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Abstract
Values are seen as important in both interorganizational networks and wicked problems.
However, in both academia and practice the exact implications of these values remain
unclear. In this article we examine the role of values in interorganizational networks
dealing with wicked problems, by conducting a case study in a pregnancy and childbirth
network. Our analysis identified both actor and network values, three value tensions
among actors, and a variety of coping strategies to deal with these tensions. The findings
indicate that value differentiation in networks should not be only seen as a problem, but
also as an important ingredient for the achievement of network goals. Furthermore, our
study revealed functional-structural and cognitive-cultural coping strategies to respond to
value tensions among actors, applied by both the network administrative organization and
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the individual actors in the network. Lastly, we elaborate on the position and skill set of
the network leader. We leverage these research results to formulate insights and
recommendations for network practice.

Keywords
Collaborative governance, networks, integration, wicked problems, normative, values

Introduction

One of the core features of wicked problems is that entrenched value differences are
regularly involved in many problem areas (Rittel and Webber, 1973). In this light, Head
and Alford (2015: 713) point out that “many difficult policy problems of the modern era”
should be understood as “grounded in competing value frameworks.” Bannink and
Trommel (2019: 198–200) argue that the main characteristic of wicked problems is that
“they show conflict on the normative dimension next to complexity on the factual di-
mension.” In other words: “Wicked problems are wicked because the factual and nor-
mative aspects of the issues are intertwined at actor-level.” This observation is shared by
Vangen and Huxham (2012), who consider that the actors in interorganizational networks
responding to wicked problems bring different values to the table, and may be even
uncertain about what these actually are. This value differentiation may often occur in these
networks, and is particularly relevant in the governance of wicked problems.

Value differentiation is seen as a core attribute of both wicked problems and interor-
ganizational networks, suggesting that more insight into values helps us better understand
how interorganizational networks address wicked problems. These insights could help
organize more appropriate governance arrangements in these networks. Various efforts to
order and analyze the complexity of governance in networks have led to a growing body of
knowledge. Several well-known articles provide insight into key features and aspects
(Ansell and Gash, 2008; Bryson et al., 2015; Emerson et al., 2012), structures, regimes,
partner decision, and modes of governance (Klijn and Koppenjan, 2015; Provan and Kenis,
2008; Van der Heijden, 2022), and the effectiveness of interorganizational governance
networks (Kenis and Raab, 2020; Provan and Kenis, 2008; Provan and Milward, 2001;
Raab et al., 2015). This has resulted in useful models and typologies, which are used in
academia and in practice. However, in the existing literature, there is a lack of information
about the exact role and implications of values. When values, and especially value dif-
ferentiation, are mentioned, different views about how to deal with them exist. Some
approaches assume that collaborating actors must reconcile their values or work toward
shared values for successful collaboration. Klijn and Koppenjan (2015: 7), for example,
state that governance in networks is about “reconciling different values as well as the
different actors representing those values.” Ansell and Gash (2008) see the identification of
common values as an important step toward a shared understanding in multi-party net-
works. However, other lines of reasoning do not strive toward the integration of values.
Emerson et al. (2012: 14), state that instead of sharing a specific understanding, “mutual
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understanding” between actors may be more important: “the ability to understand and
respect others’ positions and interests even when one might not agree.”

This article attempts to fill that gap by examining the role of values in interorgani-
zational networks dealing with wicked problems, without assuming a priori that shared
values are necessary for successful collaboration. We aim to contribute to the existing
literature on the network response to wicked problems by introducing an additional
perspective focusing on the values and normative considerations of actors in the network.
A decentered actor perspective will give us insight into the values, viewpoints, under-
standings, and perspectives of individual actors in the network. Therefore, it is relevant to
investigate possible tensions between these values, and how the actors in the network
cope with these tensions (Huxham and Beech, 2003; Van Duijn et al., 2021).

The case study on which this article is built concerns an interorganizational pregnancy
and childbirth network that aims to improve quality of care, to tackle the perinatal mortality
in the Netherlands, which is very high compared to other European countries (Schölmerich
et al., 2014). To improve quality-of-care services, various policies have been implemented
to stimulate collaboration between actors and the integration of services (Struijs et al.,
2020). These policies aim to tackle a common wicked problem in many countries:
fragmentation of care, which is a result of several other issues, such as insufficient alignment
of care services, the lack of a shared language, inappropriate governance mechanisms, and
hindering policies and payment arrangements. Hence, as with any other wicked problem, it
could be seen as a symptom of other problems in the system. Furthermore, it can be an
enduring, complex societal problem for which there is no definitive formulation (Head and
Alford, 2015; Shaw and Rosen, 2013). Besides the high perinatal mortality, it has many
negative implications, such as low patient satisfaction, increasing complexity of the care
system, and cost-ineffectiveness. As a response to this, the pregnancy and childbirth
network aims to integrate different care services: perinatal, birth, and maternity care.

The objective of this study is to advance the understanding of the role of values in the
network response to wicked problems. The main research questions of this study are: (1)
What values do the different actors in the network find important? (2) What value tensions
arise? (3) How do the actors in the network cope with these value tensions?

Theory

Values play an important role in our everyday behaviors and decisions, but are also abstract
and intangible. When looking at the work developed by sociological and psychological
theorists, values can be defined as “conceptions of the desirable” (Kluckhohn, 1951) or
“standards of preferences” (Rokeach, 2008). As Hitlin and Piliavin (2004) state, values
describe a preferred outcome of a particular situation. They can be seen as beliefs that
function as moral compasses (Spates, 1983) that form the core of our identity (Hitlin, 2003).
Schwartz and Bilsky (1987) made the concept of values more concrete by formulating five
core characteristics of values. Values (1) are concepts or beliefs, (2) refer to desirable goals,
behaviors, or end states (3) transcend specific situations or objects, (4) are the guiding
principles for actions and behaviors, and (5) are ordered by relative importance. In non-
professionals terms, values are what we see as important and what we want to pursue.
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Values theory distinguishes multiple types of values. First, a distinction between
individual and supra-individual values can be made. With individual values, the personal
values of people are meant (Schwartz, 1992). As mentioned above, a characteristic of
values is that they are ordered by relative importance. People may often differ as to things’
relative importance; this is called their personal value hierarchy (Schwartz, 2012). People
and groups of people often relate their value hierarchies to their own identity and group
membership. For example, friends and co-workers often share values. The construction of
these value hierarchies is both determined by personal aspects and internalization.
Research shows that age, family background, and sex have an influence on the values of
people (Kalleberg and Marsden, 2019). Similarly, experiences related to certain events or
professional and cultural development also influence the priority values of people (Suar
and Khuntia, 2010). Thus, values develop throughout peoples’ education, careers, and
lives. Values theory also mentions so-called supra-individual values, going beyond in-
dividual values of people, such as societal and organizational values (Rokeach, 2008).
Societal values refer to values that are deeply rooted in societies. For example, indi-
vidualism, personal freedom, and self-reliance are considered as important in some
societies and cultures, while other societies attach less importance to them (Hofstede,
2011). When looking at organizational values, a shared set of values within an orga-
nization is often mentioned, displaying the organization’s identity and culture. The
importance of aligning individual values of employees with the supra-individual values of
an organization is often emphasized in the literature (Sullivan et al., 2001).

