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ABSTRACT 

The purpose of this study was to contribute to the development of partnership theory by 

using feminist methods to explore issues of partnership effectiveness and efficiency 

within Canadian health systems. While there is an extensive literature regarding 

partnership characteristics and processes, there remain gaps in knowledge. The focus of 

thh study was to add depth to our understanding of two such gaps; that is, the influence 

of social context and gender on the development of partnerships. 

Social context and gender were co~lceptualised based upon data fiom this study and on a 

review of the literature. Social context is constituted by the interplay between individuals 

and social institutions (ie., symbolic orders and modes of discourse, political, economic, 

and regulatory). For the purposes of this study, gender is defined as a symbolic order and 

mode of discourse. The h e w o r k  of relational practice is used to analyze the influence 

of gender on partnerships 

The design was a comparative case study approach and the perspective of institutional 

ethnography informed the methods. Data were collected using key informant interviews, 

program documents, observation and a brief demographic questionnaire. The 

perspectives of key informants were used to develop detailed descriptions of two cases 

(i.e., the Violence Information and Education Centre and the Calgary Regional Health 

Authority - Private Practice Physical Therapy relationship). Thirty-two interviews were 



conducted with twenty-seven people. The case descriptions provided the foundation for 

critical analysis of the influence of social context and gender. 

Institutions within the social context influence the development of partnerships and these 

influences vary fkom one partnership to the next. While it may not be possible to control 

social institutions, recognition of their influence is of value in planning and implementing 

partnerships. Partnerships are based upon relational practices. Analysis of relational 

practice explicates gender and power dynamics within partnerships. Partnerships that are 

both effective and efficient have a broad theoretical base including explicit 

acknowledgement of the role of gender. The substantive contributions of this research are 

derived from clarification of the influence of social context and the addition of relational 

theory to theoretical perspectives that have traditionally defined partnerships. 
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CHAPTER 1 : RESEARCH PROBLEM 

I. Introduction 

Policies of global market expansion have carried with them a vocabulary of effectiveness 

and efficiency with emphasis on deficit reduction, welfare modernization, liberalized 

markets and public-private investment partnerships (Broadbent, 1999; Brodie, 1995; 

Carlsson, 1999; Hancock, 1998; Kinnock, 1999; Rowd, 1999). Change on a global scale 

requires complementary changes at regional and national levels. As a result, ' W i  

are being bombarded at every turn with the message that things have to change, that we 

are uncompetitive in an increasingly competitive global economy, and that we can no 

longer afford the security and services that were once guaranteed to all Canadians by the 

postwar welfare state" (Brodie, 1995). Effectiveness, efficiency and partnerships have 

become part of the daily discourse. 

Changes in the Canadian social welfare system mirror changes in the global market. 

Strategies for effective and efficient delivery of health services, for instance, emphasize 

an increasing role for the private sector, multidisciplinary approaches, and the need for 

the development of partnerships to deliver health services (Calgary Regional Health 

Authority, 2000; Gordon, Plarnping, & Pratt, 1999; Health Camda, 1996; Health Canada, 

1997; Labonte, 1993; Minister of National Health and Welfare, 1991; Scott, Home, & 

Thurston, 2000; Stewart, Banks, Crossman, & Peel 1995; Thurston & Scott, 1996). Such 

sLrz?egies EC c~)!?cE Lnkd ?Q ~ P C P I T ~  h fie cf ~ q e m e r ? t ,  he&!! proztotie:! ~d 



population health, emphasiziig collaboration to address complex issues, 

interconnections among the determinants of health and the need for partnerships among 

sectors that address health. The reasoning widely used to promote partnerships, however, 

has been based on inadequately developed theory. Congruence between partnership 

development within health systems and outcomes such as effectiveness and efficiency 

has yet to be fully examined. While it is recognized that the development of partnerships 

is dependent upon social interaction (Gray, 1999), partnership theory derived fiom 

management, population health and to some extent health promotion, has not generally 

critically examined the influence of social context and social interaction on partnership 

development. 

11. Theory and Epistemology 

Theory is generally defined as "set of interrelated propositions containing concepts that 

describe, explain, predict, or control behavior" (Glantz, Lewis, & Rimer, 1990). 

Armstrong and Armstrong (1990) state "visible, clear, systematic theory is critical to the 

development of strategies, because we need to know how things currently work in order 

to change or maintain them and in order to develop an alternative vision" @. 12). Chen 

(1990) suggests "that action and practice tend to precede theory development in any 

disciplineH@. 19). This tendency is clear in the development of partnership theory. 
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The ontological and epistemological underpinnings of theory development guide data 

collection and analysis (Clough, 1995; Mann & Kelley, 1997; Nicholson, 1990; Smith, 

1987). Theory developed in this study takes as its starting point the understanding that 

theory is explicitly historical and culturally specific (Fraser & Nicholson, 1990). This 

theory will be inflected with temporality, it will be pragmatic and fallible and it will be 

comparative rather than universalising (Fraser et al., 1990). It will treat social context and 

gender as relevant strands of analysis. It is based on a relational ontology that "views 

human beings as embedded in a complex web of intimate and larger social relations" 

(Mauthner & Doucet, 1998) and an epistemology that assumes that the social world exists 

and is coordinated through the actions of people (Grfith, 1998). Code (1991) descriis 

this episternic position as mitigated relativism More recently, Grasswick (personal 

communication, January 30,2001) has been expanding the work of Lonaine Code (Code, 

199 1,1994) and Annette Baier (Baier, 1995) to construct an epistemology of individuals- 

in-communities which recognizes that knowledge is always embedded in social context 

and developed through networks of communities. This dissertation reflects the 

development of knowledge based on experiences and perspectives of individuals who 

continue to be engaged in partnership practice and research. 

UI. Gaps in Knowledge 

The influence of social context and specifically gender emerged during an earlier study 

',sc&fi-T2F!m- 1993). )rTmmm,eLm~ (1 996) &I zmyO.;;!dgcg &h2t =esr;; ChSS &SPL-itieS 
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and gender differences "need to be acknowledged, understood and l l l y  integrated into 

well-conducted collaborative processes" (pp. 32-33). Armstrong and Armstrong (1 990) 

state that the "sexual division of labour, like assumed sex differences in skills, capacities, 

and attitudes, has been accepted, not questioned" @. 17). Mejia, Butter and Ewart (1 987) 

emphasize the need for a gendered analysis within the context of the health system. 

Yanich (1984), Kickbusch (1989), and Himmelman (1996) have all indicated that socio- 

political factors play a role in the development of partnerships. Despite acknowledgement 

of "insightfid analysis of gender differences in defining and using power, 

communications, leadership, and problems solving group dynamics" (Himmelman, 

1996), analyses of both gender and socio-political contexts have not been embedded 

within a study of partnerships and therefore do not directly inform our understanding of 

how and why these factors may influence partnership development. 

IV. Study Purpose 

The purpose of this study is to contribute to the development of partnership theory by 

using feminist methods to explore issues of partnership effectiveness and efficiency 

within Canadian health systems. I will focus on the influence of social context and 

specifically gender on the development of partnerships. 



V. Research Questions 

What factors influence the development of effective and efficient partnerships within 

Canadian health systems? 

How do social context and specifically gender affect the development and outcomes of 

partnerships within Canadian health systems? 

VI. Significance of the Study 

By explicitly analyzing social context and gender to explore issues of partnership 

efficiency and effectiveness, theory that is developed will be more likely to reflect the 

complex and multi-hceted nature of such initiatives. The end product of this study will 

be a contribution to partnership theory that will have applications to health policy, health 

systems evaluation, and the training of health professionals. 

VII. Summary 

In this chapter I have identified gaps in knowledge, described the ontological and 

epistemological underpinnings of this study and presented the research questions. 

Chapter 2 provides a detailed review of collaboration literature and literature relevant to 

the exploration of social context and gender. In Chapter 3, the research design and 
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methods are described. Case descriptions in Chapter 4 provide the foundation for W e r  

critical analysis in Chapter 5 and 6. In the final chapter, Chapter 7, I discuss issues arising 

fkom data analysis and their implications for future research. 



CHAPTER 2: LITERATURE REVIEW 

I. Current Knowledge of Collaboration and Partnerships 

A. Collaboration Theory 

For more than three decades, collaborative alliances have been identified as strategies to 

assist organizations and individuals to hc t ion  within turbulent and complex 

environments (Appleby & Winder, 1977; Clough, 1995; Creswell, 1998; Grahame, 1998; 

Gray & Wood, 1991 ; Jones, 1994; Perhutter & Trist, 1986; Qualitative Solutions and 

Research Pty. Ltd, 1977;Sturmanis, 1997; Trist, 1977). Specific awareness of the need for 

intersectoral strategies to address issues of health has also evolved over many decades 

(Baier, 1995; D i S t e h ,  1990; Gillies, 1998; Gordon et al., 1999; Hennekens & Buring, 

1987; Hornby, 1993; Jadad, 1999; Kemm & Close, 1995; MacKean & Thurston, 1996; 

Vancouver/Richrnond Health Board, 2000; World Health Organization, 1986). Despite 

the breadth of work that has contributed to our understanding of collaboration, there is no 

single theoretical perspective that provides an adequate foundation for the development 

of general collaboration theory (Gray et al., 1991). This lack of general theory reflects the 

complexity of the issues that influence collaborative ventures. The proposed study will 

contribute to the understanding of collaboration within the specific context of health 

systems and will therefore develop substantive theory as described by Denzin (1 970). My 

contribution will be to challenge conventional knowledge of partnerships by exploring 

the influence of social context and specifically gender. 



1. Terminology 

Although many groups and organizations are espousing the need for collaboration, it is 

not clear that they are talking about the same thing. Huxham (1996) argues that: 

confusion in interpreting "collaboration" arises firom two dictions. On 
the one hand, there is a mass of related terminology used to describe inter- 
organizational structures which are the same or similar to collaboration. 
On the other hand, there are multiple interpretations of the tenn 
"collaboration" itself (p. 7) 

Such contbsion is reflected in two terms that are frequently used synonymously, 

collaboration and partnership. I argue, as does Gray (1989), that these two terms have 

distinctive meanings that have implications for program development and 

implementation. 

Collaboration is a strategy for building relationships and doing work (Winer & Ray, 

1997). Barbara Gray (1 989) defines collaboration as "a process in which those parties 

with a stake in the problem actively seek a mutually determined solution" (p. xviii). 

Collaboration may be motivated by a desire to advance a shared vision or a need to 

resolve conflict. The expected outcome of collaboration may be the exchange of 

information or the development of a joint agreement (Gray, 1996). Such relationships 

involve detailed planning and communication as well as the pooling of resources. 

Gray (1989), Winer & Ray (1997) and Himmelman (1996) make clear distinctions 

between collaboration, coordination, cooperation and networking. Networking is defined 

as the exchange of information for mutual benefit (Himmelman, 1996). It is the most 
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informal kind of inter-organizational relationship, reflecting an initial level of trust and 

commitment among organizations (Himrnelrnan, 1996). Winer and Ray (1 997) describe 

cooperation as shorter-term informal relations that exist without clearly defined mission 

statements, structures or plans. The participating organizations retain authority and keep 

their resources separate. Coordination describes more formal relationships that have a 

shared mission and more formal structural and planning arrangements. Participating 

organizations still retain authority but may make resources available to advance the 

mission (Winer et al., 1997). Gray (1989) and Himmelman (1996) suggest that 

networking, cooperation and coordination "often occur as part of the process of 

collaboration" @. 15). They are informal interactions that lay the foundation for the 

development of more formal relationships. Similarly, Himmelman (1996) and Winer and 

Ray (1 997) suggest that these concepts exist along a continuum of increasing intensity 

with networking at one end, foilowed by cooperation and coordination, and finally 

collaboration representing the more intense end of the relationship scale. 

The breadth of meanings that are attached to the term collaboration have been captured 

by Barbara Gray (1 989, 1996). Gray (1 996) provides a h e w o r k  for classifying 

collaborations based on two dimensions: the factors that motivate collaboration and the 

type of expected outcome (Figure 1). Thus, she identifies four types of collaborative 

designs: appreciative planning; collective strategies; dialogues; and negotiated 

settlements (Gray, 1996). 



advancing a 
MOTIVATING shared vision 
FACTORS 

resolving 
conflict 

EXPECTED OUTCOME 
exchange of information joint agreement 

I I I 
APPRECIATIVE 
PLANNING 

COLLECTIVE 
STRATEGIES 

Figure 1. Designs for collaboration From "Cross-sectoral partners: collaborative 
alliances among business, government and communities" by Barbara Gray, p. 61, 
Creating Collaborative Advantape, C. Huxham (Ed.), 1996, Thousand Oaks, CA: Sage 
Publications. Copyright 1996 by Barbara Gray. 

DIALOGUES 

The focus of appreciative planning is on the exploration and analysis of needs. It gives 

NEGOTIATED 
SE'ITLEMENTS 

rise to increased awareness of a problem area and may prompt proposals for collective 

strategies. Like appreciative planning, collective strategies are inspired by a shared vision 

of the need. However, these strategies go beyond appreciative planning by including the 

development of agreements to address the problem and bring the vision into reality. As a 

result, referent organizations1 are usually created to address agreements. Dialogues and 

negotiated settlements differ from appreciative planning and collective strategies in that 

they are motivated by the need to resolve conflict. (Scott-Taplin, 1993) 

'A referent organization (i.e., managing body or committee) is formed as a result of a 
collaborative effort. The hc t ions  of this organization include; regulation of relationships 
and activities, appreciation of emergent trends and issues, and i n . c t u r e  support 
(Gray, 1989; Trist, 1 977); 



Gray (1989) talks about partnerships as an example of collective strategies. Given 

these distinctions, it becomes less enticing to interchange the terms partneship and 

collaboration. Using Gray's framework, partnerships are, therefore, a type of 

collaboration. In this study, Gray's definition of collective strategies was used to define 

partnerships. 

I chose this particular de-ion of partnerships (ie., inspired by a shared vision of the 

need, the development of formal agreements and the formation of referent organizations), 

but I recognize that, just as with the term collaboration, there is a wide range of meanings 

attached to the word partnership. In many recent documents related to the health sector, 

the term partnership is frequently used to describe intersectoral initiatives (Alberta 

Health, 1991; Health Canada, 1996; Health Canada, 1997; Labonte, 1993; Minister of 

National Health and Welfare, 1991; Stewart et al., 1995; Thurston et al., 1996) but Ellso 

interpersonal relationships (Calgary Regional Health Authority, 2000; Jadad, 1999; 

Jutras, 1990; Stewart et al., 1995). There is also a legal definition of partnership 

(Province of Alberta, 1980)~. Gillies (1 998) defines partnerships for health promotion as 

" a voluntary agreement between two or more partners to work cooperatively toward a set 

of shared health outc~mes'~ (p. 101). She distinguishes between micro and macro-level 

partnerships in terms of the focus on affecting the underlying systemic or structural 

In the Act, partnership is defmed as "the relationship that subsists between persons 
carrying on a business in common with a view to profit" (Province of Alberta, 1980). 



determinants of health (Gillies, 1998); others link partnership to the level of 

participation in decision-making (MacKean et al., 1996). Definitional differences will 

continue to exist. To avoid confusion, it is important to be clear about how the term is 

being used (i-e., the characteristics of partnership). Some commonly identified 

characteristics of partnerships include: 

shared authority, responsibility, decision-making and management; 
representation of all stakeholders; 
joint investment of resources [time, work, hd ing ,  material, information, expertise 
(professional and non-professional)]; 
the development of a new structure; 
comprehensive planning; 
detailed communication strategies; 
trust; 
the distribution of power (it may be unequal); and, 
shared liability, risk-taking, accountab'ility and rewards 

(Gillies, 1998; Health Canada, 1996; MacKean & Thurston, 1996; Winer & Ray, 1997). 

2. Theory 

Barbara Gray has contributed significantly to the development of collaboration and 

partnership theory) over the past two decades (Gray, 1985,1989; 1996,1999; Gray et al., 

199 1, Wood & Gray, 199 1). In 199 1, Gray and Donna Wood, wrote the introductory 

chapters to two special issues of the Journal of Applied Behavioral Science (Gray et al., 

1991 ; Wood et aL, 1991). These issues focused on moving collaborative alliances from 

"A theory is a set of interrelated concepts, definitions, and propositions that presents a 
systematic view of events by specifying relations among variables in order to explain and 
nredict t b  evt--c ~y c ; t ~ , a t i ~ ~ "  (1 997) 
C - - --- - ---- 
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practice to theory. In analyzing nine contributed works, these authors identified six 

theoretical perspectives that contribute to understanding collaboration (i.e., resource 

dependence, corporate social performance or institutional economics, strategic 

management or social ecology, microeconomics, institutional or negotiated order, 

political) (Gray et al., 1991). In their conclusion, Wood and Gray suggested that each 

theoretical perspective provides ''partial - but insufficient - fuel for a general theory of 

collaboration" (Wood et al., 1991) and proposed questions that must be addressed for the 

construction of a general theory of collaboration. But is such grand theorizing possible? 

Given the epistemological stance that I espoused in Chapter 1, it is not likely that, in my 

search for partnership theory, I will be looking for a rneta-narrative (i.e., theory that can 

explain and predict all partnerships). As outlined in Chapter 1, for this project, theory of 

partnerships will be recognized as explicitly historical, temporally and culturally specific, 

comparativist rather than universalizing, pragmatic and hllible (Fraser & Nicholson, 

1997). This means that at a practical level, different theoretical perspectives may assist in 

understanding specific aspects of partnerships at a given time and place. 

More recently, Gray (1 999) extended the 199 1 analysis and, in a less universalizing tone, 

indicated that in collaboration research: 

Two new approaches (based on social capital and network analysis) were evident; 
Resource dependence and transaction cost theories were used mostly for two-party 
alliances; 
A tension between the transaction cost and behavioral and structural approaches is 
evident in work on partners' trust and learning; 
A critical perspective emerged that emphasizes power differences among the 
parties; and 



There is an increased linkage with institution theory, in particular the work of 
Giddens. (Gray, 1999) 

Delaney (1994) also identified resource dependence, network and political perspectives 

as relevant to intersectoral collaboration. Lowndes and Skelcher (1 998) and Provan and 

Milward (1 995) suggest resource dependence as a motivator in the development of 

partnerships. Janssens & Seynaeve (2000) link stakeholder theory and social identity 

theory to coIlaboration. Mulroy and Shay (1998) also identified elements of social 

identity theory in collaborative relationships (see Tables 1 and 2 for a brief overview of 

these theoretical perspectives). 



Table 1. Overview of theoretical perspectives related to collaboration 

relationships. Resource dependence is a powerhl direct determinant of comrnunic~tions, resource 
transactions, and consensus. 
Consensus among parties in an interorganizational relationship is both a positive outcome of initial 
resource dependence and communications and has a negative influence on subsequent perceptions of 
resource demndence. Nan de ven & Walker. 1984) 

Theor1:tical Perspective 
Resource dependence t- 

- 

Overview 
Perceptions of dependence on others for resources spur the development of interorganizational 

Corporate social 
performance/stakeholder 

mana&ment/social ( DO& not explain the range of cofaborative ventures that exist; does not account fo; power sharing or 

"The corporation is constituted by the network of relationships which it is involved in with 
employees, customers, suppliers, communities, business and other groups who interact with and give 

Stratelzic 
meaning to the corporation" (Janssens & Seynaeve, 2000). 
Depicts a focal organization engaging in independent courses of action to gain competitive advantage 

ecoloey 
Micro~:conornics 

al., 1991) 
Focus is on power dynamics and the distribution of benefits among a network of stakeholders in a 

- 
other characteristics of collaboration. (Gray et al., 199 1) 
Focus is on achieving bilateral efficiency without considering the overall efficiency of the social 

Institu tionavnegotiated 
system within which the organizations operate. (Gray et al., 1991) 
Organizations seek to achieve legitimacy by conforming to institutional norms and rituals. (Gray et 

Social capitaVnetwork 

Social identity 

domain. (Gray et al., 1991) 
"the aggregate of the actual or potential resources which are linked to possession of a durable 
network of more or less institutionalized relationships of mutual acquaintance and recognition - or in 
other words to membership of a group" (Hawe & Shiell, 2000); has relational, material and political 
aspects and may have positive and negative effects. 
Focus is on the congruence between perceived organizational identity and the self-perceived identity 
of stakeholders; how closely the stakeholder identifies with the identity of the organization. 
"Trust, citizenship behavior, and commitment are related to the process and intensity of 
identification" (Biggiero, 1 999). 



1 1 respond to its stakeholder network? ) institution? 

Table 2. Research questions that address aspects of collaboration 

I I W&t is the partnership's role in solving I How are responsibilities for solving 

Organization-level questions 
How can environmental uncertainty be 
reduced without increasing dependence? 
How does a partnership control and 

Domain-level questions 
When do stakeholders adopt 
collaborative alliances? 
What is the role of business as a social 

Strategic management/social ecology t- 
in its transactions with other 
organizations? 

environment? 
How can a partnership achieve efficiency 

affect the overall efficiency of resource 
use within the entire interorganizational 

social problems and issues 
How can partnerships reduce threats and 
capitalize on opportunities within their 

are achieved? 
How does the collaborative alliance 

social problems allocated among actors? 
How do partners in an alliance regulate 
their behaviours so that collective gains 

order 
structural configurations? 
How do partnerships achieve legitimacy 

Why do partnerships adopt certain 
institutional environments? 
Are alliances shaped by institutional 

with institutional actors? 
Who has access to power and resources 

I Social capitallnetwork I How available and adequate are the I How available and adequate are the 

network included in the domain? 
How do alliances interact with 

environments or vice versa? 
Who has access to power and resources 

that S e c t  the 
Who does and does not benefit fiom 
distribution of power and resources that 
affect the ~ar tnershi~? 

that affect the domain? 
Who does and does not benefit from the 
distribution of power and resources 
within the domain? 

I 1 ~artnershi~ and the ~artner agencies? 1 with the attributes of the domain? 
identity 

Adapted from: Wood et al., 1991; Hawe et al., 2000. 

networks within the partnership? 
How similar are the identities of the 

networks within the domain? 
How closely do the partner's identifjr 



3. Frameworks and models 

Partnership theory derives from many different theoretical perspectives and practice 

situations; correspondingly, a number of collaboration and partnership fiameworks and 

models4 have developed. By their very nature, fiameworks and models leave out much of 

the detail of the propositions or theories they represent and fiequently do not make 

explicit links to theories fkom which they are derived. Application of such tools therefore 

involves acknowledging their contextual (ir)relevance and applying them with a measure 

of flexibility that accounts for contextual realities. In this section I review several 

h e w o r k s  and models that were developed within and among the following contexts: 

government fhnded partnerships; public health; health care; community agencies; 

vulnerable groups; campus/community initiatives; non-governmental agencies; and, 

business. The purpose of this overview is to identlfjl common themes, distinct differences 

and gaps in existing bodies of knowledge. Some of the fiameworks and models 

summarized in this section use the terms partnership and collaboration synonymously but 

reflect the definition of partnerships presented earlier. 

4 Framework - "descriptive categories are placed within a broad structure of both explicit 
and assumed propositions.. . its propositions summarize and propose explanations for vast 
amount of data. It is not a theory, however, because the propositions are not 
systematically derived in a deductive fashion" (Denzin, 1970). 

Models - Symbolic representation of the concepts that make up a theory, may draw on a 
number of theories or empirical findings to further understanding of a problem in a 
specific context (Polit et al., 1995). 



In 1993, I conducted a qualitative study of the development of partnerships among 

community agencies working with vulnerable groups. The Partnership Framework (Table 

3) and Process Model (Figure 2) that were derived fiom the study suggest processes that 

may encourage the success of collaborative ventures. 

Commitment from 
Implementation potential men 

Agreement 

Figure 2. A process model for partnership development. From The development of 
partnerships among community agencies working with vulnerable moups (p. 107), by C. 
M Scott-Taplin, Unpublished Master's Thesis, 1993, Calgary, AB: University of 
Calgary. Copyright 1993 by C. M. Scott-Taplin. 



Some of these processes are described below: 
* The completion of groundwork prior to the establishment of the initiative and the 

implementation of ongoing program evaluation may facilitate the identification of 
the elements that are required for a specific partnership. 

a Issues relating to fhctors in the external environment, partnership characteristics, 
partner characteristics, communication strategies and potential operations should be 
discussed early in the development of a partnership initiative. 

e Each potential partner will seek specific benefits fiom participation in the 
partnership. These reasons for participation must be acknowledged through a clear 
discussion of how each partner may benefit. If it is not possible for the partnership 
to meet these individual needs, partners should be given the opportunity to withdraw 
fiom the initiative. 
It is particularly important that the people who are approached to act as partner 
representatives be committed to the issue that will be addressed by the partnership. 
It is essential to develop strategies to maintain a high level of commitment as 
experienced partner representatives leave and as new partner representatives join the 
partnership. 

(Scott-Taplin, 1993) 

Key elements in this process are: the identification of need, the identification of a 

common vision, identification of potential partners, attainment of agreement to proceed, 

and implementation (Figure 2). This is an iterative process. After the partnership has been 

initiated, the order in which these activities occur will vary from one partnership to the 

next. 



EXTERNAL 
F A ~ R S  

DOMAIN 

PARTNERSHIP 
CHARACTERISTICS 

I I Personnel Time 

Administrative 
Senice Provision 

Recognition 
Support 

Resources 

I 1 Material 

Organizational 
Individual 
Community 
Funders 
Community 
Vulnerable Group 
Partners 
Personnel 

Groundwork 
Organizational Structure 

Operational 
Funding Space 

I Re~resentation I Areas Characteristics 

Research Activities 
Administrative 

PARTNER 

I 
- 1 Knowledge Time 

CHARACTERISTICS 

Reputation 
Organizational Structure 

Positive Negative 
Administrative 

Resources 

Representation 
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Operational 
Commitment Funding 

Skills 
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Partners 
Personnel 

COMMUNICA~ON 

OPERATIONS 

Personnel 
Partnership 
Partner 
Community 
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Area 

. - 

Area 

Vulnerable Group 
Formal Informal 
Service Recipient 
Personnel 
Partnership 
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Type 
Service Provision 
Service Recipient 

Community 
Administrative 



Gray (1989) has suggested that there is a general sequence of phases that are similar 

across all four of her collaborative designs. The sequence is characterized in the 

following way. The first phase is a problem-setting phase during which it is critical to 

convene and gain commitment fiom appropriate stakeholders. The second phase is 

characterized by direction setting. In this phase the problem is explored and agreement is 

reached regarding how to proceed. If the venture is a collective strategy or a negotiated 

settlement, the third phase is characterized by steps to implement the agreement. Gray 

(1 996) also indicates that the sequence of these phases will vary between partnerships. 

Himrnelman (1996) has developed a guide to the collaborative process. Each of the 

twenty design steps that he has proposed is accompanied by a series of questions that can 

be asked when designing collaboration but also throughout the collaborative process to 

measure progress. 

In 1997, Human Resources Development Canada released a comprehensive Partnership 

Handbook. Reasons for forming partnerships are identified (e.g., a desire to avoid 

duplication, to share clients or customers, to simplify access, to improve service without 

significantly increasing cost, the need for action that would be difficult to undertake 

alone) but the report also emphasizes that: 

Partnerships take time to evolve, may or may not be the right approach for 
the situation and don't always economize on resources - financial or 
otherwise. A partnership is one approach to reach common goals but not 
the only one. After being well thought out, agreement needs to be reached 
that a partnership is the best choice for those involved. 



The "Ten Stepping Stones to Effective Partnering" (Smith, 1997) outlined in the book 

included: vision; goals; membership; commitment; action plan, roles and responsibilities; 

communication; resources; evaluation; revision and closure. In one form or another, these 

themes permeate much of the literature described below. 

A framework for partnership development is discussed within the context of describing a 

corporate strategy for the Health Promotion and Program Branch (HPPB) of Health 

Canada in the Alberta/NWT/Nunavut region (Health Canada, 1999a). The premise for 

making partnerships part of the corporate strategy rests on an understanding that: 

Today, health promotion, as part of the process of promoting healthy 
habits, involves other strategies in addition to health education, such as 
political lobbying, organizational change, community development, the 
media and new mass technologies, fiscal measures, local activities and 
social marketing (Health Canada, 1999a). 

In this document, the "actions to acquire corporate partners"5 (Health Canada, 1999a) 

heavily emphasize preparatory work (e.g., knowing internal assets and leverage points; 

determining the vision and scope of the project fiom Health Canada's perspective; 

conducting an ethics scan of potential partners; checking legal issues, determining the 

corporate bottom line (solvency) and culture; determining upper management support and 

problems; determining the contributions of each partner; discussing membership 

flexibility) prior to the development of a partnership agreement. Although explicit 



guidelines for ongoing partnership development are not articulated, some risk 

avoidance strategies are mentioned (i.e., approach cause-related alliances with a bottom- 

line mentality; assess HPPB and lor Project organizations strengths and weaknesses; 

know how HPPB or non-profit partners can add value to for-profit partners; take an 

active role; recognize that successfbl outcomes may mean more demands; avoid 

dependence on corporate hd ing ;  keep scanning other corporations for resources; 

maintain contact among partners; ethics scan) (Health Canada, 1999a). 

Another Health Canada report released in 1999 (Health Canada, 1999b) outlined a 

process for intersectoral collaboration. Five elements in the process include: 

pre-planning for intersectoral collaboration, being sure of the purpose, clarifying 
authority of the intersectoral collaborative group; 
building the partnership, paying attention to power (choosing the partners, clarifying 
partners' accountabilities, clarifying partners' powers, vision making); 
securing partners7 involvement, creating ownership of the product throughout the 
process (fkcilitating group process); 
following through on action (clarifying the basis for action, the role of a champion); 
consulting constituencies.(Health Canada, 1999b) 

The American Public Health Association recently published a report generated fiom a 

study, h d e d  by the W.K. Kellogg Foundation, of seven community-based public health 

partnership initiatives (Bruce & McKane, 2000). While the documents included in this 

(Footnote continued) 

Corporations are defined as private business, not-for-profit organizations and 
(Footnote continued on next page) 



report do not describe a single model that guided all seven initiatives, they do describe 

principles that guide community-based practice (i.e., assets are foundation stones, listen 

first, think long-term to build trust, pay attention to process before product, start with the 

other's agenda, adopt partnerships in problem solving, expect accountability in others, be 

accountable, share culture and values, model by example from the top of the 

organization) (Pestronk, 2000), transitional stages (i.e., leadership development, 

transformation of perception of "expert" knowledge - assets transfer, a sense of shared 

values, people in communities develop) (Pestronk, 2000), and recommendations for 

future community based initiatives (Schmitz, 2000). The recommendations include: 

continue to use planning or visioning phases prior to launching major initiatives; 
use multiple strategies to support partnership organizations during implementation; 
take time to build clear theories of action with informed audiences and key 
stakeholder groups before launching a large-scale policy or systems change 
initiative; 
clarfi whether initiatives are essentially capacity building in nature vs. systems 
change initiatives; clarify what is meant by "community" and "community-based" 
for a given initiative; consider when a .  how collaborative partnerships can be 
instrumental for success and when this strategy is optional; 
don't underestimate the challenge of changing health status, "systems", or of 
building capacity in communities and institutions; 

* build leadership capacity across multiple sectors. (Schrnitz, 2000) 

In 1997, the Community Health Research Unit at the University of Ottawa published a 

monograph derived &om a study of community-based heart health partnerships 

(Footnote continued) 

community groups (Health Canada, 1999a). 



(MacLean et al., 1997). Themes that arose fiom this study and which form the basis for 

a partnership framework include: 

Context - characteristics of the environment (e.g., external events) which influence 
the partnership; 
History - past relationship experiences which influence the current relationship 

e Commitment - reasons and conditions for taking part in the partnership; human and 
financial contributions to the partnership; 
Internal Process - how partner organizations work together; 
Characteristics - aspects of the partnership relationship, the partners, and the 
champions and their relationships 
Accomplishments - positive results of partnership could be in the form of activities, 
benefits or spin-offs. (MacLean et al., 1997) 

The partnership process model that was derived fiom the project outlines an iterative 

process that begins with potential partners making contact to discuss working together on 

an issue of common interest. At this meeting, the purpose for the partnership and goals 

are discussed. As a result of meeting, an action is agreed upon Action involves three 

simultaneous processes that influence one another (i.e., planning process, communication 

process, use of resources). When these processes are implemented, the action and other 

accomplishments are realized and evaluated. Based upon evaluation, partners decide to 

renew, maintain or withdraw commitment. Champions and commitment to the 

partnership were identified as being important throughout the process. 

Barbara Maciak and her co-authors describe a community academic partnership that was 

established to prevent intimate violence against Latina women (Maciak, Guzman, 

Santiago, Villalobos, & Israel, 1999). The elements of the process included: mobilizing 

diverse partners: implement in^ strategies for management, staffing and group process; 
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establishing an identity (mission and goals statement); community diagnosis and needs 

assessment activities; program planning with an ecological framework; integrating 

evaluation within the developmental process. These authors identified that challenges to 

the process included maintaining ownership within the Latino community, lack of trust 

and respect for outsiders, striking a balance between research and action; lack of 

knowledge about cultural differences with regard to intimate partner violence, and lack of 

funding for development activities (Maciak et al., 1 999). 

Kari Krogh (1 996, 1998) conducted a study to examine the perspectives of people with 

disabilities' on community partnerships. She specifically examined their perspectives on 

power, beliefs and values. Based on that work, she developed a partnership agreement 

framework for collaborative research and a conceptual b e w o r k  for community 

partnerships (Krogh, 1996,1998). The agreement h w o r k  outlines issues that should 

be addressed when establishing collaborative research projects (i.e., clarifying principles, 

beliefs, values, objectives, roles, responsibilities, benefits, mechanisms for 

acknowledging contributions, support for the partnership process, and mechanisms for 

conflict resolution and evaluation) (Krogh, 1996). The partnership h e w o r k  (Krogh, 

1998) depicts connections among partner belief systems, socio-political context and 

power structures. The belief systems of partners form the core of Krogh's partnership 

b e w o r k  (Krogh, 1998); she contrasts belief systems associated with charity and 

medical models with those associated with an independent living model. While these 

?x!ief systers rxzy 5 di&z,?ct!;l diCe-,zt, therc zzy k SG;;;~ ~~ciiw"riir.iiczs iii -;l.hizh 
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there is overlap. Belief systems influence partnership actions. When partners adhere to 

distinctly different belief systems, the first stage of the partnership process involves 

resolution of conflict; potential partners may either withdraw fiom the process or commit 

to collaboration. When commitment to move forward has been achieved, interventions 

are required to recognize and accept responsibilities to address power issues (i.e., 

partnership agreement Mework) .  

Mattessich and Monsey (1992) conducted a review of the research literature on hctors 

influencing successful collaborations formed by human service, government and other 

non-profit agencies. The reasons that they cite for collaboration include: pressure fiom 

funders; reducing individual expenses in planning, research, training, and other 

development activities; and, making services more accessible, effective and efficient. 

They identified nineteen kctors that influence the success of collaboration which were 

grouped into the following six categories: environment, membership, process/structure, 

communications, purpose, and resources. 

The Community Collaborative Welhess Tool used by the Together We Can Initiative is 

organized according to seven overlapping elements of reform (i.e., collaborative 

decision-making; public engagement; parent, consumer and neighborhood participation; 

accountability for results; comprehensive services, supports and opportunities; financing 

and resource development; leadership/professional development and capacity building) 

each with five stages of cieveiopment (i.e., getting together, building trust and ownership, 



strategic planning, taking action, deepening and broadening) (Together We Can 

Initiative, 1998). The activities listed under each of the stages of development match 

many of the activities associated with other models (see Appendix A). 

When analyzed thematically, partnership and collaborative models clearly share 

characteristics. This brief overview highlights common themes that are repeated many 

times in the literature (Agger, 1994; Beynon et al., 1999; Courtney, Ballard, Fauver, 

Gariota, & Holland, 1996; Dayton, Anetzberger, & Matthey, 1997; Fawcett, Francisco, 

Paine-Andrews, & Schultz, 2000; Gillies, 1997; Hanis, Wise, Hawe, Finlay, & Nutbeam, 

1995; Health Canada, 2000; Hulrne, 1998; Jackson & Reddick, 1999; Kuhn, Doucet, & 

Edwards, 1999; Lasker, 2000; Parker et al., 1998; Quigley, 1999; Scott & Thurston, 

1997; The Joint Working Group on the Voluntary Sector, 1999). The fhctors that 

influence partnerships include: environment or context or external factors; common 

interest or domain, characteristics of the partnership (principles, common purpose, vision, 

culture, structures, processes, representation, reputation, resources, outcomes); 

characteristics of the members or partners (culture, structures, resources, representation, 

reputation); and communication (open, frequent, formal and informal, shared language, 

respectful). The processes were generally described as flexible and iterative. Partnership 

development usually commences with a few potential partners exploring issues of 

common interest and articulating a common vision and a preliminary strategy before 

approaching other potential partners. Before commitment to proceed is achieved, many 

reiaiions'nip-buiiding acriviries are required (e.g., cieveioping ciear roies and guidelines, 



accepting accountability, discussing and resolving issues of power, identifying 

resources, developing and implementing a plan of action, and agreeing on 

communication strategies). Many process descriptions emphasized the importance of 

evaluation strategies throughout peynon et al., 1999; Gillies, 1997; Harris et al., 1995; 

Kuhn et al., 1999; Lasker, 2000; The Joint Working Group on the Voluntary Sector, 

1999). Resources that were frequently discussed in relation to the process were people, 

time and commitment. 

