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Abstract

Purpose — The objective of this paper is to develop a redesigned commissioning process for social care
services that fosters integrated care, encourages collaboration and balances professional expertise with client
engagement.

Design/methodology/approach — This study employs a two-pronged approach: a case study of a
municipality’s use of subsidy tables and a literature scoping review on integrated care research.

Findings — The paper introduces a new framework for the study of the new “subsidy tables.” A well-defined
and extensive consultation process involving both social care providers (suppliers), the Service Triad, and
client representation adds to the existing research on supplier consultation, and on how to define the outcomes
for clients via client engagement.

Research limitations/implications — While aspects are clearly relevant to the Netherlands, the design of
the commissioning process of social care has international relevance as well: finding definitions, formulating
outcomes and incentives, designing a more collaborative instead of competitive process, stakeholder
engagement and consultation.

Practical implications — Several Dutch municipalities started using the “subsidy tables” method for
commissioning integrated social care. This paper offers clear improvements that benefit the commissioners,
the social care providers and their clients.

Social implications — Improving the commissioning process of integrated social care will lead to better
fitting care for people who need social care.

Originality/value — This paper is one of the first to do a thorough analysis of the “subsidy tables” method for
commissioning integrated social care.

Keywords Commissioning integrated social care, Self-reliance in social care, Local government,
Professional autonomy, Paper type, Case study
Paper type Case study

1. Introduction
In 2015, the Dutch government decentralized the delivery of social care to local government,
based on the assumption that they would possess a closer understanding of their
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constituents’ needs. The legislative changes also meant a greater focus on client self-reliance,
integrated and tailor-made interventions, and professional autonomy. However, truly
integrated social care remains elusive.

Several municipalities have tried to innovate integrated social care by transferring from
individual subsidy grants for individual providers to commissioning joint and integrated
proposals by several social care providers (Drahmann et al., 2021). By introducing “subsidy
tables,” the municipalities hoped to facilitate dialogue and cooperation among care providers,
enabling them to pool resources and expertise to deliver general integrated preventive social
care that addresses broader social needs.

1.1 Choosing the case

For the municipality of Leidschendam-Voorburg (LV), the first iteration of the subsidy tables
in 2018 lead to proposals that were no different than previous individual proposals. Having
spent more time and energy in order to get almost similar results is the reason behind the
choice of LV for the case. Other municipalities, like Gouda and Schiedam, using subsidy
tables had different results. For LV, observations and evaluations have highlighted several
issues:

(1) Lack of clear, shared definitions for key concepts such as “integrated care.”

(2) Goals and expected outcomes of the subsidy tables were not been explicitly defined
or communicated.

(3) No client involvement in the commissioning process and development of proposals.

(4) Lack of clarity about available finances led to competitive rather than cooperative
behaviors among providers.

While the last issue is specific to the situation in LV, the first three issues are recurring
themes in the field of research on integrated care (Amelung et al., 2021) and “wicked issues”
(Head, 2019). They also explain the difficulty of commissioning integrated social care. While
there is extensive research on commissioning integrated care, most of it is pertinent to health
care in the United Kingdom and the United States. There is British research on health and
social care, and there is an increasing body of research on commissioning social care in the
Netherlands (Heuzels, 2017; Uenk, 2019). The subsidy tables, however, are a relatively new
occurrence in the Netherlands that could use more studying. While aspects are clearly
relevant to the Netherlands, the design of the commissioning process of social care has
international relevance as well: finding definitions, formulating outcomes and incentives,
designing a more collaborative instead of competitive process, stakeholder engagement and
consultation.

1.2 Objective of this paper

This is why the objective of this paper is to develop a redesigned commissioning process for
social care services that fosters integrated care, encourages collaboration and balances
professional expertise with client engagement. This process aims to:

(1) Ensure that care providers deliver integrated care where possible, defining the
degree of integration and identifying where it is needed.

(2) Shift from competitive practices to a collaborative approach, engaging providers and
stakeholders in a service triad model that includes clients, providers and commissioners.

(3) Allow care professionals the autonomy to apply their expertise in the design and
delivery of care services.



(4) Facilitate interventions that increase clients’ self-reliance, promoting sustainable
outcomes.

(5) Introduce incentive structures that motivate care providers to collaborate effectively
and deliver integrated care.

1.3 Article structure
This paper offers a comprehensive examination of social care commissioning processes, with
a particular focus on LV’s use of subsidy tables.

The section Methodology introduces a two-pronged approach: an in-depth case study of
LV’s subsidy tables and a literature scoping review on integrated care research.

The section Literature Review investigates research and theoretical frameworks that
shed light on the complexities of social care commissioning. This includes discussions on
integrated care, commissioning approaches and theories such as agency theory and
stewardship theory. The literature review also addresses key aspects like self-reliance,
supplier consultation and transaction costs.

The section Case Study provides a real-world context to explore the challenges and
opportunities in commissioning integrated social care. It examines the regulatory and
financial framework, participants and outcomes, as well as review findings from the subsidy
tables process.

The section Findings synthesizes insights from both the literature review and case study,
highlighting key challenges such as unclear definitions, collaboration vs competition and
incentive structures. It also explores the balance between professional autonomy and
collaboration, monitoring and evaluation, and transaction costs.

The section Recommendations proposes two distinct commissioning processes: a Request
for Proposal Consultation Process and a Collaborative Proposal Process. These processes
aim to clarify roles and responsibilities, streamline procedures and enhance collaboration
while addressing gaps in LV’s existing approach.

