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Highlights 

 
Overall findings 
 
• The capacity of professionals to structure collective action emerges as the most 

important determinant of service continuity. Coherent networking is, by necessity, 
rooted in the structuring of interpersonal relations at the micro-level. The collective 
undertaking that is the object of this study is best described by the concept of 
collaboration. 

 
• Although the above conclusion is by no mean new, it lead us, on the basis of 

empirical data, to develop a framework that will enable administrators and 
professionals to perform a four-dimensional assessment of the level of collaboration 
between professionals from different organizations (hospitals, CLSCs, private clinics) 
and to map the deviance of the observed system from a preset ideal. 

 
• Our findings provided the basis of a three-fold typology of collaboration: 

collaboration in action, collaboration under construction and collaboration in 
inertia. This typology was an important step in the development of the proposed 
collaboration assessment framework. 

 
Key findings regarding collaboration 
 
• The regions displaying a higher level of interorganizational collaboration show a 

much stronger leadership at the regional and local levels. At every level, the leaders 
of the various organizations play a crucial role and must remain aware of their 
organization’s interface with the outside world. 

 
• None of the regions was able to achieve a complete reconciliation of the 

allegiances of the various stakeholders. Service duplications show that the regions 
in which there is greater collaboration between hospitals and CLSC’s did not obtain 
the full collaboration of physicians practicing in private clinics. The lowest level of 
collaboration was observed whenever hospitals had not transferred their postnatal 
monitoring responsibilities to front line services. 

 
• Means must be found to help professionals from the various organizations to 

know and trust one another. This goes much beyond structural considerations; it 
involves the core issue of interpersonal relations between individuals from different 
organizations. When professionals from different organizations do not know one 
another, mutual trust is very difficult. Issues of competence and accountability are 
often raised. The notion of “virtual interorganizational team” is not fully integrated 
everywhere. 
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Key findings regarding the effects of collaboration 
 
• The regions with the highest level of interorganizational collaboration 

(collaboration in action) have the most efficient services. They provide the most 
accessible and the most continuous prenatal and postnatal services. 

 
• The regions with the highest level of interorganizational collaboration display 

the highest level of responsiveness. They provide the most satisfactory information 
and the most appreciated services, except for one region in which 15% of the mothers 
felt that home visits took place too soon (within 24 hours following the mother’s 
discharge from the hospital). 

 
• This study did not show any correlation between the level of interorganizational 

collaboration and the health of the mothers or that of the newborns. Socio-
economic level remains a major determinant of health. As such, better targeted 
interventions could, in some cases, be more advisable than more rapid interventions. 

 
• Service duplication seems to be associated with collaboration between hospitals 

and CLSC’s. This could result from difficulties in the integration of physicians. 
Service duplication raises the issue of postnatal follow-up efficiency.  
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Executive Summary 
 
This study focuses on the organization of health services and, more specifically, on the 
integration of services among the various health care institutions in a given region. 
Service integration is a strategy that is becoming more and more accepted among 
decision makers. It consists in designing services more efficiently, an improvement 
which, not only makes services more accessible and continuous, but can also reduce 
costs, a welcome feature in our heavily constrained health system. However, there is little 
reliable empirical data to guide the various organizations who may want to integrate their 
respective services. 
 
In this study, perinatal services were examined to investigate service integration between 
hospitals and front line services because the duration of hospital stays has undergone a 
sharp reduction since 1995 (1, 2) and because perinatal services are simple care situations 
for which there is a consensus regarding the follow-up methods. This study’s initial 
objective was to identify one or several optimal models of continuity of care, to analyse 
their characteristics, and to study their effects. 
 
Multiple case study was chosen as the research strategy. We analysed the models of 
continuity of care in the perinatal services of four Quebec health regions. There were two 
parts to our study. The first one was a qualitative study whose goal was to understand the 
overall structure of the interacting services and the overall collaborative relationships 
between the various partners in hospitals, CLSC’s, ambulatory services and community 
organizations. A total of 33 semi-directed interviews were conducted with professionals 
and administrators from the various organizations. 
 