Values theory distinguishes terminal and instrumental values. While terminal values are
end goals or end states, instrumental values represent modes of behavior by which these
goals should be achieved. Terminal values are nouns—for example, safety or sustainability,
whereas instrumental values are adjectives—for example, safe or sustainable. Sustainability
is an end goal to pursue (terminal), and a process could be organized in a sustainable way
(instrumental) (Rokeach, 2008). In this study we look at terminal and instrumental values,
because both may play an important in network collaboration.

Values in public policy and interorganizational networks

The concepts of “value” and “values” are gaining greater attention in public policy and
administration literature. First, a stream of literature addresses public value. These articles
focus on public management and how this may contribute to society (Crosby et al., 2017;
Moore, 1995; O’Flynn, 2007). Second, several studies focus on public values, looking at
what citizens find important and to what extent there is public consensus about these
values (Bozeman, 2007, 2019). Third, many articles about public policy pay attention to
conflicting values underpinning policies, value trade-offs, and how to make policy de-
cisions (Meijer and De Jong, 2020; Oldenhof et al., 2014). In this study, we take a
decentered actor perspective by focusing on the values of individual actors in a specific
context: an interorganizational network.

The interorganizational network context is specific, because different organizations
collaborate and often aim to integrate services. We should therefore look more deeply into
the role of values in both differentiation and integration in interorganizational networks
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(Kenis and Raab, 2020). By “differentiation,”wemean the differences between the actors in
the network. We define integration as the inclusion of actors within an organizational
network to produce a collective output. Raab (1998) distinguishes two categories of
differentiation: (1) functional differentiation, defined as the different functions of actors—in
other words, the division of labor; and (2) structural differentiation, defined as the different
structural positions of actors. In addition to these dimensions, this paper focuses on value
differentiation, which can be defined as the different values or value hierarchies of actors
(Schwartz, 2012). When looking from a differentiation point of view, interorganizational
care networks often consist of a variety of people and organizations with different functions,
roles, values, cultures, professional backgrounds, and perceptions (Bardach, 2001; Klijn
and Koppenjan, 2015). Examples of participating actors are doctors, care providers,
hospitals, governments, and insurers. In a recent study, Zonneveld et al. (2022) demon-
strated the extent of value differentiation between actors in care integration.

The literature presents many mechanisms that could enhance integration. Roughly two
groups of integrative mechanisms can be distinguished: (1) functional or structural
mechanisms of integration, and (2) cognitive–cultural or normative mechanisms of in-
tegration (Raab, 1998; Valentijn, 2015). Functional and structural mechanisms of inte-
gration refer to connecting actors through structural coordination patterns, such as
communication, payments (Stokes et al., 2018; Tsiachristas, 2016), information provision
(Kenis and Raab, 2020), information exchange technology (Cameron et al., 2014), or-
ganizational ingredients (Minkman, 2012), and governance models (Ansell and Gash,
2008; Emerson et al., 2012). Besides these functional mechanisms, there is a growing
attention for cognitive–cultural integration mechanisms based on a common orientation
toward values, cultures, goals, and purpose (Valentijn, 2015). These cognitive–cultural
integration mechanisms are particularly important in interorganizational care networks,
since a formal hierarchy is often absent and top-down steering is often not suitable in these
networks (Axelsson and Axelsson, 2009; Raab, 1998).

Values associated to care networks

In this study, we examine an interorganizational network that aims to integrate different
care services. It is therefore useful to know which particular values are seen as relevant in
pursuing care integration in networks. A systematic review followed by an international
Delphi consensus study (Zonneveld et al., 2018, 2020) resulted in a list of 18 frequently
occurring instrumental values in care networks (see Table 1), which has only been used so
far in a quantitative cross-sectional study (Zonneveld et al., 2022).

Application of theory in this study

The concept of values is abstract and intangible, and the definition of values relates to
several other concepts such as beliefs, goals, views, and principles. Because these
concepts are often intertwined in practice, it is difficult to precisely isolate or separate the
concept of values from the other concepts in this study. This is important to consider when
interpreting the results of our case study.
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Table 1. Frequently occurring instrumental values in care networks (Zonneveld et al., 2020).

Collaborative Establishing and maintaining good (working) relationships between
users, informal caregivers, professionals, and organizations—by
working together across sectors, and in networks, teams, and
communities

Comprehensive Users and informal caregivers are provided with a full range of care
services and resources designed to meet their evolving needs and
preferences

Continuous Services that are consistent, coherent, and connected, and that
address users’ needs across their life course

Co-ordinated Connection and alignment between users, informal caregivers,
professionals, and organizations in the care chain, to reach a
common focus matching the unique needs of the individual

Co-produced Engaging users, informal caregivers, and communities in the design,
implementation, and improvement of services through
partnerships, in collaboration with professionals and providers

Effective Ensuring that care is designed in such a way that outcomes serve
health outcomes, costs, the user experience, and professionals’
experience

Efficient Using resources as wisely as possible while avoiding duplication
Empowering Supporting people’s ability and responsibility to build on their

strengths, make their own decisions, and manage their own
health, depending on their needs and capacities

Flexible Care that can change quickly and effectively, to respond to the
unique, evolving needs of users and informal caregivers, in both
professional teams and organizations

Holistic Putting users and informal caregivers at the center of a service that is
“whole-person”-focused in terms of their physical, social,
socioeconomical, biomedical, psychological, spiritual, and
emotional needs

Led by whole-systems
thinking

Taking interrelatedness and interconnectedness into account,
realizing changes in one part of the system can affect other parts

Person-centered Valuing people through establishing and maintaining personal
contact and relationships, to ensure that services and
communication are based on the unique situations of users and
informal caregivers

Preventive Emphasizing the promotion of health and well-being and avoiding
crises with timely detection and action, by and with users, informal
caregivers, and communities

Reciprocal Care is based on interdependent relationships between users,
informal caregivers, professionals, and providers, and it facilitates
a cooperative, mutual exchange of knowledge, information and
other resources

Respectful Treating people with respect and dignity, being aware of their
experiences, feelings, perceptions, culture, and social
circumstances

(continued)
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Another point to consider is the possible intertwinement of different types of values. In
this study, we examine what values network actors find most important (1) as themselves
as individual actors in the network, and (2) for the care network as a whole. We must be
aware that people develop values throughout their lives, influenced by experiences such as
childhood, education, or the organization they work for. Hence, actor values could be a
combination of their personal, organizational and network values. It is therefore important
to consider that it is difficult to precisely isolate these different types of values from each
other.