The final section Discussion and Implications discusses how these recommendations
integrate theoretical and empirical insights, and explores their broader implications for both
theory and practice. We also identify areas for further research, including investigating the
balance between agency theory and stewardship theory, incentive structures and
transaction costs.

2. Methodology
This study employs a two-pronged approach: a case study of LV’s subsidy tables and a
literature scoping review on integrated care research.

2.1 Case study approach
The case study is needed to investigating the intricacies of LV’s subsidy tables, as there is
limited existing research on this topic. A comparative study across different municipalities
utilizing subsidy tables would lack the depth and specificity provided by an in-depth case study.
This analysis targeted four main thematic areas: the process of the subsidy tables, the
characteristics of participants, the results of the subsidy initiatives and the strategies used by
participants. The documents included policy documents, internal reviews and formal
communications to the municipal council, all publicly available on the municipal website.
To ensure a comprehensive understanding, the study analyzed these documents to answer
specific questions grouped under each theme. These questions aimed to uncover details
about the informedness and responsiveness of the participants regarding the process, the
visibility and interaction among participants, the alignment of outcomes with objectives and
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the strategic behaviors adopted by participants. Responses were systematically cataloged
and presented in a table format within the paper to allow for transparent comparison and
analysis.

This approach allowed for an in-depth examination of the subsidy tables without
conducting formal interviews, thus maintaining the integrity of the research given the
potential conflict of interest by one of the authors’ involvement in the municipal council. Ten
informal meetings with key players provided contextual insights, but all findings are
substantiated by the review of municipal documents.

2.2 Literature scoping review

The second method involves a scoping review of the literature on integrated care research,
encompassing a wide range of topics related to commissioning processes, collaboration and
social care outcomes. This review provides theoretical and empirical context, framing the
case study’s findings and informing the recommendations for redesigning the subsidy tables
process.

By combining the in-depth case study with a broad literature scoping review, this
methodology provides a comprehensive and nuanced understanding of LV’s subsidy tables
and integrated care commissioning, bridging gaps in current research and offering
actionable insights for both theory and practice.

3. Literature review

This literature review explores relevant research and theories that explain the elements and
challenges involved with social care commissioning processes. These theories provide a
foundation for analyzing the interactions between various stakeholders involved in the
subsidy tables, including municipal governments, social care providers and the clients.

3.1 Defining integrated care

Integrated care is not a single intervention to reach specific goals, it’s usually a set of
practices shaped by contextual factors. In practice, this can lead to integrated care as
overlapping, interrelated, and, at times, conflicting strategies and experiences (Hughes et al.,
2020, 2022). Integrating health care services may improve client satisfaction and experiences
of care and it may also improve service efficiency. It creates “frameworks of care” that reduce
fragmentation and duplication of health care, which can lead to poor patient outcomes,
inefficient services and wasted resources (MacAdam, 2008; Curry and Ham, 2010; Ham and
Walsh, 2013). Research has uncovered more than 175 overlapping definitions of integrated
care. In most cases a “user-centered” definition seems to be a recurring term where integrated
care is involved (Amelung et al., 2021). Integrated care also supports individuals to remain
within their communities and to counter threats to their independence (Ham and Walsh,
2013). Just like health care, social care is best delivered in an integrated way (Carnwell and
Carson, 2005; Nelson et al., 2018).

The integrated approach fits in a wider insight that multi-actor collaboration is seen as a
new type of governance that can deal with society’s complex issues and replaces the
bureaucratic paradigm in policy making, policy implementation and social service delivery
(Mandell and Steelman, 2003; Bryson et al., 2006; O'Leary and Vij, 2012; Fleishman, 2013;
Marek et al., 2015; Amsler and O’'Leary, 2017; Ansell et al., 2017, Head, 2019; Relampagos,
2020). Although, the “cult of collaboration” also has its critics who suggest that collaboration
is just another way for organizations to work together (O’Flynn, 2009).

For health care, successful integration is supported on having a shared purpose and a
clear vision of what integrated care will achieve (Ham, 2011). While a definitive definition is



lacking, collaborative studies suggest that local stakeholders agree on their definition and
meaning for integrated care as a means to guide their collective actions (Fleishman, 2013).

3.2 Commussioning integrated care

3.2.1 Agency theory. A commission can be seen as “a contract under which one or more
persons (the principal(s)) engage another person (the agent) to perform some service on their
behalf which involves delegating some decision-making authority to the agent” (Braun and
Guston, 2003). The Agency Theory, based “new institutional economics,” supposes rational
actors that strive to maximize their own benefits, thereby introducing a conflict of goals
between the principal and the agent. It also introduces an information asymmetry when a
principal contracts the agent because of their specific knowledge and professionalism to
deliver a service. This asymmetric information relationship opens a discussion on best ways
toreward and/or control the service delivery (Jensen and Meckling, 1976). Therefore, defining
outcomes may be a good way to level the information asymmetry. However, it is reasonable
to suppose that outcomes depend on both the agent’s actions and random environmental
events. This makes judging the agents’ influence on the outcomes more difficult. And the
difficulty increases when multiple agents are involved in joint service delivery (Rose and
Willemain, 1996; Van Slyke, 2006). When the principal defines the required outcomes, he
must be certain that they are observable and verifiable.