The second part consisted of an epidemiological survey, by telephone, of 1236 mothers 
who had given birth in a hospital located in one of the four health regions. The survey 
took place one month after delivery. The mean response rate was 70,8%. The telephone 
interviews provided data with regard to: 1) services: prenatal and postnatal continuity and 
accessibility; 2) service duplication; 3) responsiveness: information received by mothers, 
assessment of services by mothers; and 4) health:  new-borns’ and mothers’health, 
breastfeeding issues.  
 
Data from these two parts were analyzed in parallel. Qualitative interviews were 
transcribed. Each of the four cases was submitted to three levels of rigorous internal 
analysis. Next, data from the four regions were subjected to a transversal analysis on the 
basis of a narrative structure developed during the initial analysis. This process revealed 
very different situations in the various regions. The key to understanding these situations 
was the analysis of the collaboration between the partners from the various organizations. 
We have therefore singled-out this analytic perspective and developed a typology of 
collaboration. 
 
This typology was developed by transposing the structuration model of interprofessional 
collaboration developed by D’Amour (3) to the collaboration between professionals from 
various organizations. D’Amour’s model recognizes four main dimensions. Empirical 
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data helped to operationalize these four dimensions and to create ten collaboration 
variables. Our typology recognizes three types of collaboration: collaboration in action, 
collaboration under construction, and collaboration in inertia. For each type, the ten 
variables were described. 
 
Results showed that collaboration in action was operational in two of the four regions 
whereas collaboration was under construction in one and in inertia in the fourth. The two 
regions characterized by collaboration in action were regions in which, as part of the on-
going shift toward ambulatory care, postnatal responsibilities had been rapidly transferred 
to CLSC’s. These regions also had a significant central and emergent leadership at the 
levels of policies and expertise. The quality of that leadership helped the professionals 
from the various organizations understand that services are centred on clients’ needs 
rather than on professional or institutional needs. The trust that had been developed 
spread well beyond the organizational boundaries and enabled the sharing of 
responsibilities in the follow-up services offered to the clients. 
 
In the region where collaboration was under construction, the hospital continued to 
dispense several postnatal services. The process of developing collaboration appeared to 
be hampered by a weak central leadership, at both levels of policies and expertise. There 
were many conflicts regarding responsibility sharing between hospitals and CLSC’s. 
Nevertheless, collaborative relations were slowly but gradually built. Formal venues were 
established to discuss these responsibilities. The various partners gradually shifted from 
lack of trust to growing trust with regard to the partners’ capacity for assuming new 
responsibilities.  
 
In the region where collaboration is qualified as in inertia, the hospital and its ambulatory 
care division provided many postnatal follow-up services. Leadership in this region was 
fuzzy and ambiguous, and no central body did truly assume leadership with regard to 
perinatal care. Transactions were largely centred on the interests of professionals and 
institutions rather than on those of the clients. There were many conflicts. Trust was non-
existent and all sides had doubts about the competency and reliability of the others. 
Conflicts were such that partnerships were neutralized and relations were stifled. Each 
new situation became the subject of negotiations based on competition and which 
consumed a great deal of energy. 
 
The analysis of the quantitative data –i.e. the effects analysis- showed a significant 
correlation between collaboration and services on one hand, and collaboration and 
responsiveness on the other. The regions with collaboration in action performed the best 
in terms of services (accessibility and continuity) and of responsiveness (information to 
the mothers and their assessment of the services received). One region performed 
particularly well with regard to providing rapid postnatal interventions, especially home 
visits within 24 hours after hospital release. However, such rapidity backlashed into a 
lower rating in terms of responsiveness because the mothers felt that the intervention took 
place too soon after their release from hospital. 
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The regions characterized, respectively, by collaboration under construction and in inertia 
displayed a lower level of accessibility with regard to postnatal visits, and a higher 
percentage of mothers dissatisfied with the postnatal services they had received. Also, the 
breastfeeding information provided to the mothers was more often contradictory. A larger 
number of woman also indicated that during the prenatal period they had not been 
informed about the postnatal services they would receive. In addition, in the region where 
collaboration was in inertia, prenatal courses were less accessible. 
 
The effects of the type of collaboration on health and on service duplication was more 
difficult to pinpoint. As a matter of fact, the socio-economic level within a region, 
particularly in socio-economically challenged regions, has an impact on the population’s 
health. Within the framework of the present study, the mother’s mental health and the 
duration of breastfeeding were directly related to the index of low socio-economic status. 
This was true within one of the two regions where collaboration was in action and within 
the region where collaboration was under construction. In such contexts, resource 
allocation to better targeted interventions could be warranted (e.g., prevention of 
psychological distress among mothers). 
 