Methods

Case study and data collection

This article draws on a case study of an interorganizational pregnancy and childbirth
network in the Netherlands. Historically, the Netherlands has a higher perinatal mortality
than other European countries (Schölmerich et al., 2014). To improve the quality of care,
the actors work together in a network pursuing the integration of perinatal, birth, and
maternity care services, both in primary care and in the hospital (Struijs et al., 2020).
Hence, the case in this study could be seen as a care services network.

The care network consists of 13 organizations, including a hospital, primary obste-
trician practices, maternity care agencies, and ultrasound practices. Several professionals
from these different organizations work together in practice. Examples of these pro-
fessions are medical doctors, nurses, obstetricians, gynecologists, maternity nurses, and
sonographers. The collective mission of the collaborating organizations is “putting the
(future) pregnant woman, her partner, and the (unborn) child in the center of all services.”
The network has also formulated three overarching core values: broad scope on physical,
medical, psychical, and social aspects of life (holism); prevention; and empowerment.
Recently, the governance form of the network has evolved from shared governance
(participant-governed network) to a network–administrative organization network (NAO)
(Provan and Kenis, 2008)

Table 1. (continued)

Shared responsibility and
accountability

The acknowledgment that multiple actors are responsible and
accountable for the quality and outcomes of care, based on
collective ownership of actions, goals and objectives, between
users, informal caregivers, professionals, and providers

Transparently shared Transparently sharing of information, decisions, consequences, and
results, between users, informal caregivers, professionals,
providers, commissioners, funders, policymakers, and the public

Trustful Enabling mutual trust between users, informal caregivers,
communities, professionals and organizations, in and across
teams
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To examine values and its implications we took a so-called decentered actor per-
spective (Parker et al., 2021; Van Duijn et al., 2021), which means we took the individual
professionals in the network as point of departure. We conducted 15 in-depth semi
structured interviews with the actors (also see Table 2). Participants were invited to
participate based on their key role and position in the network. To ensure representativity,
at least two respondents from each professional group were included. Additionally, both
two key figures of the NAOwere interviewed. The duration of the interviews was between
the 26 and 55 min (mean = 42 min, median = 43 min). The topic list of the interviews
consisted of questions about their role in the network, their most and least important
values for both themselves as actors and the network as a whole, the values of other actors
and collaboration with the other actors.

Analysis

For the analysis of the data, we followed an abductive approach. All interviews were
coded through thematic analysis using MaxQDA software. To ensure quality we have
used the systematic data analysis method of Corley and Gioia (2004). As a start, we
identified first-order codes (concepts), which reflect the voice of the respondent (Corley
and Gioia, 2004). After that, second order codes (themes) were assigned, reflecting the
understanding of the researcher. For the second order coding, we used our set of 18 values
as a basis (Zonneveld et al., 2020). As a last step, we grouped similar codes into
overarching dimensions. The analysis was conducted by one researcher, supervised by
three other researchers. Any disagreements were resolved through discussion.

Table 2. Respondents.

Respondent 1 Primary care obstetrician, practice A
Respondent 2 Primary care obstetrician, practice B
Respondent 3 Clinical obstetrician, hospital
Respondent 4 Clinical obstetrician, hospital
Respondent 5 Clinical obstetrician, hospital
Respondent 6 Network leader NAO
Respondent 7 Sonographer, organization C
Respondent 8 Sonographer, organization D
Respondent 9 Maternity nurse, organization E
Respondent 10 Maternity nurse, organization F
Respondent 11 Project manager NAO
Respondent 12 Clinical obstetrician, hospital
Respondent 13 Staff NAO
Respondent 14 Primary care obstetrician, practice G
Respondent 15 Primary care obstetrician, practice H
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Findings

The analysis of 15 interviews resulted in 357 coded text fragments, of which 301 related to
values, tensions and coping strategies, and 56 to contextual information. In this section we
present our findings. The coding structure is shown in Figure 1.

Figure 1. Coding structure.
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Values

Our analysis revealed (1) values that actors find important as individual professionals, and
(2) values that are seen as collective network values by the respondents.

Actor values

When looking at what values respondents find important as an individual professional,
several values emerged from the data. First, person-centered was frequently mentioned
as important by a broad variety of respondents. Many actors underlined the importance of
personal contact and relationships with the client, and delivering care tailored to the
specific situation of the client. As two respondents stated:

“For each patient, we have to look what care is needed, and what place is the best for the
patient.” (R5, clinical obstetrician in the hospital)

“I think you should be able to estimate what someone needs and what is going well at that
moment. That is the same when I work at someone’s home and I know in advance that there
are, for example, mental issues or a challenging history. You must take that into account; you
have to be able to engage with that when you talk to people.” (R10, maternity nurse)

Second, many respondents indicated that they find collaborative values important.
Different actors stated that they believe that collaboration leads to best possible outcomes
for clients. As one respondent declared:

“So, from that perspective, we make sure that we collaborate well and that we arrange that
together in the best way possible for the customer with their baby.” (R9, maternity nurse)

Furthermore, trustful was broadly seen as an important value.

“Referrals have to be done well, you have to trust each other, so yes, that is very important.”
(R9, maternity nurse)

Especially clinical obstetricians, working in the hospital, found the value effective to
be important.

“It just must be effective. Chop, chop, chop; that lady has to come for a check-up....I think
very much, in that regard, black and white. The care question is: [respondent name], come
and help me, because I think this child is in need. Then there is really only one solution: that
child must be born.” (R5, clinical obstetrician in the hospital)

“I don’t like that ECG [heart monitoring], I really want that baby to be born soon.” (R4,
clinical obstetrician in the hospital)
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The value transparently shared is considered as important particularly by maternity
nurses.

“But it is precisely the transparency between such a maternity nurse and such an obstetrician
and then finding a good solution together for both parties, that is the most important.” (R9,
maternity nurse)

A respondent indicates that transparency in the network is also an issue that should be
considered as a point of improvement:

“Then of course you also sign that we may exchange data with each other for better care. But
we still don’t know [referring to a lack of information]. And then they’re like, hello, I’ve
discussed all this. Why should I discuss that with you again?....I don’t think this works well
between us and the obstetricians.” (R10, maternity nurse)

Furthermore, preventive is seen as an important value.

“During pregnancy you also work partly preventive, either to be ahead of things, to inform
women.” (R5, clinical obstetrician in the hospital)

Other respondents also mentioned respectful as an important value. As illustrated by
one respondent:

“I think, above all, whether you like them or not where you’re working at the time, that’s
beside the point. You just must always respect each other and be able to discuss and solve that
together, so to speak, if there is something. Well, you don’t hear often, but I think you’re in
people’s houses, so you must adapt.” (R10, maternity nurse)

Finally, holistic was frequently mentioned as an important value. Especially maternity
nurses attached importance to this value.