B. Determination of Partnership Effectiveness and Efficiency 

Gillies (1998) states that "the outcome measures for assessing the effectiveness of 

community-based alliances or partnerships for health promotion were often measures of 

individual level changes" (p. 1 14). Sheill and Hawe (1996) argue for the development of 

community-level constructs to assess the effectiveness of partnerships. Gray (1 996) 

indicates that the criteria for determining success or effectiveness will vary with the type 

of outcome that is expected. With collective strategies, Gray's (1996) criteria for success 

include: agreement reached; agreement implemented; survival of alliance; partners' goals 

achieved; problem alleviated. Measurement of the extent to which such criteria are met 

may provide an indication of the effectiveness of a partnership. It is unclear, however, 

whether this list of criteria can be used to assess the effectiveness of partnerships within 



health systems. Criteria such as  these relate to what Huxham (1996) describes as 

collaborative advantage. She indicates that: 

Collaborative advantage will be achieved when something unusually 
creative is produced - perhaps an objective is met - that no organization 
could have produced on its own and when each organization, through the 
collaboration, is able to achieve its own objectives better than it could 
alone. In some cases, it should also be possible to achieve some higher- 
level . . . objectives for society as a whole rather than just for the 
participating organizations. (Huxham, 1996) 

Factors that have been identified as  influencing the success of partnerships include: 

the socio-political environment (Kickbusch, 1989; Yanich, 1984) 
the underlying social culture within which the initiative is situated (i.e., one which 
emphasizes reciprocity and collaboration rather than individualism) (Trist, 1 977) 
durable structures that hilitate planning and decision-making (Jadad, 1999); 
consensus on goals (Jadad, 1999; Yanich, 1984); 
availability of resources (i.e., funding, personnel, space, time) (Scott-Taplin, 1993); 
interprofessional rivalries (Bhopal 1995); 
power dynamics (Greiner & Schein, 1988; Jadad, 1999; Scott-Taplin, 1993); 
representation, participation and empowerment of individuals and groups directly 
affected by the collaboration (Green & Raeburn, 1990; Jadad, 1999; Scarlett, 
Williams, & Cotton, 1 99 1 ; Scott-Taplin, 1 993); 
communication characteristics (Mengel, 1990; Scott-Taplin, 1993); 
development of guiding principles (Thurston et al., 1996); and, 
gender issues (Scott-Taplin, 1993). 

There are some potential areas of overlap among these factors; for example, the socio- 

political climate may be linked to the social culture within which the initiative is situated, 

the availability of resources, and gender issues. In turn, gender issues may be linked to 

development of consensus on goals, interprofessional rivalries, power dynamics, 

communication characteristics, and the development of guiding principles. Therefore, an 
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effectiveness of partnerships will begin to chi@ the inter-relationships among these 

factors. 

Eaciency is being "productive with minimum waste of effort" (Bisset, 2000,p. 304) 

Huxham (1 996) suggests that the emphasis on the efficiency of collaborative ventures can 

be seen as political. The underlying assumption of this argument is that collaboration 

between public authorities and private service agencies will generate competition among 

service providers and, in turn, create efficiency. Huxham (1996) also suggests that "the 

efficiency argument stems from the practical imperative of avoiding. duplication of effort 

and of ensuring that the efforts of various agencies are co-ordinated into a coherent and 

directed whole"(p. 3). A review of the literature conducted for this proposal failed to 

identify studies that empirically examined the efficiency of collaborative ventures. 

Although they did not empirically examine efficiency, many of the reports that were 

reviewed identified that there were large requirements of time, energy, and resources to 

establish and maintain a partnership (Gray, 1989, 1996; Labonte, 1993; Scott-Taplin, 

1993; Stewart et al., 1995). Huxham and Vangen (1 994) have conceptualized the notion 

of collaborative inertia "to describe the situation that arises when the apparent rate of 

work output &om a collaboration is slowed considerably compared to what a casual 

observer might expect it to be able to achieve" (cited in Huxham , 1996, p. 4). Despite 

this information, questions remain unanswered regarding the factors that determine 

efficiency of partnerships and the influence of efficiency on partnership success. A 
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theoretical perspective to guide the development of partnerships involving health 

system requires further explication of these and other factors that influence collaboration 

C. C. Summary 

This overview is provided to emphasize the extensive nature of research focusing on the 

elements of partnership. Recent research has begun to explore in-depth, the 

characteristics of some of these elements as they relate to collaboration (Barrett, 1999; 

Ebers, 1999; Gray, 1999; Huxham & Vangen, 2000% 2000b; Rowe & James, 1999). For 

example, as Gray (1999) noted, there is more open discussion of the distribution of power 

within partnerships. Discussions of leadership, membership, social capital and the 

influence of networks are also increasingly entering into dialogue on partnerships. Some 

of these considerations will be explored in the next section. 

111. Social Context and Gender 

In this section I will describe how and why I was thinking about social context and 

gender for this research and how my conceptualization of those concepts iniluenced data 

collection and analysis. 
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When I completed the research for my Master's degree in 1993 (Scott-Taplin, 1993), 

gender arose as an issue that was perceived to have influenced the findings. When I say 

"gender", it was "gender" as I understood it at the time (ie., sex = gender)6. In that study, 

theoretical sampling strategies were used to identitjl representatives fiom community 

agencies that worked with vulnerable groups. Although the sampling criteria did not 

exclude men, the majority of informants were women; more specifically, women who 

were working to forge partnerships to address the issues faced by a vulnerable group. 

One of my questions arising fiom that study was, "Is what they told me about the factors 

that influence the success of partnerships determined by their perspectives as women?" 

In coming back to do fiuther graduate work a few years later, I was armed with a broader 

but still evolving understanding of gender. I recognized both sociopolitical context and 

gender as having important influences on partnership development. For my doctoral 

research proposal, social context was broadly defined as the policy context in Alberta. I 

conceptualized gender as "not just the distribution of the sexes within partnerships but the 

roles that men and women play, the decisions that they make, the mars that influence 
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their decision-making processes, and the possible differential nature of their 

descriptions of partnerships7' (Scott, 1999). These definitions were intentionally broad 

and lacked the operational clarity that I required for critical analysis. The study design 

included time to develop clarity in the analytic tools. 

The fist research tasks centred on developing detailed case descriptions of two 

partnerships based on in-depth interviews and document analysis. It was to my advantage 

to leave development of the analytic tools until after the case descriptions were 

completed; I wanted to avoid unconsciously probing for descriptions that "fit" particular 

analytic models and fkameworks. Tools derived fiom the case descriptions are described 

here to clearly illustrate my theoretical understanding of social context and gender. They 

were informed by the data but in turn inform the way in which the dissertation has been 

written. 

(Footnote continued) 

My professional career was as a physical therapist working within the health care 
system and later in non-profit agencies. I was aware that I was not comfortable working 
within the medical system but I felt the lack of fit was more my problem that anything 
else. I began to look at the world &om a more critical perspective while working with 
non-profit organizations, later during my Master's degree and while doing coursework in 
Sociology before seeking admission to the PhD program in Community Health Sciences. 
It was through coursework and experiences with community groups that I began to 
critically explore links among social context, individuals and institutions. 



A. Social context 

My initial conceptualization of social context was limited to the policy context in Alberta. 

As the case descriptions evolved, it became apparent that this limited focus on policy did 

not encompass many of the social influences on partnerships that were identified by 

informants. I returned to the literature to develop a more comprehensive understanding of 

social context; one that was reflective of the data and which could guide critical analysis. 

Social context is embodied in institutions7. Giddens describes institutions as "the most 

enduring features of social life" (Giddens, 1984, p. 24). Similarly, DeVault and McCoy 

(2001) describe institutions not as particular types of organizations but as "coordinated 

and intersecting work processes taking place at multiple sites" @. 753). They are clusters 

of rules and resources that are sustained across time-space within and among social 

systems (Giddens, 1984). Giddens (1 984) identified four institutions, symbolic orders and 

modes of discourse and political, economic and regulatory institutions. 

Symbolic orders and modes of discourse are "a major institutional locus of ideology" 

(Giddens, 1984) and as such, embody rules for social action that are reflected in other 

institutions. Giddens (1984) describes political institutions as phenomena involved with 

7 Social systems exhibit structural properties (i.e., institutionalized features) (Giddens, 
1984, p. 185). Structural properties take the form of structural principles (deeply 
embedded principles of organization) and institutiodstructures (clusters of rules and 
resources that have the greatest time-space extension within and across social systems) 
(Giddens, 1984). 
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the material ordering of status and authority relations. Economic institutions are those 

that contribute to the constitution of social systems through allocation of resources. 

Legitimation of symbolic orders takes place through regulatory institutions. 

Institutions reflect what Giddens calls "duality of structure". That is, they come into 

existence through the actions of people but are also involved in production and 

reproduction of peoples' actions. "The day-to-day activity of social actors draws upon 

and reproduces structural features of wider social systems" (Giddens, 1984). Institutions 

are thus highly contextualized processes that are continually constituted by the actions of 

people (Connell, 1994). The influence of social context on a phenomenon (e.g., 

partnership development) will vary depending on the phenomenon of interest and the 

time and space within which that phenomenon is studied. 

Structwation theory has largely ignored explicit discussions of gender8. Using more 

recent social analyses, it is possible to locate gender within Giddens' description of social 

context. Lorber (1994) proposes gender as social institution Gender is a symbolic order 

and mode of discourse. 

Connell(1994) draws attention to the absence of gender within Giddens' discussion of 
structuration theory. 



Based on the previous discussion and the work of Thurston (2001), I have 

conceptualized social context to enmesh people within a matrix of institutions (Figure 3). 

Symbolic orders and modes of discourse (e.g., gender) embody ideology (sets of 

assumptions) and reflect cultural aspects of social systems. Symbolic orders are explicitly 

articulated through political, economic and regulatory institutions. 

Symbolic orders & 
modes of discourse 

culture <-> gender, race, 
class, family, religion, 

Figure 3. Model of Social Context 



Material ordering of status and authority relations (political institutions), allocating 

resources (economic institutions) and legitimating symbolic orders (regulatory 

institutions) takes place through intersecting processes that are sustained across time and 

space. Smith (1987) includes management, government, the military, health institutions, 

professions, and the mediag in her description of institutions that govern contemporary 

societies. 

B. Gender 

The need for a gendered analysis can be linked to the work of Armstrong and Armstrong 

(1990) among others (DiSteho, 1990; Lorber, 1996; Miauchi & Fein, 1999; Smith, 

1987; West & Fenstermaker, 1995). In specifically discussing the development of 

theories of work, for instance, Armstrong and Armstrong (1990) indicate that the fhilure 

to conduct a gendered analysis has meant that theory that has been developed has failed 

to provide comprehensive explanations for how work is organized and completed. 

Similarly, much of current theory related to partnerships fails to explicitly examine and 

integrate diverse and dynamic perspectives involved in partnership development. The use 

of gendered analysis to inform theories of social relations is also supported by Lorber 

(1996) who challenges researchers to depolarise the categories of sex, sexuality and 
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gender for "data that undermine the supposed natural dichotomies on which the social 

orders of most modern societies are still based could radically alter political discourses 

that valorize biological causes, essential heterosexuality, and traditional gender roles in 

families and workplaces" @. 155). 

Marshall (2000) traces an extensive history of gender as a concept. Although not labeled, 

differences between the social lives of men and women have been apparent throughout 

much of recorded history. Until the late nineteenth and mid-twentieth centuries, there was 

little perceived need to formally distinguish differing social realities. The focus of early 

studies of society was on the public constitution of the individuals as social a sphere in 

which women had traditionally played a limited role. The lives of men and women were 

perceived to operate along dualisms defined by sex (e.g., public or private, rationality or 

emotion). 

In a contemporary context, strongly entrenched assumptions about the demands and goals 

of organizations emphasize rationality and individualism, attributes that have been 

socially ascribed to masculinity. The pervasiveness of these attributes across institutions 

(Footnote continued) 

The influence of media reflects the resources of a particular institution. ". . . There is 
warrant for considering the popular media as a key extra-governmental arena of political 
activity." (Marshall, 2000, p. 79) 
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is attributed to unquestioned acceptance of dualities that are "neither natural nor 

inevitable" (Fletcher, 1999, p. 26). Fletcher (1999) points out that such organizational 

values became firmly entrenched during early industrialization when the demands of that 

period "simply took advantage of a preexisting split and provided an economic rational 

for its existence'' (p.27). Continuation of public or private dualisms within social systems 

is dependent upon ongoing commitment to idealized notions of masculinity and 

femininity (Table 4). 

Table 4. Idealized notions of public and private spheres. 

Public Sphere Private Sphere 
Work is something you have to do Work is something you want to do 
Money is the motivator 
Work is paid 
Rationality reified 
Abstract 

Love is the motivator 
Work is unpaid 
Emotionality reified 
Concrete, situated 

Time span defined Time span ambiguous 
Output: marketable goods, services money Output: people, social relations, creation of 

community, attitudes, values, rrianagement 
of tension 

Context of differential reward leads to Context of creating a collective leads to 
focus on individuality focus on community 
Skills needed are taught; work is Skills needed are thought to be innate; 
considered complex work is considered not complex 

From Disap~earing acts: gender. oower. and relational practice at work (p. 29), by J. K. 
Fletcher, 1999, Cambridge, MA: MIT Press. Copyright 1999 by Massachusetts Institute 
of Technology. 

The term 'gender' has origins in the psychoanalytic literature of the 1950's in texts 

dealing with the treatment of intersexuality and transsexualism as pathologies (Marshall, 

2000). "In this context, 'gender' was conceptualized as 'identity' - one's 'gender 



identity' was one's self-understanding, in a socio-psychological sense, as male or 

female" (Marshall, 2000, p. 21). As such, "the normal male has a preponderance of 

masculinity and the normal female has a preponderance of femininity (Marshall, 2000). 

Studies of sex roles (later to be called gender roles) arose fkom this perspective. 

Beginning in the early 19703, feminist work drew attention to the relationship between 

gender and power and status. Despite feminist efforts to evolve the concept beyond roles 

defined by sex, Marshall (2000) suggests that there has been little incorporation of gender 

into broader sociological studies. For example, Ranson (unpublished) suggests that 

research of gender in engineering continues "to perpetuate gender distinctions as 

dichotomous categories, masking differences within and similarities between themy' (p. 

4). Academic commitment to the study of gender remains largely rhetorical and when 

implemented reflects categorical and/or gender-as-role analyses. 

Outside the academy, gender appears to have been widely embraced as a tool for policy 

analysis (PAHO, 1993; Status of Women Canada, 1996; Vancouver/Richmond Health 

Board, 2000). Marshall (2000) states that, "gender-as-role theory and categorical analysis 

have provided the grounds on which the most progress has been made in the sphere of 

policy changes" @. 38). Connell(1996) describes these forms of gender analysis as "the 

two most politically effective accounts of gender accounts which we know to be wrong" 

(p. 158) or at least limited. 



Mainstreaming gender by entrenching the concept as categorical or role-based has 

diffused feminist efforts to emphasize the relational aspects of gender (e.g., power and 

status). Marshall (2000) quotes Baden and Goetz: 

As gender has become a more mainstream and therefore more respectable 
and fundable field of research, new players are entering the field, who bear 
no allegiance to feminist research and may not even be timiliar with its 
basic texts, concepts and methodologies. Economists, statisticians and 
econometricians.. .responding to the growth in demand fiom major 
development bureaucracies for research and analysis to inform their new 
'gender-aware' policy directions, have taken up research into gender 
issues. This recent body of research has tended to look at gender as an 
interesting statistical variable [i-e., sex]. . . While such research may be of 
great interest and can provide invaluable insights and empirical evidence, 
it can under-specifjl the power relations maintaining gender inequalities, 
and in the process de-links the investigation of gender issues from a 
feminist transformatory project @. 39). 

Marshall (2000) suggests that "categorical and essentialized conceptions of gender . . . 
may act to shore up, rather than disrupt" (p. 42) limited dualisms. Essentialist, categorical 

constructions of gender (e.g., masculinity or femininity, public or private) set "up a 

situation in which knowledge fiom one sphere is likely to be considered inappropriate to 

the other and thus unlikely to challenge" (Fletcher, 1999) institutional forms. Fletcher 

(1 999) describes devaluing of femininity and private knowledge in engineering firms as 

"disappearing" these perspectives. While feminists propose that such limited 

conceptualizations have negative implications for social analyses because they don't go 

far enough, conservatives and libertarians denounce even narrow usage of gender for its 

potential to either undermine the nuclear family and/or masculinity (Marshall, 2000). 



Cultural perspectives of gender have implied the constitution of masculinity and 

femininity ''through a set of social and linguistic practices that repeats and consolidates 

an apparently uncontested division between the sexes" (Hamilton, 1996, p. 209). This 

perspective is challenged by recent theorizations which suggest the mutability of social 

orders and thus of culture and gender (Giddens, 1984; Hamilton, 1996; Lorber, 1994). 

Gender is conceptualized not as a fixed cultural form but as a construct that is continually 

(re)constituted through social interaction. "[Wle are the agents of these reiterations, and 

by these acts we participate in sustaining and shifting that which the culture permits and 

forbids" (Hamilton, 1996). 

If gender cannot be embodied within categorical essentialist or fixed cultural definitions, 

what is it? As this discussion implies, gender is not binary (women and men) but is 

constituted in a multiplicity of forms through interaction with other symbolic orders (i.e., 

race, social class) (Hamilton, 1996; Marshall, 2000; West et al., 1995). Also implied fiom 

the discussion is the notion of gender as a process, not a thing. Marshall cautions against 

o& using gender as a verb; she suggests that such usage "would obscure the way that we 

tend to experience gendered relations and identities". (Marshall, 2000, p. 161). 

If 'gender' does not assume a pre-constituted or homogeneous category, 
but focuses instead on relational and thoroughly social processes, it should 
be expected that it will be constituted differently across historical and 
political contexts. But neither does it make 'women' (or 'men') disappear, 
for it is impossible to talk about gender in the abstract - it can only have 
meaning through its concrete appearances in specific bodies. (Marshall, 
2000, p. 161) 



Gender as process, a verb as well as a noun, links to Giddens' (1984) and Connell's 

(1994) descriptions of institutions as processes that enact rules and mobilize resources. 

Gender can only be apprehended adequately through its concrete embodiments (Marshall, 

2000). Lorber (1996) suggests that strategies for gendered analysis would not necessarily 

do away with binary categories. 

We can deconstruct the commonly used categories to tease out 
components; we can add categories; we can also reconstruct categories 
entirely. That is, we can take a critical stance towards the conventional 
categories without abandoning them entirely . . . (Lorber, 1996, p. 15 1) 

Ranson's (2001) approach to gendered analysis of career paths in engineering is derived 

fkom Lorber (1996). This approach starts 'kith categories derived fiom data analysis of 

all subjects" to see "the extent to which they attach to the conventional categories of sex, 

sexuality, and gender" (Lorber, 1996, p. 153). From a methodological standpoint, this 

staged approach to analysis (i.e., categorization through comparative analysis followed 

by critical analysis) is fbndarnental to many qualitative research traditions (Crabtree & 

Miller, 1992; Glaser, 1978; Glaser & Straw, 1967; Maxwell, 1996) and is the approach 

taken in the current project. 

C. Applications for Analysis 

Just as my conceptualization of social context was expanded to reflect the data, selection 

of the analytic b e w o r k  for gendered analysis was guided by the data and derived fiom 
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the literature. The informants in this study talked about factors that influenced working 

with others. They were talking about relational practices (Fletcher, 1999). 

Relational practice is based on a model of adult growth and achievement "that is rooted 

in private-sphere characteristics of connection, interdependence and collectivity" 

(Fletcher, 1999, p. 8 I), characteristics that link to Grasswick's (personal communication, 

January 30,2001) epistemology of individuak-in-communities. Jean Baker Miller and 

her colleagues (i.e., Judith Jordan, Alexandra Kaplan, Irene Stiver and Janet Surrey) 

developed the theory of relational practice through their work with women Relational 

theory was seen as an alternative to theories of development that were inspired by 

patriarchal culture, "theories that consistently mislabeled women as deficient" (Jordan, 

Fraphn, Miller, Stiver, 62 Surrey, 1991, p. v.). Relational theory defines feminine as a 

belief system about how growth and effectiveness occur. It is a belief system that is 

manifested in concrete actions of women and men. Despite roots in the private sphere 

that would imply a return to dichotomous categories for analysis, I conceive relational 

practice at one end of a continuum of interpersonal practices. At one end of this 

continuum are practices that emphasize self-sufficiency, independence and individualism, 

at the other are practices characterized by inter-connectedness and interdependence 

(relational practice) (Mauthner et al., 1998). While I do not believe that practices at one 

or the other end of the continuum can be consistently embodied in one individual or one 

sex category, being a woman means taking responsibility for relational practices without 

rpnliirina - - 1----0 rpmnnitinn ---..O--AY.Y 



Fletcher (1999) proposes relational theory as a method of conducting analyses of 

gender. Her approach to analysis is characterized as a feminist post-structuralist critique 

that disrupts taken-for-granted assumptions about the social construction of reality. 

Fletcher (1999) used relationai theory to chaIIenge stereotypical "masculine theories of 

effectiveness that assume growth occurs through a process of separation and 

individuation" @. 14). Fletcher's study was nested within a larger four-year action 

research project that focused on issues of work, family and gender equity. Data were 

collected in a major high-technology company based in the northeastern United States. 

The goal of Fletcher's (1999) study was to "explore alternative ways of working by 

observing people who did not fit the "ideal worker'' stereotype identified in the cultural 

diagnosis" @. 37) (i.e., the results generated fiom the larger study). Fletcher used 

observation, focus groups and open-ended interviews to identlfy and explore ways of 

working that in which this "non-dominant" group of workers were engaged. The people 

she observed and interviewed were female engineers; people who, because they were 

women and engineers, "occupied two different and inherently contradictory subject 

positions in the discourse on work" (Fletcher, 1999, p. 41). Through her study, Fletcher 

(1999) developed a fkamework of relational practice (Table 5) that deconstructs 

assumptions about the masculinist nature of work. 

Relational practice is characterized by four categories that form the basis of the 

framework for analysis (Fletcher, 1999). Such practice requires skills such as: empathy; 

vuinerabiiiry; tine aoiiiry ro experience and express emotions; the ability to participate in 



development of another; and an expectation that relational interactions can yield 

mutual growth (Fletcher, 1999). 

Fletcher (1 999) emphasizes that analysis of relational practice "draws attention to the 

genderlpower dynamic inherent in concepts of connection - growth fostering connection 

is not a gender- or power neutral concept" @. 33). In traditional organizational contexts, 

the need for relational practices is not likely to be acknowledged and such work is usually 

performed without institutional support. Invisibility of relational practice in organizations 

perpetuates the myth that organizations can bct ion and grow by emphasizing principles 

of rationality and individuality (Fletcher, 1999). It is in silencing relational practices, 

practices defined as feminine, that the gender-power dynamic emerges. Relational theory 

exposes the "way society in general and organizations in particular use female 

socialization as a fiee resource, simultaneously requiring and devaluing support 

activities" (Fletcher, 1999, p. 33). By examining systemic issues that silenced relational 

practice Fletcher (1999) "captured the way that all members within systems of power - 

the marginalized as well as the dominant - were actors and agents in maintaining and 

reinforcing the [masculine] status quo" @. 17). As Marshall (2000) suggests, by focusing 

"on relational and thoroughly social processes" @. 161) gender is given meaning through 

its concrete appearances in women and men. Gendered analysis of partnerships using 

frameworks of relational practice may draw attention to practices that hilitate 

partnership development but which have traditionally been "disappeared" (Fletcher, 

1999). Fletcher's framework was particularly appropriate for this study because it is 

derived fiom a study of work relationships. 



Table 5. Framework for Relational Practice 
Relational Practice 
Preserving Mutual Empowering Self-Achieving Creating Team 
Focus on Task: Focus on Other Focus on Self Focus on Team 
Shouldering 
responsibility for the 
whole in order to 
preserve the life and well- 
being of the project by: 

Resolving conflict and 
disconnection to keep 
project connected to 
essential resources 

Anticipating and taking 
action to prevent 
problems 

Extending responsibility 
beyond the technical 
definition of the job (up, 
down, lateral) 

Placing project needs 
ahead of individual career 
concerns 

Enacting an expanded deflnit ion 
of "outcome" to include 
outcomes embedded in others 
such as increased knowledge or 
competence by: 

Teaching with an awareness of 
the learners' needs and barriers 

Sharing information 

Facilitating connections 

Supplying relational skills 

Protecting others from 
consequences of their relational 
ineptitude 

Giving help without making 
receiver feel guilty or inadequate 

Eliminating barriers and cutting 
slack 

Enhancing one S ability to achieve goals 
by: 

Recognizing and accepting responsibility 
for breaks in relationships 
That could impede achievement 

Re-connecting after disconnection 

Reflecting on one's behaviour 

Using feelings as a source of data to 
understand and anticipate reactions and 
consequences 

Responding to emotional data (emotional 
context, others' emotional realities) to 
understand situations and strategize 
appropriate responses 

Asking for help in a way that takes the 
helper's needs and likely responses into 
account (relational asking) 

Creating background 
conditions in which group 
life can flourish and the 
feeling of team can be 
experienced by: 

Affirming individual 
uniqueness through listening, 
respecting, and responding 

Facilitating connections 
among individuals by 
absorbing stress, reducing 
conflict, and creating 
structural practices to 
encourage interdependence 

From D i s a ~ ~ e a r i n n  acts: gender. vower, and relational ~rac t ice  at work (p. 85), by J. K. Fletcher, 1999, Cambridge, MA: MIT 
Press. Copyright 1999 by Massacheusetts Institute of Technology.. 



CHAPTER 3: RESEARCH DESIGN AND METHODS 

I. Introduction 

The epistemological stance taken in this study had implications for the design and 

methods. Theory of knowledge determines not only how the study will be conducted but 

also what the researcher will learn (Armstrong & Armstrong, 1990; Patton, 1990). 

Commitment to my epistemological stance has meant that I recognize the importance of 

my supervisory committee's multidisciplinary input. This being said, I take full 

responsibility for decisions that were made regarding data collection and analysis. 

Although sample selection, data collection and analysis are described as discrete 

activities, it was an iterative process. Data were collected during sample selection and 

analysis overlapped with data collection throughout the project. Tools for analysis were 

conceptualized based on early stages of analysis and a review of the literature related to 

key theoretical concepts (ie., social context and gender). 

The design was a comparative case study approach and the methods were guided by 

institutional ethnography (IE) (Smith, 1987; Grahame, 1998; Griffith, 1 998; DeVault et 

al., 2001). Case study design is particularly appropriate when research questions focus on 

"how" and "why" inter-organizational relationships develop (Yin, 1994). Yin (1 994) 

describes case study as "inquiry that investigates a contemporary phenomenon within its 
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not clearly evident" (p. 13). In the first results chapter the cases are described 

chronologically. Events and issues that are highlighted are those that were identified by 

informants. In subsequent results chapters an explanatory approach is taken to highlight 

the influence of social context and gender (Yin, 1994). Multiple case design was chosen 

to produce contrasting results for comparative purposes. 

As described by Smith (1987) "institutional ethnography explores the social relations 

individuals bring into being in and through their actual practicesY'(p. 160). Based upon 

this description, "ethnography does not mean, as it sometimes does in sociology, 

restriction to methods of observation and interviewing. It is rather a commitment to an 

investigation and explication of how "it" actually is, of how "it" actually works, of actual 

practices and relations" (Smith, 1987, p. 160). The purpose of institutional ethnography is 

to describe, "how the activities in a local setting are structured and shaped by institutional 

relations which extend beyond the local setting" (Grahame, 1998b); that is, "to find and 

describe social processes that have generalizing effectsY"eVault et al., 2001). DeVault 

and McCoy (2001) indicate that institutional ethnography is "an emergent mode of 

inquiry" that will be "subject to revision and improvisation" (p.752) through new 

applications. I do not claim to have conducted an institutional ethnography; I did not 

follow a particular manifestation of the relations of ruling (i.e., a document or a particular 

use of social grammar) fkom the micro through to the macro level of a society. I 

examined a broad policy discourse (i.e., partnerships) within the social institutions where 

it is embedded. The analytic focus of the current study was informed by institutional 
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ethnography. For the purposes of this project I began with the experiences of people 

who were engaged in constructing partnerships. When I had described the development 

of partnership in a way that reflected their experiences, I critically examined elements of 

the social context that idluenced those experiences. Interviews were not used "to reveal 

subjective states, but to locate and trace the points of connection among individuals 

working in different parts of institutional complexes of activity" (DeVauk et al., 200 1). 

While Smith (1987) argued for an approach that begins '%om where women are as 

subjects ... rather than in an imaginary space constituted by the objectified forms of 

sociological knowledge" (p. 153), I did not come to this research without explicit 

theoretical h e w o r k s .  Partnerships that were selected for study and questions that were 

posed were based upon existing theory of partnerships and collaboration and the gaps 

within that theory. The b e w o r k  (Table 3) that I developed in 1993 during a qualitative 

exploratory study initially guided the first stages of the current study (i.e., the 

development of case descriptions). I was initially quite reluctant to use any fiamework 

and began analysing the data without it. I soon realized that my attempt to avoid the 

h e w o r k  was actually forcing the data into unnatural categorizations. While the broad 

h e w o r k  remained relatively unchanged, the defining characteristics of categories did 

change. This fiamework was transformed by the research (Annstrong & Armstrong, 

1990). Adaptations to the fiamework will be described in Chapter 4 with a more detailed 

description of the cases and in Chapter 5 it will be used for critical analysis of the 

influence of sociai context. 'l'he relational practice m e w o r k  (Fletcher, 1999) described 
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in the previous chapter guided systematic gendered analysis (see Chapter 6). The use 

of preconceived theoretical Weworks means that theory is not grounded theory in 

Glaser' s strictest definition of the term (Glaser, 1 992). Something is known of the 

existing social organization of partnerships. This knowledge, though, was not used to 

force the data. I had patience for, and trust in, the emergence of a fundamental social 

organization of partnerships based on the perspectives of the informants (Glaser, 1992). 

11. Study Sample 

Data collected during sample selection had implications for the results. Because of this, 

and for verification purposes, sample selection processes will be described in detail. The 

research approach required use of purposive and theoretical sampling. Purposive 

sampling was used for the selection of the specific partnerships and the initial key 

informants. Selection of initial key informants was based on a theoretical understanding 

of the research topic and questions (Babbie, 1992). The unit of analysis for this study was 

the partnership. The initial criteria that I used to select each partnership were: 

a within each partnership agreement has been reached to address the issue of 
interest; 

a the partnership is operating at the time the study is initiated; 
within each partnership there will be representation from at least one of 
four levels (i.e., regional provincial, interprovincial, national) of the 
Canadian health system; and, 

* when combined, the four partnerships will provide representation from all 
four levels of the health system 



Theoretical sampling is described as a special type of purposive sampling (Polit & 

Hungler, 1995). It was used to guide the ongoing data collection. Theoretical sampling is 

described as a process of data collection where researcher determines what data to collect 

next and where to collect them based on ongoing analysis. Initial decisions for data 

collection are based on what is known about the subject but not necessarily on a 

preconceived theoretical h e w o r k  (Glaser et al., 1 967). 

Ethical approval for the study was obtained in March 1999 (Appendix B). Shortly after 

that, members of my supervisory committee and I identified 12 individuals who would 

collectively be able to identifjr a large number of partnership initiatives in the province of 

Alberta. In May 1999, letters of introduction (Appendix C) were sent to: two Regional 

Health Authority administrators; two Alberta Health Program Managers; two Health 

Canada Program Managers; one Director of a community agency; and, five individuals 

involved with medical or health research and education The letter described the research 

project and included: the definition of partnerships used for this study; identification of 

the focus on social context and gender; the implications of the study; and, the preliminary 

selection criteria. Within two weeks of sending the letters, I attempted to make telephone 

contact to request their participation and, if agreed, to discuss potential partnerships for 

inclusion I was able to speak with eleven individuals; all agreed to identify partnerships 

for potential inclusion in the study. While speaking on the telephone, I completed a brief 

information form for each of the recommended partnerships. These informants sent 

suppiementai inhrmation on the partnerships that they had identified if it was available. 
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A total of eighteen partnerships were identified. The information was entered into an 

electronic database so that comparisons could be made and cases selected. 

As the initial selection criteria indicate, the original intent was to select four partnerships 

for inclusion in the study. The rationale was that having four cases would result in a 

description of partnerships that would encompass four levels within Canadian health 

systems (i.e., regional, provincial, inter-provincial, national). At a committee meeting in 

June 1999, it was agreed that initial data collection would centre on two partnerships with 

the option of including other cases if the data indicated this was necessary to address the 

questions. 

Of the eighteen partnerships that had been identified by the initial key informants, six 

clearly met the definition of partnership that was being used in the study. Additional 

selection criteria were used as a tool in prioritizing the remaining partnerships. These 

included: 

The partnership is a change-agent for the delivery of health services; 
The partnership is an example of publiclprivate linkages to address health 
issues; 

a The partnership challenges the biomedical definition of health; 
a The partnership has implications for healthlpublic policy; 
a It is feasible given the resources available for this study; and, 
a It is of interest to Cathie. 

I applied the criteria and selected two partnerships. Of the four remaining, only one other 

partnership met a sufficient number of criteria to be considered for selection. I proceeded 
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with the first two partnerships. Additional partnerships were identified for potential 

inclusion should the selected partnerships not agree to participate. 

On September 15, 1999 letters of introduction were sent to key contacts for each of the 

partnerships (Appendix D). Within two weeks, I followed up the letters with telephone 

calls to discuss the potential participation of the partnerships. Because these partnerships 

did not progress as cases within the study, I will refer to them as Partnerships 1 and 2 for 

discussion purposes. 

A. Partnership 1 

The key contact for Partnership 1 (a partnership between a public health agency and 

community groups) was one of the initial key informants. As such, she had received 

information about the study purpose and design prior to being formally approached to 

request that the partnership be included in the study. She expressed interest in the study 

and asked that I submit a research proposal to her for review by an administrative group 

within her organization. The deadline for the submission was the end of October 1999 

and a decision was to be announced in early November. I rerafted my research proposal 

to meet their application criteria and submitted it. Verbal approval to proceed was 

provided in a telephone conversation with the partner representative on November 1, 

1999. Arrangements were made to begin data collection on November 22. 



On November 22"d, I met with the partner representative to discuss issues that had 

arisen during the review of my proposal. Specific questions arose concerning the focus on 

gender. I responded to her questions to her satisfaction and she indicated that she and her 

senior administrator would send written confirmation to proceed. It was indicated that I 

could proceed with data collection prior to receiving written confirmation. A letter of 

consent to be interviewed was signed by the partner representative and an interview was 

conducted. On November 2 5 ~ ,  I received a fax fiom the partner representative indicating 

that my research proposal had been accepted but that there were some points that they 

would like me to agree to. Some of the points included were: 

Introduction: ... We would like the research to focus on socio-political 
context which would include gender among other factors (e.g., ageism, 
ethnicity, geographic perspectives, representativeness, etc.) If this is a 
gender study wrapped up in a partnership project then we cannot support 
the pmposal. 

Research Question: . . . We do not feel comfortable supporting a research 
question which already assumes that gender (above many other factors) is 
a significant factor in partnerships and do not want its inclusion in the 
focus of the research question (Anonymous (Partnership I), 1999). 

Through discussions with my supervisor, it was determined that the pmposed changes 

would have significant implications for the study. On December 2, we sent a letter 

indicating that we were unable to agree to their changes. Data collection did not continue. 

B. Partnership 2 

During a telephone conversation on September 20, 1999 with the representative for 

Partnership 2 (a service provision agreement between public and private partners) it was 

indicateci ['hat, aithough some mem'oers of fie aarninistration were interested in the 
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project, I might not be able to gather enough information to adequately describe the 

case. She indicated that there was some information that was not public and would not be 

available to me (e.g., the partnership agreement had been "FOIP '~~" '~  and minutes fiom 

some administrative meetings were not available to her). In addition, she indicated "there 

are no gender issues, it's just business.. .. It's money, there are money issues" 

(Anonymous (Partnership 2), 1 999). 

The partner representative agreed to meet with me to discuss potential participation of the 

partnership. At the meeting a few days later, she described the partnership in some detail 

and indicated that it was a structure that was riddled with problems. She also identified 

that there were some problems related to administrative secrecy. I indicated that I was 

quite interested in pursuing the partnership as a case if the senior administrators were to 

agree. The partner representative suggested that we keep in touch and she would raise it 

as a point of discussion with administrators. After a few more conversations, it became 

clear that it was unlikely that senior administration would consent to participate. 