A region’s rural nature must also be taken into account when analysing the effects of 
collaboration on health. Geographic size as well as the active role played in a given 
region by the hospital in postnatal monitoring account for higher readmission levels of 
the newborns. Such was the case in one of the two regions where collaboration was in 
action and for the region where collaboration was under construction. 
 
Service duplication (namely home visits and routine appointments in private clinics 
during the two weeks following release from the hospital) occurred in varying degrees 
(from 12% to 48%) in all the regions and for all collaboration types. Medical practice 
guidelines (4, 5) and Ministerial guidelines (6, 7) share the view that postnatal follow-up, 
during the first 72 hours following release from hospital, should be handled by 
community services. The role of physicians in the period following the initial 72 hours is 
not explicitly defined. We observed considerable variations, from one region to another, 
in the kind of follow-up performed by physicians in private clinics. The percentage of 
mothers who reported that their newborn had had a routine appointment with a physician 
in the two weeks following their release from the hospital varied between 18% and 49%, 
depending on the region. Such variations suggest that service complementarity between 
community health care centres and physicians in private clinics had not been discussed in 
depth in the regions, and that the integration of physicians was a major issue. 
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1. Context 
 
This project focuses on the issue of the integration of health services and, more 
specifically, on regional interorganizational models of continuity of care. Health services 
are decentralized and regionalized in all Canadian provinces, with the exception of 
Ontario. As such, regional authorities are responsible for the organization of services in 
their area, particularly with regard to the integration of services offered to clients 
requiring services from several organizations. Population ageing, the growing incidence 
of chronic diseases, shorter hospital stays and emerging technologies have all created a 
context in which the vast majority of health service beneficiaries receive such services 
from two or more health organizations. A reorganization of services is therefore required  
to ensure service accessibility, continuity and efficiency. For the most part, this 
reorganization takes place within the geographical and administrative boundaries of 
socio-sanitary regions. 
 
In order to analyze the way services can be interlocked, we opted to study perinatal 
services, particularly the short hospital stays also referred to as early postnatal release 
because, in our view, they are sensitive indicators of service integration in a given health 
region, and are particularly revealing of the level of collaboration between hospitals, 
community centres and physicians in private clinics. In addition, the perinatal context 
involves simple care situations for which there is well-known and agreed upon clinical 
guidelines. We also believe that our findings could apply to other contexts requiring 
integrated services, particularly to medical or surgical short hospital stays. 
 
This analysis of service integration recognizes socio-sanitary regions as the natural 
territories for the structuring of the health care continuum for a given clientele. To this 
end, regional health boards are the natural administrative entities responsible for the 
coordination of services in the territory under their jurisdiction. In practice, we found that 
the functions related to the fulfilment of that responsibility vary considerably from one 
region to the next. Yet, there are few evidence-based data to guide decision makers with 
respect to the selection of the types of models of continuity of care and of 
interorganizational collaboration processes most likely to bring about service integration. 
The goal of the present study is to identify one or more optimal interorganizational 
models of continuity of care and to understand their underlying characteristics and their 
effects. The following research questions were asked: 
 
1. What are the characteristics of the three interorganizational models of continuity of 

care? 
2. What are the determinants of the various orientations of these models? What explains 

their emergence? 
3. What is the extent of integration/coordination activities within each of these 

continuity models? 
4. How effective/efficient are these interorganizational models of continuity of care 

from the point of view of clients and decision makers/managers? 
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2. Implications 
 
Four elements particularly stand out in this project: 1) the use of a collaboration typology 
and of a collaboration assessment tool; 2) the use of a configurational approach; 3) the 
link between collaboration types and their effects on health and health care services; and 
4) the integration of private practice physicians into health care networks. 
 
The use of a collaboration typology and of a collaboration assessment tool 
 
Modelling the continuum of health care enabled us to move beyond our initial models 
and to develop a collaboration typology in order to conduct an empirical study of the 
collaboration process and to identify the differences between actual and ideal models. To 
that effect, we developed a three-level typology of collaboration: collaboration in action, 
collaboration under construction; and collaboration in inertia. 
 
