign, or they refuse to sign whatever is asked. 

Key aspects for obtaining informed consent 

Some key elements could be drawn from those projects that experienced less 
difficulties with obtaining this informed consent. A first element is that the person who 
informs the patient about the project and tries to obtain the informed consent has a 
mutual trust relationship with the patient. Moreover, the family and other patients can 
influence the decision of the patient. The communication and explanation of the 
objectives of the TP is a key element. It is important to use a very practical perspective 
directly referring to the current situation of the patient (e.g. having a house, having a 
perspective, financial problems).  

8.3.2.2 The preset caseload 

The number of included patients at the moment of the interviews ranges from 0 to 57 
patients. This means that some projects stopped their participation to the TP project 
before including even one single patient (see section 9). 

Many projects mentioned that imposing a preset caseload can have unwanted 
consequences with regard to the programme’s objectives. Projects tend to become 
more concerned with administrative caseload issues rather than the intended aims of 
the TP-programme. It leads to situations were patients are included for which one could 
discus to what extent it is a complex situation. Conversely, not many patients are 
excluded to ensure reaching the preset caseload of (initially) 30 patients. (see also next 
point) 

8.3.2.3 Experiences with the predefined criteria 

Inclusion criteria are applied in different ways. Some projects interpreted the inclusion 
criteria they proposed in a very flexible way. Others applied them very strictly, with the 
consequence that this can hamper reaching the caseload. Defining them too broad 
criteria makes it difficult to use them in practice.  

Those projects applying the inclusion criteria in a flexible manner did so mainly to 
ensure the caseload. Some other projects broadened the inclusion criteria (or are 
considering it), mainly to realize more inclusions (see intermediate report p. 85 for 
examples); or because the criteria gave an insufficient coverage of the attempted patient 
group. 

Most projects in the cluster children and adolescents, and particularly the clusters 
forensic or addiction, interpreted the age-criteria in a flexible way to guarantee the 
‘continuity of care’ for the adolescent, i.e. keeping this patient included rather than going 
for a discharge because the patient’s age exceeded the TPs age range.  

Projects also struggle with their proper inclusion criteria in the face of a client in need. 
A few projects experienced it difficult to refuse a patient (who did not meet their 
inclusion criteria) whilst clearly being in need (but possibly having other problems than 
the ones described in the inclusion criteria).  
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The obliged use of the DSM-IV diagnostic categories is perceived by an important part 
of the projects as too medically oriented and emphasizing the medical diagnosis rather 
than the complexity of needs. Some projects fear that it can have a stigmatising effect on 
patients. Moreover, using a DSM-diagnosis as inclusion criterion, is difficult as non-
psychiatric partners are unfamiliar with the DSM-diagnosis or do not have the authority 
to define the diagnosis (e.g. welfare, social and primary care services, …). Especially TPs 
working outside a hospital context experienced difficulties in this respect. A few Dutch-
speaking projects dealt with this in a practical manner by seeking alternative indications 
for a disorder category or contacting and expert to obtain the diagnosis.. 

8.3.2.4 Decisions about excluding or not-including patients 

In most projects all (or almost all) of the patients whom have been considered for 
inclusion, actually have been included. Either it was clear for the partners (sometimes 
after a while) which patients could be included in the project or the preparatory work 
of the project coordinator enabled a smooth inclusion process.  

The reasons most mentioned not to include or to exclude patients can be categorised 
in reasons related to: 

• the inclusion criteria subscribed in the project (e.g. age, a specific DSM-
diagnose). 

• the formal requirements of the TP-programme a (e.g. the requirement to 
involve three formal partners in follow-up meetings). 

• the patients condition or situation (The situation of the patient is 
stabilized or has improved although projects reported to give different 
meanings to a ‘stable situation or an improvement of the situation of the 
patient’; the patient disappeared or was difficult to maintain in a care 
trajectory; death; withdrawal of informed consent, changing residence 
(e.g. back in prison, a long hospitalization (outside the catchment area), 
moving to another region). 

8.3.2.5 Patients or providers perspective 

Some individual projects struggle with situations in which the patient refuses to be 
included, but in which the professionals consider an inclusion as necessary. They are 
confronted with the dilemma of ‘respecting the autonomy of the patient’ versus ‘a 
(more) paternalistic or preventive attitude’. This seems to be a particular issue in the 
cluster addiction 

8.3.3  Patient and/or family participation  

The aspect of patient participation is subject of a parallel research process by another 
research team. Some issues were mentioned though in the context of questions we 
raised on the experiences with patient related activities. As mentioned in the first 
intermediate report, several projects perceived the participation of the patient in 
defining the care trajectory as an added value because projects are obliged to reflect on 
the issue of patient participation. They also report potential advantages of the 
involvement of the patients. The involvement of the patient is expected to increase 
his/her sense of responsibility in his/her own care (other specific comments are 
mentioned in the first intermediate report pp. 71 and 83).  

The overall analysis shows that the issue of patient involvement is a delicate one: on the 
level of involving patient or family organisations as partners as well as on the level of 
involving the individual patient in setting out and individual care trajectory.  

If any, the participation of patients and/or family at the partnership level is mainly put in 
practice by involving the family and patients organisations as formal partners. But these 
are very exceptional projects. 
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We did not obtain much information to which extent the patient is really involved in 
setting out the care process at patient level. Projects consider it not always opportune 
to involve patients and report that in some cases patients do not want to participate at 
a follow-up meeting. Projects also reported on situation where caregivers prefer not to 
have the patient present if professionals disagree on the course of action or when 
partners need mutual support on issues during the meetings (e.g. in addiction). 

Only a few projects have briefly touched upon their experiences with family 
participation. Most of them have positive experiences at the follow-up meetings. Family 
members are reported to experience it as an opportunity being listened. Some projects 
resist to the participation of family organisations at patient meetings mainly because of 
privacy and professional secrecy arguments. Many professionals in the projects appear 
to be sceptical and question whether the ‘family and patient organisations’ can add 
relevant information. 

Overall, projects struggled with the question on how to incorporate patient 
participation in their approach. Especially those projects in which not all the partners 
were familiar with patient participation, seem to experience the most difficulties. Our 
respondents describe it as a learning process to overcome resistance, prejudice, and 
finding appropriate ways to deal with interests of the patients themselves. Residential 
institutions are reported to tend more to talk about a patient, whereas other sectors or 
services (e.g. welfare, social care, HS) talk more with patients. The latter are, on the 
whole, more familiar with family and patient participation. In addition, some tension is 
reported in collaborating with legal services because of its particular culture and tasks 
(see first intermediate report p. 92). 

• The inclusion process of patients is affected by the obligation to obtain 
informed consent from the patients.  

• Less refusals from patients are experienced if there is a mutual trust 
relationship between the person who informs the patient about the project 
and the patient 

• The imposed caseload by the NIDHI had an influence on the number of 
patients included. Projects tend to become very concerned with obtaining a 
particular caseload rather than the intended aims of the TP-programme. 

• Inclusion criteria as defined in the TP-call have been interpreted in a very 
flexible way by projects. However, to broad criteria make it the more 
difficult to use them in daily practice. 

• The involvement of a patient representative or the patient is a delicate 
issue. Some projects perceived it as an added value, other TPs do not share 
this point of view.    

• The obliged use of the DSM-IV diagnostic categories is perceived by an 
important part of the projects as too medically oriented and emphasizing 
the medical diagnosis rather than the complexity of needs. 

• Some individual projects struggle with situations in which the patient refuses 
to be included, but in which the professionals consider an inclusion as 
necessary 

• Respondents describe the process of patient participation as a learning 
process to overcome resistance, prejudice and to find appropriate ways to 
deal with interest of the patients.  
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8.4 EXPERIENCES: PARTNERS 

8.4.1 The required configuration of the partnership  

The required collaboration with different (subsidiary) services is in general perceived as 
useful. Interviewees report that different approaches, visions and information are 
brought together during the care process of the patient. The TP enables and facilitates 
the communication between those services. Only in a few (French-speaking) TPs, one 
professional group is said to be dominating the debate when defining the care of the 
patient (see first intermediate report p. 72). Other projects mentioned communication 
problems between services in defining the care of the patient due to their different 
perceptions (see first intermediate report p. 92 for some examples). The remark was 
made that it will take some time to decrease the distance between different services 
and sectors. 

However, some projects comment that not all the obligatory partners, as defined by the 
NIHDI-tender, are always relevant for and/or familiar with the target population of the 
TP.  

An important consideration is that different services involved in the projects are 
dependent upon on different policy levels (the federal (e.g. hospitals, sheltered living, 
psychiatric nursing home) versus the communities (e.g. CMHS)) which may render 
collaboration within the TP often difficult.  

8.4.1.1 Professional secrecy  

Many projects discussed the issue of professional and medical secrecy and confidentiality 
in an intensive manner. A main critique is that the legislation about professional secrecy 
is not adapted to a context of working with different professional groups. Projects 
perceived problems mainly with regard to the participation of caregivers whom are not 
obliged to a deontology or duty of professional confidentiality (e.g. schools, social care, 
welfare) or caregivers in the legal or security field (i.c. legal services such as protective 
youth services, the police or an assistance of justice).  

Mainly in French-speaking projects, some partners (mainly doctors) refused to 
participate in the project or in patient meetings, because of their interpretation of 
professional and/or medical secrecy issues. Dutch-speaking projects tried to handle the 
problem of professional secrecy in a more pragmatic manner (see first intermediate 
report p. 89) they trust more that every participant at the meeting (except legal 
services) has the professionalism to deal with private information; or they do not 
mention the medical diagnosis of the patient; do not invite the assistants of justice 
unless there is need to;). This pragmatism does not imply that no discussions on privacy 
issues are taking place, though. In contrast to the principal debate on professional 
secrecy, some projects reported that pragmatic solutions such as discussing anonymous 
files (or codes or numbers) give the impression of reducing patients to objects or 
numbers which is not considered the objective of a needs based approach. 

8.4.1.2 Experience with the primary care services 

For many projects, the involvement of the ISHC is primarily perceived as a precious 
contribution to the administrative coordination of the TP. The involvement of the ISHC 
for the administrative coordination enhanced for some individual projects additional 
complications of the administrative process (mainly at the level of double administration 
for similar content). Some projects experience the involvement of the ISHC as 
theoretical and imposed rather than needed for a practical day to day collaboration. The 
main argument used is that primary care services are not acquainted with particularities 
of the content of psychiatric care. In other cases though, it is recognised that the 
participation of ISHC, may have an added value for the content of care in a community 
service, except for situations in which patients stay in a residential setting for a long 
time. The involvement of the ISHC seems to be appreciated most in the cluster ‘elderly’ 
for those patients living at home (because the ISHC is probably already involved).  
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In the cluster adults, other primary care services (such as social care of welfare 
services) are sometimes perceived as relevant parties. In the cluster children and 
adolescents social primary care services, welfare (e.g. SAS, CPW,…) or legal services 
(e.g. PYS) are considered more appropriate than general HS (such as nursing and 
support). 

The participation of the general practitioner is sometimes considered important 
because this person has information on medication or adds and generates a medical 
point of view on the health status of the patient. This participation also facilitates the 
communication with other doctors (e.g. psychiatrists). Moreover, since the GP is a 
primary contact point for the patient (cf HS) he/she is generally well acquainted with the 
situation of the patient. The GP is often also a trusted person for the patient and 
recognized as a key person. the role of the GP seems not to be associated with the 
needs of the clusters. The involvement of the GP in the collaboration model seems 
mainly influenced by the habits of partners to involve the GP in discussions about the 
patients.  

8.4.1.3 Experience with the secondary and tertiary care services 

The obliged participation of services of second and third line is valued differently. The 
added-value most heard, is that the involvement of specialised services allows for a 
continuous exchange of expertise. Moreover it helps patients, especially elderly living at 
home, developing awareness about their mental disorder. It can also help this group to 
break down the taboo on seeking help in mental health care services .  

In contrast some projects, mainly those working with children, point at the potential 
risk of a medicalisation of the care process and stigmatisation of the patients by 
including specialised (psychiatric) services. 

8.4.2 Managing the partnership  

The partnerships are generally managed by means of formal steering committee 
meetings, as the complement of the role of the coordinator. Very little information on 
the actual functioning of the steering committee meeting has been collected during the 
interviews at this stage (see first intermediate report p. 83). It seems that most projects 
do not experience much problems with regard to the participation of the formal 
partners at the steering committee meeting. These meetings serve to discuss  the 
functioning of the project, and are considered as an important means to support the 
coordinator. In only a very small number of projects these meetings are not perceived 
as being meaningful. Some individual projects experience conflicts and struggles between 
partners in these meetings. 

Some projects took the decision to include more formal partners  along the way(or 
they are considering to do this.). These additional partners generally have particular 
expertise and experience with the target population or are easily accessible for the 
target population. Some other projects considered enlarging the formal partnership but 
decided not to do so, as it would have complicated the management of the project.  

In a small number of projects (mainly French-speaking), some partners have withdrawn 
as formal partners, generally because they did not experience any added value of the 
project. Some of them preferred to continue participating as an informal partner mainly 
since it implied a release of the administrative constraints of TP. Additional reasons 
mentioned were: financial reasons; the role of the prison in a mental health care 
network is not clearly defined yet; distance and time issues; or the partner has no 
patients to propose for inclusion. In some individual projects the project itself stopped 
the collaboration with a formal partner.  