In the case of the policy goals for social care, there may well be conflicting expectations
between local government policies attempting to reduce costs and clients who may say they
need more care. Given the political setting, there may even be an added element involving
multiple principals. In the case of the subsidy tables, the city council delegates the process to
B&W, which in turn delegates it to a team within the municipal organization. This creates a
layered system of principals and agents, with the challenges of possibly conflicting goals and
monitors for those goals.

3.2.2 Stewardship theory. However, given the public context, information asymmetry is
less of a problem if the agent’s interests are aligned with the principal’s. This is the basis for
the stewardship theory that supplements the principal-agent theory in the public sector.
Given the economic rationale of the theory, the question is if the theory could be applicable to
nonprofit organizations at all? Unlike organizational economic theories, Stewardship theory
emphasizes collective, pro-organizational, contractual behavior in which a higher value is
placed on goal convergence than on agent self-interest (Caers et al, 2006; Van Slyke, 2006).

The difference between the Agency theory and the Stewardship theory affects how the
commissioning process can be shaped.

3.2.3 Outcomes. Measuring the impact of social care can be difficult because changes in
health and wellbeing can take years to emerge (Bardsley ef al, 2013; Humphries and Wenzel,
2015). Integrated care can lead to integrated care as overlapping, interrelated, and, at times,
conflicting strategies and experiences (Hughes ef al, 2020, 2022). Furthermore, objective and
conclusive outcomes of integrated health care are difficult to define. More so, when more agents
are concerned, Fleishman (2013) argues that collaboration and integrated services “make policy
more effective, efficient, or equitable in some concrete way. Further, these benefits must accrue at
the community or societal level.” Fleishman'’s studies conclude that “literature on collaboration as
a whole lacks conceptual development on the outcomes of collaboration, particularly the benefits
of collaboration.” Her main research task is to identify benefits unique to collaboration. This also
means an understanding of processes that bring them about. Fleishman argues that the literature
also lacks the specification of mechanisms or processes by which outcomes emerge. Moreover,
there is no theoretical basis indicating one agent’s specific part in the whole of outcomes.
Fleishman suggests that outcomes of social services delivery will remain ambiguous without a
deeper understanding of the processes of collaboration in integrated social care.
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It also means that in a commissioning process, the principal should ultimately define what
integrated care is supposed to achieve. Given the information asymmetry this is no
simple task.

3.2.4 Self-reliance. Decentralizing the responsibility of social care delivery to local levels
has been guided by a prime objective: fostering self-reliance, empowering individuals to
assume control of their lives, and minimizing dependence on governmental social care.
The concept of self-reliance took center stage in late 20th-century discussions around
healthcare and social care (Lupton, 1998).

Often, it is viewed as a tangible outcome of effective social care provision (Vernon and
Qureshi, 2000). The discourse on self-reliance is vast, encompassing ethical considerations
(Sniderman and Brody, 1977; Roberts and Huberfeld, 2015, Zwaard, 2021), outcome
measurement in healthcare (Vernon and Qureshi, 2000; Heuzels, 2017), conceptual definitions
(Vlind, 2012; Brink, 2013; Dudevszky and Lohman, 2015; Meinema, 2017), empowerment
(Orrego et al, 2016), and its diverse interpretations across various stakeholder groups
(Denters et al., 2019; Eggink et al, 2020; Lenkens et al., 2020; Appleton et al., 2021; Rozyk-
Myrta et al., 2021). Given the different definitions and descriptions in the literature, referring
to the Dutch legal framework will provide an outcome for the case study. As defined in Wet
maatschappelijke ondersteuning 2015, the primary legislation for social care in the
Netherlands, self-reliance denotes the holistic capability — physical, cognitive, psychological
and financial — to engage in standard societal interactions.

3.2.5 Supplier consultation and service triad. One way to deal with the information
asymmetry between principal and agents is to consult them on the commission.
Collaborating with social care providers for the preparation of the commissioning process
(“buyer-supplier consultation”) helps the exchange of information between parties, and
better taken the actual delivery of social care into account. Existing literature on buyer-
supplier collaboration suggests that such partnerships can bring different benefits, including
innovation, cost-efficiency and enhanced coordination (Corsten and Felde, 2005). However,
findings from Hoegl and Wagner (2005) in the context of product development indicate more
varied outcomes. The available studies deal mostly with commercial contracting and not
with the social care sector. In addition, research concerning the UK health care system
underscores challenges in collaborative public procurement due to factors like local politics,
differing priorities and reliance on supplier data (Walker et al., 2008, 2013). Some research has
delved into public service procurement, including the health and social care sectors, but their
primary focus has been on the relational risks and factors influencing collaboration
(Grudinschi et al., 2014).

Studies on integrated health care often identify client satisfaction as an important
outcome, and suggest client consultation as well. In the case of commissioning social care,
this is useful when dealing with the “service triad” (Li and Choi, 2009; Uenk, 2019; Uenk and
Telgen, 2019). This typically occurs when an organization outsources the service delivery for
the organization’s end customers to a third party. The triad influences the relationship and
the interdependency of the principal and the agent, adding a new level of ambiguity.
However, by introducing client consultation along with supplier consultation, the agents’
advantage of client engagement is reduced. In studies on consultation, the direct relationship
with social care clients remains underexplored.