That typology is based on ten variables derived from empirical data and from a scientific 
literature review. The result is a diagnostic tool that can easily be used by decision 
makers and professionals to assess a given situation and to measure its deviance from a 
preset ideal target. This, in turn, helps identifying areas where further development is in 
order. 
 
The use of a configurational approach 
 
Using a configurational approach such as the one used in the current project has several 
advantages. First, it allows the feeding of several indicators into a global sketch, both 
with respect to the variables defining the collaboration types and those related to the 
effects of collaboration. Monitoring single indicators would not have allowed us to draw 
such a global picture nor to study the links between the various determinants. Kiviat 
diagrams visually outline these links in a unique way. The configurational approach also 
enabled us to submit the qualitative and the quantitative data to a transversal analysis. 
Furthermore, when administrators implement organizational changes, they do not merely 
implement a subset of the approach they chose but a series of actions involving several 
indicators. Such a configurational approach could therefore facilitate the implementation 
of global interventions. 
 
The link between collaboration types and their effects on health and health care 
services 
 
The four domains used to assess the effects of the type of collaboration on health and 
health care services are: services (accessibility and continuity), responsiveness 
(information and service appreciation), mothers’ and newborns’ health (readmission, 
mothers’ mental health and breastfeeding), and service duplication. Services and 
responsiveness are the only areas we were able to link directly to the collaboration types. 
Health indicators are strongly influenced by the socio-economic and geographic contexts. 
Service duplication is related to the low level of integration of physicians practicing in 
private clinics into the regional health care network and to a important variations in 
medical follow-up practices. 
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Our data suggests that regions where collaboration in action prevails perform better with 
regard to services and responsiveness. These regions provide greater service accessibility 
and continuity (telephone calls and home visits). In contrast, regions characterized by 
collaboration under construction or collaboration in inertia do not perform as well and 
have a lower level of accessibility (postnatal visits and prenatal courses) and longer 
service delays (calls and visits). 
 
Responsiveness, one of the domains sensitive to collaboration types, measures a system’s 
capacity for reacting to client needs. We found that in the two regions with the highest 
level of collaboration, mothers expressed a higher degree of appreciation of the 
information and the services they received, with one exception: in one of these two 
regions, the mothers said that the postnatal visits took place too soon. In the regions 
characterized by collaboration under construction and by collaboration in inertia, the 
most problematic aspects of responsiveness were the adequacy of postnatal services, 
contradictory information about breastfeeding, and a lack of prenatal information about 
available postnatal services. 
 
With regard to the links between collaboration types and their effects, we found that in 
one of the two regions where collaboration was in action, the observed effects did not 
reflect the collaboration efforts. For instance, the effect on mothers’ health was not as 
clear as in the other regions. It should be noted that this region has a lower socio-
economic status and, therefore, greater health care needs. The evidence of such unmet 
health care needs calls for a redefinition of the objectives in order to better reflect the 
clients’ needs. 
 
The integration of private practice physicians into health care networks 
 
From the standpoint of decision makers, our findings shed new light on a topic that has 
been examined many times over, namely, the integration of physicians into health care 
networks. Our study of integrated perinatal services in four Quebec health regions 
stresses the demands that such an orientation imposes on the health care system. It is a 
eye-opener because it involves simple health care situations for which there are 
consensual follow-up guidelines. In the two regions in which services were transferred to 
front line providers, the integration of physicians was the central issue. This observation 
is based on one indicator, namely service duplication during the first two weeks 
following birth. These two regions had the most developed collaboration types between 
CLSC and hospital professionals, but did not perform as well with regard to the 
complementarity of the services provided by the latter and of those provided by 
physicians in private clinics. In these regions, 26% and 48% of the interviewed mothers 
pointed to duplications for home visits and appointments with physicians. In the regions 
in which hospitals still assumed some of the responsibilities in these areas, service 
duplication was 12% and 15%. A review of the follow-up guidelines revealed that there 
were no clear guidelines for medical follow-up in the first two weeks following birth. In 
addition, we observed large variations in medical practices during the first month 
following birth. The proportion of newborns scheduled for an appointment during the 
first month ranged from 26% to 71% depending on the region. The delays before the 



 
 

4

appointment also varied significantly. In some regions, 3% of the newborns underwent a 
follow-up examination in the first week while in others, that proportion reached 45%. 
Physicians seemed to operate in parallel and did not easily adopt an integrated approach. 
 