Some projects changed the management of partnership related matters (or they are 
considering it). Some introduced a new type of preparatory meetings (eg internal 
coordination meeting between the persons responsible for the coordination of the 
project. a preparatory support meeting) (see first intermediate report p. 85). Other 
projects decreased the frequency of the steering committee meetings (see first 
intermediate report p. 83). 
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8.4.3 The involvement of partners 

As mentioned in the first intermediate report, many projects experienced problems in 
activating individual partners. They experience the need to promote and inform 
partners and individual professionals about the aims and functioning of the TP. For most 
projects, the promotion of the project took a lot of time, more than they judged 
necessary at the beginning of the project. Some projects say that this promotion had a 
positive influence on the commitment of the partners and professionals, although not all 
were convinced that the were able to motivate these partners or professionals in an 
endurable manner. Projects mainly perceived problems to inform and actively involve all 
the individual caregivers of the primary care services operating in the framework of the 
ISHC as formal partner (see the first intermediate report p. 91 for more detailed 
information).  

8.4.3.1 Partners contributing at project level 

Projects depend to a large extent on the commitment of a core number of partners. 
Projects experience that partners need to be well informed about the TP, that they 
experience the need for (regular) inter-organisational patient meetings and that they 
agree with the proposed TP-approach. The preparation of the project is considered as a 
crucial element to develop consensus and agreement among all the partners of the 
project. A few projects perceived the problem that some individual partners had too 
high expectations of the TP or towards the contribution of some services involved to 
live up to (see the first intermediate report p. 90). As expectations are not fullfilled, this 
influences their further participation in the TP.  

Direct interpersonal relationships are considered crucial to develop trust in the project 
coordinator. In this context, previous collaboration between partners can be a 
facilitating factor. 

8.4.3.2 Partners contributing at inclusion meetings 

As mentioned in the first intermediate report (p. 77) mainly formal partners who 
initiated the project and who are familiar with the target population, propose patients 
for inclusion. In some individual projects informal partners are the most active. Most 
proposals for inclusion come from services familiar with the target population that 
know and understand the problems in taking care of these patients.  

Some projects experienced difficulties to organise an inclusion meeting with all the 
formal partners. We assume that this problem is mainly related to the number of formal 
partners of the project, the number of meetings and/or to the chosen coordination 
model (e.g. projects combining their steering committee meeting with the inclusion 
meeting experience less problems, but projects combining inclusion meetings with 
follow-up meetings had many difficulties).  

Especially projects who put a lot of effort in preparatory work for inclusion meetings 
questioned the usefulness of meetings with all the formal partners certainly if no 
inclusion issues were to be discussed.  

8.4.3.3 Partners contributing at follow-up meetings 

Guaranteeing the participation of (partners or) professionals in follow-up meetings is 
experienced as difficult by many projects. These difficulties are related to several 
factors: professionals need to perceive a need or expect an added value from 
participation. This is more difficult for professionals not familiar with the target 
population of the TP or if professionals are not involved in the care process of patients 
or involved in a particular episode of care of the patient. Moreover, relatively small 
organisations may experience more difficulties in sending delegates to follow-up 
meetings because of workload issues (pressure on FTE). Besides the fact that some 
meetings cannot be financed, practical problems occur if partners (or representatives of 
an organisation) with decisional rights or partners with expertise remain absent (see 
first intermediate report p. 81 for detailed information) 
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The critique most heard is that the participation of three formal partners in follow-up 
meetings is not always considered relevant or needed, mainly because some of these 
partners are not involved (anymore) in the care of the patient. Many projects 
experienced the involvement of some partners even as inappropriate for the patient and 
the partners in the TP (see first intermediate report p. 94). In contrast to this, some 
projects made the remark though that this obligation allows to have a neutral or more 
independent point of view in the discussions on care process.  

People report that in general the same representatives of the partners attend the 
follow-up meetings. This is perceived as an important element with regard to continuity. 

Some problems are mentioned for obtaining the necessary signatures, often when the 
ISHC has signed the TP-agreement as umbrella organisation of primary care services in 
health care. Even if a number of primary care or HS participate in the follow-up 
meeting, this only counts formally as one formal signing partner. Technically these 
meetings cannot be financed if no other formal partner participates in this meeting. This 
is especially considered as a problem for projects working with patients living at home 
(which is often the case for ‘cluster elderly’).  

Not having many formal partners reduces the opportunities to obtain the required 
signatures during follow-up meetings. It can be a problem if the formal partners of the 
projects are not familiar with the target population while informal partners are the 
relevant partners to discuss the patient’s trajectory. In this case, follow-up meetings 
cannot be financed if the formal partners do not participate. 

According to some projects, the participation of caregivers in follow-up meetings can be 
enhanced by freeing caregivers from administrative tasks, and focusing their activities on 
the actual care of the patient. Projects also experience the impact of the communication 
style, i.c. the importance of a more directive style (instead of a more inviting style). 
Time management and meeting competencies (sometimes supported by procedures) 
are facilitating the participation. (see first intermediate report p. 97). Specifically for 
general practitioners meetings are often not convenient working practices. (see first 
intermediate report p. 82) and projects suggest that other means of communication 
could be considered (e.g. calling the general practitioner during the follow-up meeting, 
so questions could be asked).  

8.4.4 Experiences with the inclusion process 

Projects organising separate inclusion meetings often decreased the frequency of 
inclusion meetings when the preset caseload was met. For many of those projects 
combining inclusion meetings with follow-up meetings, the frequency of meetings 
increased to more than once a trimester. For projects combining inclusion meetings 
with steering committee meetings, the frequency decreased after a while. 

The duration of an inclusion meeting remained generally the same or shortened over 
time, mainly due to the number of patients considered. The time spent on discussing 
individual patients was affected by the number of candidates per meeting. Patients 
already known by the participants generally needed less time. The time allocated to 
discussion varies (5 to 30 minutes per patient, depending on the topics discussed).  

Some projects have changed particular aspects of the inclusion meeting, such as the 
participants, the organisation mode of handling candidates (see first intermediate report 
p. 79) or the content of the issues discussed (which had an impact on the duration of 
the inclusion meeting). In exceptional cases, the content altered towards discussing 
problems in the functioning of the project rather than discussion of patient related 
topics. 
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8.4.5 Experiences with the follow-up process 

8.4.5.1 The financed follow-up meetings 

For most projects, the number of follow-up meetings per patient equals the required 
contractual number of follow-up meetings (namely three monthly during the first year 
and four monthly during the following years). Some projects did organise follow-up 
meetings solely for this administrative reason, even though they did not consider them 
as necessary. Many projects expressed that the predefined timing of meetings imposed 
by the TP-programme does not accord with the “pace” or evolving needs of the 
individual patient nor with the characteristics of the target population. Projects report 
that more frequent meetings are necessary in the beginning of the care process, or in 
specific situations (mainly crisis situations). A three-monthly meeting is often considered 
too frequent when a more stabilised situation has been obtained. (e.g. the patient is still 
on a waiting list; the patient is still functioning well). 

Some TPs recognized however, that regular meetings give a feeling of comfort and 
security to the partners involved. The meetings are a means to get people around the 
table in a reflection process on the care provision. It favours quality and continuity of 
care and avoids that meetings are only organised in crisis situations. 

Interviewees recognize that the TP and the meetings serve as a framework for social 
networking and learning. The collaboration and especially the meetings allow for further 
informal networking (or intensifying the informal contacts). People get to know whom 
they may contact directly for particular issues (rather than a more anonymous 
secretary). Moreover, people and facilities learn about the respective activities of 
partners and the mutual support they can offer. Even if the organisations had already 
heard about each other, details of functioning were often unknown to the respective 
partners before the TP. The mere fact that professionals of different backgrounds sit 
together, leads to sharing of expertise, more in-depth analysis and discussions on 
patient-related topics thus providing new or better insights in specific situations. This 
helps to fine-tune both information and care and contributes to a collective definition of 
responsibilities. In addition, specific support needs of partners may be better detected 
(e.g. when the partner lacks expertise on a mental disorder). The collaboration process 
also helps to avoid vagueness or misunderstandings (e.g. partners commonly define 
when they will consider a particular situation as a crisis situation; or caregivers do not 
have to rely solely on information provided by the patient). One of the projects 
considered a main advantage of the meetings that all the caregivers are of equal value, 
even those who are only involved indirectly.  

Collaboration is thus more than a mere instrumental issue. The meetings are steps in a 
process of developing trust, feelings of reassurance and obtaining the necessary support. 
This is especially the case for the HS and GPs who are often working individually with a 
patient, without particular experience in psychiatry. The TP supports a more collective, 
shared approach. 

Projects experienced some problems finding a common date within a trimester, 
especially in summer and winter time (due to holidays), leading to concerns to meet the 
contractual obligations of the project.  

The first follow-up meeting after inclusion is often perceived as the most difficult one to 
organise. It seems easier to organise further follow-up meetings once people have 
gathered a first time, sitting together and browsing through agendas to find a common 
date.  

There are a number of projects that organise follow-up meetings with the formal and/or 
informal partners of the projects, but in which direct caregivers of patients are not 
directly involved. These projects struggle with the issue of information transfer on 
individual patients in order to realise the intended governments objective of the follow-
up meetings. An individual project urged to reflect on communication and information 
transfer mechanisms, in order to be able to set priorities in the care plan. A reference 
was made to the information transfer mechanisms that were used in HS (outside the 
mental health care context) that try to coordinate care between professionals.  
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Informal communication and meetings 

Apart from the formal and required meetings, a lot of informal communication takes 
place between the caregivers (e.g. telephone calls and people organise other meetings, 
either in a crisis situation or in order to plan/organise practical aspects between 
partners (e.g. an admission of a patient). Relevant information about these informal 
contacts is either passed on to other partners or to the project coordinator during the 
next follow-up meeting or formal log-reports are made of relevant contacts.  

Content of financed follow-up meetings 

Based on the information collected at this stage, the follow-up meetings can be 
classified in three general types: 

• In a first type, meetings regulate the referral of a patient. In that situation, 
communication is required with other (ambulatory) organisations. When 
discharge is not possible or necessary, internal communication within the 
hospital/residential service is considered sufficient for defining the care of 
the patient.  

• In a second type, meetings aim at fine-tuning the individual care trajectory 
of the patient and the roles of the services involved. Based on the 
reported experiences this type of follow-up meeting is mainly taking form 
for non institutionalized patients for whom several services are involved.  

• A third type, could be described as super- or intervision moments for 
those services that lack expertise about the target population and need 
some support to care for that patient (mainly non-institutionalized 
patients). 

Some individual projects report that this follow-up meeting has no added value at all, 
but is just considered as a formal event within the partnership. We have indications that 
this perception is related to the fact that the participants in the meeting are not 
involved in the care of the patient or are not familiar with the target population. 

Duration of financed follow-up meetings 

The discussion time allocated to an individual patient depends on the situation of the 
patient and whether the caregivers involved consider it necessary to discuss it. The 
reported discussion time between projects ranges from 5 minutes up 2 hours per 
patient. Most of the projects spend approximately one hour per patient. Some projects 
spend up to 3 hours per patient. The 5 minutes discussions generally only aim at a 
collecting signatures without a real discussion on the condition of the patient.  

Changes in the follow-up of patients 

A small number op TPs changed aspects of their follow-up meetings along the way: 
some grouped the individual patient meetings to decrease the workload for the 
partners involved; some increased the frequency of the follow-up meetings; some 
projects invited other participants in meetings or installed different working procedures 
(i.c. considering to organise separate meetings for patient and project related issues, 
instead of one integrated meeting combining for both issues) (see first intermediate 
report p. 85).  

Some of these changes were put into place after an explicit evaluation process by the 
partners. 

8.4.6 Experience with coordination tools 

Projects use different types of coordination tools. The information we collected on this 
issue is still very limited at this stage, but some issues emerge. 

What emerges from the interviews is that the notion and the use of the “care plan” as a 
tool seems to diverge between projects. Many projects seem to use this “tool” mainly 
as an administrative required activity, mainly filled out because the NIHDI requires it to 
obtain funding. It is not clear at this stage of the research though whether this tool is 
really used as a working instrument in the coordination and planning of support tasks 
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for individual patients. We will certainly elaborate this in the next round of data-
collection  

Interviewees stress the potential relevance of standardized documents and a systematic 
use of these document in the working processes (e.g. communication by email, using an 
electronic patient file, standardised form for proposing patients,…). Projects experience 
the use of these tools as means to increase efficiency in use of time.  

However, some projects using different forms for similar purposes warn against 
unnecessary duplications of providing information (particularly mentioned with regard 
to care plans used by ISCH) leading to an unnecessary administrative workload. 

Some projects report that tools were often not used as they were originally intended 
and that other more pragmatic solutions we used (e.g. one project reports that people 
did not fill out forms for considering patients for inclusion in time) 

A number of projects developed a number of forms (e.g. standard candidature form, 
leaflet for patients,) because experience learned that the execution and coordination of 
activities could be smoothened.  

Some projects reported that their experience learned that minutes on discussion about 
patients could be presented in very brief forms rather than extensive reports  

The development of a web application as a common support tool for professionals is 
considered as very useful in these provinces using it. But it was also stressed that a 
common tool is not necessarily adapted to the needs of particular clusters. (e.g. a FOR 
K project) 

• A main critique is that the legislation about professional confidentiality and 
secrecy is not adapted to a context of working with different professional 
groups. Mainly in French-speaking projects, some partners or professionals 
refused to participate in the project or in patient meetings, because of 
professional and/or medical secrecy issues. Dutch-speaking projects tried to 
handle the problem of professional secrecy in a more pragmatic manner. 

• Mixed opinions were mentioned on the obliged involvement of primary care 
services as a formal partner. In some cases primary care services are judged 
as insufficiently acquainted with the particularities of the content of 
psychiatric care. In other cases though, it is recognised that the participation 
of general primary care partners may have an added value for the content of 
care in a community service. 

• The added-value most mentioned of the obliged participation of services of 
second and third line, is that the involvement of specialised services allows 
for a continuous exchange of expertise. Some projects (mainly those 
working with children) point at the potential risk  of medicalisation and 
stigmatisation however.  