During our last conversation in January 2000, she indicated that the senior administrators 

did not "want any attention right now with Premier Klein and the privatization of surgical 

10 FOIP is the Freedom of Information and Protection of Privacy Act. Documents that are 
protected under the act may be accessed by submitting a formal access request to the 
organization that holds the documents. 
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services and that whole plan" (Anonymous (Partnership 2), 1999)". She suggested that 

if the difficulties associated with their publiclprivate partnership were identified, it could 

have negative consequences for hture hd ing .  She indicated that she would be 

interested in being formally interviewed regarding partnership development in a generic 

sense (i.e., in a way that her partnership would not be identifiable). She identified another 

partnership that she thought might meet my selection criteria. At the end of January 2000, 

I received a publicly circulated request for proposals fiom the partnership. The proposed 

research was to focus on improving the efficiency and effectiveness of services provided 

on behalf of the partnership. 

C. Partnership 3 

In December 1999, I approached the Executive Director for the one other partnership that 

met the inclusion criteria. She expressed interest in the project and indicated that 

participation of the partnership could be discussed at an upcoming administrative meeting 

in January 2000. I sent her an inforination package providing an overview of the project 

and followed up with a telephone call to discuss their potential participation. On January 

" In the Spring of 2000, the provincial government introduced a proposal to implement 
The Health Care Protection Act. The Premier indicated that the intent of the bill was to 
protect the public health system and to create an additional tool to deal with waiting lists. 
The bill, when enacted, would allow private surgical hciiities to provide a limited range 
of surgery. There was a great deal of public debate regarding the Bill. It was passed into 
legislation in April 2000. (Scott et al., 2000) 
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20, she phoned to indicate that they were very interested in participating. The first 

interview was conducted on February 7,2000. Additional informants were selected using 

theoretical sampling techniques. Eleven people were interviewed for this partnership. The 

full case description is provided in Chapter 4. 

D. Partnership 4 

The key informant fiom Partnership 2 and an informal discussion with an adrrrrmstra . . 
tor 

within the Calgary Regional Health Authority (CRHA) resulted in the identification 

Partnership 4. On February 3,2000 I contacted a partner representative within the CRHA 

to discuss the potential involvement of the partnership. I sent an information package to 

her shortly after that telephone conversation and communicated by email to discuss 

questions related to the proposal. She indicated that she would discuss the proposal with 

. . 
her senior adrmrustrator. Verbal approval for participation was granted at the end of 

March following a meeting with two key program personnel. Written approval was 

received on April 14'. The 111 case description is provided in Chapter 4. 

E. Methodological Adaptations 

I presented the status of my data collection to my committee members at a committee 

meeting in February 2000. At that time, the participation of Partnership 3 was confirmed 

and I was uncertain about the participation of Partnership 4. A fifth partnership (a 

publiclprivate partnership of national scope between two partners) was identified by a 

committee member and it was determined that it met the inclusion criteria. It was also 
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decided that I would seek ethics approval to conduct interviews with people who were 

not part of the cases but who could provide valuable information about partnership 

development (Appendix E). 

F. Partnership 5 

Contact with a partner representative was initiated in March, agreement to participate was 

obtained and an initial interview was conducted on April 1 3 ~ .  I initiated email contact 

with a second key informant in June 2000. Her response to my email was that there was 

not yet a partnership and that I should re-contact the representative fiom the other 

"partner" agency to discuss the development of the relationship. Through a series of 

ernail conversations with the first key informant, it was agreed that I would not pursue 

this partnership as a case within the study but would conduct a second interview with her 

to discuss the development of the partnership. In the second interview on November 14th 

it became clear that although she was continuing to work toward developing a partnership 

with the other agency, they had not achieved agreement to proceed. No fiuther interviews 

were conducted regarding this partnership. 

111. Data Collection and Analysis 

Data collection was originally conceptualized to occur in four phases. In practice, there 

was overlap among the phases and in some instances, changes were made to the proposed 



methods based on analysis of the data. The following description will describe the 

process as it occurred highlighting changes to the proposed protocol (Figure 4). 

A. Phase 1 

Initial key informants, those people who identified the partnerships as possible cases, also 

identified key contacts for each of the partnerships. Initial informants who provided 

points of entry into the partnerships included the executive officers and program staff. I 

telephoned each key contact to describe the project and implications of participation. 

With the exception of Partnership 1, written consent to study the partnership was 

obtained fiom a signing officer for the partnership prior to interviews being conducted. 

Formal consent to be interviewed was obtained from each key informant. Further 

informants, who were both formal participants in the collaborative initiatives and 

program recipients, were identified using theoretical sampling. Potential informants were 

contacted by telephone or email to discuss the project and their potential participation. In 

some instances, agreement to participate was obtained based on the initial telephone 

conversation or ernail contact. At other times, additional information (i.e., a brief research 

proposal, the letter of consent) was provided to the potential informant prior to their 

agreement to participate. Among the participating cases, all individuals who were 

contacted agreed to participate. Eleven people were interviewed for Partnership 3 (Case 

1) and thirteen were conducted for Partnership 4 (Case 2). I interviewed three people not 
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connected to Cases 1 and 2. Thirty-two interviews were conducted with twenty-seven 

people. 

Informed consent was reviewed and obtained immediately prior to the interview. As part 

of this review, we discussed the purpose of the research. In this way, all informants were 

aware of the focus on social context and gender. The informed consent process was 

reviewed when additional interviews were conducted with the same individual. 

At the beginning of each interview, the purpose of the interviews was clearly linked to 

the purpose of the study. My opening statement was: 

The purpose of this study is to explore and describe the factors that 
influence the development of partnerships within Canadian health systems 
and between the health systems and other sectors. As someone who has 
been involved with this partnership, you are in a unique position to 
provide this information This interview is about your experiences and 
your thoughts about this partnership. 

The intent of this opening was to a 5 m  that, while I might know something about the 

partnership, I was primarily interested in what 1 didn't know, their experiences and 

insights. 

I was not an objective bystander to the domain addressed by either one of the 

partnerships. My very interest in the partnerships (one of the selection criteria) was a 

function of my involvement in the communities that were involved in both partnerships. 

cm. 
I nis 'wing said, my icnowitxige of and experience in i'ne areas aciciresseci by the 



partnerships did not mean that I knew about the partnerships themselves (Grifith, 

1998). The information provided by the informants was largely new to me. Because of 

my position, informants accepted my genuine interest in what the they had to tell me 

while recognizing that 1 had very little knowledge ofwhat they had experienced during 

the development of the partnership (DeVault, 1990). 

The interview guide that was required for the research proposal was very detailed and 

implied a structured fonnat to the interview. In order to address the purpose of the study, 

a less structured format was necessary. I adapted the initial version of the interview guide 

and reviewed it with one of the members of my supervisory committee. The resulting 

guide had a combination of unstructured and semi-structured parts (Rubin & Rubin, 

1995) (Appendix F). The initial statement, "Describe how the partnership developed" 

allowed the informant to describe their experiences with the partnership on their terms. It 

also gave me the opportunity to determine which of the subsequent questions on the 

guide would be relevant to their experiences. It was not necessary for me to ask all 

questions on the guide. In some instances, the informant discussed issues that were on the 

guide without any prompting. At other times, it was evident that some questions were not 

relevant to their experiences. This was particularly the case when I interviewed people 

who were recipients of a program; they knew very little about how the partnership 

developed but were able to provide useful information about how it worked at the 

community level. 
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The interview guide evolved based on analysis of each interview. For example, 

prompts were added based on the information that was gathered. In this way, I was able 

to gather greater detail about particular events or experiences in subsequent interviews. 

No linther interviews were scheduled when it was evident that there was sufficient 

information to develop a detailed description of the case. 

All interviews were tape-recorded with the permission of the informant. Three different 

informants asked to have the tape recorder switched off for portions of the interview. The 

information shared when the tape was off was not transcribed and notes about the 

conversation were not appended to the transcript. Although it was not recorded during 

those interviews, the information that was off-the-record did influence how I listened to 

data after that point. All of the data that was shared off the record did become part of the 

analysis; without prompting, other informants codrmed the information that had been 

more sensitive for others. 

At the end of one interview it was discovered that a large portion of the interview had not 

recorded. I immediately made detailed notes based upon my memory and field notes. 

These interview notes were transcribed and appended to the remaining text of the 

interview. 

The quality of transcriptions greatly influenced the flow and quality of analysis. I 

rranscri'bed one short interview. 'The transcriptionist signed an oath of confidentiality 
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prior to receiving the first tape for transcription. When she initially joined the project, I 

shared an article regarding transcription symbols with her (Poland, 1995) as well as a 

copy of transcription guidelines that had been developed by a transcriptionist h m  a 

previous project (Millman, 1999), a brief description of my research including the 

research questions and a copy of my initial interview guide. The transcription symbols 

described in the article by Poland (1 995) are loosely based on the work of early 

ethnomethodologists (Sharrock & Anderson, 1986) and provide a mechanism for 

capturing sequencing and sound production during speech. 
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When I received the transcripts ftom the transcriptionist, I reviewed each of them 

while listening to the tape. I inserted transcription symbols where some were absent and 

filled in the blanks where the transcriptionist had been unable to decipher what had been 

said. 

Transcripts were initially analysed using the constant comparative method of analysis 

(Glaser & Straws, 1967). Glaser and Strauss (1967) described this method in four stages: 

" i.) comparing [the data] to each categoryi2, ii) integrating categories and their 

properties, iii) delimiting theory, and iv) writing theory" @. 105). Although theoretically 

described in stages, in reality the researcher is simultaneously comparing data, integrating 

categories and properties and delimiting theory throughout the data collection and 

analysis process. This method was chosen, in part, because of my reluctance to use the 

partnership hmework as an analytic tool. I did not want to impose the framework on the 

informants' description of partnership development. 

I began using a template approach to analysis when it became clear that my resistance to 

the partnership framework was forcing an unnatural description of the data (Figure 5) 

(Crabtree et al., 1992). The text was coded using the categories of the partnership 

hmework as a broad template for analysis. Re-reading the text that was coded under 



each broad heading identified additional codes and subcodes. The fhmework was 

revised for each partnership. 

Template 

Report 4p TEXT 4-, 

,... .../" IdentifL Units 

a 
~bv i se  Categories 

Interpretively 
Determine Comections 

Figure 5: Template Analysis Style. From Doing qualitative research @. 1 8), by B. F. 
Crabtree & W. L. Miller, 1992, Newbury Park, CA: Sage Publications. Copyright 1992 
by Sage Publications. 

The NUD*IST software (Qualitative Solutions and Research Pty. Ltd., 1997) was used as 

one tool for the preliminary stages of analysis. NUD*IST is designed to help users 

manage data fiom multiple sources that are complex and rich (i.e., interview transcripts, 

(Footnote continued) 

'* "A category stands by itself as a conceptual element of a theory. A property, in tum, is 
a conceptual aspect or element of a category.. . .both categories and properties are 
(FGciiicie acihT6& ci-, fit,-- p . e  j 



partnership documentation, articles, and books). Other tools for capturing data and 

developing my theoretical sensitivity (Glaser, 1978; Sharrock et al., 1986) included 

manually developing memos, written descriptions and graphical representations of the 

relationships within the data. 

Near the end of the interview phase, I had the opportunity to attend a meeting related to 

each of the partnerships. My purpose in attending was to observe interactions among the 

people who were involved in the partnerships. This type of observation was not intended 

to be a primary source of data but to add to my evolving understanding of the 

partnerships. Field notes regarding my observations were recorded and filed for use 

during the final phase of analysis. Observations and field notes fiom the interviews were 

also used to inform the analysis. 

A demographic profile of each of the key informants was obtained by using a brief 

structured questionnaire (Appendix G). I remained in the room while the majority of 

informants completed the questionnaire at the end of each interview. In this way, I was 

able to answer questions regarding the questionnaire as they arose. The majority of 

questions related to how the data would be used in the analysis. Four informants asked to 

complete the questionnaire at a later time and return it to me by mail. One of these 

(Footnote continued) 

concepts indicated by the data." (Glaser et al., 1967) 



70 

informants phoned to ask for fiuther information regarding the questionnaire. It was 

necessary to send a second copy of the questionnaire to the three remaining informants; 

the questionnaire was completed over the phone with two of these informants. This 

descriptive data was incorporated into the case descriptions. 

B. Phase 2 

During the course of the interviews people talked about specific documents related to the 

cases. At the end of the interview, I asked them about each of the documents that they 

had named and, where possible, obtained a copy either directly fiom them or fiom an 

alternate source (e.g., fiom the provincial government department of Alberta Health and 

Wellness). Documents were also analysed using the template method of analysis. This 

phase of the study was to have resulted in the development of partnership fiameworks 

unique to each partnership and the fiameworks were to have been circulated to the 

informants for feedback. Descriptions of the partnerships were to have been developed 

based on feedback regarding the Meworks.  It was decided, however, that it was not 

possible to construct the fiarneworks without developing preliminary case descriptions. 

Information generated from the interviews and document analyses was therefore used to 

develop a description of each partnership. The process of writing this description became 

part of the analysis. Having to clarify the case descriptions clarified some of the 

distinctions within and between categories. The descriptions were circulated by mail to 

the informants. They were asked to comment on how well the summary reflected their 

experiences with the partnership and to identi@ any gaps in the summary. Informants 



were given a two-week deadline to provide feedback. I telephoned those informants 

who had not responded by a week after the deadline. Written or verbal feedback was 

obtained fiom 22 of 27 informants. Feedback fiom the informants clarified points that I 

had not been abIe to describe clearly based on the interview transcripts and document 

analysis. 

C. Phase 3 

Comments &om the informants were incorporated into the partnership frameworks and 

descriptions of the partnerships. As originally conceived, Phase 3 was to involve formal 

methods of content analysis to generate a more detailed description of the partnerships. It 

was decided that this type of analysis would add little to the existing descriptions. 

Partnership frameworks (see Chapter 4) and descriptions used during the final stages of 

analysis were based on my analysis of the data and feedback fiom the informants. 

A comprehensive literature review was conducted using selected literature in subject 

areas that have been identified as being relevant to the study of collaboration as well as 

additional areas identified in Phases 1-3 of this study. The traditional rationale for 

conducting such an extensive literature review later in the qualitative data collection 

process is to avoid biasing the researcher's thinking regarding the fixtors that influence 

partnership development (Glaser & Straws, 1967). I have been interested in partnership 

development for the past ten years. While I had not, until this phase of the study, done an 
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extensive, systematic literature review since 1993, I had kept sdXciently up to date 

with the literature to know that issues of social context and gender had not been 

examined in great detail. Throughout the data collection phases (May 1999-May 2001) I 

collected relevant literature as I came across it but I did not read it in detail. The most 

relevant reason for leaving the comprehensive literature review until after collecting 

interview data was that I did not know what topics would be emphasized by informants 

during data collection. 

Initial selection criteria included, literature published between 1973-1999, and literature 

published in subject areas that have been identified as being relevant to the study of 

collaboration (organizational development, health ad- . . 
tion, health promotion, 

community development, evaluation, social policy, communication, and gender). 

Searches were conducted in Sociofile, Econolit, Cinahl, and HealthSTAR databases. 

Initial search t e r n  included: (collaboration or partnership) and health; (collaboration or 

partnership) and healthcare; (collaboration or partnership) and health care; (collaboration 

or partnership) and networks; (collaboration or partnership) and public health; 

(collaboration or partnership) and public policy; (collaboration or partnership) and health 

promotion; (collaboration or partnership) and gender; (collaboration or partnership) and 

efficiency; and, (collaboration or partnership) and effectiveness (see Appendix H for a 

summary of results). Additional criteria for selection of literature were derived based 

upon the themes that emerged fiom the data. Additional articles, grey literature and web- 



73 

based information were identified fiom the reference lists of publications and through 

informal contact with people working in the area. 

E. Phase 5 

Phases 1- 4 generated detailed descriptions of the factors that are perceived to intluence 

the development of partnerships. In the final phase of the project, these descriptions were 

compared and contrasted to critically examine the influence of social context and gender 

on partnership development. Analytic aids also assisted the analysis. The model of social 

context described in Chapter 2 clarified the relationships within and among these 

elements. Gray's (1996) criteria for success (ie., agreement reached, agreement 

implemented, survival of alliance, partners' goals achieved, problem alleviated) were 

expanded and used to discuss effectiveness of partnerships. Criteria for assessing 

efficiency were developed based on data analysis. Gender-based analysis for the purposes 

of this study involved analyzing the completed case descriptions using Fletcher's (1 999) 

fiamework of relational practice (see Chapter 2). In using Fletcher's (1 999) fiamework in 

this study of partnerships in the workplace, I am extending her analysis of relational 

practices &om intra-organizational ways of working to inter-organizational collaboration 

Analyses of the cases were compared and contrasted to highlight how gender has 

influenced the development of partnerships. Information generated fiom critical analysis 

contributed to the development of substantive theory of partnerships within Canadian 

health systems. 



IV. Methods of Verification 

I preface this section with a brief discussion of terminology and practice. While the term 

validity continues to be used to refer to the quality of qualitative data there is 

considerable discussion regarding such usage. Lincoln and Guba (1 985) recommend that 

alternative terms better reflect qualitative inquiry. Thus, their qualitative equivalents of 

internal validity, external validity, reliability, and objectivity are trustworthiness, 

credibility, transferability, and dependability (Lincoln & Guba, 1985). 

Creswell(1998) discusses eight verification procedures that have been gleaned fiom a 

review of major studies. He recommends that qualitative researchers engage in at least 

two of these procedures as part of any single study. These procedures include: 

prolonged engagement and persistent observation in the field; 
triangulatiodcrystallizat ion; l3  

peer review or debriefmg; 
negative case analysis; 
clarifling researcher bias; 
member checks; 
rich, thick description; 
external audits (Creswell, 1998, pp. 20 1-203). 

The proposed study engaged six of these procedures. The implementation of this study 

required prolonged engagement of the researcher with the partnerships that are being 

l 3  The term triangulation implies a search for a single, triangulated truth. Crystallization 
implies addressing the research question fiom various angles but acknowledges an ever- 
changing . - nature of reality (Barbour. 1998). 
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studied. Crystallization (i.e., deriving a comprehensive description of a phenomenon) 

was achieved by making use of different sources of evidence, different methods and 

different theories (Barbour, 2001 ; Creswell, 1998; Miles & Huberman, 1984; Patton, 

1990). Ongoing discussions with my Supervisory Committee members served as a peer 

review to provide an ongoing check on the research process. My epistemological stance 

and theoretical biases were acknowledged by maintaining methodological and reflective 

notes throughout the research process (Kirby & McKenna, 1 989). Informant feedback 

was solicited as part of the data collection process. Finally, the transferability of the 

frndings was enhanced by providing detailed descriptions of the characteristics of the 

informants and of the partnerships that are included in the study. 

During the first three phases, there was overlap in the collection of data from the 

partnerships; I did not complete the data collection on one partnership before proceeding 

to the next. This overlap in data collection required the development of strategies to 

ensure that the analysis of each partnership was not influenced by data fiom the other 

partnership. Strategies included constantly comparing the codes that were derived for 

each partnership to the data that emerged fiom tbat partnership and maintaining notes of 

my reflections during data collection and analysis. The strategy of requesting key 

informant feedback during Phase 2 also assisted in ensuring that case descriptions 

reflected the diversity of experiences of the informants. Only during Phase 5 were the 

data compared and analyzed across the partnerships. 



V. Ethics 

This study was subject to review and approval by the Conjoint Medical Ethics 

Committee. Although this research was non-therapeutic, there was a need to ensure that 

the research process did not h a m  the informants who are approached to participate in the 

study (Polit et al., 1995). Two levels of consent were required for this study, 

organizational consent and individual consent. Organizational consent was obtained by 

requesting that consent for the partnership to participate .from a person representing the 

managing body for the partnership (i.e., Board of Directors or Managing Conmitiees). 

The need for the development of information that is transferable to other contexts 

required that the partnerships that agreed to participate agreed to be identified. 

Informants' consent to participate was based on the understanding that the partnership 

would be identified and that the anonymity of individuals could not be guaranteed. 

Informants were assured that measures would be taken to ensure confidentiality. Once 

organizational consent was obtained, contact with key informants commenced. Individual 

consent was obtained ftom each informant. Information that was collected regarding 

individual informants remained confidential unless the informant gave consent to the 

researcher. All interview notes and transcripts were coded and the names of th.e 

informants were kept in a secured location. Data that may be explicitly linked to an 

informant will not be used for presentation unless informed consent is obtained ftom the 

key informant. The consent form was used for both partnership consent to participate and 

for individual consent to be interviewed (Appendix I). An additional form was used to 

obtain consent for the use of partnership documentation (Appendix J). To ensure that 
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consent remained informed and sustained throughout the research process the 

researcher explicitly discussed informed consent when initiating each contact with the 

key informants in Phases 1-3. 

VI. Summary 

This project was a comparative case study using methods derived fiom institutional 

ethnography. The purpose was "not to generalize about the group of people interviewed, 

but to find and describe social processes that have generalizing effects" (DeVault et al., 

2001). Two partnerships participated in the study. Interview data was collected from 

eleven informants from Case 1, thirteen informants fiom Case 2 and three additional 

informants. Thirty-two interviews were conducted with twenty-seven people. The 

interview format combined structured and semi-structured elements. Preliminary case 

descriptions were developed fiom interview transcripts and partnership documents. 

NUD*IST software was used as an analytic aid in the early stages of analysis. Case 

descriptions were circulated to informants fiom Cases 1 and 2. Informants were asked to 

comment on how well the descriptions reflected their experiences and to identrfjl gaps in 

the descriptions. Feedback was obtained fiom 22 informants. 

Case descriptions and data fiom a comprehensive literature review were critically 

analyzed to explore issues of partnership effectiveness and efficiency. Analysis of the 

impact nf %c.kl rnnt~vt afid gesder \U= i~+.ec! b; the 'sse ~f =r;;&*,i~: L:ds a r d e l  

of social context and a framework of relational practice). Verifiability of the results was 



enhanced by the variety of the data sources, prolonged engagement in the field, 

clarification of researcher perspectives, member checks and thick, rich description. 



CHAPTER 4 - RESULTS: CASE DESCRIPTIONS 

I. Introduction 

As I was writing these case descriptions, I was constantly aware of the balancing act that 

I was playing. People were telling me about their experiences, some of them not very 

positive. I spent time making sure the transcripts reflected what people said and how they 

had talked and yet, when writing the descriptions, I was distilling what they had said into 

a less personal account. 

Part of the rationale for this style of writing was based on ethical considerations; the 

comments made by some of the informants would clearly identify them or others if 

presented within the description of the case. The letter of consent, which was signed by 

each of the informants and myselfl clearly indicated that I would do everything possible 

to maintain confidentiality. In many instances while writing Case 2, the ethical principle 

of non-malificience influenced the analytic-writing process. Some comments, if written 

the way they were stated, would have had a negative impact on other informants or other 

people associated with the case. When possible, comments that could have been ha&l 

to others were analyzed for the influence that the event, behaviour or statement may have 

had on the development of the partnership and embedded within the case description in a 

more generic way. 

.. . .. ?.!ethcd~bgkal ~ ~ i i i & i ~ t h r ~  also 3fiu~1iwri ik way in wmcn u s  section was written. 

A purpose of this study is to investigate institutional processes within the social context 



80 

that shape experience. While I began from the experiences of individuals who were 

engaged in partnerships, the purpose was to develop a description that highlighted major 

developmental events and factors that influenced those events. In this chapter, the cases 

are described separately and the detds, which are included in each description, are those 

that were identified by the informants for that case. Feedback fiom a majority of the 

informants for each case indicated that the preliminary descriptions were reflective of 

their experiences. Gaps that were noted by the informants have been incorporated into the 

descriptions presented in this chapter. 

By "smooth[ing] out [informants'] talk" (DeVault, 1990) I do feel that I lost the vibrancy 

of some informant's experiences. Some of the personal "details of talk" (DeVault, 1990), 

will re-emerge in the next chapters when the data from both cases are merged for critical 

analysis. For now, the case descriptions provide an overview of fsctors that influenced 

the development of each case. 

Both cases developed during approximately the same time h m e  but informants talked 

about different influencing factors. Events and issues that are described within each case 

are those that were mentioned by informants. The description of each case is 

chronological using a partnership kamework adapted from a previous study (Scott- 

Taplin, 1993). The categories (ie., extra-local social relations, domain, partnership 

characteristics, partner characteristics, communication) are not mutually exclusive. For 

exampie, some statements regarding partnership ckracter~ics  highlighted issues or 
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events within the extra-local context that were influencing partnership development. 

Clarity of description was the criteria for items being placed in one category rather than 

another. Adaptations to the original fiamework were made based on the data collected. 

Descriptions of the humwork are presented in Appendix K. 

11. Case 1: The Violence Momt ion  and Education Centre 

A. Introduction 

This case illustrates the development of a working relationship among three community 

agencies that resulted in the establishment of the Violence Information and Education 

Centre (VIEC) in Calgary, Alberta. In the following sections I describe the development 

of the relationship-building process and the contextual fhctors that influenced that 

development. 

Twelve interviews were conducted with 11 different individuals. A preliminary case 

description was circulated to all of the informants for feedback. Feedback was received 

fiom five informants by the initial deadline. I contacted everyone who had not responded 

by the deadline and received feedback from five of the remaining six informants. 

Feedback was incorporated into the case description. 



B. VIEC Informant Profile 

Ten of the eleven informants completed the demographic questionnaire. The informant 

who did not complete it was a service recipient and had not been involved in the early 

development of VIEC; many of the questions were not relevant for her. Of the remaining 

ten informants: 

four had been involved since the conception of the centre; 
two were involved in early advisory committee meetings; 
two became involved in 1997; 
one became the agency representative for one of the partners in 1998; and, 
one has been involved since 1999. 

All of the informants remained connected to VIEC as staff, partners, committee members 

or users of the service. A summary of questionnaire results is provided in Appendix L. 

C. Application of the Partnership Framework 

1. Extra-local Social Relations - Alberta's Social and Political Context 

In this section, I will describe some of the contextual factors that have influenced the 

relationship-budding process. I will specifically be highlighting issues related to the 

federal provincial, local contexts. The purpose of this section is to describe selected 

aspects of the province's health and social policy development as they relate to the 

development of this case. The events that are highlighted are those that were mentioned 

I-. . - - - . -C ----- A- J !.. 
VJ L c ~  LIIVIII~ILS UWIII~ i k  ini~rvicws. For purposes ofciariiicarion, I have gathered 



additional information related to some of the specific events that were mentioned by 

the informants. 

Tbe Federal Context 

In 1995, the federal government released the Federal Plan for Gender Equality (Status of 

Women Canada, 1995). In addition to outlining the federal commitment to gender 

equality, this document provided an overview of Canada's progress in the area of 

women's rights. The highlights fiom this overview include such early achievements as 

women gaining the vote in Alberta, Saskatchewan and Manitoba in 19 16. One informant 

indicated that this is a simplistic account of women getting the vote and that she would 

prefer that it not be used in conjunction with a description of VIEC. An account more 

reflective of cultural and racial diversity reads: 

The Electoral Franchise Act for the first general election in 1868 granted 
the vote to men who owned property and in 1885 defined a person as a 
male who was not Mongolian or Chinese. The extension of the right to 
vote to women followed the same racist and classist practice. In 19 1 6, 
Prairie women were the first to be granted the provincial fi-anchise. 
Servicewomen and the wives, sisters and mothers of servicemen were the 
first to get the right to vote federally in 1917, followed in 191 8 by what's 
often portrayed as women in general. However, the franchise was not 
extended to people of Japanese ancestry until 1948, to Quebec women 
until 1940, to Inuit until 1950 or to First Nations people living on reserves 
until 1960 (Crow, 1999) 

A more recent achievement was the enactment of the Canadian Charter of Rights and 

Freedom in 1982. The section of the Charter that guaranteed that every individual was 

equal before the law came into effect in 1985. In 1986, the Employment Equity Act was 

introduced to redress systemic discrimination of "target group" populations (Alberta 
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Health, 1994). In 1995, the federal government announced its commitment to gender- 

based analysis of legislation and policies. In the same year, the federal government 

repealed the Canada Assistance Plan (CAP), which had been adopted in 1966 and 

replaced it with the Canada Health and Social Transfer (CHST) Act. Jackman (Jackman, 

1996) suggested that the CHST would contradict the objectives laid out in the Plan for 

Gender Equality. That is, it would worsen the social and economic status of Canadian 

women as a group. A report compiled for the federal government in 1998 (Thurston, 

Crow, & Scott, 1998) indicated that there had, in fhct, been significant cutbacks in federal 

funding for women's services and programs and that the cutbacks were being felt at the 

provincial and municipal levels. 

The Provincial Context 

Alberta is one of the wealthiest provinces in Canada, has no provincial sales tax and one 

of the lowest rates of personal income tax. The forestry and agricultural industries have 

been consistent sources of economic development but the province's wealth is largely 

dependent on oil and gas production. Although economic diversification has occurred, 

the oil and gas industry continues to hold enormous political influence. Since 1993, the 

provincial population has grown fiom 2,670,726 to 2,997,000 (July 1,2000). The 

population of Calgary alone has grown fiom 727,7 19 in 1993 to 860,749 (Parsons, 2001). 
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Political parties identified as being socially and fiscally conservative have been in 

power in the province since 1921. The Progressive Conservative Party has been in power 

since 1971 and has been under the leadership of the same premier since 1992 (Marsh, 

2000). 

In 2000, Scott, Home and Thurston (Scott et al., 2000) conducted a gender-based analysis 

(GBA) of the provincial health policy. In e x d i g  the provincial context, they 

identified that a barrier to GBA was a provincial government history of anti-feminism 

and of labelling women's organizations as special interest groups. One example provided 

of the government's lack of support for GBA is the dismantling of the Alberta Advisory 

Council on Women's Issues (AACWI) in 1996. The Council, established in 1986, was 

intended to be at arm's length fiom the government and to identify issues of concern to 

women During the last few years of its mandate, it became increasingly clear that the 

Council work was not well received by the government. In 1996, it was announced that 

the provincial government would invoke the sunset clause; the Council was dismantled 

nine months before the end of its mandate (Scott et al., 2000). In a study conducted in 

1998 (Thurston et al., 1998), the authors reported that, "cutbacks in health and social 

services have increased the volume and complexity of the demands placed on women- 

centred organizations at the same time that these organizations are being forced to lay off 

staff and reduce service delivery options" @. 16). 



The Local Context 

As far back as the late 19703, Calgary's Women's Emergency Shelter was nationally 

recognized as the first shelter that was designed and built as a battered women's shelter 

(W. E. Thurston, personal communiation, February 2000). Informants talked about the 

strongly established local network of women's organizations and organizations that 

address issues of violence. This broad network consists of representatives fiom 

comrnunity-based groups such as the local women's shelters, the United Way of Calgary 

and ~ r e a ' ~ ,  the Calgary Status of Women Action Committee, and many more. These 

groups and agencies have, in turn, formed a number of overlapping networks (e.g., the 

Regional Shelter Groupr'the provincial" Council of Women's Shelters). The existence of 

these relationships greatly facilitated municipal and community efforts to address issues 

of violence. 

Support fiom the civic government for violence prevention initiatives influenced the 

development of VIEC. A1 Duen is serving his fourth te rn  He was first elected mayor in 

October 1989. The Mayor has worked to hcilitate partnerships'5 between the public and 

private sectors while balancing economic and community development. He has 

championed efforts to address issues of violence in Calgary. 

14 In 1995, the United Way of Calgary and Area allocated a total of $450,000 toward 
violence prevent ion and intervention (MacDonald, 200 1). 



The chief of police was also a source of support for violence prevention. In 1995, 

Christine Silverberg became the first woman police chief of a major Canadian city. 

During her tenure as police chiefl annual reports fi-om the Police Service conveyed a 

strong emphasis on addressing issues of family violence (Calgary Police Service, 1999) 

The Mayor's Task Force on Community and Family Violence was established in 1990 to 

investigate all aspects of violence in the City. The mayor believed that a proactive 

cornunity action plan was required to address increasing levels of violence in the city 

(City of Calgary, 2001). The Task Force presented its final report after several months of 

public hearings and community consultation; it included 66 recommendations for change. 

In December 1991 the Action Committee Against Violence (ACAV) was established by 

City Council following recommendations of the Task Force. The mandate of ACAV was 

to implement the recommendations contained in the Task Force Report, in collaboration 

with existing coalitions and organizations in the community (Action Committee Against 

Violence, 2001). ACAV has representatives from a wide variety of service areas. It 

supervises the work of three sub-committees, the Calgary Domestic Violence Committee 

(CDVC), the Children and Youth Subcommittee and the Urban Safety Subcommittee 

(Calgary Domestic Violence Committee, 2000). 

(Footnote continued) 

I <  - .  
-' C~ty and police documents indicate an emphasis on partnership development. 
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Since its implementation, ACAV has moved beyond acting on the recommendations 

contained in the Task Force Report by assisting in the identification of and responding to 

emerging needs in the community. For example, in 1998 ACAV supported the Calgary 

Justice Working Committee to develop a framework for the Calgary Justice Working 

Project. The result ofthis collaboration has been the establishment of the Specialized 

Domestic Violence Intake Court. This court provides a mechanism to coordinate the 

efforts of the Calgary Police Service (Domestic Conflict Unit), Judges, Crown, Probation 

Officers, and Victim Advocates (Calgary Working Justice Project, 2000). 

In 1995, the United Way of Calgary and Area established a Family Violence Prevention 

Advisory Group (FVPAG). Iaformants unanimously indicated that a catalyst for the 

formation of this group was the murder of three women over a five-day period in August 

of that year (Robertson & Bizetta, 1995). The purpose of the Advisory Group was to 

formulate new strategies for early intervention and the prevention of violence (Synergy 

Research Group, 1999). 

At a community consultation sponsored by the FVPAG, there was consensus that a 

resource centre for professionals (i-e., VIEC)'~ be created. The recommended structure 

for the resource centre was a partnership. The United Way of Calgary and Area provided 

16 Another community project that arose fiom this process was Creating Safe Learning 
Environments. 
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approximately $140,000 for the two-year pilot implementation of the information 

centre. The initial partner agencies were Women Looking Forward (WLF) and the 

Calgary Coalition on Family Violence (CCFV). Funds were to be administered by 

Women Plus (later to be known as Peer Support Services for Abused Women - PSSAW). 

One informant talked about how the murders and the publicity surrounding them, spurred 

the formation of groups that otherwise would not have been involved in addressing issues 

of violence. For example, because of a personal connection to one of the victims, a group 

of business people formed the Prairie Partners Foundation to support violence prevention 

initiatives. 

2. Domain 

In the local community, there was a high level of support for violence prevention and 

early intervention and recognition of the seriousness of violence. As already indicated, 

there was less recognition and support in federal and provincial arenas. 

The murders acted as a catalyst for action but many informants indicated that action was 

made possible by the existence of extremely knowledgeable and supportive local 

networks. One informant suggested that mobilization of the local networks might have 

been accelerated by the recent withdrawal of federal and provincial support for women's 

organizations. That is, there was no expectation at the community level that additional 
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federal or provincial resources would be available to address violence prevention and 

early interventioa 

3. Partnership Characteristics 

Informants talked about the principles that influenced the development and maintenance 

of the partnership. Partner agencies1' were explicitly feminist organizations committed to 

social equity, collective responsibility, participation, empowerment, sustainable 

development, and recognition of diversity. The philosophical base of the partnership 

reflects that of the partners. Formalization of the terms of reference and operating 

principles were documented in June and July 1997, early in the development of the 

partnership (Table 6) (Exhibit 4A). This commitment was seen as a strength, permeating 

all aspects of the relationship. 

17 Initially the partners were the Women Looking Forward and the Calgary Coalition on 
Family Violence. Peer Support Services for Abused Women became the third partner in 
soEd the $!! cf 1997. 



Table 6. VIEC Advisory Committee Operating P~ciples.  

VIEC Advisory Committee Operating Principles were: 
Every member has rights equal to every other member. 
The minority must be heard and its rights protected. 
Only one topic will be considered at a time. 
On matters having to do with the goals and objectives of the Centre, consensus will be 

the method of decision-making: 
Describe the issue, problem andlor project confionting the group. 
Gather all of the information relevant to the problem andfor project. 
List all possible solutions or actions. 
Choose the best possible solution. 
Make a decision based upon consensus of the group. 
In the event of conflict and/or time constraints, the Facilitator may choose to table the 

discussion to a later or separate meeting to resolve. 
If consensus cannot be reached within a reasonable amount of time, a majority vote may 

be taken. Majority is defined as one more than half of the members present. 

From: VIEC Advisory Committee Operatinn Princivles, June 1997. 

A partnership structure was perceived as being consistent with the intended philosophy of 

the Centre and it also meant that the new organization would not initially require a 

charitable number to obtain fhding (Synergy Research Group, 1999). Governance 

structures primarily reflected the philosophical commitments of the partners. The 

intention of the partner agencies was that they would share accountability for VIEC, 

maintaining a non-hierarchical organizational structure. This structure has since been 

challenged by a number of external factors. For example, Peer Support Services was the 

fiscal agent but had to formally assume fiscal responsibility for VIEC to address Peer 

Support's liability issues. Designation of a single fiscal agent has also been a requirement 

of hd ing  agencies. In 1997: before the Calgary Fn~nrlatic~ cou!d don~te rrvrn~y te 

VIEC, VIEC needed to provide evidence of an interagency agreement with its fiscal 



agent (i.e., between Peer Support Services and VIEC); a preliminary partnership 

agreement was developed at that time. In 1998, a formal agency agreement was signed 

between Peer Support Services and VIEC to clearly establish the terms and conditions of 

the Peer Support Services' involvement in the partnership project (PSSAW & VIEC, 

1998). 