3. Approach 
 
On the basis of a MSSS study (8) and of on-going discussions with decision makers from 
regional health boards, three models of the continuity of care were identified. Two 
criteria were used to identify these models: 1) interorganizational responsibility sharing 
for postnatal follow-up; and 2) decision-making mechanisms for clients follow-up. In the 
context of a shift toward ambulatory care, the MSSS guidelines clearly indicate that 
health care follow-up is the responsibility of CLSC’s. In practice, we found that this is 
not always the case. Our observations on interorganizational responsibility sharing led us 
to identify three models: 
 
• Mixed hospital model: Hospital professionals continue to make decisions regarding 

follow-up health care and the hospital continues to take responsibility for it. This is a 
joint model inasmuch as while some responsibilities are given to CLSC’s, a 
significant leadership role remains with the hospital. 

• Mixed ambulatory model: Hospital ambulatory care professionals set the criteria for 
individual referral to CLSC’s. However, these criteria have not always been approved 
by the CLSC’s. Responsibilities for post-release health care are shared by the CLSC’s 
and the hospitals and depend on the type of clients. 

• Community model: CLSC’s assume all responsibilities for post-release care. All 
mothers and newborns are referred and monitored by CLSC’s. 

 
The conceptual framework developed for this study is based on work by Alter and Hage 
(9), Provan and Milward (10), and Shortell, Gillies and Anderson (11) as far as service 
integration variables are concerned and by D’Amour (12) as far as the interprofessional 
and interorganizational collaboration process is concerned (Appendix 1). As stipulated by 
the conceptual framework, the services received by mothers and newborns following a 
short postpartum stay at the hospital vary from one region to another depending on the  
interorganizational model of continuity of care being used. According to the reference 
framework, interorganizational service integration is influenced by the characteristics of 
the network (size, history, centrality, connectivity) and by those of the various 
organizations involved (size, resources, training) as well as by the coordination and 
collaboration processes in place. These processes, in turn, influence the adoption of new 
clinical practices and a redistribution of responsibilities which bears on the quality of care 
(accessibility, continuity and appropriate sources) and the health of mothers and 
newborns. 
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3.1 Methodology 

 
Our research strategy was based on a multiple case-study approach. Four health regions 
were investigated, two of which were urban, one semi-urban, semi-rural, and one rural. 
Each region has one or two hospitals and an average of six CLSC’s. One of these four 
regions matched the mixed hospital model profile, another the mixed ambulatory model, 
and the other two the community model. 
 
The study was conducted in two phase. The first phase, qualitative in nature, focused on 
understanding the models of continuity of care. The second phase, quantitative in nature, 
focused on assessing the effects of such models. The qualitative study provided an in-
depth examination of network and organizational variables and of the various 
collaboration processes at play. The quantitative aspect of this study focused on quality of 
care, i.e. on the services provided to the mothers and their newborns and on their 
influence on health. 
 
3.1.1 Interorganizational models of continuity of care 
 
Semi-directed interviews were conducted with 33 administrators and professionals in the 
four regions. The interviews took place between June 2001 and February 2002 (31 in 
2001, 2 in 2002). The analysis of the qualitative data was guided by the conceptual 
framework presented in Appendix 1 and by D’Amour’s (12) model of interprofessional 
collaboration analysis. An internal analysis of each case was conducted, followed by a 
transversal analysis. 
 
3.1.2 Effects of interorganizational models of continuity of care on the health of mothers 

and newborns 
 
The quantitative analysis consisted of an epidemiological study based on telephone 
interviews, one month following delivery, of 1236 mothers (250 mothers for the mixed 
hospital model, 236 for the mixed ambulatory model, 500 for the community model-1,2 
and 250 for community model-2). The interviews took place between January 20, 2002 
and January 15, 2003). 
 
The target population was made up of all women living in the four regions who had given 
birth in a hospital located in their region of residence. To be eligible for the study, the 
women had to meet the following criteria: 
• Their delivery must have been vaginal and without complications; 
• Their newborn’s weight at birth, after at least 35 weeks of gestation, must not have 

been less than 2.3 kilograms; 
• Their postnatal hospital stay must not have exceeded 60 hours; 
• They had to speak French or English; 
• They could not have used the services of a midwife. 