• Different services involved in the projects are dependent upon on different 
policy levels (the federal (e.g. hospitals, sheltered living, psychiatric nursing 
home) versus the communities (e.g. CMHS)) which may render 
collaboration within the TP difficult.  

• The partnerships are generally managed by formal steering committee 
meetings. 

• Many projects experience problems in activating individual partners. They 
experience the need to promote and inform both partners and individual 
professionals about the aims and the functioning of the TP. 

• Projects depend to a large extent on the commitment of a number of core 
partners.  

• Direct interpersonal relationships are considered  as crucial in order to 
develop trust in the project coordinator 

• Most proposals for inclusion come from services familiar with the target 
population that know and understand the problems in taking care of these 
patients.  
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• Patients are mainly proposed for inclusion by formal partners but in some 
individual projects informal partners put forward proposals for inclusion. 

• The critique most heard is that the structural participation of three formal 
partners in follow-up meetings is not always considered relevant or needed, 
mainly because some of them are not involved (anymore) in the care of the 
patient. 

• Many projects expressed that the predefined timing of follow-up meetings 
imposed by the TP-programme does not accord with the “pace” or evolving 
needs of the individual patient nor with the characteristics of the target 
population. 

• Regular meetings allow networking and informal contacts, they enable 
mutual learning and favour a reflection process on the care provision. This 
prevents that meetings are only organised in case of crisis situations. The 
meetings are important steps in a process of developing trust, feelings of 
reassurance and obtaining the necessary support. 

• The participation of caregivers in follow-up meetings can be enhanced by 
freeing caregivers from administrative tasks, and by focusing their activities 
on the actual care of the patient. 

• Specifically for general practitioners meetings are often not convenient 
working practices and projects suggest that other means of communication 
could be considered. 

• The notion of and the use of the “care plan” seems to diverge between 
projects. Many projects seem to use this “tool” mainly as an administrative 
required activity, mainly filled out because the NIHDI requires it to obtain 
funding rather than a day to day working instrument. 

8.5 EXPERIENCES WITH THE COORDINATOR 

8.5.1 The role of the coordinator 

Many projects attribute an important role to a coordinating person. The interviews 
indicate that developing the role of the coordinator is a continuous learning process 
(both for the individual as well as for the partnership). The learning experience is closely 
connected with legitimacy issues (acceptance) and building trust. 

Many projects experience that partners of TPs have high expectations of the 
coordinator. Partners expect coordinators to be both mediators and problem-solvers 
for partners and individual professionals as well as for patients and family. Bringing back 
these expectations to acceptable and workable proportions requires a lot of 
communication, debate and daily practice.  

An important issue, mainly at the level of individual professionals but sometimes also at 
the level of the partnership, is the acceptance that a coordinator is taking up a particular 
task. A typical example is the issue of professional secrecy. In some projects fierce 
arguments took place about the extent to which a project coordinator could have 
access to patient data and under what conditions this should happen. A number of 
French-speaking TPs mentioned that the TP coordinator was only given an limited 
authority in the patient meetings.  

In these projects professionals act more as members of (different) autonomous 
organisations. The coordinator role of the coordinator is seen more as a facilitating 
factor (creating the conditions for negotiations) than as an actual participant in content 
discussions. 
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The aspect of acceptance and legitimacy also emerges at the level of the partnership. 
One particular issue is that coordinators have to be seen by all members of the 
partnership as taking up a neutral position and acting independently of the interests of 
one particular partner. Interviewees report that this issue generally emerges in those 
situations in which a coordinator is recruited from the staff of a partner (in most cases a 
participating hospital), or when the coordinator is employed within the premises of a 
partner (most often a hospital).  

The development of trust and legitimacy appears to be part of a learning experience. 
For many partners and professionals (as well as for patients) the role of an independent 
‘external’ coordinator for organising patient meetings and managing the definition of 
content of care issues is new. Generally time is needed to delineate roles, to manage 
initial scepticism and to allow all people involved to mutually adapt to expectations.  

In particular situations, some coordinators have ‘two caps’. These ‘two caps’ refer to 
the management of the partnership tasks and tasks on the patient level respectively. 
Project coordinators have different opinions and experiences towards having ‘two caps’. 
This problem seems to emerge particularly in those situations in which coordinators 
have a full time employment, of which half of it are tasks on patient matters besides the 
TP, and the other half is taking up both patient and partnership tasks within the TP. It 
can lead to situations in which the person has to talk about the patient as coordinator 
of the project as well as caregiver or responsible person of the patient. 

8.5.2 Support for the project coordinator 

Projects were talking about two different types of support, namely ‘practical support’ 
and ‘emotional support’. The development of emotional support is generally a result of 
the organisational model for providing practical support. Some emotional support for 
individual coordinators is also offered through the context on the transversal meetings 
with other coordinators. Some project coordinators experience a sense of isolation 
without much emotional support.  

The ‘practical support’ is offered in many forms when comparing the projects. Most of 
this practical support is at the level of patient-related activities. Some TPs provided 
additional (administrative) support for the project coordinator along the way. This 
support is experienced as a relief for the project coordinator. 

However, projects report some particular problems with regard to this practical 
support in daily practical activities.  

• Some projects that have involved a care mediator as a support to the 
project coordinator experienced that these persons were not taking up 
their roles. Tasks had be taken up by the project coordinator anyway. In 
some particular cases the choice was made to allocate this task to a 
caregiver.  
Some projects remarked that the person assigned as care mediator did 
not have the competencies to take up the coordination of care. An 
individual project experienced problems to assign patients to a care 
mediator when the patient was discharged from the hospital. 

• Projects also report that practical support tasks, initially foreseen in the 
organisational model of the partnership to be executed by partners, were 
not taken up (e.g: support for writing minutes of the follow-up meeting or 
serving as an external coordinator of patient activities).  

8.5.3 Workload of the coordinator 

Most TPs indicate that the workload of the project coordinator for running the TP is 
larger than initially estimated. Many coordinators refer to the administrative tasks (see 
first intermediate report for more detailed information). Because of the experienced 
workload, a few projects have employed the coordinator for more hours FTE (often at 
that point in time when a change of the project coordinator took place). 
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8.5.4 Human resources issues 

During the interviews some human resource management related issues were 
mentioned. 

One particular issues concerns the employment relationship of the coordinator. Many 
coordinators were assigned to a TP on a part time basis (0,5 FTE) but combined this job 
with another part time assignment in the same organisation. Many projects reported 
that it was essential to offer a full time employment to be able to recruit a coordinator 
for the TP.  

Quite a lot of the coordinators of the TPs are recruited from the hospital staff, which 
means that they were already acquainted with the sector and often had a network of 
personal contacts with some partners. This network and experience is seen as an added 
value for the TP. This experience also fits with the competencies that TPs consider 
necessary to take up the role of a coordinator. In contrast to this advantage, 
coordinators mentioned difficulties in separating tasks for the TP and other tasks for the 
employing organisation. We already mentioned that a potential disadvantage is that 
coordinators are not perceived as neutral/independent actors who defend interests of 
the whole partnership. 

Some projects had to change their coordinator. A change of coordinator does not 
necessarily lead to problems however. Projects with previous collaborating partners 
appear to experience less problems because partners continue working on the 
previously developed knowledge and experience. Problems seem to emerge more in 
projects without previous collaboration as these need more leadership and coaching to 
make things running. Another intermediate variable is the timing of the resignation. A 
coordinator quitting in the start-up phase seems less influential on the smooth running 
of projects than a coordinator quitting after a longer time. This is mainly because a 
whole new trust relationship has to be developed and as coordinators need to develop 
competencies and networks to keep the project running. 

The first intermediate report already mentioned that a specific training for the project 
coordinators is considered useful or needed in order to develop the necessary 
knowledge and competencies to act as a coordinator. 

• Developing the role of the coordinator is experienced as a continuous 
learning process (both for the individual professionals as well as for the 
partnership).  

• The learning experience is closely connected with legitimacy issues 
(acceptance) and building trust. Coordinators have to be seen by all 
members of the partnership as taking up a neutral position and acting 
independently of the interests of one particular partner. 

• The development of emotional support for the coordinator is on the one 
hand generally a consequence of the providing practical support and on the 
other hand offered through transversal meetings. Most of practical support 
is at the level of patient activities.  

• Most TPs indicate that the workload of the project coordinator for running 
the TP is larger than initially estimated. 

• For most coordinators, being recruited from the network and having 
experiences is perceived as a facilitating factor in building trust and 
legitimacy.  

• Projects without previous collaboration need more leadership and coaching 
from the coordinator to make things running.  
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9 DISCONTINUING PROJECTS  

9.1 INTRODUCTION 
This section summarizes information (i.c. interviews and resigning letters) about reasons 
and arguments of those projects that discontinued their participation in the TP-
programme of the government. 19 TPs discontinued, namely 6 Dutch-speaking and 13 
French-speaking projects. Within these projects, 5 were dismissed by NIHDI. 

The structure of the first intermediate report was slightly modified to provide a more 
comprehensive view on the reasons for discontinuing.  

Table 9.1: Overview of the projects 
 total started Ongoing Discontinuing 
 FL FR FL FR FL FR 
Children and 
adolescents 

12 11 11 4 1 7 

Adults 27 20 23 15 4 5 
Elderly 9 3 8 2 1 1 
Total 48 34 42 21 6 13 

Of the 13 French-speaking projects that discontinued, most are part of the ‘province du 
Hainaut’ or the Brussels region and the remaining resigning projects are located in 
several provinces. Most French-speaking projects are located in the above-mentioned 
province or region as well as the province ‘de Liège’. Seven of the French-speaking 
projects that discontinued are part of the cluster ‘children and adolescents’, five of the 
cluster ‘adults’ (three of them sub cluster ‘forensic’) and one of the cluster ‘elderly’. Of 
these projects, 4 were dismissed by the NIHDI. The six discontinuing Dutch-speaking 
projects are mainly found in the provinces ‘West-Vlaanderen’ and ‘Limburg’, one TP in 
the Brussels region. Most Dutch-speaking projects are located in the province ‘Limburg’ 
and the province ‘Oost-Vlaanderen’. Four of them were part of the cluster ‘adults’ (one 
sub cluster ‘addiction’), one of cluster ‘elderly’ and one of cluster ‘children and 
adolescents’. One of the discontinuing Dutch-speaking projects merged with another TP 
in the same cluster in the same province (i.c. ‘Limburg’), and can thus be considered as a 
particular case of discontinuity. One Dutch-speaking project was dismissed by NIHDI. 

A few French-speaking TPs (i.c. 3) discontinued during the last semester of the first 
work year of the programme. Most TPs (i.c. 16) stopped during the second work year. 

Some of French-speaking discontinuing projects mentioned that they would continue 
their activities outside the scope of the contractual TP-framework with proper funding. 
Some projects opted for another government’s programme (i.c. NIHDI-Protocol 3 for 
elderly and a new project for homeless).  

During the interviews we focused on the reasons why TPs stopped their TP-contract. In 
a very small number of TPs we had an interview before the project stopped formally. 
One French-speaking discontinuing project refused to be interviewed. 
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9.2 REASONS FOR DISCONTINUING 

Table 9.2 Summary of the reasons for discontinuing a TP 
Administrative 
requirements of 
the TP-
programme 

-Requirements contradictory to the philosophy/vision of the partners and their 
existing working practices:  
-frequency of follow-up meetings ≠ the pace of the patient  
-patient monitoring  
-workload  
-unclear communication about the programme 
-Ethical reasons (professional secrecy) 
-Stigmatizing effect of the TP on the patient  
-Preset caseload 
-finding patients with characteristics according to the required criteria and/or 
motivating patients to be included in the project 

Commitment of 
partners 

- Difficulties to actively involve partners that are not convinced about the added 
value and objectives  
-influence on reaching of the preset caseload 
- Lack of trust relationship between partners 
- Practical difficulties to implement the TP 

Role and 
employment 
location of the 
project 
coordinator 

-familiarity with the selected target population or with the relevant caregivers 
of the organisation in which the project coordinator is located 
-knowledge, experience and networking capabilities of the coordinator in the 
local context 
-Trust in the coordinator 
-description and communication on the role of the coordinator 
Practical issues (financial and logistical issues)  

9.2.1 The administrative requirements of the TP-programme 

Mainly French-speaking projects explicitly said they stopped the project because of the 
administrative requirements of the TP-programme. They consider the requirements 
contradictory to the philosophy/vision and existing (before TP) working practices of the 
partners. The arguments mainly dealt with the requirements of the follow-up meetings 
(not following the pace of the patient), the patient monitoring, the workload and the 
unclear communication about the programme (see first intermediate report pp. 101-
102). In addition, ethical reasons (e.g. lack of anonymity) and the stigmatising effect of 
the TP on the patient were also mentioned.  

9.2.1.1 The preset caseload 

As mentioned in the first intermediate report, not all TPs were able to fulfill the 
(adapted) programme requirements for case-load. Mainly Dutch-speaking projects 
discontinued for this particular reason. 

Projects mentioned on the one hand problems to find patients with characteristics 
according to the required criteria and/or to motivate patients to be included in the 
project (e.g. anonymity reasons, the formal engagement). One Brussels-based project 
experienced particular problems with Dutch-speaking patients because of the particular 
provision of French-speaking facilities in Brussels. One project stated that those services 
relevant for their particular patient population are not part of their formal partnership. 
This has important implications for the inclusion of patients of course. In another case, 
the lack of commitment of partners impeded the inclusion of patients.  
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9.2.2 The commitment of partners 

Many of the discontinuing projects perceived difficulties to actively involve their 
partners as they were not really convinced about the added value and objectives of the 
project. This lack of commitment of these formal partners also influenced the extent to 
which they could obtain the preset caseload. 

Furthermore the precondition of a trust relationship (between partners or in the role 
of the coordinator) seems to have lacked for a lot of projects. Other reasons 
mentioned related to the practical difficulties to implement the TP (too idealistic or 
because of a gap between the people preparing and those who implement it). In one 
project the lack of partner commitment was attributed to the late start of the project.  