“When you work at people’s homes because they have just had a baby, you see the whole
picture. You see how the feedings are going, how the nights are going. How’s mother? How’s
the baby? All that sort of things. An obstetrician who comes by and is there for ten minutes.
She does the checks: is the temperature going well? Those kinds of things. And then that’s it.
We see the rest. (R10, maternity nurse)

Network values

When asked for the most important collective values in the network, respondents
mentioned five overarching themes. First, respondents mentioned person-centered as a
leading collective value. This is illustrated as follows by a respondent:

Zonneveld et al. 11



“The pregnant woman and her unborn child or now-born child are in the center. Her wishes
and needs are in the center.” (R11, project manager NAO)

Second, the professionals in the network stated that a pleasant experience of the client
is a leading network value. As a maternity nurse stated:

“We simply want to create the most pleasant experience for them.” (R10, maternity nurse)

A respondent emphasized that, although the interpretation may differ among the
collaborating actors, a pleasant experience is the shared objective of the collective
network:

“Of course we all want a client to have a pleasant experience, that she feels heard and that we
do what is necessary. Whether this should be done through way A or way B; in the end it
comes down to the same. Not everyone will interpret it the same, but I do think that the
outcome will be the same—or at least we try it to be the same.” (R2, primary care
obstetrician)

Third, respondents mention the most suitable care as an overarching value in the
network. As a respondent mentioned:

“Sure, I think we all have the goal in mind: to be able to provide the best suitable care for the
client.” (R2, primary care obstetrician)

When asked for network value, respondents also mentioned two network objectives,
referring to desirable end goals. First, respondents referred broadly to a best possible
start for both mother and child. As a respondent said:

“Our [the network’s] common goal is caring for mother and child, and the best possible start
to a new life.” (R12, hospital)

Lastly, healthy mothers and babies is seen as important collective value of the
network.

“We all have the same end goal, don’t we? Healthy mother, healthy child.” (R5, clinical
obstetrician in the hospital)

Value tensions

Our analysis identified three types of value tension. First, we describe value tensions
between functionally heterogeneous actors in the network: between hospital and primary
care obstetricians regarding joint births, and between maternity care and primary care
obstetricians. After that, we describe a tension between functionally homogeneous actors
in the network: the value tensions among different primary care obstetrician practices.
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Value tensions between functionally heterogeneous actors

Hospital versus primary care: joint births. A value tension has emerged from the data
between the clinical obstetricians working in the hospital on the one hand, and the
obstetricians working in primary care on the other hand. In the interviews, clinical
obstetricians have a more medically oriented value orientation, focusing on avoiding and
excluding medical risks for mother and baby. In technical jargon, this is called “pa-
thology.” Obstetricians working in primary care take a different starting point: having
confidence in the human body and a successful natural birth, without medical inter-
vention. This is called focusing on “physiology” in technical jargon. As a primary care
obstetrician put it:

“What I stand for the most is for monitoring physiology. We are healthy when we are
pregnant. Of course, there will be particularities—we will have to look at that, and we will
work on that at that time—but the basis is still that we are built for this and that we can do
this.” (R1, primary care obstetrician)

This difference in value orientation may have grown because of different experiences
during the careers of both clinical and primary obstetricians. A clinical obstetrician stated:

“I think as a primary care obstetrician, you work from physiology. So, you always assume
that everything will go well, unless....As a clinical obstetrician you usually treat people,
pregnant women, or women in maternity with a medical indication. So, there is something
pathologic going on: it can be a very mild pathology or it can be a very severe pathology.
Because you’re so used to that pathology, I think you’re also more likely to see pathology in
physiological deliveries. And vice versa.” (R5, clinical obstetrician in the hospital)

These tensions are especially reflected when clinical and primary obstetricians work
together during a so-called “joint birth.”Although these value differences sometimes may
complicate the collaboration, both clinical and primary obstetricians also emphasize the
added value of a joint birth. Both professionals have different knowledge, expertise, and a
different relationship with the client. The primary care obstetricians, for example, have
already developed a deeper relationship with the client A clinical obstetrician stated:

“I think two always know more than one. Those patients have known that primary care
obstetrician for much longer. She [the primary care obstetrician] has already guided a lot of
that birth, and then you join her as a new person....And they sometimes have a different
relationship with those people, so that together you can get the best out of such a patient and
her partner....We rate the heart film of course, that’s something we do every day and what they
see every now and then. And I think they [the primary care obstetricians] guard the
physiology a little more now.” (R4, clinical obstetrician in the hospital)

A primary care obstetrician says:

Zonneveld et al. 13



“Studies have simply shown that if a woman is continuously guided, it brings benefits for
childbirth, so in that sense it is of course not pleasant if a pregnant woman sees four faces
during childbirth. You prefer to have just one or at most two if there is no other option, so that
is the advantage of being allowed to do a joint birth [with the clinical obstetrician] and that
you could finish something under the supervision of a clinical obstetrician.” (R2, primary
care obstetrician)

Maternity care versus primary care obstetricians: an extra pair of eyes. Besides value tensions
between obstetricians in primary care and the hospital, the data also revealed a tension
between maternity care nurses and primary care obstetricians. Maternity care nurses come
into the picture shortly before the birth of a baby. After the child is born, they deliver a
maximum of 80 h of care in 10 days. Maternity care nurses have a broad value orientation,
taking care at the whole household and social network: father, mother, possible other
children, family and other relatives, or friends. Primary care obstetricians only have
shorter contact moments with the client and focus on the health of newborns. These
differences may sometimes lead to tensions at a home of a client. As a maternity nurse
stated:

“Because you don’t see each other’s entire picture, it can sometimes differ how you think
about it. Those are things that you sometimes think: yes, easy to talk to if you come by for ten
minutes, but we are sitting here with a very tired crying mother who is broken, so to
speak....For example, some [mothers] are just overtired. Then the obstetrician can say, for
example: ‘just go to sleep and skip a feeding.’ While I am are just trying to get it all go-
ing....Sometimes that is difficult; if you’ve made a plan and it just gets messed up.” (R10,
maternity nurse)

Similarly, the respondents acknowledge that these differences may also complement
each other. Because of their broad view, maternity nurses form an extra pair of eyes for the
primary care obstetricians. As a primary care obstetrician states:

“We do not necessarily come to people’s homes, and sometimes maternity care still has
information for us even during the pregnancy that we did not know ourselves yet. For
example, sometimes maternity care goes on a home visit somewhere and afterwards calls us
with, “there are actually very few things there, are you aware of the financial situation?” In
fact, they are the first to come into someone’s home situation, and you can get a lot of
information from a home situation about the financial resources or hygiene, etc. That’s
always very important information for us. And certainly, also during the maternity week they
are there all day, of course we visit a few times during the maternity week, but we are there for
about half an hour, then we see so much less than the maternity care sees during the day, so
no, I wouldn’t know.” (R2, primary care obstetrician)