                                                 
2 The larger size of the community model-1 sample is due to a request by local authorities that 250 mothers 
be interviewed in each of two sub-regions). 
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The mean response rate for the telephone interview was 70.8%, and varied between 
63.5% and 77.9% depending on the region. The survey methodology is presented in 
Appendix 3. The rules of ethics committees and those regulating access to information 
were rigorously respected. 
 
Appendix 4 draws a profile of the participating mothers by region of residence. 
Significant differences were observed between the four regions with respect to several 
characteristics: the mother’s age and parity, education, country of birth, mother’s and 
spouse’s occupation, number of people in the household and gross family income. 
Similar differences were observed when we compared the profile of all the women who 
gave birth and resided in the same four regions in 2001 (data from the Quebec registry of 
births). Both the community model-1 region (Region 1) and the mixed hospital model 
region (Region 3) have a low socio-economic status. Such differences must be taken into 
account when applying and comparing the effects of the models. 
 
4. Results 
 
4.1 Collaboration types 

 
Our study of service integration confirmed that the analysis of interorganizational 
collaboration processes is a most important step. A detailed analysis of relations among 
professionals clarified our understanding of the structuring of collective action by 
interdependent professionals from various disciplines and organizations. They have to 
rely on one another to ensure sustained and efficient health care services to a given 
clientele.  
 
The qualitative interviews were analysed region by region. All the interviews were 
transcribed, and each case was subjected to three levels of rigorous internal analysis.3 The 
next step consisted of a transversal analysis of the four datasets on the basis of a pre-
established narrative template (Appendix 5). 
 
4.1.1 Collaboration typology 
 
Data analysis revealed the existence of very different interorganizational collaboration 
patterns in the four regions. In order to gain a better understanding of the phenomenon, 
we developed a typology. The Grand dictionnaire terminologique defines a typology as 
“a collection of individuals examined through a set of criteria and sharing, as 
homogeneously as possible, attitudes, behaviours…” A typology facilitates the analysis 
of a complex reality because it can take several variables into account, including fuzzy 
variables and their interactions. This approach also enabled us to lump sub-sets of similar 
units. The typology was developed by implementing the four dimensions of D’Amour’s 
                                                 
3 The first level of analysis of the transcribed interviews consisted of coding units of meaning, drawing on 
our conceptual framework and taking into account the emerging themes. The second level of analysis 
involved organizing the themes into a narrative structure and identifying the main conclusions for each 
theme. The third level of analysis consisted in sketching four brief monographs of the history of 
collaboration and the variables influencing it. 
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collaboration model (12). Figure 1 describes these four dimensions and the ten associated 
variables. The four dimensions are described in D’Amour et al. (1999). 
 
Figure 1: Structuration model of collaboration 

 

 
 
Based on these variables, the following three types of collaboration were recognized: 
Collaboration in action, Collaboration under construction, Collaboration in inertia. 
 
Collaboration in action is the highest level of collaboration. The partners have 
succeeded in creating a stable form of collaboration immune to the whims and 
uncertainties of the health system. This kind of collaboration enables the provision of 
health services from a clear consensual platform involving all participating institutions at 
the level of responsibility sharing on the basis of mutually accepted care-continuity and 
efficiency principles. 
 
Collaboration under construction is characterized by a limited scope of collaboration 
due to a lack of a consensus on issues still under negotiation. With this type of 
collaboration, responsibility sharing is fragile and subject to debate, thus leaving room for 
improvement in service efficiency.   
 
Collaboration in inertia is characterized by a situation in which the degree of conflict 
neutralizes the system’s capacity for remaining in movement and for developing 
satisfactory modes of collaboration. This type of collaboration is also characterized by 
the absence of relationships and negotiations or by the presence of significant conflicts 
and opposing forces, particularly with regard to responsibility sharing between 
institutions. Continuity of care and efficiency are poor. 
 