9.2.3 Role and employment location of the project coordinator 

The familiarity with the selected target population or with the relevant caregivers of the 
organisation in which the project coordinator is located is assessed as an important 
condition in the functioning of the project.  

Many projects refer to the knowledge, experience and networking capabilities of the 
coordinator in the local context. Trust in the coordinator is required to actively involve 
partners, and the coordinator should also be acquainted with all segments of care. 

• Individual projects mentioned that a clear communication and description 
on the role of the coordinator is needed (one individual discontinuing 
project explicitly stated that not having a project coordinator impeded a 
good functioning of the project).  

Besides legitimacy and trust some practical issues play a role too. Project coordinators 
located in a small organisation with only the limited resources of the TP-programme 
have less opportunities to support the coordinator in a financial or logistical manner 
(outside the funding by the project), which can impede the functioning of the project.  

• More French-speaking projects discontinued (i.c. 13 projects of the 19 
discontinued projects) and did sooner than Dutch-speaking projects.  

• The administrative TP-requirements (especially the frequency of the follow-
up meetings, the patient monitoring, the resulting workload, and the preset 
caseload) are explicitly mentioned as reasons for discontinuing.  

• The difficulty to convince partners about the added value of the TP with its 
requirements (and thus to actively involve them) and the lack of trust 
relationship played an important role in the decision of TPs to discontinue.  

• An important condition for the functioning of the project is the familiarity of 
the institution in which the coordinator is situated with the selected target 
population or with the relevant caregivers.  
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10 GENERAL DISCUSSION  
In this final section, we discuss the current observations, some methodological issues, 
and develop some reflections on the patterns which emerge from the preliminary data. 
We also give indications on the topics that will be developed in-depth in the final report 
and on the methodology that will be used in the second round of interviews. 

As already stressed in the first intermediate report, the results and reflections 
presented in this report do not allow for final conclusions. This second intermediate 
report summarises preliminary results and reflections that still have to be elaborated 
after a next round of data collection and analysis. The next report will be the final 
overall report. 

• This second intermediate report presents summarised preliminary results. It 
does not allow to draw final conclusions nor make definitive policy 
recommendations.   

10.1 METHODOLOGICAL ISSUES  
This second intermediate report is limited by similar methodological considerations as 
already discussed in the previous report (see section ‘Methodological limitations’, p. 
105). We add some further comments. 

Compared to the first intermediate report, this report not only adds information by the 
fact that we analysed data from all projects. The data analysis also focused on clusters as 
these have been defined by the TP policy programme (children and adolescents, adults, 
elderly, addiction & forensic). We expect that the second round of data collection will 
allow to make further refinements to disentangle the factors that could potentially 
explain the choices for and experiences with organisational configurations of a TP. 

The results section describes findings based on interviews. We started triangulating 
these interview data with a content analysis of the plans and with theoretical insights 
from the scientific literature, but we need more saturation of data before drawing 
conclusions. 

A major and important issue with regard to the intended research methodology is 
related to the formal decision to stop the patient monitoring (see also ‘introduction’). 
This patient monitoring would have allowed to get a better understanding of the case 
mix within projects and was initially designed to make a pre-post monitoring of patient 
characteristics. The discontinuation of the patient monitoring implies that this research 
does not encompass reflections based on standardised quantitative data on patient 
characteristics. 

It is worthwhile mentioning that the initial research team has changed in the course of 
the project. All the French-speaking members and one Dutch-speaking member of the 
team changed. These personnel changes had implications on developing an analysis of a 
rather complex field of innovations. Moreover, some of the second round interviews 
took place at a time when the sector discussed fiercely the utility of and the conditions 
in which the patient monitoring would have been introduced. During those interviews it 
became clear that arguments about the administrative framework and the conditions to 
respond to, can be biased for some projects because of this debate on patient 
monitoring (see e.g. the results section on resigning projects). 

Moreover, there is quite a relevant time gap for some projects between the time of 
writing of the plan (and their intentions) and the interviews on these plans. For some 
TPs a time gap of nearly two years exists between the actual development of their plan 
and the interviews. For some TPs this meant that the people who were involved in the 
preparation and writing of the TP were no longer part of the service at the stage of the 
interviews. A retrospective interpretation of the initial plans can also induce a 
reinterpretation of the initial meanings given to the projects based on ongoing 
experiences. 



70 Mental health care reforms - second intermediate report KCE Reports 123 

 

Although, our impression and interpretation is that the projects were not influenced by 
the publication of the first intermediate report, we cannot assess whether the 
publication of the first intermediate report has influenced the respondents of the 
second round.  

• The methodological considerations presented in the first intermediate 
report still have to be taken into consideration. 

• The research team has changed in the course of the research process. 

• For some TPs a time gap of nearly two years exists between the actual 
development of their plan and the interviews of the second round, which 
could induce a bias in the stories on the initial plans. 

• Although all projects (except for one refusal) were interviewed a further 
triangulation with scientific literature is needed for the final report. 

• The patient monitoring which should have provided quantitative data, has 
been discontinued. 

10.2 VARIETY IN PLANS  
In this phase of the research we primarily focused on describing and understanding the 
underlying ideas of the individual proposals (plans) of the TP. As has been described in 
‘programme evaluation research’1-3 the plan can be considered as an important step in 
setting the scope of a new intervention. The plan documents the theoretical conception 
or conceptual vision on the intervention. The plan is a form of expressing the aims, the 
theoretical conceived organisation of actions and partners and the outcomes aimed for. 
As we described in the methods section, an analysis of this plan is a crucial element to 
perform a ‘realistic evaluation’4 of the implementation processes. 

The most general observation on the TPs is the great variety in the way plans conceived 
their collaboration model. The bottom-up strategy of the government’s tender, be it 
within a guidance framework, has lead to a great variety in the theoretical description 
and operationalisation of the TP-plans. This variety is observed in different dimensions.  

10.2.1 One TP-framework, different interpretations 

The initiators of the individual TPs have given different meanings to the TP-programme.  

In its most general layer, the differences are connected with the duality and the 
intertwined dimension “organising and coordinating the partners of a TP” and 
“coordinating activities around the patient”. Projects seldom clearly disentangle the 
coordination issues of partners from the daily activities around patients, while they 
implicitly focus more on one of these two dimensions. Projects are generally not very 
explicit on elaborating on the differences between developing the “means” (the 
partnership model) as an intermediate objective and the final objectives of developing 
better needs-based care for selected patient groups. This fact seems to have an impact 
on the daily functioning of the TPs. 

The interviews give very clear indications that the process of giving meaning to a plan of 
intervention is a negotiated process. Differences in meanings given to the objectives of a 
TP are closely connected to interests and positions taken by individual partners within 
the projects (see infra). Previous experiences of partners or partnerships with health 
service innovations have an impact on setting the scope of the TP. A substantial part of 
the TPs has developed a TP-plan that is largely inspired by previous experiences or 
ongoing initiatives. Some TPs commented that they moulded a (well working) previous 
partnership into the administrative TP format of the tender, but with the intention to 
continue their ongoing working practices. The interpretation of what is to be 
considered as a TP is thus not developed in a knowledge void, it thrives for many 
partners on experiential knowledge. 

Besides the observation that the proportion of Dutch-speaking TP-proposals is larger 
than French-speaking TP-proposals, indications are found that the history of 
collaboration between partners differs along regional/cultural lines and thus impact on 
the definition and description of the collaboration model. 



KCE Reports 123  Mental health care reforms - second intermediate report 71 

 

10.2.2 Preparation of the TP-proposal 

Writing a TP-proposal can be described at different levels. 

Firstly, the MHCCP have coached the projects at the strategic level as well as in some 
practical aspects (i.e. writing the TP-proposal and gathering the signatures of future 
partners). The MHCCP have essentially played this latter, practical role in the French-
speaking part of Belgium. The TP-proposals reflect thus some strategic choices taken at 
the provincial level (since MHCCP operate at provincial level). Some ISHC have played 
a similar role in the elaboration of the strategic view of the project. They are 
positioning themselves as stakeholders/stakeholder representatives. 

Secondly, the TP-proposal have been written either by a single person or a team of 
persons, often professionals from one or several partner institutions. When it is only 
one person, the latter is often a psychiatrist or a person in the management of a mental 
health service. We suggest the possibility that the psychiatrists played a more influential 
role in the French-speaking region (in the light of their participation in the writing of the 
TP-proposal, their role as ‘overall coordinator’ and their involvement in the preparation 
of the TP-proposal). Services at the first line are nearly never the only leader or initiator 
of the TP (except in a minority of TPs, mainly in the cluster elderly).  

Thirdly, regarding the content of the preparation meetings, most of the TPs have 
touched upon core topics (E.g. the choice of the specific patient group, the choice of 
the partners, the development of a common point of view, the NIHDI-criteria, the 
practical organisation of the TP, the development of the concepts of continuity of care, 
care trajectory, needs-based care, etc.). They do not seem to have thought in an in-
depth way about the operationalisation of these topics in the TP however. For certain 
issues, the TP collaborators have reflected upon the ‘what’ (E.g. the coordinator, the 
working model of the TP) but not upon the ‘how’. It seems that TPs for which the 
duration of the preparation was longer are more the fruit of a consensus between all 
the partners than the others. In the same way, it seems that the more involved partners 
and the greater the diversity between these partners, the more difficult it is to progress 
towards a consensual view on the TP.  

The TP-programme offered the possibility to external partners to be part of the mental 
health field, which was relatively closed before. Some partners have taken the occasion 
to enter in this field, others have been attracted by a service belonging to the mental 
health care field.  

10.2.3 Objectives 

During the interviews it became clear that the reflections on and identification of 
particular working objectives remained very general in most of the projects. TPs that 
describe very specific and focused objectives are a minority. 

During the interviews respondents remained in overall terms very general in 
formulating their objectives. They did not analytically separate objectives on patient 
level or objectives in terms of the partnerships. In many TPs the objectives at 
partnership level are generally seen as a means to reach a patient-related goal. This 
accords with the earlier observation that the tender urged the projects to focus on 
describing their organisation model around patients. 

A majority of TPs defined aims and objectives on their daily experienced difficulties and 
hurdles (i.e. context of their practice: patient population, health care supply of the area, 
practical, material problems). TPs do not tread new and undiscovered areas of the field 
of mental health care in order to develop a TP-proposal.  

Probably there is an important pragmatic element in formulating rather vague goals and 
objectives too, allowing adaptation in specification later on in the process without being 
forced in a position to stop the TP. A small number of TPs (particularly in the French-
speaking part) elaborated a too specific and idealistic plan and had difficulties to 
implement it (overall when the person who writes the plan is not a field worker and/or 
when it is written by only one person). 



72 Mental health care reforms - second intermediate report KCE Reports 123 

 

10.2.4 Partnership level 

TP-plans vary on the definition of the structural characteristics of the collaboration 
model. The proposed partnerships in the TP-plans vary widely in terms of network 
complexity. This complexity is determined both by the number as well as the type 
(health care and other sectors) of partners. As a consequence we see a great diversity 
of partnership coordination models. Moreover, different partners fulfil different roles 
within and between TPs. 

10.2.4.1 The constitution of the partnership 

The NIHDI-framework imposes some criteria to which the partnership has to respond. 
A great diversity has been observed in the way the different health service echelons or 
lines, as defined in the NIHDI-call, have been involved in the partnership. In general, 
primary care partners, involved in the TPs, is smaller than the number of partners from 
second and third line. Part of the explanation is that (mainly Dutch-speaking) projects 
involved by means of umbrella organisations of the ISHC rather than individual primary 
care providers.  

Although there is no clear relationship between clusters and the constitution of 
partnerships, the mental health care domain in terms of age groups and problem area 
explain partly the choice for partners involved. This is most obvious for the number and 
type of non-obligatory partners being involved. For example, in the cluster ‘forensic’, 
there is a necessity to work together with the legal sector, and for children the schools 
or education related services are often include, Many other factors explain the selection 
and the definition of roles of partners, such as mutual acquaintance and a trust 
relationship between at least a core set of partners. This is quite consistent with what is 
generally described in the literature on the development of organisational networks. For 
most projects, their partnership contains partners who already know each other (see 
supra). These observations are relevant on a policy level, as many projects do not 
necessarily select an area of activity based on population needs, but more on the 
informal network of providers of care.  

Regional differences seem to emerge with regard to both the number and the role 
allocated to the partners involved. Whilst some large partnerships are also found 
amongst the Dutch-speaking TPs, we observe that the mean number of formally 
involved partners is higher in the French-speaking TPs. The specific motivations for 
choosing extensive partnerships remain unclear at this stage. We hypothesise that the 
differences between regions are connected with different perspectives on stakeholder 
representation or with strategic interests in the choices of partners (i.c. some partners 
want to be included ‘to be part of the innovation movement’). 

Indications are found that French-speaking projects depend to a large extent on the 
hospital as the central actor. This shows in several factors, such as the organisation of 
meetings at the hospital, the localisation of the coordinator in the hospital and the 
involvement of several hospitals in the formal partnership. The hospital is a central actor 
in many Dutch-speaking projects too, but projects seem to develop more broad 
approaches to actively engage a broader range of partners in the actual collaborative 
management. 

The primary care partners are often been charged of the administrative contractual 
tasks for NIHDI; specifically for projects in the cluster ‘children and adolescents’, 
‘forensic’ and ‘addiction’. It was mentioned in a number of interviews that the primary 
care partners often lack the background knowledge and expertise for adequately 
managing the care trajectories as core partners. 