This was also indicated by a maternity nurse during the interviews:
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“Well, I think maternity care brings a unique piece, which is that we work behind those
people’s front doors for eight days. And there we are with maternity nurses who really use
those eyes and ears to see: what do I see and what is happening here? What worries me and
what do I share with an obstetrician?” (R9, maternity nurse)

Value tensions between functionally homogeneous actors

Different values among primary care obstetrician practices. The last value tension that
emerged from the data, is a tension among the different primary care obstetrician practices
in the network. Although these practices do the same work in a functional way, they may
have different values and visions. These differences may for example relate to the extent
of a physiological view. As the network leader stated:

“I see a lot of differentiation between practices....For example, [practice X], which really
works from a certain physiological view, is very close to the people and takes a lot of time for
that. While [practice Y] is really different.” (R6, network leader)

As a reason for these differences, the competition between primary care obstetrician
practices is mentioned. In contrast to the hospital, for example, primary care obstetrician
practices are small businesses owned by independent entrepreneurs. According to a
primary care obstetrician, they must differentiate themselves to survive:

“You must distinguish yourself as an obstetric practice, so we have a certain vision. I think
every obstetric practice has a certain vision of what they think is important, what should work
well for a client, but also should work well for her or his team....Yes, people ask for evening
consultations. If one does and the other doesn’t, then you may have lost that client.” (R1,
primary care obstetrician)

These differences among primary care obstetrician practices may lead to tensions.
Collaboration partners, such as the clinical obstetricians in the hospital, must cope with
the different values of primary care obstetricians. Some primary care practices have value
orientations that are relatively more aligned with the hospital than others. As a clinical
obstetrician put it:

“Of course there is always a difference in practices, also in their vision, for sure....One moves
much more along with the patients, even if they want to receive care outside the guidelines.
Some practices are very easy [with moving along], because they believe that all this should be
possible, and it is very physiologically oriented. Other practices follow the guidelines a bit
more and look more for a compromise with a patient, for example....In every network there
are [primary care] obstetrician practices of which I think: what the heck are you doing?” (R4,
clinical obstetrician in the hospital)

Similarly, this differentiation between primary care obstetrician practices is also seen
as an asset. Because of their different visions and identity, clients in the region can choose
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the practice that suits them best. There is a broad and balanced range of primary care
obstetrician practices to choose from. As a project manager of the network stated:

“Well, the primary care practices are not aligned, let me put it this way. And that’s also a bit of
balancing, because that’s not a bad thing, because we don’t want to make it one-size-fits-all.
It’s good that all those practices have their own identity and really differ from each other and
that they run their own business operations, but the moment that gets in each other’s way
because, well, there are different ideas, that makes it a bit difficult.” (R11, project
manager NAO)

Coping strategies

The analysis identified strategies to cope with value tensions applied by both profes-
sionals and the NAO. First, we will elaborate on the strategies applied by professionals.
Thereafter, we will present the coping strategies used by the NAO.

Coping strategies by professionals

In their daily work in the network, the professionals apply several coping strategies to deal
with value tensions in practice. First, professionals have interprofessional discussions
with each other to talk through possible differences and tensions. These discussions take
place between, for example, clinical obstetricians and primary care obstetricians during a
joint birth, as one respondent indicated:

“During that delivery [joint birth] we had so many discussions: Should we try that for a
while? Shall we press on a different attitude for a moment? And then finally that child was
born without artificial redemption. And yes, that was really just a nice collaboration.” (R5,
clinical obstetrician in the hospital)

Another example of such interprofessional discussions are exchanges between ma-
ternity nurses and primary care obstetricians, as illustrated by this respondent:

“We have learned not to let it escalate, but to call each other [the maternity nurses and primary
care obstetricians] at an early stage, to inform and discuss: What is going well here, what is
going wrong here? What can we do to prevent it from happening again?” (R9, maternity
nurse)

Besides interprofessional discussions, professionals also apply guidelines and
agreements about responsibilities to cope with possible value tensions. These are
guidelines agreed upon in network, providing functional clarity. When any value tensions
occur, professionals can fall back on clear agreements and hierarchies, as illustrated by
one respondent:
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“There is always a captain on the ship. We do have several situations, a bit of a gray area, in
which case the primary care obstetrician can finish the delivery, but I have the final re-
sponsibility.” (R3, clinical obstetrician in the hospital)

Third, after a collaboration such as a joint birth, professionals in the network debrief
one another and evaluate. This objective of this moment of reflection is to learn about
the collaboration and discuss possible tensions that may have occurred. As one re-
spondent mentioned:

“What has also been agreed is debriefing after the birth: What went well and what went
wrong? And what can we learn from this? That’s how you try to contribute to quality across
the network” (R12, hospital)

Another respondent also stated that this debriefing and evaluation also contributes to
mutual understanding between professionals with different backgrounds:

“It is important to briefly discuss, actually debrief, after such a birth: What did I think about
it? Because there is not always room to discuss everything next to a patient....It’s really good
to discuss that. Then you just understand a little more what the thinking of the other party
was, so to speak.” (R5, clinical obstetrician in the hospital)

Lastly, professionals indicated that they actively build personal relationships to get to
know their collaborating partners and their values better. As a maternity nurse stated:

“And especially now in [network name], it is clear, you know each other. And we sometimes
have meetings [to coordinate], because you know the faces. We’ve just had a great sym-
posium, including social services, so we’re also working on getting to know each other
better.” (R9, maternity nurse)

It was also stated that a lack of personal relationships may complicate the
collaboration:

“Wework with many practices. And there are a lot of regulars in those practices. But there are
also a lot of changing observers....And that’s a tricky one, isn’t it? For example, if I hand over
a joint birth and it’s a familiar face to me, I’d rather say: “Please keep me posted. If I can do
something…”And if it is an unknown observer to me of whom I do not know how she works,
I find it more difficult to just bear the responsibility and not be present in that room.” (R5,
clinical obstetrician in the hospital)

Coping strategies by NAO

Besides the professionals applying coping strategies, the NAO also develops activities to
stimulate smooth collaboration between professionals. First, the NAO compiled a board
with representatives of each of the disciplines in the work. This representative board
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develops an annual plan in which the collective activities of the network partners are
described. The network leader stated that the representativity of the board is an important
issue:

“I made sure I had, well, enough flavors on the board....I think we now have a really nice
representation of primary care partners.” (R6, network leader)

The role of the board members is to ensure support of the different participating
organizations. This must result in a broadly supported annual plan with intended ac-
tivities, the network leader said:

“Once we receive what the board members have collected from their organizations and what
they consider important for the coming year, we process that into an annual plan.” (R6,
network leader)

The board also monitors the achievement of these activities and compliance with the
agreements that have been made.

Second, the actors agreed on a collective mission and vision of the network.

“Well [our individual visions] became a collective vision, which we also put on paper with
each other. We really discussed with the primary care obstetricians, the clinical obstetricians,
etc., ‘What is our collective vision concerning birth care?’” (R12, hospital)

This mission and vision are communicated in the annual plan by the NAO board
members.