3.2.6 Co-creation and negotiation. The specific setting of the subsidy tables leads to a
discussion about if Game theory is applicable. There is a principal that commissions social
care delivery of collaborating agents. The available budget is limited which suggests there is
a zero-sum game with incomplete information, and with multiple agents. Although the
agents compete against each other for the division of the budget, the main goal of the subsidy
tables is for agents to collaborate to deliver social care. Game theory usually suggests that the
“players” have conflicting interests, It tries to describe strategic interactions given the



constraints the players face. The theory also suggests that there is a set of rules governing the
game that expresses what the players are playing for and in what order. There should also be
a definition on what players stand to gain or to lose (Mediavilla et al., 2017). More recently,
there has been a development in bargaining theory, a branch of game theory dealing with
choice of suppliers. There is limited knowledge about the design and application of supplier
selection processes based on game theory (Mediavilla et al., 2017). Because the process of
subsidy tables is a form of commissioning social care delivery, the bargaining theory could
apply. However, the goal of the process is not necessarily to choose between different
suppliers, but to have them collaborate to deliver social care.

The position of B&W in designing the process of the subsidy tables, setting the budgets,
accepting or rejecting the joint proposals and supporting the actual collaboration process of
the participants makes its role difficult to define in terms of game theory. The theory doesn’t
usually consider an arbiter or referee. Maybe the participants are collectively playing against
B&W which then supposes it is a player with other rules and goals than most other players.
Since Game theory applies the same rules to all its players, B& W does not fit into it. The
usefulness of Game theory in this case is doubtful.

Instead, we note that among different forms of collaboration, alliance contracting,
a method designed for multifaceted projects across diverse organizations, iS emerging as a
potent tool for social care delivery (Billings and de Weger, 2015; Clark et al, 2015). Its
emphasis on risk-sharing promotes a collaborative ethos that fosters learning (Smith, 2001,
Billings and de Weger, 2015; Clark et al., 2015; Sanderson et al., 2018) and suppresses
opportunistic behavior (Laan et al, 2011). For instance, the Social Inclusion Outcomes
Framework, piloted by Stockport in 2011, offers a holistic approach to mental health care
with categories that align with LV’s policy objectives (Clark et al., 2015).

3.2.7 Incentives. In the Agency Theory, principals use incentives to align the agent’s goal
with theirs. With multiple collaborating agents, the principal faces an additional challenge of
coordinating their efforts and ensuring they do not work at cross-purposes (Gibbons, 1998;
Tsiachristas, 2016). Usually, incentives are monetary. From the viewpoint of the
Stewardship theory, however, in which the goals of the principal and the agent are mostly
aligned, the incentive could be a good outcome of the services provided for their clients. In
health care, the term “humanomics” may start to replace the “economics” approach of
incentives, because “it incorporates treatment based on personal need, preferences and
capacity, it interacts with the context in which it is implemented, and its success depends
highly on human behavior” (Tsiachristas, 2016).

The difference between the Agency theory and the Stewardship theory affects how the
incentives can be shaped and introduced into the commissioning process of integrated
social care.

3.2.8 Transaction costs. Studies on transaction costs in integrated health care discuss the
costs from the point of view of the principal (Stiles ef al, 2001; Laugesen and France, 2014,
Bokkes, 2019; Victor and Paulo, 2023), or the agent acting for a principal (Bech and Pedersen,
2005). A recurring framework is that of “Transaction cost economics” (TCE), a conceptual
framework for analyzing health care transactions and quantifying their impact on health
care structures, processes and outcomes. TCE examines the “make-or-buy” decisions
involved in integrated care delivery — whether it is more efficient for the organization to
produce certain services internally (make) or to procure them from external providers (buy)
(Stiles et al., 2001). Literature on collaborating municipalities suggests there is a cost to the
collaboration itself (Allers and Geertsema, 2016; Allers and de Greef, 2018).

For the situation in LV, three possible transaction costs can be argued: (1) the “make-or-
buy” transaction costs for the municipality, (2) the additional transaction costs involved with
the subsidy tables compared to the individual subsidy grants for both municipality and
participants, and (3) the transaction costs involved in the collaboration between participants
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in order achieve and maintain integrated care. The available literature on integrated social
care only addresses (1).

For the redesign of the commissioning process transaction costs for (2) and (3) should be
investigated further.

The research and theories will serve as a framework to redesign the commissioning
process for integrated social care, specifically in the case of Leidschendam-Voorburg. In the
next part, the case study will be extensively reviewed.

4. Case study

Leidschendam-Voorburg is a municipality near The Hague with approximately 76,000
residents. As of January 2020, it ranks as the 48th most populated out of 355 municipalities in the
country. A distinguishing feature of LV is its aging population; 22% of its inhabitants are over
65 years old. Like many municipalities, LV has been grappling with escalating social care costs.

4.1 Subsidy tables in LV

In 2016, LV implemented the “Social Compass: social policy framework 2017-2020”
(LV, 2017), aimed at fostering a sense of belonging and participation among its citizens. Prior
to 2018, LV provided individual subsidy grants to social care providers. However, this
approach lacked an integrated perspective on social care activities. To promote collaboration
and harness the specialized knowledge of social care providers, LV launched subsidy tables
in 2018 for general integrated preventive social care. It chose five subsidy tables based on
their care and social policy agenda:

(1) Growing up and upbringing: Every child deserves a safe environment to grow up in.
This is the basis for each child to develop into a self-reliant inhabitant that
contributes to society. In order to achieve this youth needs a safe and healthy
environment in and around families that leads to opportunities.

(2) Financial, digital and lingual self-veliance: Financial self-reliance leads to a good sense
of self and participation. LV’s goal is for its inhabitants to be financially self-reliant
and have sufficient language and digital skills to participate in society.