Beyond the distinction between formal and informal partners, we consider that it is 
important to distinguish the core and the peripheral partners. We define core partners 
as partners without whom the TP cannot continue to function. Indeed, they play a main 
active role in patient and/or partnership-related activities: provision of patients, initiative 
of the TP, preparation of the TP (writing of the TP-proposal, reflection, promotion, 
etc.) and daily patient or partnership-related activities.  
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The core partners can be both formal or informal partners. Usually these core partners 
are one specific institution or a combination of institutions who collaborated previously. 
The status of ‘core partner’ can change in the evolution of the TP. Some ‘core’ partners 
can disappear and new partners can be involved. This change could be related to the 
changes in patient needs or to the decision of the partners not to be implicated in such 
an intensive manner anymore.  

10.2.4.2 Modalities of coordination 

The variety in the complexity in the coordination models is showed in the mix and 
structuration of coordination mechanisms (E.g. differences in the number and content of 
meetings, in the choice of logistic tools, in the role of the coordinator, in the attribution 
of this role to one or more individual professionals, etc.).  

Some initial (non conclusive) observations can be made in this respect.  

Most projects see a coordinating person as the key coordinating mechanism. This does 
not necessarily imply that projects have defined a very explicit task description of this 
coordinator in advance. This person has to take up a wide range of tasks in the daily 
internal functioning of the partnership, and in many cases also for external 
administrative tasks concerning the tender. Often this coordinator is also the general 
“reference person” and key contact for all matters concerning the project.  

Besides the role of the coordinator, meetings are the central coordinating mechanisms 
at the level of the partnership as well as at the level of the patients. 

Even though the NIHDI rules oblige to organise three-monthly patient meetings, it is 
striking to observe how the different projects have developed different modalities for 
organising these meetings. In some projects the coordinator is closely involved in 
patient activities. In other projects the coordinator’s role is more one of a facilitator. 
Moreover the number and ways of organising patient meetings differs to the extent in 
which follow-up discussions are grouped. Projects in which the coordinator takes more 
distant towards the patient-related activities, more differentiating arrangements seem to 
develop in organising the patient meetings. We will certainly elaborate on this question 
in the second round of the interviews.  

Another important coordinating mechanism are support tools. The use of support tools 
varies between projects. The use of tools seems to differ between clusters, probably 
explained by the characteristics of the field, meaning that different collaborators with 
different professional backgrounds are included (e.g. for some sectors (forensic children 
in particular) professionals require explicitly to guarantee the anonymity of the patient 
when sharing/transferring patient information between partners). As mentioned in the 
results section in two Dutch-speaking provinces a common provincially developed tool 
for coordination of care is used (electronic care plan). In these provinces professionals 
have already experience with this tool. moreover less time was needed to negotiate on 
the content of the tools. A similar indication can be found for the projects in the area of 
‘Liège’ in which projects developed common tools within the frame work of 
“transversal negotiations”, explaining why less debate and time was probably needed 
within individual projects to develop patients support tools. At this stage of the 
research we have the impression that the use of tools is not considered in all projects 
as a coordination tool, but rather as an administrative requirement to answer external 
formal requirements. These projects have embedded to a lesser extent the use of tools 
as a daily coordination mechanism between partners and professionals involved, into 
their project. 

In the next round of data collection we will have to elaborate further on the use of care 
plans as a coordination tool. 



74 Mental health care reforms - second intermediate report KCE Reports 123 

 

10.2.5 Patient level 

10.2.5.1 The selection of the target population  

Firstly, TPs make pragmatic choices to select a target population. Ensuring that the 
preset caseload is obtained, is an important motivation to choose the target population, 
even if other motivations are put forward. 

The activities of the core partners involved, and generally the ones of the initiating 
partner, determine the choice of the target population. Projects work with patients for 
whom the partners have previous expertise and/or perceive problems in their regular 
work. These problems can be related to the health care services supply (e.g. structural 
problems), as well as to the specific situation of the patient: e.g. ‘a dead end situation’, 
patients whom are difficult to reach. Projects do not aim at working with a new target 
population.  

Projects never talked about a formal needs assessment in terms of ‘assessment of needs 
at population level’ (epidemiological needs assessment) in the predefined area of activity.  

Secondly, projects have different attitudes towards the importance of a psychiatric 
diagnosis.  

Considerations about the required diagnosis 

Some TPs have expressed that the inclusion of the patient requires a formal diagnosis of 
a mental disorder, whereas in others, the assumption that a mental disorder is present, 
is considered as sufficient.  

The fact that TP-programme requires a diagnostic label before the patient can be 
included can cause difficulties. Indeed, in the case that the patient has not already been 
diagnosed, this diagnostic process may be speeded-up due to this requirement (only to 
allow that the patient be included in the TP) and go against the pace of the patient. This 
may be especially the case for children and adolescents that run a risk of unnecessary 
stigmatisation as being subject of psychiatric care.  

10.2.5.2 The position of the patient in TPs 

The TP-framework aimed at involving the patient in the definition of his care. Projects 
are implementing and interpreting this aspect in different ways. An influencing factor is 
the former collaboration and working methods with regard to the position of the 
patient. The more the projects have previous experiences with involving the patient in 
defining his care, the more the position of the patient is reflected in the defined working 
model or approach.  

At the intentional level, the majority of projects mention the importance of patient 
participation. But TPs only provide very little explicit information on how to involve the 
patient. If any information was given, it deals with the participation of the patient in 
follow-up meetings. We lack information whether explicit input of the patient and 
patient representatives in terms of expressing their needs has taken place. It seems that 
most projects are working with the idea: “I think I know what you need” instead of “I’m 
asking you what (you think) you need”. It can be said that this goes against the 
dimensions ‘experienced’ and ‘flexible’ of the concept of continuity of care. Indeed, the 
dimension ‘experienced’ refers to ‘the experience of a coordinated and smooth 
progression of care from the patient’s point of view’ and the dimension ‘flexible’ 
stresses the importance to take into account the current needs of the patient: ‘to be 
flexible and adjust to the needs of the individual over time’5.  

10.2.6 Area of activity 

We certainly have to elaborate more in the next round of data collection on the choice 
for a particular area of activity. Projects have mainly delineated their area of activity 
based on pragmatic reasons, closely connected to the activity area of core partners. In 
most TPs the catchment area of one partner institution defines the area of activity of 
the entire project.  
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In some other cases the area of activity was defined conform the activities in previous 
collaboration between partners. In projects of the clusters ‘adults’ and ‘elderly’ with 
ambulatory services initiating the TP, the area of activity is generally more limited, 
whereas for the clusters ‘children and adolescents’, ‘forensic’ and ‘addictions’ (in which 
the initiator is often a residential institution), the area of activity is often more 
extended. Of course, the choice of an area of activity can also be influenced by the level 
of specialised mental health care services involved in the project.  

It is obvious too, that the existing geographical distribution of mental health services in 
Belgium influences the delineation of the catchment area for some projects.  

10.2.6.1 Strategic influences 

In some provinces the MHCCP mediated in the preparation of the TP-proposals and 
steered the proposals to avoid a geographical ‘overlap’ between TPs.  

In the Dutch-speaking region, many TPs are concentrated in 2 provinces (‘Oost-
Vlaanderen’ and ‘Limburg’). At this stage, we have no clear explanation for this. It can be 
hypothesized however that there is an influence of the specific characteristics of that 
province, namely some provincially structured initiatives (e.g. the ISHC). It is possible 
that they try to influence the future organisation in mental health care in their province. 

• The bottom-up strategy of the government’s tender, be it within a 
framework, has lead to a great variety in the theoretical description and 
operationalisation of the TP-plans. 

• Projects seldom clearly disentangle the coordination issues of partners from 
the daily activities around patients. 

• Previous experiences of partners or partnerships with health service 
innovations have an impact on the elaboration of the TP-plan. 

• Services of the first line are nearly never the only leader or initiator of the 
TP. They are often charged with the administrative tasks for the NIHDI. 

• Reflections on and identification of particular working objectives remained 
very general in most of the projects. 

• A majority of TPs defined aims and objectives based on their daily 
experiences of difficulties and hurdles. The proposed partnerships in the TP-
plans vary widely in terms of network complexity. This complexity is 
determined by the number as well as by the type (health care and other 
sectors) of partners. 

• Factors explaining the selection and the definition of roles of partners are 
mutual acquaintance and a trust relationship between at least a core set of 
partners. 

• Most French-speaking projects depend to a large extent on the hospital as 
the central actor (and more than Dutch-speaking projects).  

• Most projects see the coordinator as the key coordinating mechanism. This 
coordinator is often the general “reference person” and key contact for all 
matters concerning the project. 

• TPs make pragmatic choices to select a target population (with whom they 
have expertise on the one hand or with whom they perceive problems on 
the other hand). 

• The fact that a TP-programme requires a diagnostic label for a mental 
health problem before the patient can be included, can cause difficulties. 

• The more the projects have previous experiences with involving the patient 
in defining his care, the more the position of the patient is reflected in the 
defined working model or approach. 
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10.3 EXPERIENCES  
The first round of interviews brought some relevant initial findings to the forefront. The 
most important observation is that the introduction of new mode of working, especially 
focusing on the collaboration of different individual professionals working in different 
organisational contexts, is a learning experience. The information collected up till now is 
that many projects are focusing their efforts on convincing individual professionals by 
means of information and gradually developing a feasible working process. Important 
constraints for convincing individual professionals to collaborate is the time investment 
and the financial rewards, but more important seems to be the resistance related to the 
added value of the new modalities being introduced. We will discuss this issue of raising 
awareness, developing a common meaning and the need to promote the content of the 
project in one of the sections below.  

Moreover, much of the resistance or reluctance to participate actively in projects has to 
be understood against the background of the information of the governments 
programme and the concerns about the accompanying research process (mainly the 
patient monitoring). Many projects, and members of projects struggle with the issue of 
convincing people about the use of a patient monitoring (and the work needed to fill 
out the registration tools) because the core partners of the projects themselves 
questioned the tool of the patient monitoring: on the one hand because they refused a 
tool focusing on outcome measures on patient level, on the other hand because of the 
workload involved. 

Another recurring issue emerging as a barrier in the collaboration process is the 
acceptance of sharing information between different partners.  

In this section we will discuss the issues which can be seen as illustrations of the 
learning process and the gradual development of a negotiated order between all 
stakeholders involved in the individual projects but also in the overall programme. 

Important issues are the need to communicate and promote change processes in the 
sector, the notion of chronic and complex, the use of a care plan, the coordinator and 
the experience with primary care. We are well aware that these topics related to 
experiences are not exhaustive but we emphasise yet again that the focus on process 
evaluation should be the main objective of the second round.  

10.3.1 Promotion of the TP 

In the introduction of this discussion section we already made references to the 
necessity to communicate and promote the objectives and working practices of the 
projects. The reported experiences of projects learn that this promotion requires a lot 
of time. Promotion is needed at three different levels, i.c. promotion with regard to the 
partners, the individual professionals linked with that partners and promotion towards 
the patients.  

In general, projects mainly aimed their promotion at the partners involved, based on the 
expectation that individual partners would inform their individual caregivers. 
Experiences showed that this cascade model of information-transfer was not taken up 
that easily. This is a problem because it is precisely these individual professionals whom 
are expected to discuss, propose and convince patients to be included in these new 
working practices. Many projects reported to depend highly on committed individual 
caregivers.  

We have indications that TPs with (some) partners collaborating before have less 
problems to promote their project. Moreover, particularly projects of the cluster 
children and adolescents, especially in the Dutch-speaking part of Belgium, have already 
collaborated a lot and seem to experience less problems on this level. This serves as an 
additional indication for the fact that the start-up of an innovation needs a planned and 
well developed implementation strategy. 
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10.3.2 Chronic and complex 

An important issue which emerges from the first findings on the implementation 
process relates to the patients. The government’s tender is developed around the 
notion of “complex and chronic” psychiatric patients. The interviews on daily practice 
learn that the projects do not use the notion of chronic and complex as a reference 
term when trying to select and include patients. The results section already showed that 
the interpretation of this concept diverges between clusters and between projects.  

Moreover, due to the formal decision to discontinue the patient monitoring, this 
research lacks any standardised and quantified information on individual patient 
characteristics and the case-mix of the patients within projects or clusters. It will be 
extremely difficult therefore to trace which collaboration model seems to be more 
effective for what patient group, and neither will it be possible to assess to what extent 
the projects were selective in the inclusion of patients in their daily practice. Based on 
the qualitative information one could discuss to what extent purposes were strictly 
connected to the treatment of complex and chronic psychiatric problems: namely the 
elderly. We have the impression at this stage of the research that quite a number of 
projects in the cluster elderly were aiming at tracing, treating and supporting people 
with behavioural and emotional problems, but it could be questioned to what extent 
these projects are addressing chronic and severe psychiatric issues. Some projects of 
the cluster elderly suggested during the interviews that they considered to stop their 
participation in the TP-programme and that they would submit the same approach in 
another NIHDI protocol (protocol 3).  

Similar questions should be raised and discussed further in the cluster children and 
adolescents, namely to what extent do the chosen groups fit into this notion chronic 
and complex, and whether a similar meaning can be given to chronic and complex 
within the different clusters to develop a collaborative needs based community oriented 
approach. 

10.3.3 Care plan 

The government’s programme requires the development of a “care plan”. Care is 
coordinated through a common plan that must remain flexible to adjust to patients’ 
needs. Care plans are patient specific strategies designed to address the total status of 
the patient and intended to ensure optimal outcomes for patients during the course of 
their care. Collaborative care plans explicitly and comprehensively describe 
interventions and expected outcomes in the treatment plan. It is also a communication 
tool across the continuum of cared. 

During the interviews we obtained very little information on the development and use 
of these care plans as a tool to plan and coordinate care. At this stage of the research 
we are definitely not in a position to draw any conclusions about the use of a care plan 
implemented and integrated in daily practice for planning and coordinating care 
according to the patients needs.  