Peer Support Services submitted information to Revenue Canada to request that VIEC be 

permitted to be part of Peer Support's charitable number. In June 1998, it was noted that 

Revenue Canada regulations would allow an organization such as VIEC to have its own 

charitable number even if their fiscal manager had a separate charitable number. In the 

fall of 2000, Peer Support Services was notified that Revenue Canada had accepted the 

relationship between Peer Support Services in principle but wanted amendments to the 

partnership agreement which would permit VIEC to apply for its own charitable number. 

Also in 1998, it became apparent that applications for hnding would be facilitated if 

VIEC had official provincial status as a non-profit agency. An application for provincial 

society status was completed within a short time fiame in August-September 1998 and 

society status was obtained by the fall of that year. 

By November 1998, concerns were raised among the VIEC partners about the impact of 

the required society by-laws on the organizational structure (i.e., membership criteria, 

decision-making structures) of VIEC. A by-laws subcommittee was established to 

c'nange the by-iaws to reflect the principles and objectives of the partnership while 
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meeting provincial requirements. Legal counsel was provided on a volunteer basis 

through the United Way to assist in reviewing the by-laws. Revised by-laws were 

submitted and approved in July 2000 (Table 7). 

Table 7. Description of substantive changes to the by-laws 

A partnership agreement was drawn up at the initiation of the relationship. This 

agreement was redefined when Peer Support Services joined as a partner and came under 

review again when the by-laws were being revised. The three partners had agreed to 

jointly administer VIEC but because one agency had assumed fiscal responsibility, they 

were advised by their legal counsel that the relationship could not legally be defined as a 

partnership. A revised document that was signed by the three agencies in 2000 clearly 

stipulates the obligations of the three lead agencies and is called "The Agreement" rather 

than "The Partnership Agreement". Despite this legal distinction, the collaborating 

agencies continue to refer to themselves as partners and the relationship as a partnership. 

They define partnership as sharing power, responsibility and decision-making. 

Substantive changes to the by-laws included: 
A provision for approval of membership by the Advisory Committee; 
A statement regarding member behaviour (in accordance with the by-laws and the 
objectives of the society); 
The insertion of a more consultative process around the expulsion of general members 
and Advisory Committee members; 
Definition of the Advisory Committee as the Board of Directors; 
The appointment of two co-chairs rather than a single chairperson; 
The identification of a Treasurer's designate in addition to the Treasurer; 
The authentication of the minutes by two Advisory Committee members; 
More flexibility around convening and scheduling meetings; and 

, The removal of a clause that stipulated the fi-equency of financial statement presentation. , 



The organizational structure of VIEC includes both an Administration Committee 

(composed of the partners) and an Advisory Committee (see Figure 6 - VIEC 

Organizational Structure). The purposes of the Advisory Committee are to: 

ensure that the goals and objectives of VIEC are met; 

ensure that all materials meet the needs of the Centre with respect to the domestic 

violence service provider community; and, 

a promote collaboration of communications and resources within this community. 

There are 15 Advisory Committee members. The existing committee approves new 

Advisory Committee members. Knowledge and experience in domestic violence, 

expertise in diversity issues, and the ability to commit time and expertise are listed as 

criteria for membership on this committee. The position of Advisory Committee 

facilitator rotates among the partners. 

The location of VIEC was perceived by many of the informants as a strength. It is housed 

in a collective space with five other agencies including two of the three partners. 

Informants discussed how the physical layout facilitated communication and operations. 

For example, the readily accessible advice and moral support provided to the Coordinator 

during the early stages of development was described as invaluable. 

The coordinator was identified as one of the most valuable resources of the partnership. 

'[he person who was hired for this position in June 1997 was someone with experience in 
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the area of domestic violence, was committed to the work of anti-violence agencies, 

and had a formal interest in communication and information dissemination (i.e., she is 

undertaking a Master's degree in this area). Overlap between her graduate courses and 

the activities of VIEC have been beneficial. To klfill the requirements for one of her 

graduate courses, she developed a research proposal for VIEC to study the diffusion of 

information and innovation. In addition to these qualities, informants described her as 

extremely efficient, committed and hard working. 

The partner representatives and Advisory Committee members were also described as 

important resources to VIEC. Each agency representative brought specific and 

complementary skills and expertise. The partner agencies represented broad 

constituencies within the domestic violence and violence against women service delivery 

communities. The organizations that came together in partnership were well known to 

each other and had a history of working together. The Advisory Committee members 

were individuals who were able to contribute knowledge, skills and expertise essential to 

development and maintenance of the partnership and the project. The United Way of 

Calgary and Area, the major fbnder, was represented on the Advisory Committee. 

The activities performed on behalf of VIEC are designed to enhance communication, 

collaboration and coordination among agencies and professionals in the family violence 

field through the provision of information and resources. During the first year, much of 

the Coordinator's time was dedicated to setting up the ofice (e.g., going to auctions and 

using personai resources to acquire inexpensive otfice equipment), acquiring literature 
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and other reference material, creating linkages in the community through participation 

on committees and working groups, and attending community events (Synergy Research 

Group, 1999). Subgroups of the Advisory Committee were developed to address issues 

on an as-needed basis. The themes of the advisory groups included communications, 

information management, resource acquisitions, sustainability plans and evaluation. 

Besides the Advisory Committee, volunteers make ~ i g ~ c a n t ,  ongoing contributions to 

day-to-day operation of VIEC (e.g., information resource management, newsletter 

development and dissemination). 

At the end of the initial United Way grant (i.e., June 1999), VIEC received bridge 

funding until the end of 1999 and then a three-year fhding extension through the United 

Way (i.e., hd ing  until December 2002). Other sources of funding have also supported 

the acquisition of resources (e.g., the Calgary Foundation). One year W i n g  was 

acquired from the Calgary Communities Lottery Board (February 1999). 

The need for evaluation was discussed early in the development process. An evaluation 

sub-committee was formed and a comprehensive evaluation was undertaken within two 

years of the start-up date. The Coordinator, along with members of the evaluation sub- 

committee, is currently developing a plan for measuring outcomes. Sustainability was 

also an issue that was discussed regularly. Many informants pondered how VIEC might 

evolve and what forms it might need to take in order to continue to meet community 

. . .  needs. Infcxi :s  tdkcd a k i  the iiiijxitm~e of i'eiii~tiiiiiig irut: io ihe principles of 



VIEC as the partnership evolves. It was suggested that they would need to be 

conscious of developing strategies to embed those principles in the organization. 

When asked, all informants indicated that the partnership has been both an effective and 

efficient way to develop the service. It was stressed that the operations of VIEC could not 

have been more efficient; given the existing financial and human resources, the 

accomplishments during the first three years had been astounding. Some community 

service agencies suggested that they were purchasing less literature because they were 

able to borrow it through VIEC. Money that was saved fiom the literature budget was 

redirected towards service. Other agencies were buying more literature because their 

exposure to VIEC heightened their awareness of literature that would be valuable for in- 

house resource purposes. Some suggested that the partnership might need to expand to 

include other partners in order to be sustained. The viability of some of the existing 

partners was raised as an issue that could influence the viability of the partnership. 

4. Partner Characteristics 

The partner organizations were The Calgary Coalition on Family Violence, Women 

Looking Forward and Peer Support Services for Abused Women. All three agencies had 

an explicit commitment to feminist principles; the partner representatives for each agency 

self identi@ as feminists. As such, issues of power were always an explicit part of 

discussions relating to VIEC. Strategies to address power differentials were therefore 

reflected in the structures, communication strategies and operations of VIEC. The $ct 
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that the partners had worked with one another prior to the establishment of VIEC was 

seen as an asset. 

Each of the partner agencies had a specific mandate in the areas of domestic violence and 

violence against women Their mandates were reflected in the "Agreement" which 

c w i e s  the specific obligations of each partner to VIEC (The Violence Information and 

Education Centre, 1999). 

The Calgary Coalition on Family Violence was to provide: 

Public education; 

Specialization in domestic violence and violence against women service delivery 

and issues pertaining to cultural diversity; 

Research regarding systemic issues with respect to domestic violence and violence 

against women; and 

Identification of and response to gaps in and barriers to culturally diverse services 

and for abused immigrant women and their fhmilies. 

The obligations of Women Looking Forward were: 

To act as an umbrella group with access to large and diverse membership including 

agencies working in the area of violence; 

WLF member groups will bring expertise on issues such as sexual orientation rights, 

accessibility/disability and other issues involving marginalized groups; 
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To establish media voices on many issues, including violence against women. 

Using trained volunteers to fhcilitate peer support groups, PSSAW provides support, 

resources and referrals to women and children affected by domestic abuse. The 

obligations of PSSAW were to: 

Act as a financial agent for h d s  requiring charitable status; 

Provide expertise in community development; and, 

Provide knowledge and understanding on the issue of domestic violence. 

Each of the partner agencies had a positive reputation within the communities that it 

served. Each actively involved people f?om those communities in agency activities (i.e., 

as staff andlor volunteers). 

Two of the partners were non-profit organizations that were governed by separate Boards 

of Directors; each received h d i n g  &om a number of sources. The third partner, CCFV, 

was a coalition of many groups, coordinated by staff, governed by members, and under 

the fiscal administration of another registered charity. While CCFV and PSSAW had 

some stable sources of funding, WLF was operating on project h d h g .  

5. Communication 

Informants discussed explicit links between communication strategies adopted for VIEC 

and the philosol>hical commitments of each of the partner agencies. The use of language 

had clear implications for the activities undertaken on behalf of VIEC. For example, 
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despite the legal implications of the word partnership, partners were committed to 

functioning as a partnership (i.e., using the word "partners", sharing administrative 

responsibility for VIEC). 

Strategies for communication were clearly articulated in the operating principles for the 

Advisory Committee (Table 6), the terms of reference for VIEC (Exhibit 4A), and the 

"Agreement". Mechanisms for resolving conflict were also documented in the 

"Agreement". Meetings held on behalf of VIEC used consensus decision-making and 

facilitation of the meetings was rotated among the partners. 

Each of the partner representatives was in contact with a number of different agencies. 

Similarly, Advisory Committee members represented many different community 

agencies and groups. Benefrts of this web of connections were clearly evident during 

committee meetings where connections are made between the activities of VIEC and 

similar initiatives in the community. For example, collaboration on a project was 

facilitated when the Advisory Committee began discussing the issue of developing a 

media kit regarding issues of family violence and violence against women. During the 

ensuing discussion it became clear that two other community agencies were also 

discussing a similar project. 



The Coordinator of VIEC maintained comprehensive records of meetings and 

activities undertaken on behalf of VIEC. A database was being created to capture 

statistics regarding service utilization and a website was under development. 

Informants discussed benefits of informal communication between the Coordinator, the 

partner representatives and members of the Advisory Committee. Communication was 

facilitated by the collective space in which VIEC and two of the partner agencies were 

housed. Informants indicated that informal communication was one of the most effective 

mechanisms of disseminating information about VIEC. 



Exhibit 4A 
VIOLENCE INFORMATION AND EDUCATION CENTRE 
TERMS OF REFERENCE - JUNE 11,1997 

Vision 
To influence the perpetration of violence against women, domestic violence and abuse in 
Calgary through accessible, inclusive and innovative community prevention efforts that 
recognize and honour equity and diversity. 

Mission 
The purpose of the Information Centre is to support and enhance the work of agencies in 
Calgary by providing information and resources addressing the issues of violence against 
women, domestic violence and abuse and to improve communication, coordination and 
collaboration among these agencies. 

Objectives 
To gather and make available pamphlets, reports, research materials, books and 
videos relating to violence against women, domestic violence and abuse. 
To develop a central database of all programs and services available in Calgary 
related to violence against women, domestic violence and abuse and to provide 
internet access. 
To create opportunities for networking among agencies and support initiatives that 
connect agencies, to make agencies aware of emerging issues of shared interest 
To distribute newly-produced reports, research documents, videos and other 
material on violence against women, domestic violence and abuse. 
To promote the work of the Information Centre. 
To refer andlor link violence against women, domestic violence and abuse -related 
agencies to the broader community. 
To ensure that principles that promote equity, accessibility and inclusivity are 
embedded in the daily practices of the Information Centre. 

Definition 
Violence against women is a form of power and control; it is the misuse of power which 
uses the bonds of intimacy, trust and dependency to make women and children unequal, 
powerless and unsafe. Violence occurs in homes, workplaces, schools, public institutions, 
health care hcilities and the street. Women and children are most often the victims and 
most often, the violence is perpetrated by someone known to the victim All forms of 
violence result in short-term and long-term effects on rental, physical and spiritual health. 
Living wit6 vioience or fear ofvioience is cieariy not consistent with overaii heaith or 
gender equality. (Adapted ftom Health Canada 1995 and Canadian Public Health 
Association Paper, 1994) 



I Exhibit 4A - continued I 
Guiding Principles 

It is the basic human right for all individuals to live their lives in a non-violent 
environment. 
Successful prevention programs must recognize that violence/abuse is the result of 
unequal power and control. 
Individuals and groups must be empowered and involved in prevention. 
Prevention efforts must also work to reduce structural inequality. 
Value and attitude change is also needed 
Isolation must be addressed in our work toward prevention. 
Prevention must be seen as long-term and problem-solving in nature. 
Ending domestic violence and abuse is everyone's responsibility. Governments, 
businesses, voluntary groups, institutions and service providers must be involved in 
public education and activities that contribute to social change. Prevention must be 
built on community development. 

0 Psychological, emotional, sexual, physical and financial abuse are major social and 
health problems. All people should have access to appropriate help for all forms of 
abuse. 
Assaultive behaviour is not a private hmily matter, but is a criminal offence which 
demands that perpetrators, not their victims, be held responsible for the violence. 
Abused individuals who have additional needs due to age, language, culture, 
disability, poverty, geographical location or sexual orientation require services that 
are sensitive and reflective of their needs. 
Children who witness abuse are victims of abuse. Advocating for and ensuring the 
development of appropriate services for these children is essential in meeting the 
needs of their fbnilies. 
Abused individuals can take control of the personal aspects of their lives provided 
they are given true choices, accurate information and the opportunity to be equal 
partners in all aspects of society 
A coordinated, comprehensive approach to service delivery is essential to create the 
choices and to meet the many needs of abused individuals and their families. 
Survivors are essential partners in the work of service development, public 
education, prevention and social change. 
Services which are helpful to abused individuals and their fiunilies must be 
accountable to the people who use the service and the staff, the volunteers and the 
community. 

(Adapted £tom Framework for Services and Abused Women Ottawa-Carleton and 
MacLeod, 1994) 



I Exhibit 4A - continued 1 
Host Organizations 

Calgary Coalition on Family Violence and Women Looking Forward. 

Relationships 

The Information Centre will be jointly administered by the Calgary Coalition on 
Family Violence and Women Looking Forward. The tasks associated with 
administration be shared equitably. 
The Information Centre will be located with Women Looking Forward which will 
provide office space and access to equipment for the Information Centre 
Coordinator. 

a The Coordinators of Women Looking Forward and Calgary Coalition on Family 
Violence will act as joint advisors to the Information Centre Coordinator. 
Disbursements of hnds fiom United Way will be undertaken by Women Plus. 

a All meetings will be conducted and administrative decisions made using the 
consensus model of decision-making. 

From (VIEC, 1997) 



F i m e  6. VIEC Organizational Structure 



Figure 7. Chronology of key events related to VIEC 

CWEB First Shelter designed and built as a women's 
she1te:r 
CDVC established 
Mayor 
Mayo1:'s Task Force 
ACATT established 
Aug. '95 murder of 3 Calgary women 
United Way mobilizes community organizations 
Advisory group formed 
Chief of Police 
Unitecl Way fbnding for two year pilot implementation 
of VIEC starting June '97 
June '137 VIEC Coordinator hied 
Nov. '97 VIEC official opening 
Calga y Justice Working Committee consultations 
Aug. '98 VIEC relocated 
Mar. '99 VIEC evaluation completed 
United Way bridge funding for VIEC -June to Dec. '99 
Justice: Working Project 
May '!)9 Specialized Domestic Violence Court 
United Way provides 3-year funding for VLEC to Dec. 
2002 

Dates: late 1970's -2002 
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IV. Case 2 - The Calgary Regional Health Authority - Private Practice 

Physical Therapy ''Relationship" (CRHA-PT) 

A. Introduction 

The case described here illustrates the development of a working relationship between a 

large urban regional health authority and a group of private health care providers. In the 

following sections I describe the development of the relationship-building process and 

the contextual factors that influenced that development. 

Sixteen interviews were conducted with 13 different individuals. A preliminary case 

description was circulated to all of the informants for feedback. Feedback was received 

fiom 4 informants by the initial deadline; all were non-providers. I contacted everyone 

who had not responded by the deadline and received feedback fi-om eight of the 

remaining nine informants. Feedback was incorporated into the case description. No 

further formal interviews were conducted for this case but I had lengthy conversations 

with six of the informants while obtaining feedback on the report. Two informants 

indicated that I had not been critical enough of the CRHA and the CRHA managers 

regarding problems with the relationship. Others indicated that while there continue to be 

problems, some of them are related to the individual personalities and others are beyond 

the control of CRHA staff. I indicated that the case descriptions were developed to 

provide a detailed picture of the influences on partnership development and that they 

would provide the foundation for critical analysis (Chapters 5 & 6). 



B. Informant Profile 

Twelve of thirteen informants completed the demographic questionnaire. The informant 

who did not complete the questionnaire indicated intent to do so but did not return it by 

the time ofthis writing. Of the twelve informants who completed the questionnaire: 

nine had been involved since the beginning of the relationship; 

two became involved in 1996; and, 

one has been involved since 2000. 

Six of the informants were private practice providers, one was a provider working within 

a .  acute care setting, five were CRHA employees at the time of their involvement with 

the CRP and one was involved as the principle investigator on a related research study. A 

summary of the questionnaire results is presented in Appendix L). 

C. Application of the Partnership Framework 

1. Extra-local Social Relations - Alberta's Social and Political Context 

In this section, I will describe some of the contextual fi-ictors that have influenced the 

relationship-building process. The events that are highlighted are those that were 

mentioned by key informants during the interviews. For purposes of cMication, I have 

gathered additional information related to some of the specific events that were 

mentioned by the informants. I will specifically be highlighting issues related to: the 

federal and provincial contexts; health care regionalization; the Calgary Regional Health 

Authority; and, physical therapy service provision. 



The Provincial Context 

The purpose of this section is to describe selected aspects of the province's health policy 

development related to the development of this case. Provisions of the British North 

America Act give provinces principal power over the organization of health and social 

services; therefore, the Canadian health system is actually comprised of several sub- 

systems. "Not surprisingly, the history of commitment to universal health care policies 

has ebbed and flowed with provincial political and economic tides" (Scott et al., 2000). 

Political parties identified as being socially and fiscally conservative have been in power 

in the province since 1921(Marsh, 2000). The Progressive Conservative Party has been in 

power since 1971 and has been under the leadership of the same premier since 1992 

(Marsh, 2000). During the time period discussed in this case, there have been three 

ministers of health Shirley McLellan (December 1 5, 1992-May 3 1, 1996), Halvar Jonson 

(May 3 1,1996-June 7,2000) and Gary Mar (June 7,2000 - ongoing) (Alberta Health and 

Wellness - Communications, 2001). 

Although economic diversification is ongoing, the oil and gas industry continues to hold 

enormous political influence. The energy sector is strongly in favour of a market-oriented 

economy and small government (Scott et al., 2000). As stated in a report released in 

2000, "removal of government control and restrictions is viewed by the energy sector as 

good aii round (Scott et al., 2000): 



It is increasingly held that deregulation and the introduction of competition 
can result in lower prices for consumers, stimulate technological innovation, 
allow the size of government to be reduced, enhance efficiency, and improve 
the quality of service [emphasis added] (Energy Council of Canada, 2000 cited 
in Scott et al., 2000, p. 7). 

There is overlap between the discourse within the energy sector and the discourse of 

health reform (i.e., reduced government, efficiency arid quality). Scott, Horne and 

Thurston (2000) indicate that there has been a long-standing commitment in Alberta to 

increasing the role of the private sector in health care. 

Health Care Regionalization 

In the late 1980's and early 19903, a number of provincial health policy initiatives were 

launched to explore the health care requirements of Albertans (Alberta Health, 1991, 

1993; Alberta Health Planning Secretariat, 1993; Premier's Commission on Future 

Health Care for Albertans, 1989). In late 1993, the Alberta Health Planning Secretariat 

recommended that, "a regional structure be created for local decision-making" (Alberta 

Health Planning Secretariat, 1993). The Regional Health Authorities Act (Government of 

Alberta, 1994), which received assent in June 1994, legislated the formation of 17 

Regional Health Authorities and their links with two existing boards (the Provincial 

Mental Health Board and the Alberta Cancer Board). The 17 regions replaced over 200 

separate boards of hospitals, health units and other health service administrative units and 

institutions. CRHA boards were appointed with the provision within the Act for having 

locally elected Boards. The interpretation of the legislation has varied from one Regional 



Health Authority to another (Scott et al., 2000). 

The Calgary Regional Health Authority 

Seventeen CRHA boards were appointed soon after the implementation of the CRHA Act 

in June 1994 and were required to submit a business plan to the Minister of Health for 

approval. By the fall of 1994, the Board of the CRHA was beginning to articulate its 

business plan. This plan included: meeting a target for budget reduction ( trimming $170 

million fiom the budget by the 1996197 fiscal year); meeting hospital bed targets based 

on population size; restructuring the acute care sector by closing two hospitals and 

moving another (resulting in one acute care service offered at four sites); and, beginning 

to plan for the restructuring of public health, continuing care and community-based care 

(Calgary Regional Health Authority, 1994). 

Between 1994 and 2000, the Chief Executive Officer (CEO) of the region changed three 

times (Dr. Larry Bryan 1994-1 995, Paul Rushforth 1995-1998, A1 Martin (Interim] 1998- 

1999, Jack Davis 1999- present). There were changes to the membership of the Board on 

an annual basis, the Board Vice Chair changed in 1998 (Phyllis Kane to Shirley Mabbott) 

and the Chair changed twice (Bud McCaig 1994-1998, Dr. John Morgan pnterim] 1998- 

1999, Jim Dinning 1999 - present). In addition, there have been approximately three 

different major organizational structures that have guided the operations of the Region. 



Changes at the management level were concurrent with changes throughout the 

system During the first few years of regionalization, staff transfers, redeployment, 

voluntary severance and layoffs had resulted in a significant reduction of front line and 

administrative staff. This level of change was acknowledged in the 1996-97 Annual 

Report in which it was stated that, "overall, there have been dramatic changes in the staff 

mix throughout the CRHA since the beginning of restructuring." (Calgary Regional 

Health Authority, 1997, p. 5). After the reductions in 1994-95, considerable money was 

reinvested in the system. According to Alberta Health (Alberta Health, 1999), $22 

million was added in 1996-97 and $43 million was added in 1997-98 to hire more nurses 

and fiont-line staff. The CRHA continues to be one of the largest employers of people 

living within the geographical region served by the CRHA. 

Physical Therapy Funding and Service Provision 

In July 198 1, physical therapy became an insured service through the Alberta Health Care 

Insurance Plan (AHCIP). This meant that AHCIP would cover physical therapy services 

provided in public health care bilities as well as services provided in private practice 

physical therapy clinics. Under that payment mechanism, every Albertan was entitled to a 

limited number of visits to private practice physical therapy per year (up to $300 per 

year). The case mix in a private clinic tended to be primarily orthopedic in nature. Acute 

and complex rehabilitative care was primarily provided in hospital settings, 
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In some circumstances, payment mechanisms other than AHCIP could be accessed 

fiom the beginning of therapy or when the entitlement (i.e., maximum public coverage) 

had been reached (e.g., private insurance plans, Worker's Compensation coverage for 

work related injuries, third party insurance for accidents). Over the next decade, 

individual utilization of physical therapy benefits through the AHCIP increased by 18%. 

This was the largest sustained growth of any allied health program (External Stakeholder 

Community Rehabilitation Working Group, 1995). This budget was capped in 1993/94. 

At around this same time, legislation was passed to allow direct access to physical 

therapy services; that is, access without a physician's referral. 

In addition to increasing access to and utilization of physical therapy, the Community 

Rehabilitation Working Group reported the following rehabilitation service gaps: 

limited audiological services; 
limited speech-language pathology services for adults; 
limited physical and occupational therapy services for persons with complex 
rehabilitation needs; 
limited respiratory therapy services outside of acute care facilities; 
fragmentation of services for individuals requiring long term restorative therapy; 
limited services provided in any of the rehabilitation areas examined for persons 
seeking mental health services; 
reduction in, or elimination of outpatient and inpatient rehabilitation services 
alongside the reduction of hnding to acute w e  hospitals. 

(External Stakeholder Community Rehabilitation Working Group, 1995). 

In the 1994 Three Year Business Plan, Alberta Health formally announced a plan to 

develop a community-based delivery program for rehabilitation services (Alberta Health, 

1994). The mission statement was: 



The Community Rehabilitation Program enables and supports Albertans with 
rehabilitation needs to maximize their ability to h c t i o n  in everyday 
activities and enhance their quality of life while living at home. The 
Program a.1so provides health promotion and injury prevention activities to 
the individual and community. (Alberta Health, 1994) 

Rehabilitation services are provided using a client-focused, interdisciplinary approach 

and are targeted towards measurable goals and outcomes. The Community Rehabilitation 

Program was delivered by rehabilitation personnel who worked together with community 

partners in a continuum of care (External Stakeholder Community Rehabilitation 

Working Group, 1995). Informants indicated that despite rhetorical emphasis on 

interdisciplinary, coordinated care, there was no idastmcture to support such working 

relationships. 

The principles that were to embody this program emphasized individual dignity and 

autonomy, service coordination and integration, shared responsibility for service delivery, 

accountability and cost effectiveness (Table 8). 

Beginning on July 1, 1995, each of the recently established Regional Health Authorities 

(RHAs) assumed responsibility for the Community Rehabilitation Program (cRP)". As 

'* Throughout the case description, I refer to the Community Rehabilitation Program 
(CRP) however, as two informants pointed out, that name, while still in use by some, 
"died" with the first major reorganization within the Calgary Regional Health Authority 
(RHA) in 1997. The name that was used within the RHA at the time of this study was 
Community Physiothera~y. 



115 

mandated, the CRP was to include fimding and delivery of services by five 

disciplines; audiology, occupational therapy, physical therapy, respiratory therapy, and 

speech-language pathology with the provision for the inclusion of other rehabilitation 

services at a later date. It was envisioned that the CRP would be offered at multiple 

selected sites with at least one regional site offering all five services. The development of 

the CRP coincided with deinsuring private practice physical therapy services as a benefit 

of the AHCIP. The budget for the CRP across all 17 RHAs was $40.3 million in 1995-96 

(Calgary Regional Health Authority, 1995). Tbis was approximately the amount that had 

been allocated for physical therapy services billed under ACHP in 1994-95 (McKinnon 

& Sivertson, 1997). This level of funding allocated to the CRHA was the equivalent of an 

18% reduction in the amount of money that previously spent on fee-for-service physical 

therapy ser~ices '~ (Implementation Committee, 1995). The CRHA implemented a M e r  

two per cent reduction to cover program admhktration costs that had previously been 

covered by Alberta Health and Wellness (Implementation Committee, 1995). 

l9 In 14 of the regions, the amount given was more than had been previously available for 
physical therapy. 



Table 8. Community Rehabilitation Program Principles. 

CRP Principles 
The Community Rehabilitation Program (CRP) is an integral part of Community Care. 

The principles are congruent with the Three Year Business Plan for Alberta (1 994). 1 
The autonomy and dignity of individuals are respected. 1 
The CRP supports individuals in their choice of living independently as long as 
aossible. 

( The primary responsibility for health lies with the individual. CRP services encourage I 
healthy choices to promote wellness. 
Albertans have the right to information in order to make decisions. They have the right to 

I risk and mav choose not to receive service. I 
1 Albertans have reasonable and equitable access to rehabilitation services. I 
Rehabilitation services for the individual are coordinated and integrated. 

The CRP is needs-based, goal directed and outcome driven. 

I Individuals, fhilies, health, education, social service providers and community 
organizations work together in the delivery of services: 
Services are provided in a cost effective manner within available resources. 

Accountability measures are employed to evaluate the CRP. 

The services provided by the CRP are coordinated with other services and rehabilitation 
programs within the region and throughout the province. 
Services provided by the CRP are meant to enhance and not to replace or duplicate 
existing rehabilitation services provided by acute and long term eke, mentalhealth, home 
care, and tertiary rehabilitation centre. 
From A ~lanninp; framework for the community rehabilitation Dromam (pp. 4-9, by the 
External Stakeholder Community Rehabilitation Working Group, 1995, Edmonton, AB: 
Alberta Health. 

The October 1995 issue of Regional Update (Calgary Regional Health Authority, 1995) 

indicated that there was $48 million available for the services of chiropractors, physical 

therapists, podiatrists, optometrists and opticians. But by this time, physical therapists 

were involved in discussing the development of their contract under the CRP. In the 

nPrPEh kSUe Of F-egicd C*&e, =<iGn -;= dcvGi& i~ Chn jjai,biiiM 

reference to the restructuring of physical therapy services. In this article it was stated that, 



"in order to provide more equitable finding in all regions, physical therapy to three 

regions, including Region 4, was reduced" and that the "system had moved firom an 

"entitlement system" to a "needs-based" system (Calgary Regional Health Authority, 

1 995). 

While staffing and organizational changes in the CRHA had an impact on the CRP, the 

core staff members remained relatively unchanged since 1995. Early problems with the 

transition to CRP were acknowledged in the 1995-96 Annual report. 

Right now, the majority of complaints we receive are about access to 
services within the Community Rehabilitation Program, including 
physiotherapy, occupational therapy, and rehabilitation services. Since the 
government transferred control of the program to the region, we have 
experienced numerous difllculties with h d i n g  and the delivery of 
services. We recognize the problems in this area, and are currently 
working to develop a more effective structure and h d i n g  approach. 
(Calgary Regional Health Authority, 1996). 

The Alberta Regional Health Authorities Act was sufficiently broad to permit regional 

variation in its implementation. Interpretation of the Act does in fact vary from one 

region to the next. The ways that CRHAs were structured and the ways that they 

hctioned were largely dependent upon social and political contexts within each region. 

One result of regionalization was a major reduction in provincial communication 

mechanism for health services. Lack of support for communication among the regions at 

the program level meant that managers were initially planning in isolation, a situation that 

had a negative impact on service continuity across the province. The Regions have since 
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supported the development of linkages among regional CRP managers to facilitate 

communication and planning. 

Part of the rationale for regionalization was that it would encoumge local decision- 

making and accountability for providing affordable health services. The Act 

(Government of Alberta, 1994) effectively transfened accountability for planning, 

providing and fimding health services from Alberta Health and ~ e l l n e s s ~ ~  to the RHAs. 

In this way, the RHAs became accountable for some policy issues that had been 

problematic for Alberta Health and Wellness. One such issue was the practice of private 

clinics (e.g., ophthaimology clinics) charging facility fees. The federal government had 

been monitoring the facility fee issue for some time. In 1995, the federal government 

began to withhold transfer payments to penalize Alberta for allowing private clinics to 

charge facility fees. Because the regions were now accountable for these services, Alberta 

Health and Wellness indicated that it would withhold payment unless the RHAs 

developed contracts with all private practice providers within a 90-day period2'. These 

contracts were to control the facility fee issue. It was during this period that the initial 

contracts with private practice rehabilitation providers were developed. 

20 At the beginning of regionalization, the department was known as Alberta Health but 
was changed to Alberta Health and Wellness in 1999. 
21 At that time, the practice of charging ki l i ty  fees was unique to some clinics within the 
RHA. 



At the same time that the provincial government stipulated the development of 

contracts with private providers, it also mandated that each Region implement the CRP. 

This meant that contracts for private rehabilitation professionals had to be developed 

within a short time h e  and had to be fomuIated witbin the context of a newly created 

CRP. While the Planning Framework for the CRP articulated the strategic h e w o r k  

(mission, principles, vision and goals) and the hctional plan (target population, program 

eligibility, service delivery, conflict resolution procedures, personnel issues and 

infomation system chatacteristics), many of the informants indicated that the program, 

as articulated, was not fitnctional at the regional level. 

Many of the informants indicated that the five disciplines covered by the CRP was an 

artificial grouping with fkw practical linkages; a minority of individuals living in the 

community would have need for more than one of the services and it would be extremely 

rare that anyone would need all five disciplines. One informant indicated that the list of 

five was very restrictive (e.g., no inclusion of mental health professionals). Although the 

regions articulated the fbnctional problems with the CRP Planning Framework and 

proposed changes, the Department of Health and Wellness had not, at the time of this 

writing, officially supported changes to the CRP. All of the regions redefined this 

contract over time and most regions did not describe the CRP as an entity anymore; it 

was integrated into a continuum of services. In the CRHA, the CRP (i.e., physical 

therapy, speech language pathology, occupational therapy, respiratory therapy and 

auciioiogyj 'became Community Rehabiiitation S e ~ c e s  (1997-99) (i.e., physical therapy, 
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speech language pathology and audiology), then Community Clinical Support 

Services (i.e., physical therapy, speech language pathology, audiology, chronic pain 

clinic, Activities of Daily Living program, seating cliic, brain injury program, 

educational consuitant), and more recently, Community Physical Therapy. 

In addition to the Planning Framework, in 1995 Alberta Health and Wellness provided 

the Regions with a document to assist with prioritizing patients based on their needs. The 

Determination of Need form (Appendix M.) was a tool that had originally been 

developed by Alberta Speech Language Pathologists but was adapted for use by all 

rehabilitation professionals under the CRP. This tool was never validated for that 

purpose. It was developed solely as a caseload management tool to assist in the 

prioritization of all clients who were to receive services. Therapists were required to rank 

each patient on a scale of 3 to 15. Patients with the highest needs (ranked 7-15) were 

eligible to receive therapy funded under the CRP. Wormants indicated that one major 

limitation of the form is that despite emphasis on prevention in the mission of the CRP, 

the form does not provide a mechanism for rating prevention 

The case mix for private clinics in the CRHA was also changing as a result of other 

changes within the Region Early discharge policies meant that patients who had 

previously been treated and followed up through rehabilitation programs in acute care 

facilities were being discharged to community programs (e.g., Homewe and CRP). This 
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change in case mix coincided with unprecedented population growth in the Calgary 

region. 

2. Domain 

Increased utilization of physical therapy between 1981 and 1993 was cited by many of 

the informants as  an indication of public support for physical therapy. One informant 

cited a national study that indicated that, since that time, physical therapy utilization rates 

had not dropped even with the fimding cap. Despite this perceived level of public 

support, many informants suggested that, at the provincial ministerial level and senior 

administrative level within the regional health authority, there was very little recognition 

of physical therapy as a profession and that, as a result, there was little policy support. 

When talking about the lack of recognition and support for physical therapy, several 

informants talked about the discrepancy between the impact of regionalization (embodied 

in the CRP) and hndiig cuts on physical therapy as opposed to chiropractic services. 

Chiropractors continued to operate on a fee-for-service basis and can extra bill while 

private practice physical therapists obtained public h d i n g  on a contract basis and were 

not able to extra bill under the CRP guidelines. 

3. Partnership Characteristics 

When asked, informants stated that the relationship was not a partnership yet but the 

possibiity remained. '%any indicad that this relationship was not a partnership because 
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there was not shared decision-making. Informants stated that the CRHA and Alberta 

Health and Wellness made decisions that intluenced the practice of private physical 

therapy. Many indicated that developing a partnership remained a goal; a few suggested 

that such a relationship could never be anything but a vendor contract and that it was 

better to treat it as a business agreement rather than a "relationship". 

Initial interactions between providers and representatives of the CRHA did little to build 

a trusting relationship. Providers indicated that they did not feel as if the early CRHA 

representatives respected them, CRHA representatives were reported to have said that 

private practitioners were primarily interested in their personal gain rather the best 

interest of their patients. Many providers indicated that the characteristics of the people 

who are currently their d k t  link to the CRHA facilitated the development of a more 

positive relationship. Although one of the CRHA representatives was a physical therapist, 

informants indicated that this professional affiliation was not perceived as an asset to 

negotiations. 

Current CRHA representatives acknowledged the situation in which the providers were 

working; balancing the best interests oftheir clients with the constraints arising fiom 

reduced budgets, increased administrative responsibility and contract insecurity. Many 

providers perceived that the CRHA contact people had limited influence over the way in 

which the CRP program had evolved in the CRHA. It was recognized that front-lie 

rlcisioi;-F&liig &$e C z g  -+ES siG"i: iii.idgerI,eni wem: Gt. pimary 
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decision-makers with decisions based upon direction (or lack of direction) fiom the 

provincial government. 