“We always make an annual plan with the NAO, with a mission and a vision. That is what the
members of the NAO board do. They are really very committed to that.” (R5, clinical
obstetrician in the hospital)

The collective mission and vision are underpinned by certain overarching values,
related to the needs of the service user, as stated by this respondent:

“It is in all our heads: it [the care service] must contribute to the [care of the] pregnant women.
That is so ingrained in all of us....It’s a common thread throughout the organization [NAO]”
(R12, hospital)

Third, within the NAO there are several working groups that develop network
policy and guidelines. These working groups consist of representative professionals from
the different partner organizations. Each of these working groups addresses a specific
policy issue in the network, develops a policy proposal and reports back to the board. A
respondent illustrated this organizational structure:
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“There’s the board and later there are working groups such as Care, Quality, and Innovation.
Then you have an umbrella working group in which I work. So, the issues that come from the
board go to that overarching working group to see who will take care of it....In each group
there are one or two representatives per primary care obstetricians, clinical obstetricians in the
hospital, gynecologists. Let’s say all those working groups are staffed by all disciplines.”
(R5, clinical obstetrician in hospital)

Finally, the network leader of the NAO pays attention to the different values in the
network. The network leader aims to enhance the mutual understanding between the
different organizations in the network. As the network leader stated:

“It is mainly about being in connection, in listening, in taking it along, in picking it up again and
showing each other’s perspectives....I think that’s my role. Show each other the vision and per-
spective of the other in the conversations....So yes, a chameleon.” (R6, network leader)

Besides showing the perspectives of other actors, the network leader also empowers
the organizations to take the initiatives, as is illustrated in this example:

“I think you are much stronger if you make sure that others always ‘walk with the flowers’
[take the credit]. So that people say, after you have whispered ten times, ‘Maybe this is a good
idea,’ say: I have such a good idea.” (R6, network leader)

The central position of the network leader between the different actors is also rec-
ognized by other professionals in the network, as is stated by a professional:

“She [the network leader] is really just the spider in the web; the one with the helicopter view
who does not deliver care, but who knows what is going on everywhere. And of course, she
has a lot of experience from the other [networks].” (R5, clinical obstetrician in hospital)

Discussion and conclusion

In this study, we examined the role of values in the response of an interorganizational care
service network to wicked problems. We have identified both instrumental values, re-
ferring to modes of behavior, and terminal values, referring to end goals to pursue. We
found that particular values such as “person-centered,” “collaborative,” and “trustful”
were often seen as important by multiple individual actors in the network. There was less
consensus among the individual actors about other values, for example “effective,”
“transparently shared,” and “preventive.” No clear hierarchy among these values was
found. Subsequently, the respondents mentioned overarching values when asked for the
most important collective values for the network as a whole. Only some of these supra-
individual network values clearly overlap with frequently mentioned individual values of
the respondents, such as “person-centered.” Other network values refer to health out-
comes or patient satisfaction. Examples are “healthy mothers and babies” and “a pleasant
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experience.” These findings demonstrate that, in this case, although actors agree on
certain overarching network values, value differentiation does indeed exist and persist.

Our analysis revealed three value tensions among actors in the network. These tensions
may complicate the collaboration between the actors in the network. However, each of
these tensions also leads to value-creation for the service user, contributing to the
overarching goals of the network. First, the value differentiation among obstetrician
practices may lead to different ways of working among these practices, making col-
laboration complex for the other partners. However, this differentiation also leads to a
varied range of obstetric practices in the region, with different identities and values.
Service users have a broader range of practices from which to choose, which may
contribute to more suitable care. Second, although close collaboration between clinical
and primary care obstetricians during joint births may lead to value tensions, the values of
both professionals are also complementary. While a clinical obstetrician has a pathology-
related focus, primary care obstetricians base their work on physiology values and clients’
relationships. Hence, this combination of values may result in greater person-
centeredness, which is an overarching network goal. Finally, our study revealed value
tensions among maternity care professionals and primary care obstetricians. Again, the
values of both professionals are complementary, focusing on different aspects of the
family that they are supporting at home. While obstetricians focus on the health of mother
and baby, maternity care professionals see the bigger picture of the whole household and
social network. The three value tensions identified exist between separate (groups of)
actors. This demonstrates value differentiation among actors on a network level (actor–
actor). Our findings do not explicitly show value tensions between actors and the network
as a whole (actor–network). However, this does not mean that value tensions between
individual actors and an alliance of actors or the NAO could not arise on particular topics.

The study findings show that, in this case, value differentiation among actors is needed
to pursue overarching network goals. Although value differentiation may lead to tensions
in practice, it creates significant value for service users. The representative board of the
NAO formulated a shared mission underpinned by a broad frame of overarching values on
which each of the partners could agree, leaving enough space for value differentiation
among the actors. This suggest that value differentiation in service networks should not
only be seen as a problem that must be solved, but also as an important ingredient to
achieve network goals. In the network governance literature, the importance of shared or
common values among actors is often stressed. Our study adds to this by demonstrating
that, besides agreeing on overarching network values, value differentiation among in-
dividual actors is needed to add value for service users. Our findings suggest that we do
not have to reconcile different values in networks dealing with wicked problems (Klijn
and Koppenjan, 2015: 7), but rather let them coexist. Nevertheless, it is crucial to un-
derstand and be aware of each other’s values, which is also advocated by Emerson and
colleagues (2012: 14).

Understanding that value differentiation could also be seen as an important element, it
is relevant to know how to cope with value tensions in practice. Our study uncovered
coping strategies to deal with value tensions between actors, applied by both the pro-
fessionals themselves and the NAO network. These strategies could be distinguished in
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two categories (1) functional–structural strategies, referring to structural coordination
patterns, and (2) cognitive–cultural strategies, referring to a common orientation toward
values, culture, and goals.

In the center of Figure 2, in the middle of the four categories, we have positioned
“network orchestration,” referring to the role of the network leader. Orchestrational
work in networks can be defined as creating value by bringing previously separate
activities together through coordination and structuring (Bartelings et al., 2017;
Paquin and Howard-Grenville, 2013). In this case, the network leader plays an
important role by connecting different activities and actors in the network. The
network leaders bridge the gap between the NAO network and the professionals, by
for example composing a representative board. The network leader uses both
functional–structural and cognitive–cultural strategies to integrate actors and activ-
ities. In this light, network orchestration could be seen as both a functional-structural
and a cognitive–cultural undertaking. The network leader could be seen as both a
function in the NAO network and an individual with cognitive–cultural competencies.
These study findings align with the work of O’Leary et al. (2012), who argue that
leaders in collaborative networks need interpersonal and group process skills. As
O’Leary et al. (2012: s81) state: “People, process, and communication skills are not
enough. In addition, successful collaboration requires an individual with an intricate
set of relational attributes.” This balance between functional–structural and
cognitive–cultural skills on the one hand, and the individual actors and the network as
a whole on the other hand, makes network orchestration a complex task, comparable
to “walking a tightrope.”