One possible explanation for this lack of information could be the timing of the 
interviews: a majority of TPs have been interviewed at a point in time at which they 
were mainly including patients and still not fully involved in the development of the 
actual care process. The indication we have on the process of including patients is 
rather assessing the status of the patient form the perspective whether he/she fitted in 
the overall scope of the projects. Very little projects made explicit references to the 
fact that at this stage a precise and operational care plan was to be initiated.  

At this stage we only have some hypotheses to be tested further: first projects do not 
use or implement the care plan as a day to day working instrument in which a 
description of patients needs is connected to a task allocation amongst different 
partners or practitioners as it was an intended part of the programme.  

                                                      
d  Deborah Dudgeon, Managing Continuity through Collaborative Care Plans: A Study of Palliative Care 

Patients, CHSF June, 2004, http://www.chsrf.ca/final_research/ogc/pdf/dudgeon_final.pdf  
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Second, although projects did not bring it spontaneously to the fore during the 
interviews, we have not paid enough attention to the issue in the first round of 
interviews. Thirdly, the issue of the use and content of care plans was not resolved at 
the stage of our interviews, because some important debates we still taking form on the 
way patient information between partners should be shared and transferred. These 
discussions are closely related to opinions about privacy and professional secrecy. The 
second round of data-collection on the process experiences will certainly elaborate on 
this issue.  

In this context, it is important to associate this information with the idea of care 
pathways. A pathway includes at least two specific components, namely a 
multidisciplinary character (i.c. the categories of care or activities and their 
interventions) and outlining the optimal sequence and timing of interventions for a well-
defined group of patients. It helps in the communication with patients, as access to a 
clearly written summary of their expected care plan and progress over time is given to 
patients. Most of the projects are not working on defining pathways for a well-defined 
group of patients, but they are working with the specific needs of an individual patient.  

10.3.4 Coordinator 

The projects reported different experiences with regard to the role of the coordinator 
in managing the partnership and the patient related issues. The interviews learn, on an 
overall basis, that projects had to develop a vision on the role of the coordinator and 
the content of its tasks along the way. Some projects with previous experiences could 
have had a slight advantage, but even in those projects major efforts had to be put in 
place in order to define this role of the coordinator.  

The interviews made clear that the role and tasks of the coordinator were not always 
well elaborated within the plan of the projects. Many projects did not have a clearly idea 
on how this “function” in the collaboration process would have to be given form. When 
comparing the projects, many use the notion of a coordinator, while the content of this 
role and the support functions of this role differed widely between projects. Based on 
the preliminary findings of the experiences of the projects it seems that projects are 
adapting and forming the role within the experienced practical constraints. This implies 
tasks on patients level, on partnership level, but also in the combination of the tasks.  

Because of this lack of clearly elaborated governance model of the collaboration in the 
planning of the projects, a lot of energy and time has to be spent on identifying practical 
working modalities. Taking into account this part of the learning experience is quite 
essential, in order to understand the slow start of many projects. Moreover many 
projects experienced that their collaborating partners and individual professionals 
expect leadership from the coordinator. Partners have great expectations of the 
coordinator in keeping the collaboration running. It has been mentioned that the 
partners also negotiate on the project related tasks or responsibilities. In order to juggle 
different tasks, partners claim both support in patient related activities as well as at 
emotional level.  

A particular difficulty relates to the perception of the role of the coordinator by the 
partners and more specifically by their individual professionals. Within the projects 
coordinators have to be experienced and perceived as “neutral” in order to develop 
legitimacy. This legitimacy is a crucial element in order to attain a smoothly running 
project. Especially in those case where project coordinator is located within the 
framework of residential partners the coordinator has to fight the prejudice of being 
perceived as an employee and thus only working for the interests of this particular 
partner.  

We have been told about projects in which a project coordinator dismissed because of 
job strain and because of a lack of legitimacy. These dismissals have often led to 
setbacks and to further difficulties in the functioning of the TP. The process of building 
trust and giving meaning to this role had to be started all over again in these 
circumstances Moreover, the development of the role of the coordinator is largely 
affected by the way projects use the financial means allocated by the governments 
programme.  
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We will certainly focus more in the second round of interview on this learning 
trajectory and (difficulties) in building legitimacy as a condition to keep the project 
running. The professional profile of the coordinator appears to be a core issue in this 
acceptance and legitimacy to take up a leadership in the collaboration process. 
Moreover we will dig into the question of differences and communalities between 
clusters.  

The interviews learn that many projects also struggle with the task structure and 
content of the role of the coordinator, both at the level of daily executing of work as 
well as for the competencies required to manage such a complex of activities. 
Moreover, for certain tasks, people need to have or develop the necessary authority to 
intervene, discuss and manage the professionals involved in individual patient activities. 
Moreover, problematic situations may arise when the coordinator’s duties are not 
sufficiently defined and shared between project partners, or by professionals working 
for projects partners.  

The next round of interviews will make a more in-depth analysis of the experiences and 
governance models used to coordinate the network as whole and coordinate activities 
around patients. After three years of experiences we expect to be able to draw 
conclusion on barriers and facilitating factors for increasing the effectiveness of a 
partnership.  

At this stage of the research however, we do not have enough information allowing us 
to identify patterns related to the different clusters.  

10.3.5 Experience with primary care 

Whilst we heard a lot of comments on the obligatory involvement of a GP as a primary 
care partner on the one hand, we obtained quite a lot of information on the other hand 
in which the TPs themselves, especially in the French-speaking part, expressed their 
appreciation of the GP involvement as an important additional value in the functioning 
of the TP.  

At the level of patient-related activities, some projects invite individual general 
practitioners to participate at the meetings. Other projects have chosen a primary care 
organisation. The presence of GP during the TP meetings may encounter problems 
however, since the GP in particular and the first line in general do not share the same 
culture of networking which exist in the field of mental health. In addition, the GP is 
often an independent professional, and his presence during the TP meetings may mean a 
disadvantage to him, since he/she is usually paid by a fee for service system. The 
projects have considered various ways enable the participation of the GP in follow-up 
meetings. Some projects allocated a higher reimbursement to the GP in comparison to 
the other partners participating in the follow-up meetings. The above remarks are 
nevertheless not applicable to some categories of GPs who are working in ‘Medical 
Houses’ and who are more familiar with team work and the sharing of patients.  

In fact, at the implementation level, most projects intending to include the GP in the TP 
found themselves facing a series of practical difficulties and only few projects have been 
able to rely on a regular participation of the GP in follow-up meetings. These difficulties 
may be explained by cultural, individual or regional reasons, or still by inter-professional 
conflicts. 

If these difficulties can actually be explained by cultural and financial reasons (the GP is 
more familiar with a model of care based on a dyadic relationship), we can also 
hypothesize that some forms of resistance to change plays also a role in the GP 
reluctance towards collaboration work around the patient. It must be stressed that this 
working model brings forward some questions regarding the current position of the GP 
in the health system. 
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• The introduction of new mode of working, especially focusing on the 
collaboration of different individual professionals working in different 
organisational contexts, can be considered as a learning experience.  

• Important hindering factors for convincing individual professionals to 
collaborate is the time investment, the financial rewards, and above all the 
resistance related to the added value of the new modalities being 
introduced.  

• Much of the reluctance to participate actively in projects are related to the 
patient monitoring, on the one hand because partners refused a tool 
focusing on outcome measures on patient level, on the other hand because 
of the workload involved. A barrier in the collaboration process is the 
acceptance of sharing information between different partners.  

• Concerning the promotion of TPs, experiences showed that the expected 
information-transfer (cascade model) from individual partners to their 
individual caregivers and than from the latter to the patients was not taken 
up easily.  

• TPs with (some) partners collaborating before have less problems to 
promote their project. 

• A majority of projects do not use the notion of chronic and complex as a 
reference term when trying to select and include patients. 

• Especially in the cluster elderly, it could be questioned to what extent do the 
chosen groups fit into the notion of chronic and complex, and whether a 
similar meaning can be given to chronic and complex within the different 
clusters. 

• In a majority of TPs, care plans are not use as a coordination tool but as an 
administrative form to answer the NIHDI requirements.  

• In general, projects had to develop a vision on the role of the coordinator 
and the content of its tasks along the way. 

• The role and tasks of the coordinator were not always well elaborated within 
the plan of the projects. This must be taken into account in order to 
understand the slow start of many projects. 

• The content of the role of the coordinator and the support functions of this 
role differed widely between projects. 

• A particular difficulty relates to the perception of the role of the coordinator 
by the partners and more specifically by their individual professionals 
(legitimacy issues). 

• The development of the role of the coordinator is largely affected by the 
way projects use the financial means allocated by the TP- programme 

• The professional profile of the coordinator appears to be a core issue in this 
acceptance and legitimacy to take up a leadership in the collaboration 
process. 

• Only few projects have been able to rely on a regular participation of the GP 
in follow-up meetings. 
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10.4 FUTURE RESEARCH STEPS 
The preliminary findings on initiatives for mental health care reform in Belgium give 
clear indications on how the development of interorganisational networks as an 
innovation mirror the characteristics of an organisational field that is complex and 
layered. The first round of interviews demonstrate that health care innovations take 
place in complex multi-agent environment. The implementation (adopting and 
sustaining) of health services innovations is influenced both by “external” and “internal” 
processes and barriers. The public sector context of health care includes “external” 
influences by multiple stakeholder through values, power plays, regulations and 
normative frameworks.  

Authors having studied innovations distinguish mechanisms of diffusion (passive), 
dissemination (active and planned efforts to persuade target groups to adopt an 
innovation), implementation (active and planned efforts to mainstream an innovation 
within an organisation), and sustainability (making an innovation routine until it reaches 
obsolescence) as crucial elements of an innovation process. Greenhalgh et al.4 propose 
a framework to understand the diffusion and implementation of organisational 
innovations in a real world context. They distinguish two stages in the model: stage one 
considers (1) the attributes of the innovation as perceived by the intended users, (2) the 
characteristics of the intended adopters of the innovation and the adoption process, (3) 
the nature of communication and processes of influence about the innovation, (4) the 
organisation context and (5) the organisations readiness for the innovation (6) the 
nature of the outer context and how it will impact on the assimilation process (7) the 
implementation and maintenance process (not the adoption by individuals) (8) the 
nature, capacity and activities of external agencies. Stage 2 focuses on the interaction 
between these components. 

At this stage of the research we mainly focused on the meanings given to the plans and 
the first implementation experiences of the projects. We did not discuss or assess the 
issue effectiveness yet although this would be one of the core questions. The 
assessment of effectiveness is a delicate issue, though as multiple perspectives are 
possible. Provan and colleagues6 proposed three levels to discuss the effectiveness: 
community level, the network level and the organisation/participant level. More 
attention needs to be paid to network functioning and more specifically to understand 
which network conditions lead to various network-level outcomes. Our comparative 
findings on the Belgian experiments offer indications that the governance models 
between projects differ, and we need to elaborate on that matter. But additionally we 
would also plead to assess the effectiveness of health services in a context- sensitive 
manner, meaning to consider the stage of development of certain network models 
within the complex and layers characteristics of the field. 

The next round of data-collection and analysis will question TPs explicitly about those 
factors which are important to bear in mind when implementing the TPs, as well as 
asking for the facilitating and hindering factors for collaborating around these patients 
(not only related to the TP-requirements).  The future stages of the process evaluation 
will develop a better understanding on how the issue of complexity and ‘long term 
support needs’ has been addressed by the projects. 

Experiences of the Belgian TPs will be confronted with existing research on 
international mental health care reforms and with theoretical insights and core 
concepts. The triangulation with insights from scientific literature will enable to develop 
statements on the underlying models of collaboration and networking. 
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11 PRELIMINARY LESSONS LEARNED  

11.1 THE GOVERNMENT’S PROGRAMME 
Although the objective of the KCE is not to assess the impact of the government’s 
programme, it is clear that it forms the background against which the experiences of the 
individual TPs develop. Some indications are found on how the tender affects the 
functioning of the TPs.  

The government’s TP-programme was an open-ended tender in the form of a 
framework, setting objectives and general practical regulating conditions, within which 
individual initiatives were invited to propose “bottom-up” models of collaboration and 
partnerships. This bottom-up approach implies that individual initiators of projects 
develop different meanings and operational models of this idea of collaboration in cross-
sector boundaries mental health care. Similarly the initiators were obliged to identify 
their target patient group with arguments on how they fitted with the notion of 
“chronic and complex” psychiatric problems. As expected, this latitude led to a wide 
variety of models proposed by the sector. 

 The bottom-up approach, not imposing a unique organisational model in a top-down 
manner, allowed to develop collaboration models between different services/partners 
adapted to local contexts, field characteristics and target groups, and was well 
appreciated by the sector. In contrast to this general positive appreciation, it appears 
that the sector experiences difficulties in setting up effective organisational and 
management practices to develop interagency collaboration. An important observation 
is that although the current programme initiated collaboration initiatives, it seems not 
to have induced real innovative thinking on interprofessional and multi-agency 
collaboration for most of the submitters. A substantial part of the TPs indeed has 
developed TP-plans largely inspired by previous experiences or ongoing initiatives. TPs 
commented that they moulded a (well working) previous partnership into the 
administrative TP format of the tender only with the intention to continue their ongoing 
working practices. As a result, there seems to be a growing discrepancy between those 
projects with previous experience and shared knowledge between partners and those 
with less previous collaboration experience.  

Some of these preliminary observations could be picked up for future government-
initiated programmes. As can be compared to other countries the government could 
reflect more to what extent a publicly funded programme should provide educational 
and management support to individual projects in order to develop innovative 
interagency collaborations. Interagency collaboration is a matter of coordinating both 
different (health care) organisations as well as the professionals involved in the care and 
support of individual patients. Governance models should consider both issues.  The 
support could in particular be organised around the question of how to develop 
effective governance models for interagency and interprofessional collaboration. The 
future research steps will consider this issue. 