In the spring of 1995, the CRHA issued a request for proposals (RFP) to physical 

therapists regarding strategies for reorienting physical therapy services in the Region. 

This RFP was issued prior to the announcement of Alberta Health and Wellness' plan for 

the CRP. As a result, when the CRP was announced, the proposals that had been received 

were no longer relevant to the planning process. People involved in the initial planning 

process indicated that they were not prepared to offer a limited number of contracts to 

providers, as was the case in Edmonton. They felt that all clinics should have the option 

of having some CRP hding .  In Calgary, the decision was made to disperse the available 

fbnding among the existing 75 clinics. This resulted in the establishment of a monthly 

h d i n g  quota for each clinic based on their clinic's earnings in JuneIJuly 1994. When the 

C W  was implemented, an advisory committee of physical therapy representatives was 

involved in planning. An interim service agreement was developed through consultations 

with physical therapists. It was recognized, however, that the Agreement was not ideal. It 

was distributed to the providers on December 5, 1995 and was to be revised by March 3 1, 

1996. At this point, the CRHA had little inhstructure to assist with contract 

development and this meant that, as one informant indicated, the timelines and objectives 

for contract development did not allow for the development of a strong contract. 



Discussions began almost immediately regarding revisions to the Agreement. An 

early modification to the Agreement provided for some flexibility (e.g., in rolling the 

quota over to account for seasonal adjustments in caseload). While the Agreement 

clarified how much h d i n g  was available for existing clinics, a number of issues had to 

be resolved. These included administration of the patient eligibility criteria, development 

of a data management system, allocation of CRP dollars within each clinic and 

reallocation of the quotas should clinics close or merge or should new clinics open 

Numerous Advisory Committee meetings, Town Hall meetings with providers and 

informal discussions were held f?om the time the Agreement was distributed until the 

Formal Agreement was completed in August 1998. As part of the development of the 

Formal Agreement, a Request for Information (RFI) was issued to CRP providers on 

January 2, 1998. By January 26, providers were to provide the CRHA with details 

regarding clinical service provision. The discussions were based on the understanding 

that there were some decisions that those within the CRP could not influence because of 

the provincial mandate as articulated in the Planning ~ ramework .~~  While there was a 

sense that there was an attempt to involve private practice representatives in the early 

Those within the CRP were not in a decision-making role around the following: the 
regulated core values of the CRP (needs-based service, equitable access, evaluation 
beyond fee-for-service model the region as first payer); population based fhnding 
(capitation model); the prioritization process; co-payment regulations (i.e., no balance 
billing); regulations regarding exclusions (e.g., DVA, MVC), RHA allocation of fhnding 
at a regional level; insurers' and plan sponsors' decisions about coverage for 
rehabilitation services; clients' desires, preferences and choices. (CRP Discussion 
Document, March 20, 1996). 



stages of contract development, providers generally indicated that they have klt 

disengaged fiom the decision-making process. 

There was a sense among informants that the Formal Agreement was the best that could 

be done within the constraints of the CRP as mandated by the provincial government. 

The CRHA CRP representatives were engaged in discussions with CRP representatives 

fiom other regions to develop recommendations for changes to the CRP. A proposal for 

changes was forwarded to the Minister of Health and Wellness but no response was 

received23. In the CRHA, fiom 1998 to 2000, the physical therapy advisory committee 

met less often and it was perceived that there was little reason for them to meet because 

of their inability to influence decision-making. In the summer of 1999, the CRHA CRP 

managers decided to proceed with revisions to the planning framework in the absence of *' 

direction fiom the provincial government24. Between June and September 1999, meetings 

were held between representatives of the CRHA and the Capital Health Region (the 

geographic region around Edmonton, Alberta) to discuss collaboration on reaching a new 

agreement. In November 1999, a representative &om Alberta Health and Wellness joined 

23 The anticipated provincial government report which was to provide direction in the 
area of rehabilitation services was referred to by the informants as the Ambulatory Care 
Report and the Physiotherapy Report. 

24 In early 1999 a Regional Rehabilitation Design Committee was formed to review 
rehabilitation services in the region. The focus of the committee was on Acute Care 
utilization but it clearly had implications for Community Rehabilitation Services. 



the meetings to direct a consultation process. This process was never completed; it 

did not seem to be a priority for Alberta Health and Wellness. 

The renewed planning process was launched in the CRHA in the fall of 2000. The CRHA 

formed a Steering Committee comprised of 12 to 14 people, none of who were providers. 

The Steering Committee was to provide overall direction in the contract development 

process. Different workgroups within the Steering Committee would address issues such 

as the business strategy (e.g., defining a model of service for the region), clinical needs 

and gaps within the CRHA, costs of existing and proposed service models, and service 

components and performance expectations. Input fiom providers was sought using survey 

and focus group methods over a three to four month period. The CRHA was to have 

issued an RFP at the beginning of April 2001. Clinics that wanted to be considered for 

funding through the CRHA were to be asked to submit proposals during a four-week 

bidding period. The contracts were to have been awarded and finalized by July with the 

new contract beginning on August 1,200 1. 

After the CRHA announced the proposed process, the Minister for Alberta Health and 

Wellness indicated that he would release the Provincial Physical Therapy Report in 

March 2001. As a result, the proposed process was deferred until September 2001 with 

the intent of awarding contracts by January 2002. Informants indicated that Minister's 

intent to release the report was discussed in their professional newsletter but that the 

C W A  ciici nor cieariy communicate the rationale for delaying the contract process. A 
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CRHA representative indicated that the reason for the delay is partly because the first 

stage of the process (ie., defining a model of service) had taken longer than anticipated. 

Although the pace of change was extremely rapid during early regionalization, all 

informants expressed frustration with the way in which the process had been stalled in the 

CRHA for almost two years while awaiting direction fiom the Minister of Health and 

Wellness, It was perceived by some informants that providing direction for the CRP was 

a low priority in comparison to the many other issues that the provincial government was 

addressing (e.g., provincial elections and debate around the Health Care Protection Act); 

such decisions would not be made at politically inopportune times. Another informant 

suggested that, in the CRHA, the provincial government's lack of direction was used as a 

rationale for not changing the CRP. This informant indicated that innovation and 

development of CRP h d e d  services has not stalled in other regions. 

There was a wide range of responses when informants were asked about the effectiveness 

and efficiency of the relationship. Some indicated that the relationship was ineffective 

because the agreement is still less than ideal. Others indicated that the relationship 

building activities would result in a service model that was more effective and efficient. 

Some informants suggested that the fhct that a relationship existed at all was an 

achievement because in the past there had been no direct relationship between providers 



and Alberta Health and ~ e l l n e s s ~ ~ .  It was indicated that the relationship was at a 

point where providers and managers had begun to trust one another but data obtained 

while gathering feedback on the case descriptions suggested that this level of trust had 

since eroded. 

Informants who talked of effectiveness beyond the development of the relationship 

indicated that providers now had a better understanding of the health care system and 

CRHA managers had a better understanding of practice issues. Many providers talked 

about how the changes within the CRHA had forced them to do more strategic planning 

within their own organizations and to streamline services. Although this was largely seen 

to have been positive, some providers spoke of the k t ra t ion  of developing innovative 

service strategies (e.g., services focusing on prevention, clinic mergers) only to have 

some of them vetoed when they did not meet the CRP criteria or when the timing was not 

right &om a CRHA perspective. 

Informants talked about the impact of the CRP on patients. Public c o h i o n  and anger 

about the changes in access were frequently discussed. Some informants talked about 

how their fiont-line office staff had had to fice a great deal of public hstration regarding 

eligibility criteria and inconsistencies in the ways that the quotas were managed. There 

was also much discussion of the gaps in service that were linked to the implementation of 

3 C  -. 
-' 1 here had been a relationship mediated by the provincial physical therapy association 



the CRP and early discharge policies. People who were discharged from hospital 

following a stroke or who had complex needs could easily fbll through the gaps in 

service. As one informant indicated, it is ironic that these were the groups whose needs 

were to be addressed by CRP implementation. There was also concern that the way in 

which quotas were reallocated when clinics closed had resulted in some parts of the 

region having less access to CRP physical therapy services. 

There was concern expressed by providers and managers alike about the methods of 

measuring utilization and outcomes. Many expressed concern about the focus on 

measuring numbers of patients or numbers of visits rather than quality of treatment or 

impact on the patient's function or quality of life. The lack of a regional data collection 

mechanism was cited as an ongoing issue. Some suggested that because hnding no 

longer followed the patient and because the information system was not well developed, 

people could access services at many different clinics aid thus increase the costs to the 

system. 

4. Partner characteristics 

Providers 

Informants described physical therapists as being highly committed to their patients and 

emphasized that private practice physical therapists are generally highly professional 

practitioners. Some informants talked about what they perceived to be a misperception of 

the motives of the private practice physical therapist (i.e., being motivated by profit rather 
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than patient needs). Prior to regionalization, private physical therapy providers were 

loosely connected through their professional association. There was some discussion of 

the lack of support that the physical therapy professional associations were able to 

provide during the transition to regionalization. Some providers talked about the limited 

amount of time they had to participate in activities related to the relationship with the 

region; administering and providing service was stretching their already limited 

resources. 

The impact of the 20% reduction in clinic earnings meant that a number of small clinics 

in the CRHA were no longer able to operate. An informant indicated that the 20% 

reduction was randomly allocated; some clinics received the equivalent of a 75% 

reduction while others received a .  increase. The result was a reduction in the total 

number of private physical therapy clinic owners and sites (&om 75 owners in 1995 to 32 

in 2000 and fiom 75 sites to 52 duriry: the same timefiame). One informant applied for 

CRP fUnding for a new clinic when the Agreement was revised in 1998. When she did 

not acquire funding, she put in a Freedom of Information request to get information about 

how the fhds for CRP had been allocated. This informant indicated tbat $12,000 per 

month had been removed h m  the physical therapy budget as of March 1998. 

In addition to closures, some of the reduction in clinic numbers reflects a consolidation of 

clinics through the development of mergers. Some informants talked about how Alberta 

Health and Wellness policies (i-e., lack of support for physical therapy and lack of 
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direction) led to the development of a two-tier health service in physical therapy and 

the purchase of several clinics by a health management organization (i.e., LifeMark). 

Many informants talked about how LifeMark had purchased a number of physical 

therapy clinics within the region. One informant who had been approached by LifeMark 

to sell her clinic indicated that the company was managed fiom Toronto and was using 

venture capital fiom the United States to invest in clinics in Calgary. This informant 

indicated that it was clear that the focus for LifeMark is on protecting their profit 

margins. For example, shortly after purchasing clinics, they attempted, unsuccessfully, to 

cut back the percentage given to physical therapists. 

There was a range in size among the clinics that remain in the CRP. There were some 

very large operations that include a number of clinics in the region and there were some 

sole practice clinics. Just as there was a range in the size of practice, there was also a 

wide range in the ways in which the clinics were managed. This was partially reflected in 

the variety of strategies for handling the CRP quota and the Determination of Need form. 

Some clinics offered the assessment under CRP and then looked for alternate sources of 

funding if fhther treatment is required (e.g., Workers' Compensation Board, third party 

payment, private payment). Other clinics provide a certain number of treatments (e.g., 

five) before other fhnding sources are sought or the patient was discharged on a home 

program. Some clinic managers decided that the most effective way to use the quota was 

to treat some patients until they no longer need therapy (i.e., eight to ten visits). The 

d i f f i i ~ ~ c s  hi qri~ta mz~qgcnieiii rmuiid in dEerenr ciinics -having difierent waiting 
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lists for CRP patients. Patients who were able to pay privately or who had alternate 

sources of M i n g  may not have waited on a waiting list. Providers and managers 

indicated a strong dislike for the Determination of Need form and, as a result, it was also 

inconsistently applied fiom clinic to clinic and even within clinics. Some providers 

indicated that because they were unable to extra bill patients who received services 

through the CRP, they over bill the private sector patients to subsidize the CRP (and 

Workers' Compensation Board) patients. 

CRHA 

CRHA is a large and complex organization. Changes in organizational structure over the 

past five years meant that the CRP had been shifted among the different management 

portfolios. Although the fiont-line managers remained consistent since 1995, senior 

management changed three times. With each change in senior management, there were 

obvious changes in management style that influenced the ability to make changes to the 

CRP Agreement. Near the end of this study, it was perceived by some informants that 

there was support and political will at the senior management level to move the CRP 

agreement forward; other informants have adopted a "we'll believe it when we see it" 

attitude. 

Informants indicated that the attitude, skills and behaviours of the partner representatives 

(i.e., both providers and CRHA personnel) had a large influence on the ability to move 

+L- ..- -*:---L:- A?---.-- 
L U  I G $ L I U I ~ L U ~  ~ U L  w a d .  tiii bPormanis recognized rhe need to move tie Agreement to 



the next level. There was some concern among informants that structural and 

relationship issues (e.g., between acute and community care) within the CRHA were a 

hindrance to such development. 

5. Communication 

Many informants discussed the inadequacy of communication following regionalization. 

Although the CRHA board began to articulate its business plan in the fall of 1994, 

informants indicated that there was a lack of clarity around the impact that 

regionalization would have on rehabilitation. To facilitate communication, the CRHA set 

up phone lines to respond to questions l?om professionals and consumers regarding 

regionalization in general. The information that was available by phone was limited and 

did not address many of the providers' questions. Early statements &om Alberta Health 

and Wellness regarding the CRP were described as adding to the conhion and fbelling 

public hostility. One frequently cited comment i?om the Minister of Health was a line 

from the CRP Planning Framework, "All individuals are eligible to receive services 

through the Community Rehabilitation Program". What the Minister neglected to add 

was that, although all people were eligible, some might have to "have another agent pay 

the full cost [or wait for] service" (Implementation Committee, 1995). 

Early in the regionalization process, before the CRP was initiated, a voluntary 

multidisciplinary committee of rehabilitation professionals (ie., The Advisory 

Committee on Rehabilitation Services for Region 4) was formed to act as a conduit for 
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communication between rehabilitation professionals and the Region, The committee 

was soon disbanded because it was unable to establish a formal communication link 

within the Region Members of the committee were told that the Board preferred to speak 

to people who had been elected to represent their professional groups rather than to a 

committee of volunteers. Volunteers were perceived to have "vested interests". Prior to 

disbanding, the committee attempted to gain information regarding potential changes 

&om Alberta Health; they were informed that it was the responsibility of the Region to 

communicate policy changes with providers. 

Informants talked about the extremely short notice that was provided for the transition to 

CRP. Although the Planning and Priority Setting Frameworks were received in the spring 

of 1995, the Regions received final details required for implementing the changes just a 

few weeks before the program was to be implemented. Informants talked of how little 

communication there was when funding was discontinued through AHCIP on July 1, 

1995 but not in place through the Region until the middle of July. 

Informants indicated that they valued fiont line managers for their attempts to develop 

inclusive communication processes. The formal communication strategies (e.g., Town 

Hall meetings, Advisory Committee meetings) were generally seen as important 

communication mechanisms. Despite some positive communication strategies, many 

informants perceived that representatives of the region and the provincial government do 

not uncierstanci tine extremeiy negative impact that CKP had had on the livelihoods of 
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providers. They felt that they were not included in many decisions that had a direct 

impact on their ability to make a living. 

Informants described effective communication as being open, clear, respectful and 

consistent. There was some -tion expressed regarding the perception that there was 

inconsistency in the amount and quality of informal communication between the CRHA 

representatives and providers. CRHA representatives talked about their commitment to 

communicating with providers but found communication hutrating when the issues 

being discussed regarded changes that were beyond their control (e.g., the CRP 

Framework). 

Some informants talked about how, when unique situations arose with clients, they were 

told on an individual cl i ic  level that they could do things that weren't within the CRP 

Framework or Agreement but the approval to do so was not in writing. Monnants felt 

uncomfortable with that level of inconsistency. Inconsistent communication was also 

discussed around the issue of quota redistribution when clinics closed. Informants 

indicated that all clinics should be working within the same guidelines and that those 

guidelines should be explicit. One informant indicated that the guidelines have always 

been explicit (ie., documented and available) but that they have continually evolved. 

This informant suggested that evolution of the guidelines might have led to the 

perception that they were not explicit. 



There was much hstration when input was requested fiom the providers but not 

acted upon. One example of this was the early request for proposals that was issued prior 

to the announcement of the CRP program. Many informants acknowledged that CRHA 

managers sometimes had little influence over the way in which events unfolded but they 

expressed a desire that communication be meaningful. 

Two very comprehensive documents were developed by the CRHA between 1996 and 

1998 to assist with the development of relationships with contracted service providers. 

None of the informants were aware of those documents being used. It was indicated that a 

user-friendlier version of the documents is currently being developed. 

The term ''partnership" was generally described as being a word with very little meaning. 

One informant called it ''window dressing". It was perceived to be a term that was being 

used to convey a level of participation that really didn't exist. Informants &It that the 

current style of communication appears much more formal than it has been in the past. 
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Government announces intention to develop 
cornrnunity-based rehabilitation 
Department within CRHA responsible for PT 

Spring '95 CRHA issues RFP to private PTs 
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IV. Summary 

Both cases described in the previous sections evolved at a similar point in time and in the 

same geographic location Both were initially described as partnerships but for different 

reasons they were no longer officially described as  such. Despite such broad similarities, 

there were marked differences in the relationships. The partnership hmework will be 

used to briefly summarize distinctive features of the cases. 

k Extra-local Social Relations 

Informants fiom both cases discussed the influence of reductions in the levels of federal 

and provincial and funding. In the VIEC partnership, reductions in fimding fiom both 

federal and provincial levels are reflected in the reduced M i n g  for women's 

organizations. Such reductions meant that many such organizations were unable to 

sustain some aspects of their operations including providing resources for the 

professional development of their employees. In effect, reduced support f?om the federal 

and provincial governments stimulated the need for a partnership such as VIEC. 

In the CRHA-PT case, the federal government reduced federal health transfer payments, 

but continued to influence policy by imposing penalties for some contracting 

arrangements. The Alberta provincial government influence on the development of the 

CRHA-PT relationship was explicitly connected to the implementation of the Regional 



139 

Health Authorities Act and simultaneous M i n g  cutbacks. Provincial government 

influence permeated the CRHA-PT relationship at a policy level (i.e., both policy action - 

mandating implementation of the CRP Framework as well as shifting &om services based 

on entitIement to a needs based focus and policy inaction - lack of direction regarding 

changes to the CRP Framework). Many informants perceived that the relationship 

between the CRHA and private physical therapies was strongly influenced by the 

provincial government's commitment to private enterprise. 

At the local level, there was a web of networks among agencies that addressed issues of 

domestic violence and violence against women. The existence of a strong community 

infiastructure bilitated the development of VIEC. For example, VIEC arose fiom 

consultations among people working in the area of violence prevention The decision to 

move forward with the development of a resource centre was supported by a broad 

constituency. For the CRHA-PT relationship, there was a distinct absence of 

inhstructure within the community. The private providers were loosely connected 

through their professional association and did not have ongoing formal linkages with the 

people to whom they provided service. There was an arms-length connection between the 

private providers and the public fbnder (Alberta Health and Wellness) prior to 

regionalization. In 1995, the provider-finder relationship became much more direct but 

there was little regional infiastructure to support development of connections with 



providers. There was public confUsion and fistration with the way in which 

community physical therapy services were reorganized. 

B. Domain 

For both cases, there was a perceived lack of provincial support for the issues addressed 

through the initiatives. Informants acknowledged that anti-feminist sentiments expressed 

by members of the provincial government were reflected in the lack of formal recognition 

of the issues and lack of support for violence prevention programs. Similarly, informants 

for the CRHA-PT case discussed lack of provincial recognition 0% and support for, 

private practice physical therapy. In both cases, informants talked about having strong 

local support. For VIEC, community level support came fiom the mayor's office, the 

chief of police, and community agencies. In the CRHA-PT case, informants perceived 

that while there was strong support among members of the public and some CRHA 

representatives, there was lack of support from senior management within the regional 

health authority. 

C. Partnership characteristics 

There were obvious differences in the size and scope of the two initiatives; three partners 

were accountable for the operations of VIEC whereas the CRHA-PT relationship began 

with the CRHA connecting with 75 clinic owners at 75 sites. At the conclusion of this 
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study, 32 different clinic owners managed clinics at 52 sites. Despite these numbers, 

physical therapy was not perceived to be a powefil proikssional group within the 

CRHA. 

Partners involved in VIEC were consistent since its inception. Even though it was not 

legally a partnership, partner representatives still referred to themselves as partners and 

the agency as a partnership. They defined partnership as shared responsibility, shared 

decision-mak'mg and shared power. Power was an explicit topic of discussion throughout 

the development of VIEC and was addressed through organizational structures, 

communication strategies and activities. 

Informants for the VIEC partnership emphas i i  how principles outlined in the Terms of 

Reference (see Exhibit 4A) permeated all aspects of the partnership (e.g., organizational 

structure, communication strategies, activities). When concerns were raised about 

documentation not reflecting guiding principles (i.e., the by-laws), action was taken to 

revise the documentation. Informants talked about not trying to make the agency "fit" 

documented structures and regulations but rather, making changes to documentation and 

challenging structures that did not reflect the principles of VIEC. VIEC partner 

representatives highlighted the need to develop strategies to ensure continued 

commitment to these principles as VIEC evolves. The relationships among VIEC partner 

agencies were explicitly articulated and documented. 
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Informants did not define the CRHA-Community Physical Therapy relationship as a 

partnership. Informants identified the lack of shared decision-making as one of the 

barriers to partnership. The principles that continued to formally determine their working 

relationship were developed at the provincial level and had not been adapted. There were 

power differentials among the physical therapists, between the physical therapists as a 

group and the CRHA, between the CRHA representatives and senior management in the 

CRHA and between the CRHA and the province. Although recognized, these power 

differentials were not explicitly discussed or addressed in policy. 

The budgets for the initiatives were significantly different. VIEC operated on a small 

budget that supported two staff members; volunteers completed much of the work of 

VIEC. While the budget for the CRHA-PT relationship was much greater, it reflected a 

reduction in the public fimding available for private practice physical therapy. While both 

relationships operated with limited resources of time and funding, the partners of VIEC 

recognized the importance of investing in the development of relationships within the 

community. Informants for the CRHA-PT relationship perceived a lack of support for 

relationship-building processes. 

Staff for both initiatives remained consistent since 1995-96. Informants for both 

initiatives indicated that the qualities of staff were important resources that influenced 

how the initiatives evolved. The communal space occupied by VIEC was also identified 
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as an important resource, facilitating interaction among the partners. The nature of the 

CRHA-PT relationship did not lend itself to occupying shared space. Interactions among 

partners took place in one-on-one meetings or in Town Hall meetings organized by the 

CRHA. 

D. Partner characteristics 

The three partner representatives worked together prior to developing VIEC and they had 

positive reputations within the community. They shared philosophical perspectives and 

all expressed a strong commitment to the services that VDEC provided. 

Prior to regionalization, private physical therapy providers and representatives of the 

CRHA were generally not known to one another and there was little formal interaction 

among the physical therapy providers. There was great diversity among the providers, 

which was partially reflected in the size of clinics and clinic management styles. 

CRHA was characterized as a large bureaucracy with complex and poorly articulated 

decision-making structures. The private practice physical therapists generally had 

positive reputations within the community but the CRHA was described in negative terms 

and there was mention of public skepticism regarding political influences on decision- 

making within the CRHA. 



E. Communication 

Informants for both partnerships described desired communication strategies using 

similar terms. Informants for the VIEC partnership indicated that there are explicit links 

between the organizational philosophy and the communication strategies that are used. 

Informants for the CRHA-PT partnership acknowledged that communication was not 

always handled well. One-onsne communication between providers and CRHA staff 

varied in quality. Although CRHA staff indicated their willingness to communicate with 

providers, providers described communication with CRHA staff as ranging from 

hstrating and ineffective to supportive and open. 

F. Conclusion 

Despite geographic and time period similarities, the relationships that evolved were 

distinctly different. I have highlighted some of the similarities and differences using the 

partnership h e w o r k  as a tool for description In the next chapter, I will begin to 

critically analyze each case to explore patterns of institutional relations that influenced 

the development of each initiative. 
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CHAPTER 5 RESULTS: PARTNERSHIP THEORY, MODELS AND PRACTICE 

I. Introduction 

In Chapter 4, two cases were described as discrete entities. Although they were situated 

within the same geographic region and developed during approximately the same time 

period, there was no explicit overlap among the events that defined each case. There is, 

however, conceptual room for comparison. Both cases illustrate a process for drawing 

together merent groups of people and different organizations. For a period during the 

development of each, the relationship was labeled a partnership. In this chapter, 

comparative analysis will focus on institutional processes that shaped the relationships 

and will be linked to elements of institutions within the social context. Data fiom the 

cases will be linked to relevant information &om the literature. 

II. The influence of social institutions on partnerships 

A. Introduction 

The focal issue derived fiom institutional ethnography "is how activities are organized 

and shaped extra-locally, as work processes given form and purpose by social relations" 

(Heap, 1995). The questions that guide this section are, "What are the social relations that 

influence the development of partnerships?'and, "How do social relations influence 

partnerships?" I will make brief reference to the theoretical perspectives described in 

Chapter 2; some are themselves multi-theoretical concepts (i.e., social capital) and to do 



them justice would require detailed analysis. Such is not the primary focus of the 

current project. 

B. International policy discourses 

In Canada, the concept of partnerships has come to health systems &om various sources 

along overlapping timelines. Health promotion literature of the mid-1980s highlighted the 

need for public participation and working with communities to address complex issues 

that influence health (Epp, 1986; Pederson, Edwards, Marshall, Allison, & Kelner, 1988). 

In health promotion, partnerships are linked to community development literature and to 

a lesser extent, feminist literature, and are identified as a process through which publics 

may participate in decision-making ( Amstein, 1969; Felix, 1998; Labonte, 1993; 

MacKean et al., 1996; McMurray, 1998; Meares & Sharma, 1995; Thurston, Scott, 

Home, & Domer, 2000). Despite a strong federal policy emphasis on collaboration to 

address the broad determinants of health, practice examples of partnership strategies with 

a participatory focus are more evident in the South in international development settings 

to address health issues (Ken, 1996; Meares et al., 1995). 

At the same time that intersectoral action and partnerships were being internationally 

introduced as health promotion strategy (Kickbusch, 1986; Nutbearn & Wise, 1993; 

Pancer & Nelson, 1990; Terris, 1992), Canadian federal and provincial governments were 

devising policy to reduce costs in health care. Policy initiatives such as regionalization 

and managed competition are embedded within the combined rhetoric of health 



promotion, community development and economics (ie., giving communities control 

over health and health care decisions, recognizing publics as partners in the health care 

system, putting the consumer at the centre of decision-making, and increasing health care 

effectiveness and efficiency) (Alberta Health, 199 1 ; Alberta Health Planning Secretariat, 

1993; Light, 2001; Premiers Commission on Future Health Care for Albertans, 1989; 

Scott et aL, 2000). 

Links between health and economic discourses have not been isolated to the Canadian 

context (Allen, 199 1 ; Barnett & Malcolm, 1997; Hughes & Carmichael, 1998; Lawless, 

1994; Light, 1997; Milio, 1988; Nutbeam & Harris, 1995; Postma, 1994; Powell, 1998). 

Iriart, Merhy and Waitzkin (2001) writing fiom a Latin American perspective, state that 

assumptions: 

that conveyed the idea that health was a state responsibility and a public 
good, have given up their place to the "co~nplex" discourse of economics 
.. . . From this position, the only important goal is the reorganization of 
institutions, so that they act efficiently and maintain an appropriate cost- 
beneffi relationship.. . efforts to build alternative projects, carried out in 
specific spaces (institutional community, municipal or state), will not 
lose sight of the global processes that now impinge on health care (p. 
125 1). 

To discuss international policy diffusion, Light (2001) developed a conceptual 

h e w o r k  integrating governmentality the welfare state, social capital, and "conception 

of control" (p. 1 152). His focus is the international pervasiveness of managed care, an 

economic health policy that has contributed to the transformation of the language, values 

and institutional environment of health care (i.e., fiom an ethos of care to a commercial 

ethos) (Light, 2001). To develop his discussion, Light (2001) traces Michel Foucault's 



development of the concept of governmentality (i.e., governmental rationality). 

According to this analysis, over the past two centuries, there has been a gradual shift in 

the way states exercise power, more recently a shift from governance to govemmentality 

(Burchell, Gordon, & Miller, 1991); that is, &om steering and controlling institutions and 

parties that comprise the state to "the shaping, guiding and directing of people so that 

they are motivated to do what is best for themselves and for society as a whole" (Light, 

2001). 

Creating commitment to retrenchment within health and social care is a contemporary 

example of the exercise of governmentality. Lack of economic growth in the 1980's and 

'90's following three decades of economic growth meant that governments have been 

exploring how to get citizens and professionals to act with the restraint required to curtail 

costs (Light, 2001). Four challenges to govemmentality must be overcome to motivate 

people to reduce consumption (ie., overcoming powerfbl vested interests, coordinating 

those interests, enhancing the capacities of vested interests to be "partners" (Light, 2001) 

with the state, and avoiding inertia). Market strategies such as managed competition are 

perceived to address each of these challenges. 

Steps toward the goal of retrenchment involve undermining the apparatus of state 

governance by creating an image of the state as inefficient, incompetent and inflexible 

and proposing market strategies to replace state hctions (i.e., competition, deregulation 

anci privatization) Gight, 2W1). Populations begin to accept as their own the rationale for 



changes to state structures in what Iriart et aL (2001) describe as a ''profound 

reconstruction of common sense" @. 1250). Incentives for retrenchment are created by 

conceptualizing citizens and professionals as having control over utilization of health and 

social resources. Rather than governments attempting to govern, control is exercised 

through competitive markets. By reconceptualizing the relationship between the state and 

recipients of care and professionals, governments avoid blame for any subsequent 

increase in costs. 

Policies of managed competition in health systems have been in place in the 

industrialized world since the 1980's and were popularized by the American economist 

Alain Enthoven and by the governments of Ronald Reagan and Margaret Thatcher 

(Light, 200 1). The limitations of the policy have been clearly documented (Broadbent, 

1999; Iriart, Merhy, & Waitzkin, 2001; Kinnock, 1999; Light, 2001). Market competition 

in health care requires extensive regulation to prevent abuses. "The further governmental 

services are transformed or devolved to market-based actors, the more deeply involved 

the government must become in assuring that services are of good quality, good value 

and equitable" (Light, 2001). In addition to decentralizing blame and responsibility, 

rnanaged competition creates divisions, making the system more complex. Light (2001) 

lists some of the tactics of market-based policies that have been identified in the 

literature and which support governmentality. These tactics are to: 

0 Make negative effects harder to detect; 
Obscure links between negative effects and the policies that cause them; 
Increase complexity; 
Shift burden; 



Divide the opposition; 
Change measures so that reforms are dficult to evaluate; 
Delay implementation so that opposition h l e s  out; 
D f i s e  targets of opposition groups; and, 
Blame the victim. 

While supporting governrnentality, such tactics have clear negative impacts on citizens. 

Market-based approaches to health care have been linked to restricted access for 

vulnerable groups and reduced spending on clinical services which are balanced by 

increased spending on administration (ie., contract development and dividends for 

investors) (Iriart et al., 2001; Fougere, 2001; Light, 2001). As Light (2001) states, 

"because it is much easier to make money by skimping on equity, quality and service 

than to become more efficient, managed competition threatens societal goals" (p. 1 1 59). 

This point is emphasized by Iriart et al. (2001) who discuss the influence of managed care 

on fUndamental understandings of health; "health care no longer remains a universal right 

for whose fulfillment the state is responsible, but rather is converted into a good of the 

marketplace that individuals can acquire.. . . health stops being a public good and 

becomes a private good" (Iriart et al., 2001, p. 1246). For these and many other reasons, 

nations have begun to draw back fiom implementing a competitive model of health 

services (Iriart et al., 2001; Light, 2001). 

But while iuternational diffusion of managed competition may undermine societal goals 

and deplete the social capital on which professional practice is based, Light (2001) 

suggests that its diffusion may be tempered by social capital accruing fiom professional 

networks and professional culture and by the nature of national health care systems and 
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state structures (e.g., structures that are firmly enmeshed with national values of 

equity). An unanticipated consequence of the initial groundswell of support for managed 

competition has been increased politicization of health care resulting in increased 

demands for citizen participation in decision making, national standards and systems of 

accountability, restructuring of services, and reorientation of strategies (Fougere, 2001; 

Iriart et al., 2001; Light, 2001; Swtt et aL, 2000). Esty and Geradin (2000) propose a 

hybrid theory, regulatory co-opetition (i.e., managed cooperation), as an optimal model of 

governance. Light (2001) suggests that such changes may lead to "partnership 

rationality" (p. 1159) where governments and vendors develop a mutually supportive 

relationship by negotiating shared goals and strategies. 

In Britain, the election of a Labour government in 1997 brought with it a policy agenda 

emphasizing multi-agency collaboration to address issues of social exclusion and 

inequalities (Clarence & Painter, 1999; Stewart, 1999). Just as the Thatcher government 

was one of the first national governments to embrace managed competition, the Blair 

government is embracing "joined-up" government and partnerships (Davies, 1998; 

Huxham et aL, 2000b; Kelly, 2000; Maddock, 2000; Powell, 1998). International 

diffusion of partnership rationality is increasingly evident in culturally mutated forms in 

other countries (Barnett et al., 1997; Bruce & McKane, 2000; Light, 1997; 

Nittayaramphong & Tangcharoensathien, 1994; Padilla & Daigle, 1998). As Barnes 

(1 999) states, 

pubiic agencies are 'being enjoined not oniy to deveiop partnerships with 
each other [and with private agencies] in order to deliver public policy 



objectives which are not capable of achievement within the boundaries of any 
one agency, but also to develop partnerships with community 
organizations for a similar purpose.. .. Communities are no longer only a 
target for policy, but are also seen as a means of delivering it (p. 87). 

Ten years ago, Rochefort (1991) characterized the partnership strategy as the behaviour 

of a mature welfare state, a state that recognizes that the private sector must be included 

in public policy. By implication, developing partnerships may provide a mechanism for 

the state to strengthen its position and displace structural interests within old policy 

systems (Rochefort, 1991). Combined rhetoric of the market and partnerships is clearly 

evident in the corporate strategy outlined by Health Canada (Health Canada, 1999a). 

While it may have taken longer than Rochefort anticipated, partnership strategy with a 

managed competition base, is emerging as an international policy discourse. 

C. L i n k i  Theory and Practice 

Important questions remain. Managed competition has been part of the restructuring 

rhetoric for many years and some of the flaws of market approaches to health care have 

been acknowledged (Donaldson & Gerard, 1993). Despite its long evolution in theory 

and practice, partnership rationality is a relatively new international policy discourse and 

the challenges to implementation have yet to be widely documented. One challenge to 

implementing managed competition in health systems has been a lack of congruence 

between the philosophy of the market and the philosophy of caring. Although it would 

appear that the philosophical underpinnings of partnership rationality and health systems 

would be more closely linked, remnants of the market metaphor permeate health systems 



and those systems are slow to change. Barriers to partnership are embodied in 

organizational practices and cultures that accentuate power differences among partners 

and evaluation strategies that reflect the need for short-term outcomes. 

1. Extra-local Social Relations 

In the case descriptions in Chapter 4, there was evidence of some of the issues that arise 

when attempting to implement a partnership within a social context that reflects practices 

of governmentality and managed competition. Extra-local influences were evident in the 

VIEC partnership in federal and provincial policy shifts which created the need for 

communities to take responsibility for the development and implementation of services to 

address issues of violence prevention. Another instance of such influence was evident 

when legal discourse imposed a formal renaming of the relationship among the partners. 

It has been documented elsewhere that, in order to obtain Wing ,  women's 

organizations and non-profits serving vulnerable populations recreate themselves to 

conform to external funding criteria (Kinsman, 1990; Thurston et al., 1998). Intbrmally, 

and in some instances formally, however, the partners of VIEC explicitly resisted the 

influence of extra-local relations that would redefine the way they described their work 

and the practices that they undertook. An example of this was one informant's insistence 

that, within the description of VIEC, I should not use the federal government's limited 

portrayal of progress toward gender equality. Another example is reflected in the 

following statement made by one of the VIEC informants. 



And that's been a struggle not because of the willingness of the partners but 
because of the administrative hoopla and a, government requirements for 
accountability that there's sort of one way to be accountable within 
government expectations of NGO's, nonprofit organizations. And we're 
trying to find another way, which we operate by but it's harder to get the 
documentation to reflect that.. . 

Resistance to extra-local influences is less apparent in Case 2 (i.e., CRHA-PT 

relationahip). Provincially, the ethos of the market that accompanied the oil and gas 

industry meant that Alberta was fertile ground for growth of managed competition This 

ethos was discussed by many informants and is reflected in the following quotes fiom 

CRHA-PT informants. 