Strengths and limitations

This study illustrates how values play a role in the response of a care network to a
wicked problem, why value differentiation is an important attribute in networks

Figure 2. Coping strategies.
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instead of only a difficulty, and how the actors cope with value tensions. A strength
of this study is its in-depth qualitative research design, which provided rich and
detailed information. Second, the analysis has been built on a systematic qualitative
method (Corley and Gioia, 2004) and a systematically developed set of values
(Zonneveld et al., 2020). These qualitative results add to previous quantitative work
on values (Zonneveld et al., 2022). Although the study took place in a specific
context, its findings contribute to our understanding of the role of values in networks
responding to wicked problems. Acknowledging the limitations of generalizability,
its insights in value differentiation in service networks could be relevant to other
settings and policy fields.

Practice implications

This study has several implications for practice. First, it implies that value dif-
ferentiation within a collaborative network should not be seen as a problem only, but
also as a vital component of working together in networks—at least, when the
appropriate coping strategies are applied. Public professionals need to be aware of
this and learn to resist the urge to reduce value differentiation. Methods such as
serious gaming, for example, offer the opportunity to experience both the challenges
and importance of value differentiation: how can we work together despite our
different values? Second, it demonstrates that orchestrational work in networks is
all about the balance between making room for value differentiation among actors
on the one hand, and connecting actors by applying integration strategies on the
other hand. Our study identifies both functional–structural and cognitive–cultural
strategies. Finally, the role of values on individual, organizational, and network-
level deserve more attention in education and training of public professionals acting
in interorganizational networks.

Future research

Multiple recommendations for future research can be made. First, it would be
relevant to conduct multiple case studies in care service networks with different
objectives, target groups disciplines, other policy contexts, or other value com-
positions. This may provide information about the influence of these contextual
characteristics. For example, what value tensions arise when a network provides
services for different target groups? Do less complex target groups need a lower
level of value differentiation among professional actors to achieve network goals?
Qualitative Comparative Analysis (QCA) could be a promising methodology for the
analysis of these multiple cases and may help explain why some cases are successful
and others are not. Second, it would be interesting to specifically investigate
governance modes in relation to value differentiation. The care network investi-
gated in this case study, transformed from a participant-governed network to an
NAO network (Provan and Kenis, 2008). What would the results have looked like if
the network still used a shared governance approach, or if it was coordinated by a
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lead organization? What would be the implications for the coping mechanisms
identified?

Acknowledgements

We would like to thank the study respondents for their participation and time.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with respect to the research, authorship, and/
or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support for the research, authorship, and/or
publication of this article: This work was supported by Vilans, National Centre of Expertise in Long
Term Care in The Netherlands.

Ethical statement

Ethical approval

The study protocol has been reviewed and approved by the Ethics Review Board of Tilburg School
of Social and Behavioural Sciences (Ref. ‘RP624’).

ORCID iD

Nick Zonneveld  https://orcid.org/0000-0003-0902-1927

References

Ansell C and Gash A (2008) Collaborative governance in theory and practice. Journal of Public
Administration Research and Theory 18(4): 543–571. Oxford University Press.

Axelsson SB and Axelsson R (2009) From territoriality to altruism in interprofessional collabo-
ration and leadership. Journal of Interprofessional Care 23(4): 320–330. DOI: 10.1080/
13561820902921811.

Bannink D and Trommel W (2019) Intelligent modes of imperfect governance. Policy and Society
38: 1–20. DOI: 10.1080/14494035.2019.1572576.

Bardach E (2001) Developmental dynamics: interagency collaboration as an emergent phenom-
enon. Journal of Public Administration Research and Theory 11(2): 149–164. Oxford Uni-
versity Press.

Bartelings JA, Goedee J, Raab J, et al. (2017) The nature of orchestrational work. Public Man-
agement Review 19(3): 342–360. Taylor & Francis.

Bozeman B (2007) Public Values and Public Interest: Counterbalancing Economic Individualism.
Washington: Georgetown University Press.

Bozeman B (2019) Public values: citizens’ perspective. Public Management Review 21(6):
817–838, Routledge. DOI: 10.1080/14719037.2018.1529878.

Zonneveld et al. 23

https://orcid.org/0000-0003-0902-1927
https://orcid.org/0000-0003-0902-1927
https://doi.org/10.1080/13561820902921811
https://doi.org/10.1080/13561820902921811
https://doi.org/10.1080/14494035.2019.1572576
https://doi.org/10.1080/14719037.2018.1529878


Bryson JM, Crosby BC and Stone MM (2015) Designing and implementing cross-sector col-
laborations: needed and challenging. Public Administration Review 75(5): 647–663. Wiley
Online Library.

Cameron A, Lart R, Bostock L, et al. (2014) Factors that promote and hinder joint and
integrated working between health and social care services: a review of research lit-
erature. Health and Social Care in the Community 22(3): 225–233. Wiley Online
Library.

Corley KG and Gioia DA (2004) Identity ambiguity and change in the wake of a corporate spin-off.
Administrative Science Quarterly 49(2): 173–208. Los Angeles, CA: Sage Publications Sage
CA.

Crosby BC, ‘t Hart P and Torfing J (2017) Public value creation through collaborative innovation.
Public Management Review 19(5): 655–669, Routledge. DOI: 10.1080/14719037.2016.
1192165.

Emerson K, Nabatchi T and Balogh S (2012) An integrative framework for collaborative
governance. Journal of Public Administration Research and Theory 22(1): 1–29.

Head BW and Alford J (2015) Wicked problems: implications for public policy and man-
agement. Administration and Society 47(6): 711–739. Sage Publications Sage CA: Los
Angeles, CA.

Hitlin S (2003) Values as the core of personal identity: drawing links between two theories of self.
Social Psychology Quarterly 66(2): 118–137. DOI: 10.2307/1519843.

Hitlin S and Piliavin JA (2004) Values: reviving a dormant concept. Annual Review of Sociology
30(1): 359–393. DOI: 10.1146/annurev.soc.30.012703.110640.

Hofstede G (2011) Dimensionalizing cultures: the Hofstede model in context. Online readings in
psychology and culture 2(1): 2307–2919.

Huxham C and Beech N (2003) Contrary prescriptions: recognizing good practice tensions in
management. Organisation Studies 24(1): 69–93. Thousand Oaks, CA: Sage Publications
Sage CA.

Kalleberg AL and Marsden PV (2019) Work values in the United States: age, period, and gen-
erational differences. The Annals of the American Academy of Political and Social Science
682(1): 43–59.

Kenis P and Raab J (2020) Back to the Future: Using Organisation Design Theory for Effective
Organisational Networks. In: Perspectives on Public Management and Governance. Oxford:
Oxford University Press US, Vol. 3, 109–123.2

Klijn EH and Koppenjan J (2015) Governance Networks in the Public Sector. Oxfordshire:
Routledge.