The sector clearly experienced a lack of a clear, coherent, consistent and continuous 
communication on the government’s framework and the intended objectives. The 
implementation of the programme has been affected by rumours and plenty of informal, 
imprecise, inconsistent information streams. A clear communication model and strategy, 
with a clear definition of the roles and mandates of persons, committees and 
government agencies is to be considered as an essential part of the support process of 
any health services innovation. The sector does not only need regulatory frameworks 
that control and try to avoid abuse of public resources, but also supportive (including 
communication) tools enabling the sector for the implementation of innovations. 
Communication and support probably needs to be professionalized and integrated into 
any launch of an innovation programme. 
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11.2 THE DESIGN OF THE TP (THE PLANS) 
The bottom-up strategy of the government’s tender has not surprisingly lead to a great 
variety in the theoretical designs of professional and interagency collaboration. It is 
striking though that the plans are not very clear in disentangling the aspects of 
collaboration around the individual patients, and the collaboration between health 
service agencies (the network). Moreover, many projects seemed not to be aware that 
these two aspects have to be managed simultaneously, while the content of what has to 
be managed is not the same. Projects seldom used this particular governments call to 
have an in depth reflection on the management and objectives of the interprofessional 
as well as the interagency collaboration.  

The development of an health services innovation should however exceed the filling in 
of administrative documents to obtain funding. Health services innovations need clear, 
shared and well understood objectives and working practices by all persons involved, in 
order to streamline meanings and expectations of all people directly or indirectly 
involved.  

The interviews give very clear indications that the process of giving meaning to an 
intervention is a negotiated process, during the preparation as well as during the 
implementation. Differences in meanings given to the objectives of a TP are closely 
connected to interests and positions taken by individual partners within the projects. 
Developing a shared language and common understanding of the activities requires 
bridging language, norms, values and expectations common to particular domains and 
professions. This requires time, but a simple process of learning by doing seems not to 
be the most adequate. The learning by doing needs more leadership and needs to be 
embedded in an explicit framework, understood and used by all people involved. Many 
projects would probably be helped if a more guided framework could be imposed by 
persons with enough legitimacy among all partners involved, within which the 
collaboration and governance models could get form through a learning experience. 
Partners and professionals probably need more guidance on how to share and discuss 
interests to develop a negotiated order. An purely experience-based “learning by doing” 
process with little active guidance is not the most efficient way to implement and diffuse 
innovations (using public resources). 

11.3 COMPLEX INTERAGENCY COLLABORATION 
The proposed partnerships in the TP-plans vary widely in terms of network complexity. 
This complexity is determined both by the number as well as the type of partners. As a 
consequence, a great diversity of partnership coordination models are put in place. The 
domains involved in the interagency networks per cluster and regional characteristics 
clearly show that interagency collaboration is very context sensitive, and that one 
unique organisational model of collaboration cannot be imposed. 

Regional differences seem to emerge with regard to both the number and the role 
allocated to the partners involved. Whilst some large partnerships are also found 
amongst the Dutch-speaking TPs, we observe that the mean number of formally 
involved partners is higher in the French-speaking TPs. The specific motivations for 
choosing extensive partnerships remain unclear at this stage. 

A clear distinction between the decision roles of specific partners emerges from the 
projects. We have indications that “core” and the “peripheral” partners in the 
management of the project can be identified. Core partners are generally taking up the 
leadership and management roles. In a large proportion of the projects specialised 
mental health care services (often hospitals) are part of the core partners. This is 
probably related to their particular expertise in the field but clearly also because they 
have an organisational overhead (staff and support function) on which they can rely to 
develop an innovation. 
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11.4 COORDINATION 
Projects have assigned roles in different ways to coordinators, meetings and support 
tools as the coordination function of the partnership. Within this general observation, it 
is worth observing that similar terms or concepts (language) cover a very different 
content, which could hamper cross-project communication. Projects develop 
operational working practices that are idiosyncratic to each project or local social 
network, thereby often using similar terms for very different content.   

Most projects see the coordinator as a person as the key coordinating agent, while the 
role and tasks of the coordinator(s) were not always well elaborated in the plans. This 
lack of an elaborated governance model resulted in many instances in a process in which 
a lot of energy and time had to be spent in identifying practical working modalities. 

A second important indication is the acceptance of the roles assigned to the 
coordinator. Coordinating partners is to a large extent a matter of developing trust. 
Within the projects, coordinators have to be experienced and perceived as “neutral” 
towards the interests of different participating partners in order to develop legitimacy. 
A particular issue to be developed further is the question to what extent a coordinator 
should facilitate the collaboration between professionals (and family members) around 
individual patients: it is not clear to many projects to what extent the coordinator’s role 
is limited to that of a logistic facilitator of collaboration activities or whether he should 
extend his role more towards that of a case-manager. 

11.5 THE CARE PLAN 
The TP-programme attributes a lot of importance to the use of a care plan as a 
coordination tool for activities around the patient. Although at this stage the data-
collection is still very limited, it seems to emerge that the notion of the care plan as a 
practical tool to coordinate care (and to assign roles to individual professionals) in 
order to serve the needs of individual patients is in many projects developed primarily 
as an administrative requirement rather than as an instrument for developing needs-
based care, adapted to the disease and need episodes of a particular patient. However, 
more data-collection is needed on the use of this tool in the next rounds. 

11.6 THE PATIENTS 
Projects do not actively use the notion of “chronic and complex” as a reference term 
when trying to select and include patients. TPs make pragmatic choices to select a 
target population, mainly in order to ensure that the preset caseload is reached. The 
fact that we will not obtain patient profiles will make it impossible to detect to what 
extent the projects really serve the intended target populations of the government’s 
programme. Yet, from a government and public health perspective, the question 
whether the health service innovation programme serves the intended target audience 
is far from trivial. It needs to be clarified to what extent the TPs are actually selecting 
their patient group and whether the new organisational models can really serve the 
overall population of patients with chronic and complex psychiatric problems, and 
whether all projects (approaches) and the problems they address actually belong to the 
field of mental health/psychiatric problems.  
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11.7 AREA OF ACTIVITY 
Projects have mainly delineated their area of activity based on pragmatic reasons, closely 
connected to the activity area of core partners. Projects do not use formal needs 
assessment methods in terms of ‘assessment of needs at population level’ 
(epidemiological needs assessment) in the predefined area of activity. The government’s 
programme did not request this. In most TPs the catchment area of one partner 
institution defines the area of activity of the entire project. In some other cases the area 
of activity was defined so as to conform to the activities in previous collaborations 
between the partners. Future programmes need also to reflect on the population needs 
in delineated areas of activity if new community-based health service models will be 
diffused as a more common health service provision practice. 

11.8 INVOLVING PRIMARY CARE PARTNERS 
As the governments programme intends to promote more community-oriented care, it 
seems obvious to ask to include partners from primary care. In a historically hospitalo-
centred and specialised care centred country, the involvement of primary care partners 
emerges as a particular difficulty. Most projects intending to include the GP in the TP 
found themselves facing a series of practical problems. Other projects mainly involve 
the general first line by means of the ISHC, and often as a kind of surrogate partners as 
only administrative tasks are assigned to this partner. In Flanders these intermediate 
structures are more developed than in Wallonia. But the difficulties to involve primary 
care partners can probably rather be explained by cultural, reasons, inter-professional 
resistance and the lack of a clear vision on how the general primary health care could 
contribute to the care process. We have some indications that TPs aiming at early 
detection seem to experience less problems in assigning expectations towards primary 
care partners. Besides this issue of assigning clear roles, more reflection is needed on 
managing the practical difficulties to rely on a regular participation of the GP in different 
types of meetings. Further reflections and debate are needed on the question how to 
involve primary care in a community-based mental health care model.  

 

• The bottom up approach is well appreciated by the sector because the 
sector experiences it as a means to develop locally adapted ways of 
collaboration between different services/partners. In contrast, the sector 
seems to experience difficulties in putting effective organisational and 
management approaches in practice to develop interagency collaboration. 

• The sector experienced a lack of a clear, coherent, consistent and 
continuous communication on the government’s framework and the 
intended objectives. A clear communication model and strategy, with a clear 
reflection of the roles and mandates of persons, committees and 
government agencies is to be considered as an essential part of the support 
process of any health services innovation 

• The plans generally do not clearly disentangle the aspects of collaboration 
around the individual patients and the collaboration between health service 
agencies (the network). Many projects seemed not realize that these two 
aspects have to be managed simultaneously 

• Health services innovations need clear, shared and well understood 
objectives and working practices by all persons involved, in order to 
streamline meanings and expectations of all people directly or indirectly 
involved 

• Developing a shared language and common understanding of the activities 
requires bridging language, norms, values and expectations common to 
particular domains and professions. This requires time. But a simple process 
of learning by doing seems not to be the most adequate. The learning by 
doing needs more leadership and needs to be embedded in a explicit guiding 
framework understood and used by all people involved. 
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• A great diversity of partnership coordination models are put in place. The 
domains involved in the interagency networks per cluster and regional 
characteristics show that interagency collaboration is very context sensitive, 
and that one unique model of collaboration cannot be imposed. 

• “Core partners” are generally taking up the leadership and management 
roles. In a large proportion of the projects, specialised mental health care 
services (often hospitals) are taking up this core role. This is probably 
related to their particular expertise in the field, but clearly also because they 
have an organisational overhead (staff and support function) on which they 
can rely to develop an innovation. 

• Coordinating partners is to a large extent a matter of developing trust. 
Within the projects, coordinators have to be experienced and perceived as 
“neutral” towards the interests of different participating partners in order 
to develop legitimacy 

• The care plan as a practical tool to coordinate care (and assign roles to 
individual professionals) in order to serve the needs of individual patients 
seem in many projects developed primarily as an administrative 
requirement rather than as an instrument for developing needs-based care, 
adapted to the disease and need episodes of a particular patient. 

• Projects do not actively use the notion of “chronic and complex” as a 
reference term when trying to select and include patients. TPs generally 
make pragmatic choices to select a target population, mainly in order to 
ensure that the preset caseload is reached. 

• Future health service innovation programmes need also to reflect on the 
population needs in delineated areas of activity if new community-based 
health service models will be diffused as a more common health service 
provision practice. 

• Further reflections and debate are needed on the question how to involve 
primary care in a community-based mental health care model. 

 



KCE Reports 123  Mental health care reforms - second intermediate report 87 

 

12 REFERENCES 
1. Ovretveit J. Evaluating Health Interventions. Maidenhead: Open University Press; 2003. 

2. Rossi PH, Lipsey MW, Freeman HE. Evaluation: A systematic approach seventh ed. California: Sage 
Publications, Inc.; 2004. 

3. Swanborn PG. Evalueren: Het ontwerpen, begeleiden en evalueren van interventies: een 
methodologische basis voor evaluatie-onderzoek. Amsterdam: Boom; 2002. 

4. Greenhalgh T, Robert G, MacFarlane F, Bate P, Kyriakidou O. Diffusion of Innovations in Service 
Organisations: Systematic Review and Recommendations. Milbank Quarterly. 2004;82(4). 

5. Burns T, Catty J, White S, Clement S, Ellis G, Jones IR, et al. Continuity of care in mental health: 
understanding and measuring a complex phenomenon. Psychol Med. 2009;39(2):313-23. 

6. Provan KG, Brinton Milward H. Do networks really work? A framework for evaluating public-
sector organisational networks Public Administrative Review. 2001;61(4):414-23. 

 

 



 



 

 
This page is left intentionally blank. 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Dépôt légal : D/2010/10.273/09 



 

KCE reports 

1. Efficacité et rentabilité des thérapies de sevrage tabagique. D/2004/10.273/2. 
2. Etude relative aux coûts potentiels liés à une éventuelle modification des règles du droit de la 

responsabilité médicale (Phase 1). D/2004/10.273/4. 
3. Utilisation des antibiotiques en milieu hospitalier dans le cas de la pyélonéphrite aiguë. 

D/2004/10.273/6. 
4. Leucoréduction. Une mesure envisageable dans le cadre de la politique nationale de sécurité 

des transfusions sanguines. D/2004/10.273/8. 
5. Evaluation des risques préopératoires. D/2004/10.273/10. 
6. Recommandation nationale relative aux soins prénatals: Une base pour un itinéraire clinique de 

suivi de grossesses. D/2004/10.273/14. 
7. Validation du rapport de la Commission d’examen du sous financement des hôpitaux. 

D/2004/10.273/12. 
8. Systèmes de financement des médicaments hospitaliers: étude descriptive de certains pays 

européens et du Canada. D/2004/10.273/16. 
9. Feedback: évaluation de l'impact et des barrières à l'implémentation – Rapport de recherche: 

partie 1. D/2005/10.273/02. 
10. Le coût des prothèses dentaires. D/2005/10.273/04. 
11. Dépistage du cancer du sein. D/2005/10.273/06. 
12. Etude d’une méthode de financement alternative pour le sang et les dérivés sanguins labiles 

dans les hôpitaux. D/2005/10.273/08. 
13. Traitement endovasculaire de la sténose carotidienne. D/2005/10.273/10. 
14. Variations des pratiques médicales hospitalières en cas d’infarctus aigu du myocarde en 

Belgique. D/2005/10.273/12 
15. Evolution des dépenses de santé. D/2005/10.273/14. 
16. Etude relative aux coûts potentiels liés à une éventuelle modification des règles du droit de la 

responsabilité médicale. Phase II : développement d'un modèle actuariel et premières 
estimations. D/2005/10.273/16. 

17. Evaluation des montants de référence. D/2005/10.273/18. 
18. Utilisation des itinéraires cliniques et guides de bonne pratique afin de déterminer de manière 

prospective les honoraires des médecins hospitaliers: plus facile à dire qu'à faire.. 
D/2005/10.273/20 

19. Evaluation de l'impact d'une contribution personnelle forfaitaire sur le recours au service 
d'urgences. D/2005/10.273/22. 