(3) Integration, basic skills and talent development: By investing in basic skills and
talents, inhabitants can grow as individuals. This increases their sense of self and
increases their chance to acquire skills that contribute to society in a way that suits
them best.

(4) Self-reliance: Inhabitants should lead their own lives and not be (extensively) reliant
on municipal social care. Self-reliance increases a sense of self.

(5) Belonging and inclusive: The Netherlands is known for its tolerance, but acceptance
of some others lags. LV aims for solidarity and inclusiveness. A strong sense of
community and civil society increases inhabitants’ self-reliance. Bringing together
community actions increases a sense of community support.

4.2 Regulatory and financial framework

Based on the social policies and the Subsidy Regulation (LV, 2019a), the council of mayor and
aldermen (B&W) [1] has established specific rules for the subsidy tables (LV, 2019d). The
Subsidy Regulation allows the municipality to commission “activities” for social care, not
services. This distinction is important because commissioning services could be framed as
market competition as defined by European Competition Legislation.



Subsidy tables do not make decisions on subsidies. They formulate an advice for B&W.

Journal of

Each subsidy table reports on targets, activities and results and finances. Because the Integrated Care

subsidy table is not a formal entity, each participant will request its own subsidy grant an
also provide a financial account. The subsidy tables work with a yearly financial cycle.
However, requests for proposals are formulated for a period of two years.

Participation in the subsidy tables is no guarantee for subsidy or any other financial
income. For participants, that have received subsidies during a longer period of time, and
receive substantially less or no subsidy can apply for financial support for the necessary
friction costs. Participants pursue collaborative professionalism.

For each subsidy table, B&W prepared formal requests for proposals (LV, 2019¢). These
four to eight-page documents provided current background information about the situation
to be addressed, which policy goals are involved, what is excluded from the request, how
monitoring will be done, and the available budget. They zoom into specific social care
policies and should indicate which results the service delivery should achieve. And they set
the financial rules and conditions for the joint proposals.

Participants at the subsidy tables have great freedom in their proposals. The proposals
should be implemented at reasonable costs. This means that pricing should resemble
prevalent prices. The participants take these requirements into account and provide
considerations in their proposals.

The joint proposals should include:

(1) Considerations about the activities;

(2) Targets on policy goals;

(3) Monitoring indicators;

(4) Proposals from individual participants and individual requests for funding;

For the activities of the subsidy table participants, a total of €11.9mn was available.
Compared to the total of subsidies granted for these policy goals, a budget cut of €150,000
had been made.

4.3 Participants

At the beginning of the process, there was no initial selection of participants and tables. Each
participant had access to each table. All participants were already recipients of municipal
subsidy grants and active in different policy fields. They are professional non-commercial or
volunteer organizations that already provide social care in the municipality, meaning they
have different levels of professionalism; some organizations are small voluntary bodies.
Some of them have agreements with several municipalities in the region.

38 participants were involved in the subsidy tables. Growing up and upbringing (12),
Financial, digital and lingual self-reliance (11), Integration, basic skills and talent
development (8), Self-dependence (11), Sense of community and Inclusion (6). One
participant participated at five tables, two at three and two at two.

Participants could include other municipal partners as advisory participants, like schools
and the regional health care organization, that aren’t entitled to subsidies. For example, the
subsidy table dealing with Growing up and Upbringing asked schools to assist in defining
the needs of children and young adults, and advise on the fitting social care.

4.4 Subsidy table reviews
The municipality organized over ten distinct sessions per subsidy table with social care
providers. After the first iteration of the subsidy tables, all participants felt the outcomes
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were underwhelming. While every table presented a joint proposal, most were merely
replications of the previous year’s individual provider proposals. There was a notable
absence of genuine integrated social care initiatives and a lack of emphasis on enhancing
client self-reliance.

In a formal review every table analyzed the situation and suggested improvements
(LV, 2019b). In Table 1, the findings of the review are organized into questions and answers,
and summarized.

LV’s subsidy tables process, introduced to promote collaboration among social care
providers and to deliver integrated services, has faced various hurdles:

(1) Lack of clear definitions and objectives for integrated care led to replication of
existing activities and limited collaborative proposals.

(2) Participants struggled to balance collaboration with competitive strategies, resulting
in proposals that often prioritized individual interests.

(3) Financial uncertainty and a lack of alignment between the subsidy tables process
and the municipality’s budget cycle created additional challenges.

(4) Participants had varying levels of professionalism, funding structures and
operational scales, complicating joint proposals and pricing services.

(5) Difficulties in measuring outcomes and the lack of clear criteria led to uncertainty in
assessing the effectiveness of proposals.

These challenges highlight gaps in LV’s subsidy tables process, providing a foundation for
redesigning the commissioning approach. The findings section will explore these issues in
detail, integrating insights from both this case study and the literature review to offer a
comprehensive framework for redesign.

5. Findings

This section offers an analysis of the challenges and opportunities in commissioning
integrated social care in LV. The findings address key research elements, exploring how to
design a process that ensures integrated care, balances collaboration with professional
autonomy and introduces effective incentives.

5.1 Enduring integrated social care

While the subsidy tables were intended to promote collaboration among social care providers
and deliver integrated services, several factors hindered the realization of these goals. The
absence of clear definitions and objectives for integrated care was a key issue. This lack of
clarity was evident in both the case study and the literature review, which revealed over 175
overlapping definitions of integrated care, with no consensus on a definitive definition. In LV’s
case, this ambiguity led to varied interpretations and inconsistent applications of integrated care
principles among participants, making it difficult to align their efforts towards a common goal.