So I think we can't kid ourselves but even though this is a partnership what 
we want it to be, it is an economic relationship that.. ..has expectations 
associated with it and one of the reasons for doing it, one of the prime 
reasons for doing it, you know, in this kind of a bureaucratic environment 
not in a community context. You know. But one of the main reasons for 
doing it is to get the best BANG for your BUCK. And to have people who 
are more um, capable and flexible in the business do things better and 
faster and cleaner and smarter than, than, than the bureaucracy can do 
them So yes, I, I, do, I don't think it would b, it wouldn't be my choice. 

Since then the rhetoric if not the practice has changed and it's more let's 
partner, partner, partner, but at the time it was not that at all. 

Tactics of market-based systems that support governmentality (as previously described 

by Light, 2001) are apparent throughout the description of this relationship. 

Characterizations of public services as inefficient made room for an influx of health 

policy initiatives emphasizing lrnkages with private industry and devolution of 

responsibility to regional structures, private providers and private citizens. In shifting the 

burden of responsi'iiiiry, the compiexity of the heaith system increased. In this case, 
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payment mechanisms and lines of authority were blurred. Opposition to the changes 

was muted because providers (and recipients of care) were divided in their support for the 

changes. Some providers (and recipients), those that began with a strong market focus, 

had not been negatively affected by the changes. The provincial government had delayed 

implementation of policy that would improve contracting options at the regional leveL 

Compared to the public outcry that greeted initial implementation of the shift to 

contracted management, there was very little vocal opposition remaining. The 

government attributed problems with the contracting relationship to the region; regional 

representatives indicated that their hands were tied because of provincial indecision, and 

private practitioners were held responsible if they were unable to manage their contracts. 

If opposition were mounted, it would be difficult to know where to direct it. 

2. Domain 

As described by the informants, the influence of pre-existing networks and power 

determined levels of recognition and support available for the domain. Network literature 

describes the existence of relational ties associated with networks as conduits for 

exchange of resources (i.e., money, skills, information, social support and prestige) 

(Knoke & Guilarte, 1994; Powell, Koput, Smith-Doerr, & Owen-Smith, 1999). Support 

provided through networks was capitalized on to the advantage of the VIEC partnership 

but the same authors caution that there are also liabilities associated with networks that 

are too embedded; presenting obstacles to adaptation to environmental changes and 

overly constraining choice (Powell et al., 1999). The VIEC partnership developed 



through strong networks and there were individuals in positions of power within the 

community who were able to both catalyze action and secure ongoing support for the 

initiative. The strength of community support is exemplified in the following quote: 

So it wasn't, it was in no way a parachute job into the Calgary Violence 
Service community. It was implemented, and um, not that this was all 
perfect but I mean I think that's the partnership accomplished that because 
all these people sat around that table and they had many networks out into 
out, of all other parts of the service community. 

Informants for the CRHA-Private Practice Physical Therapy relationship indicated that, 

partly because organizational structures were completely new, there were no preexisting 

networks of support for the development of the relationship. Providers were a disparate 

and not generally a politically astute group and CRHA personnel had very little 

infrastructure support. The support of recipients of care was acknowledged but, within 

the regionalized structure, the public wielded very little power. 

We talked long and hard at our provincial level to try and get the 
government to understand where we came fiom and what we were trying 
to do and what difficulties they were asking us to carry through. We 
couldn't do it.. . 

Lack of support for the profession and lack of power among the Private Practice 

Physical Therapists was discussed by many informants and is exemplified in the 

following statement. 

Politically it would have been murder. They can't do that. I see it as much 
of a political and we, as a here we go, as a female dominated profession, 
women didn't have the political voice and if we'd been the nurses who 
had the power of numbers, we would have been alright but we are a 
predominantly female, uhm, with very few numbers, we became an easy 
political football and nothing we could do or say would have helped. They 
wouidnit have cut us ofi; we offered to let them cut us off fiom any 
finding and they said "go away and don't talk like that" because it was 



politically not acceptable. So, we became just another little, you know, we 
were victims, we have been victims. 

3. Partnership and Partner Characteristics 

Congruence of organizational cultures has been identified as an issue that influences 

partnerships (Krogh, 1998; Scott-Taplin, 1993). The partners of VIEC talked about 

similarities among their organizations and congruence between their organizational 

identities and the organizational identity of the partnership. Informants from the CRHA- 

PT partnership told a different story. Informants contrasted the philosophy of caring that 

underpins the physical therapy profession with the business orientation of the region. For 

many providers, there was a distinct lack of congruence between their organizational 

culture and that of the region. Providers who described cultural congruence were 

perceived to have more of a business orientation and some were working through a health 

management organization. These providers were described by some informants as being 

more sophisticated. At the completion of interviews, many informants had talked about 

how a level of trust was developing between providers and a representative within the 

region. When I spoke with informants to obtain feedback, they indicated that because of a 

lack of responsiveness fiom the region and yet another delay in the contracting process, 

trust was again being eroded. 

Informants also described a number of situations where they perceived CRHA 

representatives treated them with a lack of respect and in a patronizing manner. One 

informant described walking into one of the early information meetings behind some of 
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the CRHA representatives. When one of the representatives expressed concern about 

how they would be received by the providers, another suggested that "Just a quart of 

Mazola and we'll slide right through this." An informant also sensed a lack of respect 

fiom CRHA officials when it was indicated that the Board would not talk with the 

volunteer group organized to represent providers because they had "vested interests". I 

was interested to find similar observations in the literature. Barnes (1999) discussed how 

officials involved in health and social services are increasingly requesting user 

involvement as a source of legitimation for decisions but at the same time, they "tend to 

place qualifications on the legitimacy of user groups as representative of service users.. .. 

Apart from questioning the organizational capacity and coherence of individual user 

groups, becoming organizedper se is seen to distinguish activists fiom the majority of 

"ordinary" service users" @. 85). 

In the VIEC partnership, distribution of power was explicitly discussed and mechanisms 

were implemented to address power differentials (e.g., non-hierarchical organizational 

structure, shared decision-making, fiequent open communication). 

On an ongoing basis. And in a way a re-commitment to the philosophy 
even though we are having to work with some administrative requirements 
in order to have the money go in through Peer Support. The way we 
fhction is in a commitment to consensus and a commitment to trying to 
be equal in the distribution of power. 

By way of contrast, power differentials were acknowledged but not strategically 

addressed in the CRHA-PT relationship. The CRHA distributed knds to the private 

practitioners and was the conduit for information fiom the provincial government. 
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Regional representatives established the agendas, invited participants and determined 

the timing and location of meetings when meetings were held between the region and 

providers as a group. Power was clearly in the hands of the region. Barnes (1 999) 

articulates the impact of such power differential when she asks, "How feasible is it to talk 

of a real "partnership" with agencies which not only have substantially more power in 

terms of both resources and influence, but also power to control access to the services 

needed by group members?" (p. 87). Krogh (1998) identifies "a need to challenge a 

commonly held belief that all community partnerships involve an equal sharing of power 

and control'' @. 13 1). When interventions to address power issues are in place, 

meaningful involvement of vulnerable groups is possible (Krogh, 1998). 

As Huxham and Vangen (2000) have noted, structures determine "who has an influence 

on shaping a partnership agenda, who has power to act, and what resources" @. 1 161) are 

available. These authors (Huxham et al., 2000a) suggest that ambiguity and complexity 

of partnerships structures, including membership, may contribute to collaborative inertia 

in that the ambiguous, complex and dynamic nature of partnership structures contribute 

to the enormous challenges associated with collaborative initiatives (Huxham et al., 

2000a). Members of the VIEC advisory committee determined membership on the 

committee, Attempts were made to ensure that the membership was broad and 

representative of people who accessed services. VIEC partners and advisory committee 

members were intimately involved in determining the structure and operations of VIEC 

z1G eqi-zsseii ~ n ~ I v r i  wiih i i x  exisiing siru~iures. They did however, recognize anci 



support the need for structural change as the partnership evolves and new members 

join. This level of structural responsiveness was unlikely in the CRHA-PT partnership. 

The provincial government originally imposed the structure of the CRHA-PT partnership; 

structures and practices continued to be defined by the CRHA and the provincial 

government. Although some service innovation was acknowledged at the provider level, 

it was within parameters set by regional and provincial governments. Based on data &om 

the CRHA-PT case, it is evident that the fluidity in structure of the CRHA contributed to 

a great deal of confusion regarding the structural characteristics of the CRHA-PT 

relationship (e.g., membership structures, decision-making and authority structures). 

The h e w o r k  that I used identified three phases of partnership development (i.e., pre- 

partnership, partnership and post-partnership). Lowndes and Skelcher (1998) use a 

similar typology when they describe a partnership lifecycle; however, they separate the 

partnership phase into two parts, partnership creation and consolidation and partnership 

program delivery. As they describe it, strategies to develop effective partnerships include 

recognition that distinct modes of governance are associated with each phase of 

partnership development (Table 9) (Lowndes & Skelcher, 1998). As partnerships evolve, 

there is a shift in emphasis on different modes of governance; the network mode of 

governance has ongoing importance in successfUl partnerships. 



Table 9. Stages of partnership lifecycle and modes of governance 
Stage in the Lifecycle 
Pre partnership 

- 
Mode of Governance 
Networking between 

Partnership creation and consolidation 

Partnership program delivery 

I I individualdorganizations as means to I 

Hierarchy incorporating some 
organizations. Formalization of authority in 
partnership board and associated staff. 
Market mechanisms of tendering and 
contractual agreements. Regulation and 
supervision of contractors. Networking 
assists in production of bids and 

Partnership termination and succession 

maintain agency commitment, community 
involvement and staff employment. 

From "The dynamics of multi-organizational partnerships: an analysis of changing modes of 
governance," by V. Lowndes & C. Skelcher, 1998, Public Administration. 

management of program expenditure. 
Networking between 

This framework was drawn fiom studies of urban regeneration and a City Challenge 

board in the UK and may not be reflective of all partnerships (Lowndes et al., 1998). 

While it appears to reflect modes of governance within the CRHA-PT partnership (i.e., 

primarily hierarchical with an element of networking), it corresponds less well with the 

VIEC partnership. VIEC arose from strong community networks and continued to exhibit 

strong network governance characteristics. While the relationships among the partners 

became more formalized in the partnership creation and program delivery phases, they 

explicitly resisted developing hierarchical relationships. Lowndes and Skelcher (1998) 

suggest that hierarchies develop as rules for partnership are negotiated across 

organizational cultures. It may be that similarity of partner cultures influences 



hierarchical development within partnerships (i.e., less evidence of hierarchical 

modes of governance). 

Resource allocation also had an impact on the evolution of the two relationships. The 

people and organizations involved with VIEC were generally accustomed to operating on 

small budgets. One informant talked about how, when they received the money for the 

two-year pilot project, there was a difference in opinion as to what could be 

accomplished with that amount of money. 

I mean, we had a corporate person who kept referring to $100,000 as this 
little tiny bit of money (laughter), you know, it's just a liile piece of 
money, you know really, why are we having all these meetings to decide 
what to do with a hundred grand and finally there were some of the 
women's groups just couldn't stand it and said, "That would h d  five 
women's groups for a year!" And she did, her mouth dropped and she 
said, "You're kidding, right?" We said, 'No, that's what we get fiom 
Status Women, $20,000 each to operate for a year." So, you know, 
everybody needed to be oriented to everyone else's reality. 

Funding for VIEC was stable over the four years since its inception and will continue for 

the next two years. Informants described this as an unprecedented level of security for a 

non-profit organization in the current federal and provincial climate. Resources in the 

form of personnel were also vital to the success of this partnership. The Coordinator and 

the partner representatives were all identified as contributing enormously to the 

partnership through their knowledge, skills and time. Within this partnership, the partner 

representatives and advisory committee members had very clear and sometimes 

overlapping roles. Roles that were identified by informants included financial 

management, communication, faciiitation, evaiuat~on and nurturing. Nurturing was also 
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identified as a key role in one of the partnerships that was not developed as a case. An 

informant fiom this partnership indicated that she was burning out; she was "tired of all 

the nurturing" she had to do to keep the partnership working. 

In the CRHA-PT relationship, the overall amount of public funding available to the 

private physical therapy clinics in the region was less than it had been in 1994 and had 

not increased since that time. With a ihite amount of money available, providers were in 

a situation where they perceived that they were competing with one another for the 

available funds. This sense of competition for resources had done little to draw the 

providers together as a cohesive group. Clarence and Painter (1999) and Lowndes and 

Skelcher (1998) have commented that an element of competition in partnerships can 

serve to stifle collaborative ways of working. Providers talked about how, when the 

relationship with the CRHA was first developing, they were willing to dedicate resources 

(e.g., knowledge, skills, time) to the development process. As the relationship entered its 

sixth year and they had a sense that their input was not valued, they were less likely to 

expend the energy required to develop a relationship with the region CRHA 

representatives expressed similar sentiments. They expended a great deal of energy 

during the early days to develop connections with providers. As their portfolios changed, 

the relationship with the private practice physical therapists consumed less of their time 

and attention. 



There is ambiguity in the membership structures of both VIEC and the CRHA-PT 

relationship. In VIEC, partner representatives were recognized for their contribution as 

individuals (i.e., the knowledge and skills they bring to the table) but also as 

representatives of organizations that have broad mandates related to the prevention of 

violence. A similar level of ambiguity relates to the members of the advisory committee; 

members were selected both because of who they were as individuals but also because of 

the organizations or sectors that they represented. For example, some informants talked 

about the need to ensure that they had someone h m  the health sector on the board as 

well as someone with evaluation knowledge and skills. These levels of representation had 

previously been embodied within a single person but it was recognized that that might not 

always be the case. 

In the CRHA-PT relationship, representational issues were less obvious. The relationship 

was very clearly in the pre-partnership or early partnership stage of development. There 

was no formal structure through which the private practice physical therapists were 

represented as a group. When clinic owners contacted the CRHA, it was on behalf of 

their own clinic. At one point, when physical therapists were asked to participate in an 

advisory committee, members were selected by the CRHA and selection criteria included 

having a broad range of clinic types represented at the table. 

In both the CRHA-PT relationship and the VIEC partnership, an important contributor to 

success was fie personai characteristics of peopie directly involved. lntluence of personal 
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characteristics on partnership success is reinforced by other research (Huxharn et aL, 

2000b; Mulroy & Shay, 1998; Purdue & Razzique, 1999). In one of the cases, it was 

noted that if it hadn't been for the personal characteristics of one individual, there would 

be no trust among the partners. 

The reputation of the partnership or relationship influenced the level of commitment 

members were willing to make. People that I interviewed within the violence prevention 

community spoke highly of the accomplishments of VIEC. The multi-layered networks 

that surrounded VIEC meant that people who were directly and indirectly involved 

quickly heard about what was happening in the violence prevention community. The h t  

that VIEC addressed the issues that it was intended to address contributed to the support 

that it received fiom its stakeholders. Informants for the CRHA-PT partnership expressed 

hstration at the inability of the relationship to evolve. Many providers indicated a 

feeling of alienation and suggested that they were attempting to minimize direct 

interactions with the region because there was no benefit to them in expending the effort 

to do so. 

For many years, increased effectiveness and efficiency have been identified as part of the 

rationale for engaging in partnerships (Adam & Lin, 1998; Bloxham, 1997; Iles & 

Auluck, 1990; Krogh, 1998). Partnerships are complex and achieving success is ofien 

dependent upon the development of relationships that sustain the commitment of 

wUy+rs. ,D.e!9:iGnsk Civcbi;rle~ -sGik s&5ei of jjhjfiersu &v-ei"iiiii,zi,i 



such as: worIung through "differences in aims, language, procedures, culture and 

perceived power; . . . tension between autonomy and accountability and the lack of 

authority structure; and . . . time needed to manage the logistics" (Huxham, 1996) might 

suggest that an expectation of efficiency is misplaced. Reflecting back on the definition 

of efficiency put forth in Chapter 2 (ie., "productive with minimum waste of effort") 

helps to rethink efficiency in partnerships. Activities related to sustaining the partnership 

such as worlung through differences and developing accountability mechanisms and 

authority structures are necessary for the success of partnerships. While it may appear 

that the rate of output is slower than would be expected (ie., collaborative inertia), in 

partnerships, this reflects the effort required to be productive (Bogue, Antia, Hannata, & 

Hall, 1997; Huxharn, 1996). Bogue et al. (1 997) suggest that "a large proportion of the 

actions in which the partnerships are engaged . . . support being a parntership more than 

they support changing systems or services" (Bogue et al., 1997). 

Even though partnerships require time to develop and sustain, some may require less 

effort than others. Given the existing financial and human resources, the VIEC 

partnership was described by informants as  being extremely efficient. The Coordinator 

was able to dedicate much of her time during the first three years to creating connections 

in the community and acquiring resources because the partnership relationships were 

very stable. Partner agencies had similar aims for the partnership, used similar language, 

came &om similar organizational cultures and were accustomed to openly addressing 

issues of power imbaiance. 



Diverse responses were obtained when informants fiom the CRHA-PT relationship 

were asked about efficiency and effectiveness. The relationship did not progress to a 

partnership despite large expenditures of time and energy by both providers and CRHA 

staffduring the first years. Within the CRHA, there was varying support for the 

relationship building efforts of fiont-line management and staff. This inconsistency 

combined with the complexity of the relationship meant that large resource commitments 

were required to move the relationship forward. Informants suggested that despite a 

clearly documented intent to "advance the health status of the community" (Community 

Rehabilitation Services, 1997), their lack of trust in the CRHA meant that they were 

uncertaiu about the aims of the partnership. Differing languages, differing organizational 

cultures, the development of a competitive environment among providers, and marked 

power differentials also contributed to the amount of effort required to develop this 

relationship. These differences are exemplified in the following quote fiom a CRHA-PT 

informant: 

And that level of distancing or betrayal basically came down as close as 
our own managers, umm, you know our rehab managers, umm, were 
siding with the budget guys, the bean counters. Were suddenly saying, 
"Have you moved how many widgets? How many people are discharged? 
What's your productivity?" A vocabulary that wasn't really common to 
the clinical person was suddenly creeping in everyday. In our, in saying 
our productivity and you're trying to say, "I'm talking quality of life and 
you want productivity" and that's apples and oranges. 

Collaborative advantage was evident in the VIEC partnership. As a group, the partners 

were able to accomplish something that they would not have been able to do on their own 

( H a  1996). Efiectiveness of the CRHA-PT relationship is difficult to assess given 
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its stage of development. In a sense, they were accomplishing something that neither 

could do on their own, the pmviders required public support in order to provide services 

to some people and the CRHA would not have been able to support community physical 

therapy services on the scope that they had without private providers. Effativeness at 

that level was less due to the relationship building process than to the commitment of 

providers and CRHA staff to ensure that publicly funded physical therapy services were 

available in the community. 

4. Communication 

The way that language is used "is embedded within institutions and organizations and 

influence[s] the relations of power within them" (Atkinson, 1999). The tenn partnership 

has been circulating through policy and academic discourse for a number of years 

(Alberta Health, 1991; Gray, 1989; Scott et al., 2000); however, it can have quite 

different meanings depending on the discourse. In the VIEC partnership, communication 

around such issues was considered to be a vital part of the relationship. 

Another interesting comment, too, people think because we are all 
working on this issue and we're all involved in this partnership that we all 
think the same way and we don't. We have tremendous discussions around 
issues; you had alluded to the one around the issue of liability and those 
philosophical issues as well and they're not easy. 

Partnership in community development and feminist discourses implies sharing of power, 

authority and accountability (Kinsman, 1 990). In market discourses, the meaning 

aiiac2leG KO parinership 'has keen descrii i  as "somewhat opaque"  ticin ins on, i949j. 



Kinsman (1 990), in describing the Canadian government's use of the word 

partnership, suggests that, 

"Partnership" has a nice neutral ring to it. It is dii3cult to question or 
oppose because it draws us into constructing a consensus. Partnership 
sounds consensual, it implies that everyone is being given an equal voice, 
that all partners are equal. It is therefore a usefbl conceptualization for the 
construction of hegemonic relations. @. 223) 

Use of the word partnership without clear conceptualization is exemplified by one of the 

CRHA-PT informants. 

Because I think we don't have as an organization, we don't have a very 
sophisticated understanding of what a partnership is. 

The influence of extra-local relations on communication was most evident in the CRHA- 

PT relationship. Informants stated that partnership had become a word with little 

meaning, mere window-dressing to convey a participatory approach when there really 

was not one. 

Although the study of discourse was not an explicit purpose of this study, an example of 

hierarchical social grammar in one partnership cannot go without mention (Burns & 

Flam, 1987). Burns (1 987) describes social grammars as tools for structuring and 

regulating social actions and interactions. They allow people to "anticipate, interpret and 

understand what others are doing" (Burns et aL, 1987) and to clarifl power relations. On 

more than one occasion in the course of interviews, the words "sophisticated" and 

''unsophisticated" were used to distinguish partners who were either working within 

guidelines or not. The words were used very matter-of-factly in conversation and were 
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clearly embedded within organizational discourse. As an outsider to that discourse, I 

was impressed by the lack of feeling attached to the words; to me, they were very 

powefil and were an inaccurate reflection of many of the people that I had come to 

know. 

111. Summary 

Institutional and negotiated order, political, social capital and network, and social identity 

theories are all explicit in the VIEC partnership. Partners committed to institutional 

norms of feminist organizations (i.e., sharq of power and decision-making, non- 

hierarchical structures), they focused explicitly on power dynamics and the distribution of 

resources among stakeholders, partners and the people and agencies served by the 

partnership acknowledged the benefits that accrued h m  sustaining a network among 

agencies, and there was clear congruence between the perceived organizational identity 

and the identities of the partner agencies. 

Some of the theoretical perspectives described in Chapter 2 are also evident in the 

CRHA-PT relationship but their influence was not an explicit part of discussions among 

the agencies involved. It was not apparent that there was agreement on institutional 

norms and rituals. While power differentials were acknowledged, there was little 

discussion of strategies for addressing such differences. In recent years, there has been 

Ipsg ~ f f n f i  A_kp~tpA_ texv1!& &x; t : !qbg  ~ 2 6  ~ * s t z b ~ g  ;: ;ep+oik of ~c;;cics. Thcic 

perceived to be a discrepancy between the organizational identities of the agencies 
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involved. Resource dependence was a prime motivational kctor for the development 

of the CRKA-PT relationship. If; as Gray (1999) suggests, resource dependence theory 

applies to two-party alliances, it is interesting to ponder the implications for relationships, 

which are strongly based on resource dependence, among multiple stakeholders. The 

complexity of developing relationships with a Large number of stakeholders may well 

have been compounded by the lack of an explicit theoretical base. 

Theoretical grounding aside, there are many points on which the cases differ. The VIEC 

partnership reflected many of the characteristics of partnership that have been described 

in collaborative frameworks and models. Principles of collaboration were not foreign to 

the groups that came together to form VIEC; their application of partnership strategies 

was not a co-optation of rhetoric but a commitment to principles and practice. To their 

advantage in some senses, violence prevention is not perceived as a powehl domain and 

there was little competition within the violence prevention community for the dollars that 

became available. There were only a few organizations that were able to add another 

initiative to their organizational mandates. Extra-local relations, the domain, partnership 

and partner characteristics and communication strategies all reflected strong collaborative 

practice principles. 

In the CRHA-PT case, an international policy environment conducive to partnerships was 

not sufficient to sustain the collaborative momentum in this relationship. The CRHA 

remained structuraiiy enmeshed in a competitive market ethos while using the rhetoric of 
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partnership rationality. Despite involvement of personnel who were committed to 

improving the relationship with providers, philosophical, structural and resource barriers 

within the organization prevented progress. The CRHA adopted the rhetoric of 

partnership but had yet to make the organizational changes necessary to develop effective 

partnerships with diverse sectors. 

Modes of discourse associated with governmentality and managed competition are 

embedded within international, national and regional economic, political and regulatory 

institutions and clearly influence efforts to develop partnerships. In Chapter 6, I will 

continue to analyze the influence of social institutions on partnerships. The focus of 

analysis will be on the influence of gender as a symbolic order and mode of discourse. 
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CHAPTER 6 RESULTS: THE INFLUENCE OF GENDER ON PARTNERSHIPS 

I. Introduction 

In Chapter 5, I began to explore institutional influences on partnerships within health 

systems. Through that exploration, I established links among broad policy discourses, 

political, economic and regulatory institutions and the development of partnerships at the 

local level. In this chapter I will continue to explore institutional influences with specific 

emphasis on gender. As discussed in Chapter 2, gender as an institution is a symbolic 

order and mode of discourse that embodies sets of assumptions and reflects cultural 

aspects of social systems. As such, it permeates other social institutions. 

II. Gendered Analysis 

A. Introduction 

Theories, frameworks and models of partnership described in Chapter 2, draw attention to 

relational aspects of partnership. For example, theories listed in Table 1 generally address 

issues of organizations and individuals in relation to one another. Similarly, frameworks 

and models describe relational characteristics and processes that define successfil 

partnerships. Overlap between successfbl partnerships and relational practice is therefore 

evident in theory. Both are characterized as: acknowledging contributions of individuals 

and organizations; supporting development of individuals and organizations; supporting 

development of interpersonal and interagency trust and commitment; and being 



responsive to contextual realities. While the previous chapter touched on 

relationships, the results again show that it is possible to explore institutional influences 

on partnerships within health systems without reflecting on the importance of 

relationships. This is what the previous literature on partnerships reflected. As gender is a 

social institution practiced through relationships, the impact of gender in partnerships 

would also have been minimized or ignored in this study if the analysis had stopped 

there. 

The results in Chapter 5 show that relational practices in these two cases, although taking 

place in the workplace, were still relegated in extra-local and organizational assessments 

to a semi-private sphere; that is, the focus of success beyond the individual level was on 

productivity and outcomes, and the relational work to maintain the partnerships was 

"disappeared" (Fletcher, 1999). In both cases people talked about the importance of 

relationships. It was only in VIEC, however, that resistance to disappearing relational 

practice was explicitly part of the work of maintaining the partnership. 

Relational theory is based on assumptions that knowledge is derived fiom human 

interaction (Code, 199 1 ; Mauthner et al., 1998) and that there is a reflexive relationship 

between social institutions and the actions of people (Mauthner et al., 1998); it 

emphasizes growth through interdependence (Jordan, et al., 1991). As discussed in 

Chapter 2, feminists derived relational theory &om the study of women's growth and 

dcvoiopmeni. A feminist anaiysis of reiationai practices not only considers inter- 
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connectedness and interdependence but draws attention to power dynamics (Fletcher, 

1999). This study showed that relational practices could oppose patriarchal ways of 

working when partnership development explicitly took power inequity into consideration. 

Opposition to relational practice supports mainstream, patriarchal systems of oppression 

and silences alternatives. 

In addition to extending the fiamework fiom the intra-organizational to the inter- 

organizational domain, Fletcher's h e w o r k  was also extended in this study to include 

Foucault's concept of governmentality. Foucault argues successfully that in order to 

expose ways in which some practices are devalued, one must shift fiom a monolithic 

view of the state, to seeing the concrete particulars of enacting social institutions (i.e., 

institutions of discourse, politics, economics and regulation). These institutions can either 

support or impede relational practice and/or gender equity. The question posed when 

conducting the analysis of gender using Fletcher's fiamework was, "How are systems of 

privilege and oppression that maintain women in a subordinate position revealed?" 

B. Application of the Framework of Relational Practice 

In this study, analysis is based on data fiom interviews, case documents, the literature, 

and experiences and reflections of the researcher. Fletcher's description of relational 

practice focused primarily on the behaviours of individuals. I will extend my discussion 

to encompass characteristics of organizations; some relational practices are clearly 

evident in individual behaviours while others are embodied in organizational norms and 



practices (e.g., authority and decision-making structures within partner 

organizations). Analysis is organized around four elements of the framework: preserving; 

mutual empowering; self-achieving; and, creating team (see Table 2). While organized as 

distinct elements of relational practice, there is overlap among them For example, 

conflict resolution skills may come to bear both to keep the project connected to essential 

resources (i.e., preserving) and to re-connect after disconnection (i.e., self-achieving). 

1. Preserving 

Focus on task: shouldering responsibility for the whole in order to preserve the life and 

well-being of the project (Fletcher, 1999). 

Organizational constraints on "preserving" behaviours have been documented in the 

literature (Huxham et al., 2000a; Mechanic, 1998) and were more evident in the CRHA- 

PT case than with VIEC. While some CRHA staff clearly extended beyond their 

organizationally defined roles to address relationship issues, organizational support for 

such action was variable and quite often low. C W  staff members and providers 

anticipated problems with the contract and attempted to make changes but were 

constrained by extra-local relations (i.e., directives fiom Alberta Health and Wellness). 

CRHA staff members continued to work toward revising the contract; however, a request 

fiom the provincial government to delay the process made it difficult to maintain 

momentum and support. Power of such extra-local relations over local action is 

exemplified in the following quote fiom one informant. 



I think everyone's been handcuffed, the Region's been handcuffed by uhm, by 
process that there's been the belief that some provincial direction would 
come down the pipeline and uhm, to then have some, where the changes 
might occur, would then be consistent over the 17 regions as opposed to, 
ahh, you know, a hodge-podge of regional decisions, different contracts. 
So I think the desire for consistency across the province, ahh, "let's get 
some provincial direction". And it's just been slow in coming and uhm, it 
still hasn't happened. It's always been "It's on it's way, it's on it's way" 
and then you hear oh well, well that's another committee being struck. 
"Got to look at this, got to look at that". And so it goes on. And uhm, even 
now there is supposed to be a report offering some direction sitting on the 
Minister's table and umm, it's not been released yet. Nobody's seen it but 
it's imminent. And that seems to have been the, they key word that we've 
heard over the last six years. 

This is an example of how, by imposing processes without attention to the impact on 

local relationships, systems of governance at the national, provincial or local levels can 

undermine relational practices and perpetuate dominant, patriarchal ruling relations. 

Providers in the CRHA case talked about how they initially attempted to participate in 

planning for change. Many indicated that developing innovative service strategies had not 

been rewarded and, as a result, they would focus on their clinical work, leaving systems 

planning to regional staE There was a perception among informants that sustaining a 

"relationship" between the CRHA and private practice physical therapists was a low 

priority, both in the CRHA and among providers, and this was reflected in diminished 

emphasis on relational practices (i.e., giving a high priority to relationship needs, 

assuming tasks above and beyond role descriptions, being proactive to ensure that 

partners remain committed to the relationship). Providers perceived that towards the end 

of ihe sfuciy there bad 'been iittie intent to support the reiatlonship shown through efforts 
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like scheduling meetings when they were not providing care or providing accessible 

communication. Further, they believed that their work was to be further devalued by a 

decrease in the amount of public fbnding available for community physical therapy. In 

the hce of limited organizational support for preserving behaviours (i.e., financial 

compensation or career advancement), CRHA staff and providers both withdrew fkom 

actively supporting the relationship. They became agents in maintaining a masculinist 

status quo that emphasized survival of individual businesses or careers above survival of 

the relationship. 

Sustaining VIEC was a high priority for the partners, the coordinator and many of the 

stakeholders. As such, preserving practices were supported both organizationally and 

individually. A great deal of energy was dedicated to making connections with other 

community agencies to maximize the use of resources. When it became apparent that the 

original by-laws had the potential to undermine the organizational philosophy, action was 

taken to prevent institutionalization of practices that conflict with the commitments of the 

partners. 

We've just gone through this whole legal process that's pro that's, that's a 
bit proactive because we did become a society, and we weren't happy with 
our bylaws, and we're just getting bogged down because we wanted our 
bylaws.. .. And there was kind ofl it was done on the fly. And then when 
we took a closer look at it and realized like the implications oc structural 
implications. Um, we had to really sit down and rethink how we were 
doing it. Because, (long pause) because the whole idea was 
that, urn, we wanted to be nonhierarchical.. . 
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The Coordinator of VIEC was renowned among the partners for her ability to multi- 

task, to do whatever was needed to keep VIEC running, which included maintaining good 

relations with and among partners. Similarly, partners were willing to contribute 

resources (e.g., their time) to do what needed to be done to support VIEC. One partner 

organization was operating on extremely limited resources. The partner representative 

fiom this organkition continued to participate in the admitlistration of VIEC despite lack 

of organizational resources to support her time. 

Mormants for VIEC were aware of the influence of social institutions on local practices. 

In this case, shouldering responsibility for the whole (i.e., VIEC as an organization and 

violence prevention more generally) was embodied in feminist practices that challenged 

conventional discourse and structures. Insistence that I include discussion of race and 

class when talking about gender equality emphasized the informants' awareness of the 

influence of policy discourse on practices at the local level. Commitment to the whole 

required that partners actively resisted masculinist systems that emphasized independence 

and that valued monetary compensation for participation The fhct that one partner 

continued to participate in the absence of financial support was a testament to the value 

placed on preserving the project. Work was perceived as something that she wanted to do 

without an expectation of financial reward. 



2. Mutual Empowering 

Focus on other: Enacting an expanded de_finition of "outcome" to include outcomes 

embedded in others such as increased knowledge or competence (Fletcher, 1999). 

Mutual empowering through building trust and ownership for the relationship is vital to 

the success of partnerships (Dodgson, 1993; Rowe et al., 1999; Together We Can 

Initiative, 1998; Vansina, 1999). These authors emphasize the gradual nature of trust 

building and a connection between interpersonal trust and trust at the organizational 

level. Vansina (1 999) indicates that the functions of trust are to: 

a facilitate coping with uncertainty by reducing complexity and increasing response 
predictability; 

a replace external controls with internal controls; and, 
a facilitate recognition and acceptance of interdependency among stakeholders. @. 

48) 

Functions of trust complement the characteristics of successfkl partnership. Conditions 

that promote security and safkty, interpersonal interaction and equity, fairness and respect 

also kilitate trust building (Vansina, 1999). Creating the conditions for trust creates 

conditions for mutual development (Mulroy et al., 1998). 

Informants Erom both cases discussed the role that trust has played in the evolution of 

their relationships. Organizational turbulence within the CRHA at the time that the 

CRHA-PT relationship was mandated did little to build trust. Despite commitment of 

some CRHA staff to develop partnerships with providers, there was little support to do 

so. As one informant stated, "there seemed to be the sense that urn, contractors were only 



interested in, you know, ripping off the region for as much money as they could." 

Health systems embedded in market discourse tend to emphasize capitalist measures of 

outcome (e.g., monetary gain or cost) and to ignore evaluation of processes, or 

intermediate outcomes. Since processes are often categorized as "soft" outcomes, the 

result can be ignoring the benefits of private sphere output (e.g., development of social 

relations). 

Vansina (1 999) indicates that interpersonal trust "requires a history of respectfil 

interactions" (p. 49). At the initiation of the CRHA-PT relationship, there was little time; 

the contract with providers had to be developed within a finite period of time. 

Interpersonal interactions may have offset some of the organizational barriers, physical 

therapy providers and CRHA staff acknowledged the difficult situations in which each 

was placed. Some CRHA staff members were accessible to providers for individual 

meetings and conversations, group meetings were organized and provider representatives 

were included on a committee to discuss the evolution of the contract. Since that time, 

with lack of strong support for the relationship building process, conditions for trust 

building and mutual empowerment deteriorated. Within the CRHA-PT relationship, the 

possibility of developing trust was diminished by lack of control over decision-making 

for both providers and CRHA s t a e  limited and controlled interpersonal interaction and a 

perception that treatment of providers was inequitable and, in some cases, disrespectfbl. 

This perception is reflected in the following quote. 

it's airnost punitive and for the likes of me I can't understand why. We 
really feel it's been punitive and even the chiropractors were given 



conciliations that we weren't and we still don't understand what that is that 
made it that physiotherapy lined up to be shot at. We all came away 
feeling very victimized, strange isn't it? 

In addition, some CRHA-PT informants perceived that there was inadequate information 

regarding the rationale for decision-making and changes in process. Differentially 

rewarding and valuing providers draws attention to a social order structured for 

domination and inequality (Lorber, 1994). Informants discussed their perceptions of lack 

of support for physical therapists as a professional group and some made linkages 

between the fact that theirs is a small, female-dominated profession with little power in a 

medical system based on patriarchal systems of power; however, this discourse is lacking 

a feminist analysis and few options for resistance were identified. There was no 

indication that equity for physical therapists was a concern of the partnership. 

The Coordinator and partners of VIEC exhibited a strong commitment to mutually 

empowering behaviours and this was reflected in organizational structure and procedures. 

As previously discussed, the partner organizations had worked together and the partner 

representatives knew one another and had established a level of trust before the 

partnership was initiated. Although the Coordinator was relatively new to the domestic 

violence community, this was not perceived as a barrier. Partners initially provided 

guidance to facilitate connections within the community. Knowledge and skills of the 

Coordinator were recognized as assets to development of VIEC. 

I go back again it's been a lot, it comes down to hiring and, if we hadn't 
been iucky enough to have [the Coordinator]. If we got somebody weaker 
or less committed or um, less knowledgeable about what needed to be 



done, or less capable of doing what needed to be done, then the issue of 
resources probably would have been greater, financial resources. 

The Coordinator and partners of VIEC were committed to building on one another's 

strengths and acknowledging and responding to areas of weakness to build a successful 

partnership. Valuing different talents and contributions was a way of maintaining equity 

in power among partners and reflected an explicitly feminist resistance to patriarchal 

systems of inequality. 