20. HTA Diagnostic Moléculaire en Belgique. D/2005/10.273/24, D/2005/10.273/26. 
21. HTA Matériel de Stomie en Belgique. D/2005/10.273.28. 
22. HTA Tomographie par Emission de Positrons en Belgique. D/2005/10.273/30. 
23. HTA Le traitement électif endovasculaire de l’anévrysme de l’aorte abdominale (AAA). 

D/2005/10.273.33. 
24. L'emploi des peptides natriurétiques dans l'approche diagnostique des patients présentant une 

suspicion de décompensation cardiaque. D/2005/10.273.35 
25. Endoscopie par capsule. D2006/10.273.02. 
26. Aspects médico-légaux des recommandations de bonne pratique médicale. D2006/10.273/06. 
27. Qualité et organisation des soins du diabète de type 2. D2006/10.273/08. 
28. Recommandations provisoires pour les évaluations pharmacoéconomiques en Belgique. 

D2006/10.273/11. 
29. Recommandations nationales Collège d’oncologie : A. cadre général pour un manuel 

d’oncologie B. base scientifique pour itinéraires cliniques de diagnostic et traitement, cancer 
colorectal et cancer du testicule. D2006/10.273/13. 

30. Inventaire des bases de données de soins de santé. D2006/10.273/15. 
31. Health Technology Assessment : l’antigène prostatique spécifique (PSA) dans le dépistage du 

cancer de la prostate. D2006/10.273/18. 
32. Feedback: évaluation de l'impact et des barrières à l'implémentation - Rapport de recherche: 

partie II. D2006/10.273/20. 
33. Effets et coûts de la vaccination des enfants Belges au moyen du vaccin conjugué 

antipneumococcique. D2006/10.273/22. 
34. Trastuzumab pour les stades précoces du cancer du sein. D2006/10.273/24. 



 

35. Etude relative aux coûts potentiels liés à une éventuelle modification des règles du droit de la 
responsabilité médicale – Phase III : affinement des estimations. D2006/10.273/27. 

36. Traitement pharmacologique et chirurgical de l'obésité. Prise en charge résidentielle des 
enfants sévèrement obèses en Belgique. D/2006/10.273/29. 

37. Health Technology Assessment Imagerie par Résonance Magnétique. D/2006/10.273/33. 
38. Dépistage du cancer du col de l’utérus et recherche du Papillomavirus humain (HPV). 

D/2006/10.273/36 
39. Evaluation rapide de technologies émergentes s'appliquant à la colonne vertébrale : 

remplacement de disque intervertébral et vertébro/cyphoplastie par ballonnet. 
D/2006/10.273/39. 

40. Etat fonctionnel du patient: un instrument potentiel pour le remboursement de la 
kinésithérapie en Belgique? D/2006/10.273/41. 

41. Indicateurs de qualité cliniques. D/2006/10.273/44. 
42. Etude des disparités de la chirurgie élective en Belgique. D/2006/10.273/46. 
43. Mise à jour de recommandations de bonne pratique existantes. D/2006/10.273/49. 
44. Procédure d'évaluation des dispositifs médicaux émergeants. D/2006/10.273/51. 
45. HTA Dépistage du Cancer Colorectal : état des lieux scientifique et impact budgétaire pour la 

Belgique. D/2006/10.273/54. 
46. Health Technology Assessment. Polysomnographie et monitoring à domicile des nourrissons 

en prévention de la mort subite. D/2006/10.273/60. 
47. L'utilisation des médicaments dans les maisons de repos et les maisons de repos et de soins 

Belges. D/2006/10.273/62 
48. Lombalgie chronique. D/2006/10.273/64. 
49. Médicaments antiviraux en cas de grippe saisonnière et pandémique. Revue de littérature et 

recommandations de bonne pratique. D/2006/10.273/66. 
50. Contributions personnelles en matière de soins de santé en Belgique. L'impact des suppléments. 

D/2006/10.273/69. 
51. Besoin de soins chroniques des personnes âgées de 18 à 65 ans et atteintes de lésions 

cérébrales acquises. D/2007/10.273/02. 
52. Rapid Assessment: Prévention cardiovasculaire primaire dans la pratique du médecin 

généraliste en Belgique. D/2007/10.273/04. 
53. Financement des soins Infirmiers Hospitaliers. D/2007/10 273/06 
54. Vaccination des nourrissons contre le rotavirus en Belgique. Analyse coût-efficacité 
55. Valeur en termes de données probantes des informations écrites de l’industrie pharmaceutique 

destinées aux médecins généralistes. D/2007/10.273/13 
56. Matériel orthopédique en Belgique: Health Technology Assessment. D/2007/10.273/15. 
57. Organisation et Financement de la Réadaptation Locomotrice et Neurologique en Belgique 

D/2007/10.273/19 
58. Le Défibrillateur Cardiaque Implantable.: un rapport d’évaluation de technologie de santé 

D/2007/10.273/22 
59. Analyse de biologie clinique en médecine général. D/2007/10.273/25  
60. Tests de la fonction pulmonaire chez l'adulte. D/2007/10.273/28 
61. Traitement de plaies par pression négative: une évaluation rapide. D/2007/10.273/31 
62. Radiothérapie Conformationelle avec Modulation d’intensité (IMRT). D/2007/10.273/33. 
63. Support scientifique du Collège d’Oncologie: un guideline pour la prise en charge du cancer du 

sein. D/2007/10.273/36. 
64. Vaccination HPV pour la prévention du cancer du col de l’utérus en Belgique: Health 

Technology Assessment. D/2007/10.273/42. 
65. Organisation et financement du diagnostic génétique en Belgique. D/2007/10.273/45. 
66. Drug Eluting Stents en Belgique: Health Technology Assessment. D/2007/10.273/48. 
67. Hadronthérapie. D/2007/10.273/51. 
68. Indemnisation des dommages résultant de soins de santé  - Phase IV : Clé de répartition entre 

le Fonds et les assureurs. D/2007/10.273/53. 
69. Assurance de Qualité pour le cancer du rectum – Phase 1: Recommandation de bonne 

pratique pour la prise en charge du cancer rectal D/2007/10.273/55 
70. Etude comparative des programmes d’accréditation hospitalière en Europe. D/2008/10.273/02 
71. Recommandation de bonne pratique clinique pour cinq tests ophtalmiques. D/2008/10.273/05 
72. L’offre de médecins en Belgique. Situation actuelle et défis. D/2008/10.273/08 



 

73. Financement du programme de soins pour le patient gériatrique dans l’hôpital 
classique : Définition et évaluation du patient gériatrique, fonction de liaison et évaluation d’un 
instrument pour un financement approprié. D/2008/10.273/12 

74. Oxygénothérapie Hyperbare: Rapid Assessment. D/2008/10.273/14. 
75. Guideline pour la prise en charge du cancer oesophagien et gastrique: éléments scientifiques à 

destination du Collège d’Oncologie. D/2008/10.273/17. 
76. Promotion de la qualité de la médecine générale en Belgique: status quo ou quo vadis ? 

D/2008/10.273/19. 
77. Orthodontie chez les enfants et adolescents D/2008/10.273/21 
78. Recommandations pour les évaluations pharmacoéconomiques en Belgique. D/2008/10.273/24. 
79. Remboursement des radioisotopes en Belgique. D/2008/10.273/27. 
80. Évaluation des effets du maximum à facturer sur la consommation et l’accessibilité financière 

des soins de santé. D/2008/10.273/36. 
81. Assurance de qualité pour le cancer rectal – phase 2: développement et test d’un ensemble 

d’indicateurs de qualité. D/2008/10.273/39 
82. Angiographie coronaire par tomodensitométrie 64-détecteurs chez les patients suspects de 

maladie coronarienne. D/2008/10.273/41 
83. Comparaison internationale des règles de remboursement et aspects légaux de la chirurgie 

plastique D/2008/10.273/44 
84. Les séjours psychiatriques de longue durée en lits T. D/2008/10.273/47 
85. Comparaison de deux systèmes de financement des soins de première ligne en Belgique. 

D/2008/10.273/50. 
86. Différenciation de fonctions dans les soins infirmiers :possibilités et limites D/2008/10.273/53 
87. Consommation de kinésithérapie et de médecine physique et de réadaptation en Belgique. 

D/2008/10.273/55 
88. Syndrome de Fatigue Chronique : diagnostic, traitement et organisation des soins. 

D/2008/10.273/59. 
89. Evaluation des certains nouveaux traitements du cancer de la prostate et de l’hypertrophie 

bénigne de la prostate. D/2008/10.273/62 
90. Médecine générale: comment promouvoir l’attraction et la rétention dans la profession ? 

D/2008/10.273/64. 
91. Appareils auditifs en Belgique: health technology assessment. D/2008/10.273/68 
92. Les infections nosocomiales en Belgique : Volet I, Etude Nationale de Prévalence. 

D/2008/10.273/71. 
93. Détection des événements indésirables dans les bases de données administratives. 

D/2008/10.273/74. 
94. Soins maternels intensifs (Maternal Intensive Care) en Belgique. D/2008/10.273/78. 
95. Implantation percutanée des valvules cardiaques dans le cas de maladies valvulaires congénitales 

et dégénératives: A rapid Health Technology Assessment. D/2007/10.273/80. 
96. Construction d’un index médical pour les contrats privés d’assurance maladie. 

D/2008/10.273/83. 
97. Centres de réadaptation ORL/PSY : groupes cibles, preuves scientifiques et organisation des 

soins. D/2009/10.273/85. 
98. Évaluation de programmes de vaccination généraux et ciblés contre l’hépatite A en Belgique. 

D/2008/10.273/89. 
99. Financement de l’hôpital de jour gériatrique. D/2008/10.273/91. 
100. Valeurs seuils pour le rapport coût-efficacité en soins de santé. D/2008/10.273/95. 
101. Enregistrement vidéo des interventions chirurgicales par endoscopie : une évaluation rapide. 

D/2008/10.273/98. 
102. Les infections nosocomiales en Belgique: Volet II: Impact sur la mortalité et sur les coûts. 

D/2009/10.273/100. 
103. Réformes dans l’organisation des soins de santé mentale : étude d’évaluation des ‘projets 

thérapeutiques’ - 1er rapport intermédiaire. D/2009/10.273/05.  
104. Chirurgie assistée par robot: health technology assessment. D/2009/10.273/08 
105. Soutien scientifique au Collège d’Oncologie: recommandations pour la pratique clinique dans la 

prise en charge du cancer du pancréas. D/2009/10.273/11 
106. Imagerie par résonance magnétique : analyse de coûts. D/2009/10.273/15 
107. Indemnisation des dommages résultant de soins de santé. Phase V: impact budgétaire de la 

transposition du système français en Belgique. D/2009/10.273/17 



 

108. Le Tiotropium dans le traitement des BronchoPneumopathies Chroniques Obstructives: 
Health Technology Assessment. D/2009/10.273/19 

109. A propos de la valeur de l’EEG et des potentiels évoqués dans la pratique clinique. 
D/2009/10.273/22 

110. La tomographie par émission de positrons en Belgique: une mise à jour. D/2009/10.273/25 
111. Interventions pharmaceutiques et non pharmaceutiques dans la maladie d’Alzheimer : une 

évaluation rapide. D/2009/10.273/28 
112. Politiques relatives aux maladies orphelines et aux médicaments orphelins. D/2009/10.273/31 
113. Le volume des interventions chirurgicales et son impact sur le résultat : étude de faisabilité 

basée sur des données belges. D/2009/10.273/34. 
114. Valves endobronchiales dans le traitement de l’emphysème pulmonaire avancé: un rapid Health 

Technology Assessment. D/2009/10.273/38 
115. Organisation des soins palliatifs en Belgique. D/2009/10.273/41 
116. Evaluation rapide des implants inter-épineux et des vis pédiculaires pour la stabilisation 

dynamique de la colonne vertébrale lombaire. D/2009/10.273/45 
117. Utilisation des coagulomètres portables chez les patients sous anticoagulants oraux: Health 

technology Assesment. D/2009/10.273/48. 
118. Avantages, désavantages et faisabilité de l’introduction de programmes “P4Q” en Belgique. 

D/2009/10.273/51. 
119. Douleur cervicales atypiques: diagnostic et traitement. D/2009/10.273/55. 
120. Comment assurer l’autosuffisance de la Belgique en dérivés stables du plasma? 

D/2009/10.273/58. 
121. Étude de faisabilité de l’introduction en Belgique d’un système de financement « all-in » par 

pathologie. D/2010/10.273/02 
122. Le financement des soins infirmiers à domicile en Belgique. D/2010/10.273/06 
123. Réformes dans l’organisation des soins de santé mentale: etude d’évaluation des ‘projets 

thérapeutiques’ – 2ème rapport intermédiaire. D/2010/10.273/09 



 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


	KCE reports 123B
	Réformes dans l’organisationdes soins de santé mentale:étude d’évaluation des‘projets thérapeutiques’ – 2èmerapport intermédiaire
	PREFACE
	Résumé
	PRÉSENTATION DU SECOND RAPPORTINTERMÉDIAIRE
	METHODE
	RESULTATS
	LES FUTURES ETAPES DE LA RECHERCHE

	Scientific summary
	Table of contents
	GLOSSARY
	1 INTRODUCTION
	2 HISTORY OF TP
	3 OBJECTIVES OF THE TPS
	4 SELECTION OF THE TARGET POPULATION
	5 SELECTION OF THE PARTNERS
	6 GEOGRAPHICAL AREA OF ACTIVITY
	7 COORDINATION
	8 CURRENT EXPERIENCES
	9 DISCONTINUING PROJECTS
	10 GENERAL DISCUSSION
	11 PRELIMINARY LESSONS LEARNED
	12 REFERENCES