Participants also lacked information about each other’s activities. This information
asymmetry, traditionally between the principal and the agent, also surfaced among
collaborative agents.

Participants at the subsidy tables, possibly as a defensive mechanism, focused on
replicating their existing activities rather than proposing new, integrated solutions. Those
had been accepted in previous years, so could not be disregarded. This was a direct reflection
of the challenges highlighted in the literature, where collaboration and integration are often
hindered by unclear goals and objectives.
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About the process at the subsidy tables I JOllI'd (8.: 0
Were participants informed about the process of the subsidy tables to reach joint proposals? ntegr ate are
Yes
Were participants able to adjust the process of the subsidy tables to reach joint proposals?
Yes
Were participants informed about the rules of subsidy tables?
Yes
Was each step in the process clear?
No
Were participants able to follow the steps in the process?
No
Did the process help with reaching a joint proposal?
No
Were there any steps in the process that made it difficult to reach a joint proposal?
e The goal of the subsidy table was clear, however the steps in the process weren’t (well) defined
e The request for proposals was formulated during the collective process for the subsidy tables, and not
available at the beginning
Participants discussed how they would work together in order to reach a joint proposal
e At the beginning of the process, the budget was not defined. That made discussions difficult. The budget
cycle of the municipality did not run parallel to the work at the subsidy tables.
e The Covid-19 pandemic gave uncertainty about the available budgets for the subsidy tables.

About the participants

Were all participants known to each other?

Some

Were participants aware of each other’s social care activities?

Not for all

What differences existed between participants?

e Most participants were already subsidized

e Some participants had other funding resources, but requested subsidies

e Most participants have different forms of funding. (1) fully subsidized organization: organizations that are
solely dependent on local government subsidies; (2) partially subsidized organization: organizations that
have their own income next to certain subsidized activities; (3) subsidized organization through separate
activities: separate activities may be financed with separate subsidies; (4) lumpsum subsidized
organization: the organization is fully financed based on a general public task
Some participants have employees, some have a lot of volunteers, others have a combination

e Some organizations operate regionally, others operate only locally
For some participants, if they receive less subsidies than before, it will probably mean laying off
employees

e Some participants have a seat at more than one subsidy table, others are only involved with one

e Participants have different sizes in terms of employees and annual budget.

If any, what effect did the differences have on reaching a joint proposal?

e It was hard to judge the services of other participants and its effects

e Not every participant was able to price their services

e A lot of time is spent figuring the finances. That took time away from formulating joint proposals

Were there any participants that should not have been admitted to the subsidy table?

No

There was discussion about the mental health care institution. They are not funded by subsidies. They request

subsidies for social care projects. That funding would not be available for other participants. And the projects

would mean more work for other participants at the subsidy table. A letter by three participants was written to

the council of B&W to protest the situation

About the results

Were participants aware of the required results in the requests for proposals?

Yes

Did the joint proposal address the required results? Table 1.

. Review of subsidy
(continued) tables
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Table 1.

No

If not, why not?

e Dueto the difficulty of the process at the subsidy tables and the uncertainty of the available budgets, most
participants opted to continue their activities
Some of the policy goals are very abstract, so that it is not easy to indicate how activities will improve them

e Itisn’t always clear how activities affect the policy goals
Preventive interventions are difficult to measure. For the youngest youth, there is a consensus that
interventions in the first 1,000 days yields the best results

e  Thetable Growing up and Upbringing managed to break down their population in specific groups, which
helped describing the results and which helped formulate joint proposals

e [tisn’t clear what criteria the council of B&W use to assess the joint proposal

e There was almost no effort to combine activities for a better result

Were the required results leading for the discussion about the joint proposals?

No

If not, why not?

Most of the discussions at the subsidy tables were about the process and/or about the finances

Did the council of B&W adjust any joint proposals?

e Atoneof the tables the participants agreed on a joint proposal that went over budget. The council of B& W
refused the proposal and requested one the fit the budget. The participants agreed to each reduce their
budget by a fixed percentage

e At one of the tables an existing meeting place for the elderly was no longer proposed. The municipal
council requested the council of B&W to re-instate it, without increasing the budget.

Strategies used by participants

Which strategies were used by participants?

e  Most participants merely proposed existing activities

e Some participants suggested that part of their subsidy would be better spent with another participant.
They expected that other participants would do the same, but that didn’t happen

e Some participants formally protested that other participants with different funding would be subsidized
at the expense of their organizations

Source(s): Authors’ own work

The case study’s findings reinforce the need for clear, shared goals, information
and definitions in the commissioning process. The literature emphasizes the importance
of a shared purpose and vision for successful integration, which was lacking in LV’s
process. More than that, a clear process of commissioning would have helped. LV
apparently opted to do an extensive consultation process with the social care providers
instead.

The redesigned commissioning process needs to establish clear objectives and definitions
for integrated care, ensuring that all participants are aligned in their efforts.

5.2 Collaboration vs competition

The case study reveals tensions between collaboration and competition in the subsidy tables
process. That many participants in the subsidy tables tended to propose existing activities
rather than developing joint proposals, could indicate a competitive mindset: opting to
maintain their individual projects, and protect their funding, over collaborating with others,
thereby limiting the potential for integrated care solutions.