Commitment to mutual empowerment was reflected not just in interpersonal interactions 

among the partners and staff involved with VIEC but also in the work that was done in 

the community. In addition to pooling knowledge and skills, partners and other 

stakeholders donated literature fiom their agencies to VIEC so that is available to the 

broader community. The Coordinator was diligent in ensuring that responses to requests 

for information were developed to meet the needs of recipients. 

3. Self-Achieving 

Focus on self Enhancing one's ability to achieve goals (Fletcher, 1999). 

Knowledge, attitudes, skills and behaviours required of leaders and members of 

partnerships will vary fiom partnership to partnership and &om time to time within a 

partnership. Resources for partnership that have been identified in the literature include: 

communication, conflict resolution and facilitation skills; the ability to inspire, nurture 
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and support; energy; and commitment (Huxham et al., 2000b; Huxharn et al., 2000a; 

Mulroy et al., 1998; Purdue et al., 1999; Thurston et al., 1996; Together We Can 

Initiative, 1998). Fletcher (1 999) describes self-achieving as using relational skills to 

enhance personal effectiveness and professionaI growth within the context of the 

partnership. This involves activities such as: quickly responding to repair rifts in working 

relationships to avoid jeopardizing achievement of goals; reflecting on the emotional 

context and the emotions of others to understand what is happening and to determine 

effective responses; and, asking for help in ways that emphasize mutual benefits. 

In the CRHA-PT relationship, providers and CRHA staff discussed examples of self- 

achieving behaviours early in the development of the relationship. Efforts were made to 

keep the lines of communication open when there were high levels of fhstration and 

uncertainty about the direction that the relationship was moving. It appeared that some 

providers and some CRHA staff gave priority to being responsive to the needs of others. 

In order to maintain the relationship while others did not. Early on, urn 
within about, well within a year and urn, we I think believed fiom the 
beginning that that the partnership was going to be strengthened or the 
contract relationship was going to be strengthened if we kept urn our own 
personal values intact which had to do with open communication and urn, 
sharing information whenever possible urn, . . . Accountability, treating 
people with respect, not making assumptions about their own values. 

One CRHA-PT informant indicated that, even at the beginning of her involvement in the 

relationship, she was motivated to build relationships with people who "took a step 

forward" but not with those who didn't. Some informants indicated that unless there was 

ii cu~i~reie bask io work on coiiaborariveiy (e.g., tihe development ofa contract), they did 



185 

not perceive a benefit of meeting with others. Such statements reflect a public sphere, 

market-oriented perception that value is accrued by focusing on things that can be 

counted (e.g., number of people treated, numbers of people discharged) rather than on the 

quality of the interaction. It also reflects the strained and competitive context in which 

they were attempting to make a living. Feminists would argue that it is possible to have 

efficiency and relationships in a system that values both the public and the private 

spheres of life. 

Many CRHA-PT informants acknowledged that everyone was worlung through a chaotic 

time and that emotions were running high. As the relationship continued, CRHA staff 

members had less time to dedicate to the development of the relationship and providers 

were less tolerant of inaction at the regional level. While it was recognized that the 

relationship would be ongoing, informants appeared to give less priority to responding to 

the emotional needs of others. Such behaviours consume large amounts of energy and in 

this case, the relationship was going to continue, albeit in a less mutually beneficial way, 

regardless of the emotional energy input. In this case, despite early efforts to support one 

another, people were caught up in a health system that emphasized individual 

productivity over relational practice. 

Although there were no examples of rifts in working arrangements that emerged during 

interviews for the VIEC partnership, reflecting on the emotional context and asking for 

heip in ways fiat emphized mutuality were integral to VIEC. The Coordinator 



186 

indicated that a strength of VIEC was the responsiveness of the partners to the needs 

of one another and of staff. An example that she provided related to her perception that 

the supportive working environment arose fiom partners linking growth of the 

partnership to personal and professional growth of individuals (i.e., partner 

representatives, stafl; advisory committee members, and volunteers). Responsiveness to 

the emotional needs of staffwas also apparent when partners encouraging the 

Coordinator to take whatever time she needed to deal with a family illness. Partners 

emphasized similar qualities in the Coordinator; they respected her ability to approach 

them with sensitivity and to ask for assistance in ways, and at times, that were respecthl 

of their needs. 

By way of contrast, near the end of this study, the discourse in the CRHA-PT relationship 

did not draw attention to reflecting on the emotional context and asking for help in ways 

that emphasized mutuality. And yet, outside of the study examples of these practices have 

been described within the CRHA. It would seem from this that these practices are not part 

of the organizational culture as reflected in institutional discourse. 

Self-focus is not only gauging when to support and nurture others but also recognizing 

personal needs for support and nurturing. Despite strong motivations to participate, 

Purdue and Razzique (1999) suggest that the relational demands on leaders require vast 

amounts of time and energy to sustain partnership. To avoid burnout and sustain personal 

resources required for partnership, members and leaders must recognize their personal 
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needs for self-focus to enhance their ability to achieve partnership goals. Emphasis on 

the emotional and physical needs of others at the expense of personal needs was evident 

among key players in both the VIEC and CRHA-PT cases. 

4. Creating Team 

Focus on team: Creating background conditions in which group life canflourish and the 

feeling of team can be experienced (Fletcher, 1 999). 

Fletcher (1999) describes focus on team as creating "baseline relational conditions for 

growth-in-connection" (p. 74). Activities focus on the individual within the collective, in 

some ways overlapping with the previous categories, and with the collective itself. 

Interpersonal team building activities include those that have been previously described 

as effective communication strategies; that is, open, clear, respectful and consistent 

communication affirming the needs of others. Activities that focus on the team itself are 

those that support collaboration and interdependence; for example, recognizing when 

multiple levels of input are required for the completion of a task. 

Despite organizational emphasis on collaboration and partnerships, the CRHA and 

private providers were enmeshed in a culture in which individual performance and 

bottom-line productivity were valued. Valuing outcomes based on individualistic, 

market-oriented measures createed systems in which it was increasingly difficult to 

enhance collective achievement. At the beginning of the CRHA-PT relationship, when 



energy levels were higher and there was a sense that there was an opportunity to 

create something new, there were examples of interactions that clearly affirmed 

individual uniqueness and acknowledged the contributions that individuals could make to 

the relationship (e.g., through engaging providers at the committee level and by 

communicating in ways that conveyed professional respect). Informants indicated a high 

level of mutual respect for some of those involved in the process and a r eah t ion  that 

some people had little power to influence the process. 

So, so that has certainly ah, I've had a couple of times where I've kind of 
thought, oh, pound my head against the wall a few more times. But you 
have to realize that it is a political arena that we're in.. .. and um, there is 
only so much power they have. They've got more responsibility but no 
power. 

Several informants commented that while it had been a stressfbl relationship for most 

people involved, one person in particular had absorbed a great deal of stress in her 

attempts to sustain the relationship. Informants suggested that that individual had recently 

become more distant and less collaborative. They suggested that her withdrawal might 

have been attributable to her need for self-preservation in the absence of organizational 

support for this relationship specifically and of collaboration and interdependence more 

generally. 

Terms of reference developed for VIEC in 1997, emphasize the need to ensure that 

"principles that promote equity, accessibility and inclusivity are embedded within the 

daily practices of the Information Centre" (VIEC, 1997). Activities undertaken on behalf 

of VIEC reflect commitment of staffand partners to these principles; meetings, both 



formal and informal and individual interactions demonstrate congruence with 

principles of respect and equity. Structural practices that encourage interdependence 

include: the selection of advisory committee members to ensure that the committee as a 

whole comprises knowledge and skills necessary to achieve partnership goals; clear role 

definitions for the partners with each role recognized for its importance to the 

collaborative; and, commitment to occupying communal space. In her feedback regarding 

the case description, one partner representative said "isn't it amazing that two of the 

partners can share space with VIEC and the third partner doesn't feel excluded". The 

people who continued to create VIEC explicitly focused on creating an organizational 

environment and promoting interpersonal interactions that facilitate collaboration and 

interdependence. 

Discourse surrounding the value of creating teams has not been accompanied by changes 

in poltical, economic and regulatory institutions. While there is talk of partnership as 

described in both cases, other institutions impede their development. Fletcher (1999) 

identified that organizations are structured on the assumption that the work of creating 

teams just happens. Conflating such relational practices with gender leads to the unstated 

expectation that women will do this work. Such assumptions gloss over the significant 

effort that is required to sustain relational practices within patriarchal systems that 

devalue resistace to domination. The difficulties associated with such work were 

described by one VIEC informant. 

Tnere's nothing simpie about this work and n o t h g  easy about it and those 
answers all, those questions do need to constantly be on the discursive 



table and even ifthere's no answers, they have to ask good questions and that's 
my, kind og leap of faith that people are remaining critical and there's a 
level of consciousness about this partnership, that it doesn't hl l  into its 
own organizational umm, ahh, I don't know what the word is, maybe, 
prison So that it doesn't get entrapped in its own ideology and, you know, 

111. Summary 

Relational theory has been largely developed through studies conducted with women and 

girls but relational practice is not the domain of one sex (Brown & Gilligan, 1992; 

Fletcher, 1999). In this study, the majority of informants were women. In the VIEC case, 

all informants were women; nine of thirteen informants were women in the CRHA-PT 

case. It was clear that some women exhibited relational practices more than others. 

Similarly, some men exhibited more relational behavious than some women. While 

relational practices represent one end of the continuum of interpersonal relations 

traditionally linked to femininity, it would be a mistake to attribute such behavious to 

women as a group. 

Organizations that oppose relational practice are upholding systems of privilege and 

oppression and ignoring feminist ways of working. It is, however, possible to find 

examples of relational practice within organizations that have no commitment to equity. 

In some cases, these are examples of resistance. Efforts to achieve gender equity should 

lead to greater acceptance of the tenets of relational practice among both women and 

men. The more people use relational practice as a form of resistance to patriarchal 

institutions, the more likely it is to change these institutions. As discussed in earlier 
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chapters, the CRHA-PT relationship was characterized by a rhetorical commitment to 

partnership while entrenched in patriarchal systems of domination. VIEC was strongly 

influenced by an international feminist discourse and was explicitly committed to 

resisting systems of oppression while emphasizing practices that support successful 

partnership development. 

Successfbl collaboration is highly dependent on relational practice but the power to 

engage in such practices is not solely determined by the abilities of individuals. Ability to 

exercise relational behaviours was also determined by organizational and institutional 

support for collaboration and interdependence. An advantage for VIEC was that there 

were few pre-existing structures within which the partnership had to fit; partners, staff 

and members of the Advisory Committee were able to create structures that reflected 

feminist principles of collaboration and interdependence and an explicit analysis of 

power. The CRHA, although a new organizational entity was created within the 

constraints of a highly bureaucratic, patriarchal health care system with institutionalized 

ruling relations. External organizing rules imposed by federal and provincial 

governments, international market discourse and professional hierarchies were reflected 

in internal organizing rules (Burns et al., 1987). Groups of people within the CRHA and 

among physical therapists may strive to enact relational practices and yet they face major 

impediments because of these rules. 
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Relational practice reflects what is described in the literature as collaborative practice. 

Relational theory is therefore a useful adjunct for explaining and predicting the evolution 

of collaborations. For partnerships to advance, relational practice at individual and 

organizational levels must be supported. Congruence among organizational principles, 

structures, processes and practices of participants appears to support partnership success. 

I have avoided essentializing this analysis. In this study, there are no clear distinctions in 

relational practice between women and men At the organizational level, gendered 

divisions become more categorical; the partnership that has done well is explicitly based 

on feminist principles of collective responsibility and social equity (i.e., principles that 

are congruent with relational practice). Relational practices have been rendered 

ineffective in the partnership that is embedded within strongly entrenched patriarchal 

structures. 

In the final cbapter, I will discuss the strengths and limitations of this research and 

synthesize some of the key influences on partnership development. 



CHAPTER 7: DISCUSSION 

I. Introduction 

I began this research process over ten years ago when I was employed with small non- 

profit organizations that worked with vulnerable populations. The issues that were fimd 

by the people with whom we worked were not simple and could rarely be addressed by 

one agency but services were ofien clearly delineated along organizational lines. In most 

instances, the notion of collaboration among organizations was just that, a notion. Inter- 

organizational collaboration to address complex issues was fraught with extra-local, 

organizational and interpersonal barriers. Funding agencies were beginning to stipulate 

the need for evidence of collaboration or partnerships as a criterion for b d i n g  but there 

were few guidelines with which to proceed. 

Since that time, there has been an explosion of literature on the topic. We know so much 

more about collaboration and partnerships than we did ten years ago and yet barriers to 

collaboration continue to plague such work It was evident in the cases described for this 

study that people may see the need for partnerships, may have the energy, commitment 

and skills to push partnership forward but may be unable to do so. Barriers to 

collaboration are strongly entrenched in social institutions that influence health systems. 

As this project progressed, my research supervisor and I began to talk about the elephant 

. n .  ~6~ pcAy+ scciz! c ~ ~ t g z  .,ys ;EG6d t~ k, L$~ ps<fiGiszp E,Z-..~-~= ijui ii . w s  u,LeIl 

either used as an amorphous concept with little conceptual or operational clout or 
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different elements (i.e., parts of the elephant) were examined in isolation As I worked to 

clarifjr how I understood social context, I began to realize just how difficult it was going 

to be to disentangle institutions within the social context. Symbolic orders and modes of 

discourse, political, economic and regulatory institutions are intricately intertwined. If 

researchers propose to examine one element within the social context, it is vital that they 

keep in view the many interconnections among social institutions. 

In this final chapter, I present a summary of the research results and explore some key 

concepts that influence partnerships. I will discuss strengths, limitations and significance 

of the study and will present some implications for future research. 

XI. Overview 

A. Introduction 

I have been formally doing qualitative research for as long as I've been investigating 

partnerships. In conversations with other researchers and students, I've emphasized 

reflexivity and overlap between data collection and analysis in qualitative projects; for 

me that overlap has never been more clearly evident than in this project. I began with 

what I perceived to be clearly articulated notions of how the research project would 

precede but even as I began to collect data I became aware of the need for flexibility to 

address the research questions. For example, while I began with intent to identifjr hctors 

that influence the development of effective and efficient partnerships within Canadian 



195 

health systems, the terms bbeffective" and "efficient" needed to be clarified. Clarification 

of key research concepts continued throughout the research process. Similarly, research 

design was modified in response to the data collected. Rather than four cases, two cases 

were studied. The conceptualization of gender and the strategy for analysis of gender 

were also modified as data were collected and analyzed. 

B. Summary of Format 

In Chapter 1, I described my epistemic stance introduced the purpose of the study. In 

Chapter 2, current knowledge of collaboration was reviewed and analytic fixmeworks for 

this study (i.e., for social context and gender) were introduced. Although described in the 

literature review as part of the theoretical background, analytic h e w o r k s  were derived 

during the initial phases of data collection and analysis and were linked to the underlying 

epistemology (ie., knowledge is embedded in social context and developed through 

individual in communities). Research design and methods described in Chapter 3 were 

also linked to theory that emphasizes social construction of knowledge. lnformants were 

asked, based on their experiences in a particular collaborative initiative, to describe 

influences on partnership development. Individual perceptions regarding the development 

of two initiatives and documents relating to those initiatives were merged in Chapter 4 to 

develop detailed case descriptions (i.e., VIEC and the CRHA-PT relationship). In 

Chapter 5, the case descriptions were used as the basis of analysis focusing on the 

influence of social institutions on partnership development. The influence of gender as a 

social institution was explicitly explored in Chapter 6. 



C. Summary of Results 

Multiple theoretical perspectives have been identified that may each partially explain and 

predict the evolution of partnerships (i.e., resource dependence, stakeholder, strategic 

management, microeconomics, institutional political, social capital and network, and 

social identity). In this study, the partnership in which the theoretical underpinnings were 

not explicitly discussed was less successful. Commitment to a broad theoretical base, 

including an emphasis on relational theory, was evident in the partnership that was 

characterized by informants as both effective and efficient (i.e., VIEC). 

As described in Chapter 2, potential criteria for success include: agreement reached; 

agreement implemented; survival of alliance; partner's goals achieved; problem 

alleviated (Gray, 1996). Informants for the CRHA-PT partnership indicated that, while 

none of these criteria had been met to the satisfaction of all involved, the kc t  that there 

was a relationship between the CRHA and private practice physical therapists was an 

achievement. VIEC was not only successfU1 in meeting many of the criteria (the problem 

has not been alleviated) but also extended them Mormants measured success not only as 

implementing the agreement and achieving goals but also in achieving goals in ways that 

reflected the underlying principles of the partnership (i.e., social equity, collective 

responsibility). Fletcher (1999) describes such measures as a relational logic of 

effectiveness. This logic includes commitment to recognizing that: workers are 

responsible for the whole; competence is acknowledged without self-promotion; growth, 

achievement and effectiveness occur best in a context of connection and support; 
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definition of outcomes including outcomes embedded in people and social situations; 

short term costs of maintaining relationships are an investment in long term potential for 

growth or effectiveness; interdependence is powerful; and severed relationships are an 

obstacle to future growth and achievement (Fletcher, 1999). 

VIEC was described by informants as being extremely efficient despite investing 

resources in the development of relationships and support for staff. Partner organizations 

with similar aims, common languages, similar organizational cultures and who were open 

to addressing power issues were able to minimize collaborative inertia by reducing the 

resources required to sustain relationships. In this case, partners had experience with and 

were committed to working in a relational way; it was part of their organizational culture 

and congruent with the goals for the partnership. The CRHA-PT relationship was not 

described as eEcient. The organizations involved generally used different languages, 

were embedded in different organizational cultures, and struggled with power 

differentials. 

Institutions within the social context have clear implications for the development of 

partnerships. The ways in which status and authority relations are ordered, resources are 

allocated and symbolic orders are legitimated (i.e., formally through organizational 

structures and informally through interpersonal relations) influences structures and 

processes of partnership. Each of these institutions (i.e., political, economic and 

reguiatoryj may be refiective of symbolic orders and modes of discourse that are 



dominant within a social context. Social structures (e-g., professional groups) and 

organizations (e.g., the CRHA) directly l i e d  to formalized health systems are enmeshed 

within social institutions based on hierarchical, bureaucratic and paternalistic practices. 

Such practices are in direct conflict with relational, gendered practices required for the 

development of partnerships. In this study, the partnership that developed among 

organizations that are peripheral to formal health systems and committed to relational 

practices were described as both effective and efficient. As was evident in the CRHA-PT 

relationship, there may be individuals within highly bureaucratic, paternalistic 

organizations who have the knowledge, skills and commitment to collaborate but, in such 

an environment, tremendous resource expenditures are required to achieve collaborative 

advantage. 

International policy discourse has emphasized managed competition and health systems 

in Canada, through their structures and practices, continue to reflect that discourse. In 

traditional health systems, partnership discourse has begun to replace the discourse of 

competition; however, remnants of the latter remain and confound collaborative 

practices. The CRHA-PT relationship was characterized by a rhetorical commitment to 

partnership while entrenched patriarchal systems of domination VIEC was created in a 

social context that was less influenced by competitive international discourse but strongly 

influenced by an international feminist discourse and was explicitly committed to 

practices that support successful partnership development. 
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Gender is a sensitive concept. One of the partnerships that was approached to participate 

cited my analytic focus on gender as a reason for not participating in the study and yet in 

that partnership, the person who was identified as a leader indicated that she was burning 

out because of the level of nurturing required to do her work A representative of another 

partnership suggested that there were no gender issues influencing that partnership, just 

business and money issues. In Chapter 5, it became clear that gendered (i.e., relational) 

practices permeated all aspects of the cases. Organizational structures in which 

partnerships are embedded, processes undertaken to develop and sustain partnerships, and 

resources that are made available are all influenced by or influence, relational practice. 

III. Issues Arising fiom Results 

A purpose of this study was to identifj how social context and gender affect the 

development and outcomes of partnerships within Canadian health systems. In Chapters 5 

and 6, I describe ways in which partnerships are affected by these social institutions but 

some issues warrant further attention. In this section I will highlight roles for moral and 

social values and briefly discuss links between relational practice and power. 

While the results of this study indicate that partnerships may be hampered by policy 

emphasis on competition, others have identified broader impediments to collaboration. 

Diffusion of international policy discourses such as managed competition and partnership 

ratiomlity, if !b&pA t_n g!&z!;7atic~ cf pzttez cf ?FA:, %=?ti&:: ~ q 2  p:~dC&:: 

(Broadbent, 1999; Carlsson, 1999). Some authors suggest that such patterns presume the 
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existence of cooperation and yet are evolving within a context of global disorder. Issues 

such as underdevelopment in many regions of the world, the growth of poverty, 

discrimination on the basis of sex, race or religious status, significant challenges to the 

environment, volatility and hgility of currencies and financia1 systems, globally 

organized criminal activities, and unstable peace in many regions challenge efforts to 

increase international cooperation (Broadbent, 1999, Brodie, 1995; Carlsson, 1999) and, 

by extension, collaboration at regional and local levels. 

Despite such overwhelming sources of resistance to collaboration, future scenarios for 

health promotion outlined by the World Health Organization (WHO) emphasize an 

increasing need for publiclprivate partnerships (Kickbusch, 1996). Hancock cautions that 

given dsering motivations "that underlie the work ofthe private sector and the health 

promotion sector, partnership can be difficult but], [sluch partnerships are not merely 

possible, they are desirable if we are to achieve health for all the people of the world" 

(Hancock, 1998). Ic as such discussions imply, collaboration and partnerships are an 

essential mechanism for promoting the health of populations, their successful 

implementation will require, among other thmgs, tremendous international reallocation of 

resources to support such practice. 

Shifting resources to support collaborative practice in health systems implies an essential 

shift in moral and social values and (re)conceptualization of health as a public good, a 

siaie responsi'oiiiry @ o p e  et ai., 1997; iriart et ai., 2U0i). 'The foliowing quote &om 



Etzioni (1991) supports the hdamental role of moral and social values in policy 

development: 

Policy analysis surely suffers when only criteria of efficiency are 
introduced and moral considerations are either ignored or lumped together 
with a myriad of other considerations. Specifically, it is wise to examine 
each policy fiom at least two distinct viewpoints: its efficiency and its 
moral appropriateness. This view draws on the recognition that human 
nature is best perceived not as a unitary bundle of preferences but as a 
multiple self, one in which metapreferences vie with prefkrences over 
which will control behavior. The most important sources of 
metapreferences are moral and social values (Etzioni, 1991). 

Forging agreement on moral and social values to guide international trade, competition 

and production is an apparently insurmountable task. Some nations may never 

acknowledge the consequences of focusing on profit over moral and social values; others 

know them only too well (Fougere, 2001; Iriart et aL, 2001). Recent public protests in 

Seattle and ~ u e b e c ~ ~  attest to the fact that trans-national organizations and national 

governments that control international policy discourses may no longer have the option of 

ignoring the philosophical orientation on which their efforts are based. 

That final sentence implies that publics have power to influence national and 

transnational policies. Such influence will accrue only if they acknowledge and use 



dominant fiameworks of power to their advantage. Traditional conceptualizations of 

power involve A getting B to do something that sfhe would not do otherwise (Clegg, 

1992; Fletcher, 1999). Iriart (2001) suggests that such repressive and prohibitive 

conceptualizations of power continue to operate in contemporary society (e.g., Latin 

American countries consenting to cutbacks in public services to gain access to loans fiom 

the World Bank). Clegg (1992) proposes that coercive power is used to repress margins 

of society not absorbed by market dependency and that, apart fiom the margins, episodic 

or coercive power is being replaced by a more dispositional and productive form of 

power influenced by dominance of market ideology. Such power is premised on the 

power of seduction rather than the power of repression. Agency is stripped away as 

citizens (and nations) become dependent on the market; "the market has become a 'black 

hole', sucking in ever more agency and spewing out an ever more diffUse power as the 

pursuit of things becomes an all encompassing passion" (Clegg, 1992). The locus of 

power is no longer in individuals (or nations) but in fluid "systems of shared meaning 

that reinforce mainstream ideas and silence alternatives" (Fletcher, 1999). While 

international policy discourse has shifted toward collaboration in many instances, it is a 

(Footnote continued) 

26 In 1999, "the Seattle meeting of trade ministers fiom the 134 members of the World 
Trade Organization] collapsed after several days of protests disrupted meetings, and 
delegates fiom developing countries r e h e d  to go along with deals made by 
industrialized nations"(Laidlaw, 2000). Similar public protests disrupted the Summit of 
the Americas in Quebec City in 2001, where 34 heads of state gathered to discuss 
creating the Free Trade Area of the Americas, the FTAA (Mofina, 2001). 
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co-optation of language rather than a commitment to collaborative principles; systems of 

shared meaning continue to emphasize independence and individuality, silencing 

relational alternatives. 

Shifting transnational policy from a competitive to a relational focus requires renewed 

emphasis on rules of practice (e.g., moral and social values that recognize health as a 

public good). Challenging systems of shared meaning that undermine meaningful 

collaborative practice will need to be strategically undertaken. Fletcher (1999) suggests 

that strategies to shift values at an organizational level include: using a language of 

competence to name relational practice; naming the 'value-added' potential of relational 

practice (e-g., development of innovative solutions derived fiom working as a team); 

naming relational practices that others do; identifying negative consequences of 

organizational norms and offering relationally based alternatives; negotiating conditions 

for engaging in relational practice (i.e., assigning a monetary value); and, networking to 

strengthen the impact of relational challenges to the status quo (Fletcher, 1999). 

N. Recommendations &om the Results 

A. Introduction 

This project contributes to the partnership theory and practice by: 
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e consolidating a broad body of literature related to collaboration and thus 

providing a comprehensive foundation fiom which organizations can develop 

partnership frameworks and models to meet their unique needs; 

adding relational theory to list of theoretical perspectives to be considered when 

developing partnerships; and, 

drawing attention to the influence of social institutions (i.e., symbolic orders and 

modes of discourse, political, economic and regulatory). 

B. Frameworks and models 

There is clearly no one-way to develop and sustain a partnership. The strategies that are 

adopted will necessarily reflect individuals and organizations that are involved in such 

initiatives. Organizations that are engaging in collaboration are encouraged to think 

critically about the terms that they use to describe their relationship. Partnership has 

become part of international discourse, and yet codhion over meaning can undermine 

collaborative ways of working. Gaining clarity and consensus among partners regarding 

the meaning, purpose and operating principles of the partnership is fundamental. 

Establishing criteria for success will facilitate both development and evaluation of 

partnerships. The literature on characteristics and processes of partnership is extensive. 

The literature review conducted for this study consolidates this knowledge and provides a 

strong foundation fiom which partnerships can develop strategies to meet their unique 

needs. 



C. Theoretical underpinnings 

Explicit attention to the influence of the theoretical perspectives identified in the previous 

chapters (i.e., resource dependence, stakeholder, microeconomics, institutional or 

negotiated order, political, social capital or network, social identity and relational) will 

facilitate the development of partnerships. The influence of such theories on collaboration 

has been documented through extensive research on inter-organizational practices. 

Consideration of how these perspectives are manifested within a given partnership can 

assist in planning, problem solving and formally evaluating the effectiveness and 

efficiency of partnerships. While relational practice has often been implicit in 

descriptions of partnership, it is rarely explicitly incorporated into partnership planning. 

In this study, gender as relational practice is exposed as a social institution that has a 

strong influence on the success of partnerships. This project uses a h e w o r k  (ie., 

relational practice) to emphasize the vital role of gendered practices within partnerships. 

D. Responsiveness to the innuence of social institutions 

Institutions within the social context exert complex and broad influences on partnership. 

It is beyond the ability of any one organization or partnership to control the influence of 

social institutions but it may be possible to buffer the impact of social institutions that are 

detrimental to partnerships. In the VIEC partnership, commitment among the partners to 

feminist discourse may have tempered the influence of other modes of discourse and 

other social institutions (i.e., patriarchal, capitalist ways of working). Partnerships may be 
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strengthened by acknowledging the influence of social institutions and by developing 

strategies to respond to such influences. 

V. Strengths and Limitations 

A. Scope 

This study was undertaken to explore institutional influences on partnership development 

within Canadian health systems. At the completion of this study, I realize that the project 

has only just begun. I have identified, in a general way, the influences of symbolic orders 

and modes of discourse, political economic, and regulatory institutions with particular 

attention to gender as a social institution. In providing feedback on the case description, 

one informant suggested that I hadn't told the whole story, that I hadn't included enough 

of the personal impact of policy. While the focus of analysis was institutional not 

personal personal narratives did inform critical analysis in Chapters 5 and 6. 

Feminist methods critique the distribution of power and privilege (Mandell, 1998). 

Through gendered analysis using a framework of relational practice, I have begun to 

expose power dynamics within partnerships in Canadian health systems. While I have 

exposed a contradiction between the important role of gender in partnerships and 

organizational suppression of gendered practice, I have not conducted a thorough analysis 

of power in partnerships. That is beyond the scope of the current project. 
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B. Sample 

Key informants identified eighteen partnerships for potential inclusion in the study. Only 

six of the initiatives that were identified clearly met the definition of partnership. One of 

the relationships that was identified met ali of the selection criteria and was included in 

the study but did not, as the informants indicated, evolve into a partnership. Even though 

this relationship had initially been called a partnership and the initial contacts believed 

that it met my definition of partnership, through the data collection process, it became 

clear that a shared vision had not been clearly articulated. Informants also indicated that it 

was not a partnership because there was not shared decision making and there were 

unaddressed power differentials among the stakeholders. For the purposes of this study, 

the breadth of interpretations of the term "partnership" meant that cases that were 

selected were distinctly different and provided an excellent contrast. If it had been 

imperative that the cases be as similar as possible, a more in-depth screening procedure 

would have been necessary (i.e., screening interviews). 

Analysis was based on two "partnerships" that were described in detail. Partnerships that 

participated in the study are not representative of all partnerships in Canadian health 

systems, VIEC and the CRHA-PT relationship are examples of relationships at quite 

distinct ends of the health system spectrum Some might challenge the inclusion of VIEC 

because it is not part of the formal health system nor does it provide clinical services. 

VIEC does, however, provide services that influence broad determinants of health. 
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Although directly targeting professionals who work in the area of violence prevention, 

the resource library is open to anyone who wishes to access it. 

Informants for each partnership were selected based on their ability to contribute to the 

development of the case description. The description of each case is based on the 

perspectives of the individuals who were interviewed. The people who were interviewed 

for the CRHA-PT case engaged directly in the development of the relationship and 

therefore their stories may not be reflective of the stories of others within the Region. In 

the CRHA-PT case in particular, I felt as if there were many more stories that could have 

been told but I had a sense by the end of the sixteenth interview that I had collected 

sufficient data to explore the influence of social institutions on the development of the 

relationship. 

The majority of the informants were female. No attempt was made to limit the informant 

sample in this way; this sex distribution is simply a reflection of the people who were 

involved in relationship building in both cases. In the partnership that was constructed by 

women and in which all of the interviews were conducted with women, a conscious 

choice was made to approach the partnership using relatiom1 practices. In the other case, 

people who involved in developing the relationship were primarily women but also men 

who worked relationally. Not all women assigned to this portfolio demonstrated 

commitment to relational practice. 



C. Verification 

The study was designed in a way that included several methods of verification. Data 

collection was conducted over a period of a year and a half At times, I felt as if I could 

easily have doubled that time in the field and still have missed some details that wouid 

have added to the case descriptions. For many reasons, when I had the last conversation 

for each of the cases, it was time to begin the final phase of analysis. The data that were 

collected provided case descriptions that informants felt reflected their experiences. 

Those case descriptions also provided ample data from which to explore the influence of 

social institutions on partnerships. Issues of practicality and feasibility also entered into 

the decision to stop data collection (i.e., resources were depleted). Multiple sources of 

data contributed to crystallization of case descriptions. Working through conceptual 

issues with committee members and other members of the university faculty, being 

explicit about my personal history related to each case, requesting feedback fiom 

informants, and writing the cases in rich, thick detail all contributed to verification. 

The two cases that were the focus of this study provided stark contrasts to one another. 

As I wrote, the contrast was so great I sometimes feared that others might assume that I 

was manipulating the data for the purpose of contrast. Feedback that I received fiom 

informants generally supported the contrasts. For ethical reasons, some feedback that 

would have made the contrast even starker could not be used. 



D. Data collection and analysis 

Qualitative research texts fkequently refer to the researcher as a research instrument 

(Kvale, 1996; Marshall & Rossman, 1999; Rubin et al., 1995). As the research 

instrument, I made decisions about data collection and analysis that reflected my 

knowledge, skills and attitudes. The mode of inquiry that I chose to approach data 

collection and analysis fit the research purpose. This is not an institutional ethnography 

but the analytic focus (i.e., social institutions) was informed by that approach. 

In this study, I explored diverse bodies of literature; all of which have relevance to the 

study of partnerships. I am not a sociologist, a political scientist, an economist or a 

business management graduate and because of this, I may have missed relevant strands of 

these professional literatures. Such gaps were hopefully minimized by my commitment to 

ethical research, the thoroughness of my literature review and by the breadth of 

knowledge represented on my research committee. On the other hand, not being wedded 

to a particular discipline may have eeed me to look at the cases through different lenses. 

DeVault (1990) and Sharrock and Anderson (1986) talk about how traditional methods of 

research have led to "the disappeamnce of the phenomenon" (Sharrock et al., 1986, p. 16) 

and the suppression of emotion. I was conscious of those criticisms as I undertook this 

project. Given the purpose of this project, some data did not explicitly appear in the 

results but my intent was to incorporate the essence of those experiences into the analysis 

so that they were not "disappeared (Fletcher, 1999). Each case, while told as a single 



story, reflects fragments of the stories of many people; individual stories reflect 

fragments of informant's experiences. Interviews were characterized by a conversational 

tone, I felt that the majority of informants spoke openly about their experiences and yet, 

they were constantly making decisions about the experiences and perspectives they 

would share and the ways in which they would describe them Similarly, I listened to 

their speech and read the transcripts with the intent of capturing details of their 

experiences but I undoubtedly emphasized some details over others in pursuit of my 

analytic focus. 

At the time that my research proposal was written, my understanding of some key 

analytic concepts (i.e., social context and gender) was still evolving. Although it was 

anticipated that this would happen, it meant that instruments that were initially designed 

for data collection and analysis also evolved. My rationale for using a questionnaire was 

to gather basic demographic descriptions of the informants but also to capture some of 

their relational characteristics (e.g., volunteer activity, marital and child care 

responsibilities). While it served the first purpose, it was soon clear that the instrument 

was of limited use as a tool for gendered analysis. Knowing that someone does X number 

of hours of volunteer work, is married or not, and has Y number of children told me 

nothing about their relational practices. Understanding such practices is best achieved 

through more direct methods of data collection (e.g., interviews and observation). 



E. Ethics 

Information that is included in the CRHA-PT case describes a relationship that did not 

flow smoothly. Critical analysis of the influence of social context indicates that 

difficulties that arose within this case can not be directly attributable to the actions of 

individuals at the local provincial or national levels but reflect the complex interplay of 

social institutions. In signing the informed consent form, partnerships that agreed to 

participate, agreed to be identified. Information was provided in that context. In 

retrospect, the decision not to try to disguise the partnerships was supported. To provide 

anonymity would have required distortion of the context and the data; for instance, to our 

knowledge there are no other non-governmental violence information services in Alberta. 

Public officials were not interviewed for this study but their roles within the social 

context were discussed in the accounts of the informants. Public officials who were in 

public positions during the time that the cases were evolving are named, not to apportion 

responsibility for the events that took place but to emphasize transitions within the social 

context during that time and to avoid inaccurate attribution (M. M. Burgess, September 5, 

2001). 

Informants were also aware that it might not be possible to guarantee their anonymity 

because the cases would be explored in detail. They were assured, however, that every 

step would be taken to ensure ~o~dent ia l i ty .  To this end, I have included only those 

quotations that could be used without breaching confidentiality. Consent given with this 
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understanding may have been based on "a desire to be so identified as contributors to the 

research and related debates" (M. M. Burgess, September 5,2001). To remove the 

identifiers would have undermined the informed consent process (M. M. Burgess, 

September 5,2001). 

VI. Significance of the Study 

There is a vast body of literature related to the development of partnerships. The results 

of this study reinforce some earlier findings (ie., characteristics of successfbl 

partnerships) while adding new insights. By focusing on the influence of social 

institutions, I've added depth to our understanding of the extra-local influences (e-g., 

international policy discourse). My approach to gendered analysis has introduced a new 

theoretical perspective to the list initially developed by Gray and Wood (1991). 

Relational theory has proven to be a robust analytic tool for the study of partnerships. 

VII. Future research 

Contributions to our understanding of partnership have come fiom diverse bodies of 

evidence. Future studies examining institutional influences on partnerships would benefit 

from a transdisciplinary approach. I would like to undertake a similar study using 

institutional ethnography in collaboration with researchers who are also working to 

develop this mode of inquiry. Research tarzeting specific .social institutions is neces.cary 

to fblly explore the complex nature of their influence. Relational theory has proven to be 



particularly applicable to the study of collaboration and partnerships. I strongly 

recommend a relational practice fixmework as an analytic tool for hture studies to draw 

out the institution of gender. There is also a need for studies that go beyond identifying 

the role of gender by critically analyzing gender and power dynamics within partnerships. 