Kluckhohn C (1951) Values and value-orientations in the theory of action: an exploration in definition
and classification. In: Parsons T & Shils EA (Eds.), Toward a General Theory of Action, Harvard
University Press, Cambridge, 388–433. DOI: 10.4159/harvard.9780674863507.c8

Meijer A and De Jong J (2020) Managing value conflicts in public innovation: ostrich, chameleon,
and dolphin strategies. International Journal of Public Administration 43(11): 977–988.
Taylor & Francis.

Minkman MMN (2012) Developing Integrated Care: Towards a Development Model for
Integrated Care. Rotterdam, Netherlands: Erasmus University/iBMG. Available at:

24 Public Policy and Administration 0(0)

https://doi.org/10.1080/14719037.2016.1192165
https://doi.org/10.1080/14719037.2016.1192165
https://doi.org/10.2307/1519843
https://doi.org/10.1146/annurev.soc.30.012703.110640
https://doi.org/10.4159/harvard.9780674863507.c8


https://ijic.ubiquitypress.com/articles/10.5334/ijic.1060/galley/1907/download/ (ac-
cessed 26 July 2017).

Moore MH (1995) Creating Public Value: Strategic Management in Government. Cambridge,
Mass: Harvard University Press.

Oldenhof L, Postma J and Putters K (2014) On justification work: how compromising enables
public managers to deal with conflicting values. Public Administration Review 74(1): 52–63.
DOI: 10.1111/puar.12153

O’Flynn J (2007) From new public management to public value: paradigmatic change and
managerial implications. Australian Journal of Public Administration 66(3): 353–366. DOI:
10.1111/j.1467-8500.2007.00545.x.

O’Leary R, Choi Y and Gerard CM (2012) The skill set of the successful collaborator. Public
Administration Review. Wiley Online Library 72(s1): S70–S83.

Paquin RL and Howard-Grenville J (2013) Blind dates and arranged marriages: longitudinal
processes of network orchestration. Organisation Studies 34(11): 1623–1653. London, En-
gland: Sage Publications Sage UK.

Parker S, Hartley J, Beashel J, et al. (2021) Public policy and administration. In: Leading for Public
Value in Multi-Agency Collaboration. London, England: Sage Publications Sage UK.
0952076721999490.

Provan KG and Kenis P (2008) Modes of network governance: structure, management,
and effectiveness. Journal of Public Administration Research and Theory 18(2):
229–252.

Provan KG and Milward HB (2001) Do networks really work? A framework for evaluating public-
sector organisational networks. Public Administration Review 61(4): 414–423. Wiley Online
Library.

Raab J (1998) Differentiation and integration as general dimensions for the analysis of interor-
ganizational networks [Paper presentation]. European Group for Organizational Studies
(EGOS) Colloquium 1998, Maastricht, the Netherlands.
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Appendix

Appendix A

Interview guide semi-structured interviews network actors

Interview questions
Can you tell us something about the network your organization participates in? What does the
network focus on? How long has the network been in existence?What is the history of its origins?
Why is your organization participating? How has the network developed? How far along in its
development do you think the network has gone? What is going well in the network? What is
going less well and could be improved?

What function(s) does your organization have? What services does your organization provide? Can
you tell us something about that? What distinguishes your organization?

What position does your organization have? (For example, has control through legislation or
resources, or is following). How does your organization fill this position?

In the pre-sent list you could choose which 3 values are the most important in your organization,
and which 3 values are the least important in your organization.

Why did you choose these values? Can you tell us something about that? Why are these values
important to your organization? How do you notice that? Can you give an example of that?

How is the network coordinated? For example, are there regular meetings? With whom do you
exchange information and how does this happen?

How do you experience collaboration in the network? What things are going well? What things are
not going well? To what extent do you think the network is successful in organizing integrated
care?

In the pre-sent list you could choose which 3 values are the most important in the network, and
which 3 values are the least important in the network.

Why did you choose these values? Can you tell us something about that? Why are these values
important to the network? How do you notice that? Can you give an example of that?

Has a collective network goal been agreed upon? If so, what do you think that networking goal is?
To what extent do you agree with this goal, from the perspective of your organization? How does
the network goal fit in with the objectives of your organization?

To what extent are you aware of what the other partners consider important? If so, what values do
you think guide your collaboration partners at organizational level? And which values do you
think guide your collaboration partners at network level?

Do you understand why the other partners attach importance to these values?
What does the network leader/coordinator do in and for the network? What do you think the
average working week of the network leader/coordinator looks like? When will you contact the
network leader/coordinator? Can you give an example of those contact moments with the
network leader/coordinator?

What influence does the network leader/coordinator have on the collaboration? When does the
network leader/coordinator influence/direct the collaboration? Can you give an example of such
a moment? How do you experience that control?

How does the network leader/coordinator deal with dilemmas or possible tensions between
organizations or people? How does the network leader/coordinator deal with possible different
value orientations?

What competencies do you think a network leader/coordinator should have? Does the network
leader/coordinator have those competencies? How does the network leader/coordinator use
those competencies? Can you give an example of that?
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Appendix B

Interview guide semi-structured interviews network leader

Interview questions
Can you tell us something about the network you work in? What does the network focus on? How
long has the network been in existence? What is the history of its origins? Which organizations
participate and how long have they been doing so? How has the network developed? How far
along in its development do you think the network has gone? What is going well in the network?
What is going less well and could be improved?

Can you tell us something about your role/position? How do you fulfill the network coordinator/
leadership role? What do you find important in this?

What does an average working week look like for you? Can you give an example of such an average
working week? What activities do you undertake, and how many hours do you spend on these
different activities? What activities does it undertake to facilitate collaboration in the network?
How does that work? What is going well and what is not going so well? What do you think of the
development of the healthcare network? When do you influence/direct the collaboration? Can
you give an example of such a moment?

In the pre-sent list you could indicate which 3 values are the most important in the network/for the
collective, and which 3 values are the least important in the network/for the collective.

Why did you choose these values? Can you tell us something about that? Why are these values
important in the network? How does that manifest itself? Can you give an example of that?

Has a collective network goal been agreed upon? If so, what do you think that networking goal is?
How did you arrive at this networking goal?What role did you play in that? Is it important to have
a common networking goal? If so, why? If not, why not?

To what extent are you aware of what the various partners consider important? If so, which values
do you think guide the various partners at organizational level? And which values do you think
guide the various partners at network level?

Do you understand why the other partners attach importance to these values?
How do you deal with possible contradictions in terms of value orientations? Have you ever had to
deal with that? Can you give an example of that?

Which dilemmas do you encounter in daily practice? Can you give an example of that? How do you
deal with that?

Which competencies do you consider important in your role? Do you have those competencies?
How do you use those competencies? Can you give an example of that?
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