This finding suggests that the Agency theory, emphasizing self-interest of individuals
and organizations, is the theoretical framework in play. Based on the societal theme and non-
profit character of the participants, one would have expected Stewardship theory to offer an
alignment between the municipality and the participants. Based on the extensive
consultation by LV of the social care providers, they seem to have worked within the
stewardship framework. This may also explain the lack of incentives.



5.3 Incentive structures

Journal of

The focus on maintaining the status quo reflects a need for incentive structures that can Integrated Care

motivate participants to pursue integrated care solutions. Literature highlights the importance
of incentive structures that can align participants’ goals and reduce competition. Agency
theory emphasizes monetary incentives as a way to achieve this. Stewardship theory, on the
other hand, emphasizes outcome-based incentives, where successful service delivery and client
outcomes serve as a motivating factor for care providers. However, there is a lack of definitive
structures of incentives to promote collaboration for integrated care.

In the context of LV’s subsidy tables, integrating both monetary and outcome-based
incentives may help guide participants to pursue integrated care solutions that address
policy goals.

5.4 Professional autonomy and collaboration

Professional autonomy is one of the objectives promoted by social care legislation. This seems
to have inspired LV to do an extensive consultation with the social care providers. However, the
municipality could have attempted to direct that professionalism more. They are professionals
in social care, but maybe not in the design of a commissioning process. They may have an
interest in their clients, but maybe less in the overall societal and financial outcome.

Participants ranged from small voluntary bodies to larger organizations with steady
funding and a broader scope of services. Even between the larger, professional organizations
these disparities led to difficulties in pricing services, evaluating participants’ contributions
and aligning activities towards joint goals. These factors contributed to a focus on maintaining
existing activities, limiting the potential for collaboration and integrated care solutions.

The literature suggests that collaborative design can still allow for professional
autonomy, but the subsidy tables lacked clear processes to enable this balance. Collaborative
models, such as alliance contracting, can foster cooperation while allowing professionals to
leverage their expertise. LV’s process did not provide for this.

To address these issues, the redesigned commissioning process needs to establish clear
processes that balance collaborative goals with professional autonomy.

5.5 Monitoring and evaluation

The case study reveals that the difficulty of measuring social care outcomes led to
uncertainty in proposals and assessments. From the point of view of the participants,
outcomes could have been the improved care of their clients. For the municipality, financial
gains or a preventive effect on other forms of care, could be required outcomes. A lack of clear
criteria for evaluating integrated care activities, which made it challenging for participants to
understand how their efforts aligned with policy goals.

The literature emphasizes the importance of clear, measurable outcomes and monitoring
mechanisms to ensure successful integrated care delivery. Integrated care frameworks should
incorporate mechanisms for ongoing monitoring and evaluation, allowing for adjustments and
improvements as needed. This approach also addresses information asymmetry between
principals and agents, ensuring that outcomes are both observable and verifiable.

5.6 Transaction costs

The only provision about transaction costs concerning the subsidy tables is related to
participants who will have less subsidy grants as a result of the joint proposals. They can
apply for financial support for the necessary friction costs. The costs of integrating care have
not been discussed, but could impair collaboration if they are too high. This issue will need to
be addressed in the commissioning process redesign.
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The findings reveal key challenges and opportunities in commissioning integrated social
care, particularly in terms of ensuring integrated care, balancing collaboration with
professional autonomy, establishing incentive structures and dealing with certain
transaction costs. These insights, drawn from both the case study and the literature
review, provide a foundation for redesigning the subsidy tables process.

6. Recommendations

One of the notable findings involves the lack of a clear procedure and evaluation framework
for joint proposals, which is common in service contracts. The municipality’s initial
consultation process lacked guidance for participants about their roles and key decision
points. This led to confusion and ineffective collaboration. To address this, we propose two
distinct processes:

(1) Request for proposal consultation process: The municipality leads and determines the
use of consultation for unified proposals.

(2) Collaborative proposal process: Social care providers spearhead this, with the
municipality playing a supportive role.

Clarifying these processes will streamline roles and responsibilities. Additionally, adding
client representation into the consultation alters service triad dynamics, enhancing feedback
mechanisms.

Error! Reference source not found. Describes the original the individual grant process,
and the author’s prescription for the two processes indicated above. For these two processes,
Table 2 underscores the complexity and nuances of each approach while emphasizing the
importance of collaboration and clarity.

The comparison with the original individual grant process indicates the differences, but
especially the added workload for both the social care providers and B&W.

6.1 Consultation process

The municipality leads this process, clarifying policy goals, commissioning process goals
and identifying target groups. In the case study the table on Growing Up and Upbringing
managed to distinguish difference groups that need different support.

This process involves defining self-reliance for each target group, outlining outcomes for
each, and identifying where and how integrated social care is more effective than individual
activities. The consultation adds a discussion on goals, groups and the shape of integrated care.
For this topic, there is discussion on the acceptable costs of integrated care, if they turn out to be
higher. This not only addresses the topic of transactions costs, but could also suggest incentives
when integrated care is less costly. Where participants might be reluctant to lower their
budgets, the municipality could propose a financial incentive, balanced with the social outcome.

The Consultation process focusses the participants on their professionalism, autonomy
and expertise. This process also allows the client representatives to provide valuable insights
into the expected outcomes for the clients. The consultation also makes it possible to
introduce mechanisms for ongoing monitoring and evaluation, allowing for adjustments and
improvements as needed. It concludes with a formal request for joint proposals, providing a
clear roadmap for participants.