Gendered analysis of partnerships would a h  benefit from the application of different 

research approaches (e.g., participatory research) including additional methods of data 

collection (e.g., more in depth observation) and alternate analytic foci (e.g., discourse 

analysis). Feedback fiom informants identified a strong need for policy studies that 

examine the personal impact of policy initiatives. An example of such research would 

focus on the impact that the shift to managed competition has had on private practice 

rehabilitation professionals. 

m. Summary 

Recognition of the influence of social institutions will assist in the development of 

partnerships that are responsive to social context. Gender conceptualized, for the 

purposes of this study, as a symbolic order and mode of discourse is an institution that is 

disappeared in partnership working and yet, it is one that plays a hdamental role in 

partnership success. If partnerships are to succeed in Canadian health systems, it is 

essential to value gendered practice and critically examine power dynamics that would 

suppress the influence of gender 
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In systems as complex as heaith., it is not possible to implement new policy directions as 

if there were no previous policy base. Policies of partnership and collaboration embedded 

in policies of managed competition will always be a blend of the two. There is a need for 

critical analysis to identifl and be responsive to the influences of social institutions. 

Many of the problems facing national, regional and local governments are shared; the 

need for collaboration and partnerships cannot be ignored. The d=culty lies in valuing 

our interdependence. 
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Appendix A - Together We Can Initiative Stages of Collaborative Development 

Stage One: Getting Together 
a people commit to real change to improve results 

reaching out to engage people who have the knowledge and skills to address the 
issue and who reflect the diversity of the community 

a engaging people with a reputation as impartial leaders and brokers in the community 
identifying available resources including skills and talents 
agreeing to how meetings will be planned and conducted 
key people take the lead 
discussing ongoing leadership and professional development 

a discussing mechanisms for sharing information with new members and with other 
community people, and institutions 

Stage Two: Building Trust and Ownership 
learning about each other 
talking openly about sensitive issues 
ident ifj.ing practices that encourage or discourage participation 
helping some groups to organize to define their common interests 

0 understanding historical relationships 
e agreeing on how to make decisions (open and public), handle conflict and share 

informat ion 
agreeing to a shared vision, purpose and principles to guide action 
seeking input &om the broader community 
discussing and making accessible, data about the issue 
knowing how key institutions are organized and make decisions, 
discussing what works and what doesn't in the current context 
holding individuals and organizations accountable for results 

Stage Three: Strategic Planning 
a defining collaboration and early successes 

using personal and institutionai ciout and resources to achieve agreed upon vision 
and plan of action 
assessing organizational structure of collaborative re: ability to implement plans 
setting priority outcomes 
collecting baseline data 
developing evaluation plan with short and long term objectives, timelines and 
responsibilities 
describe how current services need to change to reflect the collaborative's principles 
planning for h d i n g  and resources to achieve results 
agreeing upon a leadership development plan for all of its members 

Ctn-rr CA..~. Tat:-rr A -+:A- 
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holding membersaccountable for their commitments 
a regularly discussing and acting on personnel, fiscal and other matters 



maintaining a report card that describes progress 
implementing strategies to engage diverse people, agencies and organizations 
implementing systems to gain ongoing community input 
implementing communication strategies to inform members and the public 
implementing process and outcome evaluations 
jointly planning with related organizations 
being flexible to meet changing needs (e.g., shifting focus and funding) 
monitoring whether leadership and professional development is changing the way 
people do their work 

Stage Five: Deepening and Broadening 
strengthening member commitments to the work of the group 
developing relationships with related groups and institutions 
growhg public awareness and support for the collaborative 

* monitoring that systems for public feedback are being used consistently to influence 
policy and practice 
considering how policies beyond its control influence the work of the collaborative 
influencing policies and practices that are obstacles to the achievement of goals 
influencing major budget decisions of public and private institutions 
identGing issues beyond the original focus as required to achieve desired results 

From Imroving results for hildren youth, hnilies. and neighborhoods: the community 
collaborative wellness tool by Together We Can Initiative, 1998, Washington, DC: 
Institute for Educational Leadership. 
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THE UNIVERSITY OF 

CALGARY 
Faculty of Medicine 

Office of Medical Bioethics 

Dr. W.E. Thurston 
Department of Community Health Sciences 
University of Cdgary 
Calgary, Alberta. 

Dear Dr. Thurston: 

RE: partners hi^ Theory for Canadian Health Systems: An Analysis of Research and Practice 
Student: Ms. Catherine Scott Dwree: PhD 

The above-noted thesis proposal has been submitted for Committee review and found to be ethically acceptable. Please 
note that this approval is subject to the following conditions: 

(1) a copy of the informed consent form must have been given to each research subject, if required for this study; 
(2) a Progress Report must be submitted by 2000-03-18, containing the following information: 

(i) the number of subjects recruited; 
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(iv) a summary of any recent literature, f~~~ding,  or other relevant idormation, especially information about 
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(v) a copy of the current informed consent form; 
(vi) the expected date of termination of this project; 

(3) a Final Report must be submitted at the termination of the project. 

Please note that you have been named as a principal collaborator on this study because students are not permitted to serve 
as principal investigators. Please accept the Board's best wishes for success in your research. 
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Appendix C. -Letter of Introduction to Initial Key Informants 

May 11,1999 

Dear : 

I am currently a PhD Candidate int eh Department of community Health Sciences at the 
University of Calgary. My PhD research project is entitled, "Partnership Theory for 
Health Systems: An Analysis of Research and Practice". I am writing to request your 
assistance in identifjing potential partnerships for inclusion in this study. To assist you, I 
will provide a brief overview of the project. 

Fro the purposes of this project, partnerships are defined as collective strategies 
developed among two or more agencies or groups and inspired by a shared vision or goal. 
These strategies often include the development of new initiatives to address the issue of 
concern and to bring the vision into reality. As a result, referent organizations27 (ie., 
managing bodies such as communities) are usually created to administer agreements. 

This project is intended to explore and describe the factors that influence the 
development of partnerships within Canadian health systems and between the health 
systems and other sectors (e.g., education, business, agriculture, environment, 
transportation, justice, and technology). The proposed study will build on earlier work 
and will expand o w  knowledge of the inter-relationships among factors that iduence the 
life cycle of collaborative initiatives. The research questions are: "What factors influence 
the development of effective and efficient partnerships within Canadian health systems 
and bween thehealth system and other secotrs?" and; "How do gender and sociopolitical 
context affect the development and outcomes of partnerships within Canadian health 
systems and between the health system and other sectors?" 

Sociopolitical context and gender have been identified in previous research as fkctors that 
influence the success of partnerships. The sociopolitical context that will be examined is 
the policy context within which partnerships are situated; in particular, the policy context 
in Alberta in 1998-1999. In conducting a gendered analysis of this topic I will explore not 
just the distribution of the sexes within the partnerships but the roles that men and women 
play, the decisions they make, the hctors that influence their decision-making processes, 
and the possible differential nature of their descriptions of partnerships. 

27 A referent organization is formed as a result of a collaborative effort. The fianctions of 
this organization include: regulation of relations and activities, appreciations of emergent 
trends and issues, and infrastructure support (Gray, 1989; Trist, 1983). 



This study will contribute to the development tof theory related to partnerships in 
Canadian health systems. Four partnerships will be selected that provide representation 
fiom one or more of the following levels within the health systems (i.e., regional, 
provincial interprovincial, and national). All of the partnerships will be based in Alberta. 
The end product of this study will be a contribution to partnership theory that will have 
applications to health policy, health systems evaluation, and the traning of health 
professionals and health researchers. 

As I mentioned earlier, I am asking you to assist me in identifLing partnerships that may 
be selected for inclusion in this study. I am contacting you because of your knowledge of 
initiatives that are taking place within the health system in Alberta at this time. The 
criteria that I will use to select each partnership will be: 

Within each partnership agreement has been reached to address the issue of interest; 
0 The partnership is operating at the time the study is initiated; 

Within each partnership there will be representation h m  at least one of four levels 
(i.e., regional, provincial, interprovincial, national) of the Canadian health system; 
When c o m b i i ,  the four partnerships will provide representation fiom all four 
levels of the health system 

I will be contacting you by telephone whin the next two weeks to discuss yoru assistance 
in identifying partnerships for this project. I look forward to speaking with you. 

Sincerely, 

Cathie M. Scott 
PhD Candidate 
Department of Community Health Sciences 



Appendix D. Letter of Introduction to the Partnership 

FACULTY OF MEDICINE 
Department o f  Community Health Sciences 

Hfl/1138 

C. H. Scot t  
Telephone: (483) 228-8285 

Fax: (483) 270-7387 
Email: cmscott@uCalgary.ca 

September 19,2001 

Dear : 

We are writing to request the participation of the Calgary partnership in a study entitled 
Partnership Theory for Health Systems: An Analysis of Research and Practice. 

This study is being conducted as part of a doctoral program in health research and builds 
on earlier work completed by Cathie Scott for her master's degree. The focus of that 
research was the development of partnerships among community agencies working with 
vulnerable groups. The results of that study have been published in the Canadian Journal 
of Public Health and recently received positive reviews at an international conference in 
Tilburg, Holland. 

This second project is intended to explore and describe the factors that influence the 
development of partnerships within Canadian health systems and between the health 
system and other sectors (e.g., education, business, agriculture, environment, 
transportation, justice, and technology). The study will build on earlier work and will 
expand our knowledge of the inter-relationships among hctors that influence the life 
cycle of collaborative initiatives. The end product of this study will be a contribution to 
partnership theory that will have applications to health policy, health systems evaluation, 
and the training of health professionals and health researchers. 

Data collection methods will include document reviews and key informant interviews. 
The research questions are: "What factors influence the development of effective and 
efficient partnerships within Canadian health systems and between the health system and 
other sectors?" and; "How do gender and sociopolitical context affect the development 
and outcomes of partnerships within Canadian health systems and between the health 
system and other sectors?" 

We have selected partnerships that key informants have recommended are likely to yield 
significant information regarding the study questions. The Calgary partnership is an 
initiative that could contribute greatly to our understanding of partnerships that address 



health issues. I have included a copy of the Letter of Consent that would be given to 
possible interviewees and the Request for Access to Formal Documentation that would be 
sent to the appropriate person(s) in this partnership. These documents describe issues 
related to participation and confidentiality. If you have fkther questions regarding the 
implications of participation or about the study in general, please feel fiee to call either of 
US. 

The Calgary partnership will receive a report on the results of the study. The report will 
include a description of all of the partnerships included in the research, a comprehensive 
analysis of factors that influence the development of such initiatives and 
recommendations for partnership development. 

Cathie will be contacting you by telephone within the next two weeks to discuss the 
participation of Calgary in this study. We thank you in advance for your attention to our 
request. 

Sincerely, 

Cathie M. Scott 
PhD Candidate 

W.E. Thurston 
Associate Professor 

enclosures 



Appendix E. - Ethical Approval, May 10,2000 



Office of Medical Bioethics 
Heritage Medical Research Building/Rm 93 

Telephone: (403) 220-7990 
Fax: (403) 283-8524 

Dr. W.E. Thurston 
Department of Community Health Sciences 
University of Calgary 
Calgary, Alberta. 

Dear Dr. Thurston: 

Re: Partnershin Theorv for Canadian Health Svstem: An Analvsis of Research and Practice - Ms. Catherine Scott 
P h D  Student) 

Thank you veIy much for the progress report, tlie modification to the protocol and the revised informed consent letter which 
you have provided on the above-named protocol. Please be advised that this information has been added to your file. 

The above-noted research proposal and the modifications have been reevaluated with respect to continuation of ethical 
approval. 

As Chair of the Conjoint Health Research Ethics Board of the Faculty of Medicine, University of Calgary, and the Affiliated 
Teaclung Institutions, I am pleased to advise you tlmt ethical approval for this proposal has been extended to 2001-03-18. 

Please note that this approval is contingent upon strict adherence to the original protocol. Prior permission must be obtained 
from the Board for any contemplated rnodification(s) of the original protocol. 

A progress report concerning this study will be required by 2001-03-18. Tlus report should contain information concerning: 
(i) the number of subjects recruited; 
(ii) a description of any protocol modification; 
(iii) any unusual andlor severe complications, adverse events or unanticipated problems involving risks to subjects or 

others, withdrawal of subjects from the research, or complaints about the research; 
(iv) a summary of any recent literature, finding, or other relevant information, especially information about risks 

associated with the research; 
(v) a copy of the current informed consent form; 
(vi) the e.xpected date of termination of this project. 

Please accept tl~e Board's best wishes for continued success in your research. 

Yours sincerely, 

C.C. Ms. Catherine Scott 



Appendix F. - Question guide 

The purpose of this study is to explore and describe the factors that influence the 
development of partnerships within Canadian health systems and between the health 
systems and other sectors. As someone who has been involved with this partnership, you 
are in a unique position to provide this information. This interview is about your 
experiences and your thoughts about partnerships. 

I'd like to tape record what you say so that I don't miss any of it. I don't want to take the 
chance of relying on my notes and thereby miss something that you say or inadvertently 
change your words. If at any time during the interview you would like to turn the tape 
recorder off; all you have to do is press this button and the recorder will stop. 

1) Describe how the partnership developed? 

(major events, partner identzjkation) 

2) What do you believe are key factors that have influenced the development 
of the partnership? 

@articipation, decision-making, working relationships, partner characteristics, 
resources, communication, the issues being addressed by the partnership, the 
regionaUprovinciaUfederal policy environment) 

3) How are things done differently now that the partnership exists? 

(eflectiveness, eficiency, and duplication of services) 

4) How is the partnership sustained1 what keeps it going? 

(resource commitments, communication strategies) 

5) What has the partnership achieved? 

(outcomes) 

6) If you could start over again, what would you change about the process of 
developing and maintaining this partnership? 

7) Do you have any questions for me? 

8) Are there people that you think I should talk to who are involved in this 
pa~n,e-,hf-? P 



Appendix G. - Questionnaire 

Code 

HEALTH SYSTEM PARTNERSHIP STUDY 

Questionnaire 

1.0 Identifjr the partnership in which you have been, or are currently, a member. 
(Write the name of the partnership on the line below.) 

2.0 Indicate the period of time that you were involved with this partnership. (As 
closely as possible provide the month and year that your participation started 
and, if appropriate, when your participation ended.) 

Participation Started I Participation Ended I / 
M Y M Y nfa 

3.0 Indicate the level of your involvement in this partnership. (Check the 
appropriate response.) 

0 less than 10 hours per month 
0 1 1 - 40 hours per month 
0 41 - 80 horn per month 
0 8 1 - 120 hours per month 
O greater than 120 hours per month 
Q other (i.e., contribution of resources other than time.) Please describe. 

4.0 Describe your role(s) in the partnership. 



5.0 Indicate the level of your involvement with volunteer activities other than this 
partnership. (Check the appropriate response.) 

0 less than 10 hours per month 
0 1 1 - 40 hours per month 
0 41 - 80 hours per month 
0 8 1- 120 hours per month 
O greater than 120 hours per month 

6.0 What is the highest level of education you completed? 

0 Completed primary school 
0 Completed secondary school 
0 Technical training 
0 Community college graduate 
Oi Bachelor's degree 
0 Master's Degree 
0 Professional degree (e.g., M.D., PbD, RN.) 

7.0 Indicate your employment status at the time that you participated in the 
partnership. (Check all responses that are appropriate.) 

I employed part-time 
employed full-time 
unemployed 

I retired 
I full-time homemaker 
I student 

8.0 Describe your occupation at the time that you participated in the partnership. 
(If retired, describe the usual occupation before retirement.) 

0 Not applicable 

Title: 

Kind of work you do: 

Kind of business: 



9.0 What is the range of your household earnings? 

0 less than $9,999 
0 $1 0,000 to $19,999 
0 $20,000 to $29,999 
0 $30,000 to $39,999 
0 $40,000 to $49,999 
0 $50,000 or more 

10.0 Indicate your sex. 
0 Female 0 Male 

1 1.0 Indicate the year of your birth. 19-. 

12.0 Indicate your marital status at the time that you participated in the partnership. 

0 Never married 
Q Married 
0 Co-habiting 
0 Divorced 
O Separated 
0 WidowIWidower 

13.0 Indicate the number of children you had in each age p u p  at the time that you 
participated in the partnership. 

- under 5 years 
- 5 to 13 
- 14 to 18 
- 19 to 24 

of age 

- 25 and over 
- do not have children 



Appendix H. - Literature Search 

Search History 
This history reflects the formal search of electronic databases. Additional literature was 
identified through manual searches of current journals, web-based searches, word of 
mouth, and obtaining grey literature identified through the previous search strategies. 

Occurrence of terms 

Sociofile 

(Collaboration or Partnership*) 1966-2001 -> 3332 
(Collaboration or Partnership*) 1973- 1993 ->I633 
(Collaboration or Partnership*) 1993-2001 -> 1 734 
Partnership 1973 -1 993 ->539 
Partnership 1 993-200 1 -> 742 

Medline 

(Collaboration or Partnership*) 1966 - 200 1 -> 10,760 
(Collaboration or Partnership*) 1973 - 2001 -> 10,487 
(Collaboration or Partnership*) 1973 - 1993 -> 4426 
(Collaboration or Partnership*) 1993 - 2001 -> 6575 
Partnership 1973 -1993 -> 984 
Partnership 1 993 -200 1 -> 1645 

. . . . . . . . . .  . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Sociofile 

(Collaboration or Partnership*) 2829 
(Collaboration or Partnership.: ) and health 609 
(Collaboration or Partnership*) and healthcare 4 ->3 
(Collaboration or Partnership*) and health care 322 -> and review 23 ->I0 
(Collaboration or Partnership*) and health care 322 -> and policy 92 ->26 
(Collaboration or Partnership*) and networks 159 -> and organizations 87 
(Collaboration or Partnership*) and public health 83 ->6 
(Collaboration or Partnership*) and public policy 89 -> 9 
(Collaboration or Partnership*) and health promotion (93-2001) 21 ->4 
(Collaboration or Partnership*) and gender (93-2001) 99 ->9 
(Collaboration or Partnership*) and efficiency 38 -> 8 
(Collaboration or Partnership*) and effectiveness 105 -> 23 

social context 2 194 . . C  _ suciai coniexi mri wiid'mraiion 143-2 58 
social context and partnerships 124 -> 39 



Econolit 

(Collaboration or Partnership*) and efficiency 71 -> 23 
(Collaboration or Partnership*) and effectiveness 49 -> 9 

(Collaboration or Partnership*) and health -> 2306 
(Collaboration or Partnership*) and review -> 134 
(Collaboration or Partnership*) and health care ->I8 ->9 
(Collaboration or Partnership*) and health care -> 989 -> review ->139->4 
(Collaboration or Partnership*) and health care ->989-> policy -> 57 ->7 
(Collaboration or Partnership*) and networks -> 62 ->4 
(Collaboration or Partnership*) and public health -> 233 -> organizations ->26 ->4 
(Collaboration or Partnership*) and public policy -> 5 1 -> 6 
(Collaboration or Partnership*) and health promotion -> 249 -> organizations ->27 ->1 
(Collaboration or Partnership*) and gender ->46 ->1 
(Collaboration or Partnership*) and efficiency -> 53 ->2 
(Collaboration or Partnership*) and effectiveness -> 694 -> 17 ->1 
Social context - X 
Context - 222 

(Collaboration or Partnership*) 8477 
(Collaboration or Partnership*) and review -> 1223 ->8 
(Collaboration or Partnership*) and health -> 3367 
(Collaboration or Partnership*) and healthcare -> 297 
(Collaboration or Partnership*) and organization ->467 ->'91-'0 1 -> 41 0 
(Collaboration or Partnership*) and health care -> 1470 -> review -> 128 ->5 
(Collaboration or Partnership*) and networks -> 121 
(Collaboration or Partnership*) and public health - 3 3 3  -> organizations ->85 ->6 
(Collaboration or Partnership*) and public policy -> 50 -> 6 
(Collaboration or Partnership*) and health promotion -> 261 -> organizations -> 34 -> 0 
(Collaboration or Partnership*) and gender -> 71 -> 0 
(Collaboration or Partnership*) and efficiency -> 136 
(Collaboration or Partnership*) and effectiveness -> 414 -> organizations -> 39 
Context - 329 



Appendix I. - Individual Consent 

LETTER OF CONSENT 

Research Project: Partnerships Theory for Health Systems: An Analysis of Research 
and Practice 

Researcher: Cathie M. Scott 

Research Supervisor: Dr. W. E. Thurston 

Agency: Department of Community Health Sciences 
The University of Calgary 

Date: 

Dear: 

This consent form, a copy of which will be given to you, is only part of the process of 
informed consent. We have tried to provide you with information necessary for you to 
understand the project and what your participation will involve. If you would like more 
detail about something mentioned here, or information not included here, you should feel 
fiee to ask. Please take the time to read this carehlly and to understand any 
accompanying information. 

This project is intended to explore and describe the hctors that influence the 
development of partnerships within the Canadian health system and between the health 
system and other sectors of the economy. The study will build on earlier work and will 
expand our knowledge of the inter-relationships among fixtors that influence the life 
cycle of collaborative initiatives. This study will contniute to the development of theory 
related to partnerships in the Canadian health system The end product of this study will 
be a contribution to partnership theory which will have applications to health policy, 
health systems evaluation, and the training of health professionals and health researchers. 

Criteria for priorizing the selection of partnerships included: the partnership is a change- 
agent for the delivery of health services; the partnership is an example of public/private 
linkages to address health; the partnership has implications for healthlpublic policy; and 
the partnership challenges the biomedical model of health The partnerships are based in 
Alberta. This provincial context provides the opportunity to explore how the socio- 
political context influences the development of partnerships. The role of gender in this 
context will also be explored.. 



The need for the development of information that is transferable to other contexts 
requires that the partnerships that agree to participate also agree to be identified in the 
reports that follow. Initially, executive oficers of the partnerships will be asked to obtain 
consent for the participation of the partnership fiom the managing body of the partnership 
(ie., Board of Directors or equivalent). Because this study will involve a detailed 
exploration of two to three partnerships, it may not be possible to guarantee the 
anonymity of the informants. Despite this, we will make every effort to ensure that 
contidentiality is maintained: 1) no individuals will be identified without written consent; 
2) all individuals will be assigned a code and their names will be stored separately fiom 
the data; 3) only the researcher and the research supervisor will have access to identeing 
data; 4) data and documentation will be stored in a locked filing cabinet; and 5) care will 
be taken in reporting quotations and respondents will be asked for permission to use their 
words. 

It will take about an hour for your interview and approximately five minutes to complete 
a questionnaire. The questions that will be asked during this interview will be open- 
ended; allowing you the opportunity to describe your experiences in the partnership and 
your perceptions of the partnership. The general themes that will be addressed during the 
interview may include: your role(s) in the partnership; your impressions of the decision- 
making processes that were used on behalf of the partnership; your impressions of the 
efficiency and effectiveness of the partnership; the resources that were required to 
develop and maintain the partnership; partnership outcomes; and your understanding of 
the factors that influenced the development of the partnership. Because of the qualitative, 
open-ended nature of this interview, the specific questions that are asked may vary fiom 
one interview to the next. 

Based upon analysis of your interview data, you may be asked to participate in one or 
two additional 112 hour sessions. These additional sessions may be required to Mher  
explore some of the information that you have provided. In addition you will be asked to 
provide feedback on draft documents that summarize the partnership with which you 
arehave been associated. The first daft will describe your partnership based upon all of 
the interviews related to your partnership and upon documents that were identified during 
the interviews. The second will be a comprehensive description of the partnership based 
upon the feedback fiom the first draft and a detailed analysis of partnership documents. 
The data collected fiom your partnership will be combined with the data collected fiom 
one or two other partnerships. The data fiom the cases will then be analyzed to further 
identifL factors that influence partnership development and maintenance. 

There will be no financial costs to you should you choose to participate in this study. 
While you may not gain directly fiom participating, it is hoped that the results of this 
project will benefit people who are involved in developing partnerships within the health 



system. We guarantee that we will not tell anyone whether you decided to participate, or 
not, or the extent of your participation 

In the event that you suffer injury as a result of participating in this research, no 
compensation will be provided for you by the University of Calgary or by the 
Reseachers. Nothing said here about compensation in any way alters your right to recover 
damages. 

Your signature on this fonn indicates that you have understood to your satisfaction the 
information regarding your participation in the research project and agree to participate as 
an informant. In M) way does this waive your legal rights nor release the investigators, 
sponsors, or involved institutions from their legal and professional responsibilities You 
are l?ee to withdraw h m  the study at any time. Your continued participation shoulcl be 
as informed as your initial consent, so you should feel h e  to ask for clarification or new 
information throughout your participation. If you have any linther questions concerning 
matters related to this research, please contact: 

Researcher: Cathie M. Scott Research Supervisor: W. E. 
Thurston 

Telephone: 220-8285 Telephone: 220- 
6940 

If you have any questions concerning your rights as a possible participant in this research, 
please contact the Office of Medical Bioethics, Faculty of Medicine, The University of 
Calgary, at 220-7990. 

Printed Name of Partnership 

Participant's Signature 

Investigator's Signature 

Witness' Signature 

Date 

Date 

Date 



A copy of this consent form will be given to you. Please keep it fbr your records and 
future reference. 

Sincerely, 
Cathie M. Scott 



Appendix J. - Consent to Access Documents 

REQUEST FOR ACCESS TO FORMAL DOCUMENTATION 
This project is intended to explore and describe the factors that influence the 
development of partnerships within the Canadian heaM system and between the health 
system and other sectors. Information obtained fkom individuals who are involved in the 
process of partnership development will assist in the generating theory related to 
partnerships within the health system. 

Access to formal documentation relating to partnership development and maintenance 
will allow the researcher to become h i l i a r  with the formal statement of objectives and 
the policies and procedures for such development and maintenance. This knowledge will 
assist the researcher in the theory generation process. 

The researcher requests access to documentation relating to the development and 
maintenance of this partnership. Care will be taken not to use quotations or to report data 
that could identi@ any individual or organization unless permission is obtained fiom the 
individual or executive officer of the organization No one other than the researcher and 
the research supervisor will have access to the material contained within these 
documents. 

PLEASE COMPLETE THE FOLLOWING SECTION 
The conditions of access to partnership documentation are: 
1. All /some /no (circle the appropriate response) documentation may be duplicated 

for use as reference material for the purposes of this study. 

2. Other conditions regarding documentation: 

Printed Name of Partnership 

Printed Name of Executive Officer 

Signature of Executive Officer 

Printed Name of Witness 

Signature of Witness 

Date 



Appendix K. - Partnership Framework 

Partnership Framework - Definitions of Categories Derived from the VIEC Case 

Extra-local social relations - VIEC 

This category name reflects the language of institutional ethnography. The category was 
originally called "external factors" but that label didn't accurately reflect the data because 
issues discussed in this section were part of the partnership (ie., not external to it) even 
though they were not directly influenced by the partnership. This category refers to the 
properties of the social context that influenced the development of the partnership but 
were not directly influenced by the partnership. In this Case, Extra-local relations were 
categorized as being local, provincial, and federal. 

Extra-local Relations - CRHA-PT 
This category refers to the properties of the social context that have influenced the 
development of the partnership. In this case, influences were categorized as provincial 
(including policy initiatives such as health care regionalization and privatization), 
regionai and professional (e.g., physical therapy associations, chiropractors, other 
rehabilitation professionals). 

Domain - VIEC 

The domain is described by the properties of recognition and support. Recognition 
refers to recognition of seriousness of violence against women and domestic violence. 
Support reflects support fiom the community, fhders, the target group, partners and 
personnel for early intervention and violence prevention 

Domain - CRHA-PT 

The domain is described by the properties of recognition and support. Recognition 
refers to recognition of the physical therapy profession and support refers to support for 
the physical therapy profession and the services provided by the physical therapists. 

Partnership Characteristics - VIEC and CRHA-PT 

The partnership was described in terms of culture, structures, processes, resources, 
representation, reputation and outcomes. Culture refers to the collective qualities that 
defined the nature of the partnership. Discussion centred on issues of accountability, trust 
and respect. Si-rucium inciucie physicai ma poiicy structures which deiine 
interorganizational relationships and which influence interpersonal relationships and 



individual roles. The processes property describes the development of the partnership. 
The phases of the process include pre-partnership, partnership and post-partnership. 
Resources that define this partnership include: the partners; people worlung on behalf of 
the partnership (partner representatives); fbnding for the partnership and time available 
for the development of partnership activities; and for VIEC, the physical space in which 
the partnership is housed. Representation refers to representation of the partners within 
the partnership. The effectiveness of the activities undertaken on behalf of the partnership 
influenced the reputation of the partnership. Operations refers to the activities that were 
performed and the way in which they were performed, to further the development of the 
partnership. The outcomes property refers to the accomplishments of the partnership. 
Informants described the outcomes in terms of effectiveness and efficiency, impact on the 
partners, the service community and the public (for VIEC), and in terms of issues related 
to the measurement of outcomes. 

Partner Characteristics - VIEC and CRHA-PT 

Partner characteristics are the fhctors that describe the uniqueness of the partners. These 
influence and are influenced by the partnership. Each of the partners was described in 
terms of their organizational culture and professional culture in the CRHA-PT case, 
the; organizational and policy structures and professional structures in the CRHA-BT 
case; resources (including people, time, hding) ;  representation (i.e., who and or what 
the partners represent); and the reputation of the partners. Operations refer to the 
activities that were performed on behalf of the partners and the way in which activities 
were performed. 

Communication - VIEC 

Informants discussed the influence of the character (e.g., positive or negative, words/ or 
Ianguage used), purpose (definition of key concepts, for relationship development, for 
service delivery) and types (ie., formal and informal) of communication on the 
partnership. 

Communication - CRHA-PT 

Informants discussed the influence of formal and informal types of communication. 
Each of these types was characterized in terms of clarity-transparency, consistency, 
language (choice of words), openness, respect, inclusive, participatory and effective. 



Appendix L. - Informant Profiles 

VIEC Informant Profile 
Ten of the eleven informants completed the demographic questionnaire. The informant 
who did not complete it was a service recipient and had not been involved in the early 
development of VEC; many of the questions were not relevant for her. Of the remaining 
ten informants: 

four had been involved since the conception of center; 
two were involved in early advisory committee meetings; 

e two became involved in 1997; 
one became the agency representative for one of the partners in 1998; and, 
one has been involved since 1999. 

All of the informants remain connected to VIEC as st& partners, committee members or 
users of the service. A summary of questionnaire results is provided in Appendix K. 

Five of the informants have been involved in VIEC less than ten hours per month. The 
staff member is involved more than 120 hours per month. Two of the partners are 
involved 1 1-40 hours per month and one of the users of the service is involved 1 1-40 
hours per month. 

Three of the informants indicated that they are involved in other volunteer activities less 
than 10 hours per month. Six of the informants indicated that they were involved with 
other volunteer activities 1 1 to 40 hours per month. One informant indicated that this 
question was not applicable to them 

Three informants had bachelor's degrees and one had a community college certificate. 
Five informants had Master's degrees and one had a PhD. 

During the time that they were invoived with VIEC, seven of the informants were 
employed full-time and three were employed part-time. Distribution of gross household 
incomes and age are described in Tables 10 and 1 1 respectively. 

I Number of Informants I 1 12 12 1 5  

Table 10.- VIEC Informant Profile - Gross Household Income 

Table 11. - VIEC Informant Profile - Age Distribution 
I Age category 1 35-39 1 40-44 1 45-49 
1 Number of Informants 13 13 14 I 

Income Level $20,000 - 
29,000 

?$50,000 $30,000 - 
39,000 

$40,000 - 
49,000 



All informants were female. Five of the informants were married, one of these separated 
during the time of the partnership. Two people were co-habiting. One person was 
divorced and one was separated. One person was never married. At the time that they 
were involved in the partnership, five of the informants each had two children. One 
informant had a third child during the time of her involvement with the partnership. The 
majority of the children ranged in ages from 5- 13 



CRHA-PT Informant Profile 
Twelve of thirteen informants completed the demographic questionnaire. The informant 
who did not complete the questionnaire indicated intent to do so but did not return it by 
the time of this writing. Of the twelve informants who completed the questionnaire: 

nine had been involved since the beginning of the relationship; 
two became involved in 1996; and, 
one has been involved since 2000. 

Six of the informants were private practice providers, one was a provider working within 
an acute care setting, five were CRHA employees at the time of their involvement with 
the CRP and one was involved as the principle investigator on a related research study. 

The time commitment to the relationship varied for many of the informants. During the 
early stages, those that were involved with committee work indicated that they were 
involved more than 120 hours per month (5 people). Of these five, the providers indicated 
that clinical management related to the CRP continues to require greater than 120 hours 
per month (4 people); the other individual indicated that their time commitment is 
currently 1 1-40 hours per month. Four other people indicated that their time commitment 
has been 1 1-40 hours per month (3 are providers, one is a project sponsor). Two people 
indicated that their involvement is/was between 41-80 hours per rnonth (1 CRHA 
employee, 1 investigator). 

Nine of twelve people responded to the question regarding level of volunteer 
commitments while involved in the partnership. Three people indicated that their 
involvement was less than 10 hours per month. Of these three, two had indicated 
involvement with the partnership was 1 1-40 hours per month and one 4 1-80 hours per 
month. Five informants indicated that their volunteer commitment was 11-40 hours per 
montk Of these, four had indicated that their involvement in the partnership was greater 
than 120 hours per month (2 providers, 1 CRHA staff); one indicated that partnership 
involvement was between 1 1-40 hours per montk One indicated that their volunteer 
involvement had been 4 1-80 hours per month at the time that their involvement in the 
partnership was greater than 120 hours per month. 

Five people have professional bachelor's degrees (one with a diploma) and two people 
have diplomas. Four people have Master's degrees and one has a PhD. 

During the time that they were involved with the relationship, eleven of the infornoants 
were employed hll-time and one was employed part-time. One person did not answer the 
question regarding household incomes. Household incomes for all who answered were 
$50,000 or more. 

Of the total number of informants, nine were female and four were male. The age 
aistri'oution of informants W ~ O  responded to the questionnaire is described in 'Tabie 12. 



Table 12. CRHA-PT Informant Profile - Age Distribution 
( Age Category 1 35-39 1 40-44 1 45-49 1 50-54 1 255 1 
I Number of Informants ( 1 12 16 12 11 

Seven informants were married but one of these separated during the time of the 
partnership. One informant was co-habiting and four had never married. At the time that 
they were involved in the partnership, six of the informants did not have children. In 
Table 13, I describe the age distribution of the children at the beginning of the partnership 
for each of the remaining six informants. 

Table 13. - CRI-IA-PT Informant Profile -Age Distribution of Children for Six Informants 
I Age distribution of children I < 5  15-13 114-18 119-24 1225  

Informant 1 
Informant 2 
Informant 3 
Informant 4 
Informant 5 
Informant 6 

1 

2 
3 

1 

1 

2 
1 

2 



Appendix M. - Determination of Needs Form 



. . 
@iV LMIibf&PI 

9% DETERMINATION OF NEED 
DATE: (NAME: IDATE OF BIRTH: 

1. Is there a problem? 

2. Can the individual benefit from service? 

YY I MM I DD YY Mh4 I DD 

I 3. Does the individual desire CRP service? I I 

DISCIPLINE COMPLETING FORM: 

I 
4. Is the individual best served through CRP? 

MULTIDISCIPLINARY TEAM: 

1. Individual does not have a problem or condition has 
no impact on life. 

I 1 2. No benefit is expected from service. I 

3. Individual does not desire CRP service. 

4. Individual more appropriately served elsewhere. 

IF YES TO ALL OF THE ABOVE, COMPLETE THE 
BALANCE OF THE FORM. 

PRIORITY FACTORS 

IMPACT OF PROBLEM 

I Functional impact of problem(s1 on individual's life, 
considering: I I severity of condition(s)/problem(s) I 

level of functional impairment 

individual's perception of impact of problem(s) 

PREDICTED OUTCOME I 
Potential for service to effecr a positive outcome, 
considering: I 
0 estimated probability that service can make a 

difference t o  individual's quality of life based on 
individual's profile. 
evidence that intervention can make a difference 
to presenting problem I 

RISK OF DELAY (Timing) t 
Extent of risk t o  ind~vidual if service is delayed, 
considering the individual's present andlor future: 

I safety I I potential for maximizing functional ability I 
0 potential for condttion(s) to  become worse I 

'IF NO TO ANY OF THE ABOVE: a DISCHARGE 
P 
L REFER OUT !czinplete the recommendations belov~) 

PRIORITY RATINGS 

problem 
detracts from 
function 

problem 
severely 
restricts 
function 

unknown or minimal 
benefit expected 
from service 

high potential 
for benefit 
from service 

timing is not 
important 

timing is 
critical 

Note: A n  individual is defined t o  include consideration 
of caregiver and /or family in all contexts. 

TOTAL PRIORITY SCORE (3-1 5): 

7 
RECOMMENDATIONS: I L 

I 

, 
COMPLETED BY: 

TRIAL DCV6 9 5 ' 0 2  