6.2 Collaborative proposal process
Once the Consultation process delivers goals and expectations, the social care providers start
their proposal process, working collaboratively to design actionable proposals that align



Individual grant process

Request for proposal consultation
process

Journal of
Collaborative proposal process IntegTated Care

Goal

Key steps

Duration
Stakeholders
involved

Advantages

Challenges

For social care providers to
propose social care activities that
fit municipal social care policies

1  Clarify policy goals for
specific social care provider

2 Discussion on activities that
fit the budget.

3 Proposal submission

Three + meetings
Municipality and social care
provider

1 Clear and simple lines of
communication
2 Easy process

1  Many social issues require
integrated care. Discussions
with individual social care
providers places the
responsibility of integration
with the municipality, not the
social care provider

2 With one social care provider
itis difficult to discuss results
on a societal level. It’s only
possible to monitor if the
activities have been
implemented

3 A discussion about activities
instead of outcomes is not
conducive for innovation

Source(s): Authors’ own work

For the municipality to do a

request for actionable joint

proposals that fit municipal social

care policies and outcomes

1 Clarify policy goals, and

goals of commissioning

process

Identify target groups

Define self-reliance for target

groups

4 Define outcomes per target
groups

5  Identify where and how
integrated social care is more
effective than individual
activities

6  Basic discussion on
activities that fit the budget.

7  Formalize a request for joint
proposals for social care
activities

Duration: four + meetings

Municipality, social care provider

and client representation

w N

1  Integrated approach for
specific target groups is
easier to achieve

2 Better view of costs and
benefits of integrated
approach

3 Managed expectations about
outcomes

4 Responsibility for
integration lies with
collaborating social care
providers

5  Allows for innovations in
joint approaches

6  Better request for proposals
because of supplier
consultation

1  Process is more complicated

2 Social outcomes will always
keep a level of vagueness
and difficulty in relating
activities to social outcomes

3 Greater possibility of
shifting budgets between
social care providers

For the social care providers to

propose actionable joint

proposals that fit municipal

social care policies and outcomes

1  Tune target groups

2 Tune activities that
support target groups
towards more self-reliance

3 Tune benefits of integrated
activities

4 Discuss level of integration
needed

5  Identify costs of integration
v expected outcomes

6  Focus on (integrated)
activities that fit the
budget.

7  Formalize joint proposals
for social care activities

Duration: five 4+ meetings

Municipality, social care

provider and client

representation

1 Social care providers can
test their proposals with
municipality and clients in
an early stage

2 Better view of costs and
benefits of integrated
approach

3 Managed expectations
about outcomes

4 Allows for innovations in
joint approaches

5  Better proposals because of
municipal and client
consultation

1 Process is more
complicated

2 Social outcomes will
always keep a level of
vagueness and difficulty in
relating activities to social
outcomes

3 Greater possibility of
shifting budgets between
social care providers, and
possibility that a social care
provider will not be
included in the proposals

4 Ahigher level of
uncertainty for the social
care providers who may
resist changes in the
process

Table 2.

Three commissioning
processes for
integrated general and
preventive social care
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with policy goals. The process involves refining target groups, fine-tuning activities that
support them and balancing integration costs against expected outcomes. Adding client
representation to the consultation alters the service triad dynamics, enhancing feedback
mechanisms and aligning proposals with clients’ needs.

This process encourages open communication between participants and includes client
representation to ensure proposals reflect their needs. It ends with joint proposals from each
subsidy table. The evaluation of the proposals by the municipality should be easier after the
consultation process’ clarifications and definitions.

The recommendations do not aim to introduce bureaucratic elements. However,
clarification of process, goals and outcomes is necessary to implement integrated social
care. In almost every aspect involved terms and outcomes are ambiguous that need further
definition. The two prescribed processes take the theoretical en empirical review into
account. The clarification involved streamlines roles and responsibilities, ensuring
participants understand their place in each stage.

The following discussion will explore how these recommendations integrate insights from
the literature and case study, highlighting their implications for both practice and theory.

7. Discussion and implications
The case study and literature review provide a broad theoretical framework for understanding
the challenges and opportunities in commissioning integrated social care. By reviewing a wide
range of topics, this paper introduces extra context for the commissioning of integrated care.
The tension between Agency theory and Stewardship theory as defining framework is evident.
Both seem to be applicable up to a certain extent. Further research into where one could
delineate them is necessary. This also opens further investigation on incentives for integrated
social care, where both financial and outcome aspects are involved. The introduction of the
costs of collaboration (transaction costs) can be useful when doing further study on incentives.
A well-defined and extensive consultation process involving both social care providers
(suppliers), the Service Triad, and client representation adds to the existing research on
supplier consultation, and on how to define the outcomes for clients via client engagement.
The paper introduces a new framework for the study of the new “subsidy tables.” At the
moment, research is incidental and related to more legalistic aspects (Drahmann et al., 2021).
Given the multifaceted nature of the subsidy tables, the ambiguousness of social care and
local politics, our study cannot claim to be exhaustive. Theories such as policy
implementation theory, stakeholder theory, theory of change and resource dependence
theory may delve deeper.

Notes

1. B&W refers to “college van burgemeester en wethouders,” the executive board consisting of the
mayor (burgemeester), who is appointed by the king, and several aldermen (wethouders) who are
elected by the municipal council.
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