In Table 1 the variables of Figure 1 are distributed at each of these three levels, thereby 
illustrating how collaboration models can benefit from this typology. For each variable, 
level 3 corresponds to collaboration in action, level 2 to collaboration under construction; 
and level 1 to collaboration in inertia. For example, a score of 3 is assigned to a region in 

Delegation of authority 
Centrality 
Leadership 
Expertise 
Connectivity 

Finalization  
Goals / Objectives 
Allegiances 
 

Formalization  
Agreements / rules  
Information infrastructure    

 

Sense of belonging 

Mutual acquaintanceship 
Trust 
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which there is a clear consensus about global objectives. A score of 2 is assigned to a 
region where some local objectives are dealt with on a case to case basis. A score of 1 is 
assigned to a region where objectives are conflicting or lacking. 
 
This new typology represents an improvement over the former use of three health care 
continuity models (i.e., community model, mixed hospital model and mixed ambulatory 
model). These three models were based on coarser data. The typology clarifies our 
understanding of collaboration and of the linkage between the different variables. 
Collaboration in each region can be mapped by means of Kiviat diagrams (13) on the 
basis of data collected for the ten variables. Any given organization’s strategic 
positioning and its departure from a preset ideal can thus be visualized. Thus, a score of 1 
to 3 was assigned to each of the ten collaboration variables. The four Kiviat diagrams 
shown below map the collaboration status in the four regions under study. 
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Table 1: Collaboration Variables  
 
Variables Collaboration in action 

 
Level 3 

Collaboration under 
construction 

Level 2 

Collaboration in inertia 
 

Level 1 
 
Centrality 

 
Strong and active central 
body, enabling the 
existence of a consensus 

 
Central body with an ill-
defined role. Ambiguous 
political and strategic role 

 
Absence of a central 
body. Quasi-absence of a 
political role. 

 
Leadership 

 
Shared and consensual 
leadership 

 
Fuzzy, fragmented 
leadership with little 
impact  

 
Non-consensual 
leadership, monopolised 
leadership 

 
Expertise 

 
Expert role fostering 
strong global involvement 

 
Sporadic, fragmented 
expert role 

 
Little or no expert 
involvement 

 
Connectivity / 
discussion 

 
Many discussion and 
participation venues 

 
Ad hoc discussion venues 
related to specific issues 

 
Quasi-absence of 
discussion venues 

 
Goals 

 
Consensual, global goals 

 
Some shared ad hoc goals 

 
Conflicting goals or 
absence of shared goals 

 
Allegiances 

 
Client-centred 
orientations 

 
Professional & 
organizational drive of 
orientations 

 
Tendency to let private 
interests drive 
orientations 

 
Mutual 
acquaintanceship 

 
Numerous occasions to 
meet, regular common 
activities 

 
Few occasions to meet, 
few common activities 

 
No occasions to meet, no 
common activities 

 
Trust 

 
Grounded trust 

 
Contingent trust, in 
development 

 
Lack of trust 

 
Agreements & 
rules 
 

 
Consensual agreement; 
jointly defined rules 

 
Non-consensual 
agreement or not 
consistent with practices 
or at the negotiation and 
development stage 

 
No agreement or not 
respected; is a source of 
conflict 

 
Information 
infrastructure 

 
Data collection and 
sharing infrastructure 

 
Incomplete data sharing  
infrastructure; does not 
meet needs or is used 
inappropriately 

 
Little or no shared data 
collection infrastructure 
or mechanism. 
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Figure 2: Collaboration in action (Region 1) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2 describes a region which, according to our analysis, is characterized by 
collaboration in action. It was previously identified as fitting a community model of 
health care continuity. This region’s various partners, namely, the hospitals, the CLSC’s 
and the regional health board, practice collaboration in action. They share common global 
goals clearly focused on client needs. The majority of the professionals, excluding 
physicians in private clinics, have many opportunities to meet and socialize with one 
another, and have therefore learned to trust one another. With regard to formalization, a 
very elaborate and jointly developed agreement is honoured by the various partners. The 
region has a strong central administrative body with clear consensual political and 
professional leadership. Although the region is divided into two independent sub-regions, 
each sub-region is strongly committed to a high level of collaboration. Several 
concertation venues contribute to better links and to a consensual interorganizational 
sharing of responsibilities. Collaboration with physicians in private clinics constitutes an 
important limiting factor in this region. Although not openly hostile, physicians are 
largely indifferent to and little involved in collaboration processes. 

Leadership 

Agreements /rules

TrustInformation 
infrastructure 

Connectivity / 
discussion  

Expertise 

Mutual 
acquaintanceship 

Allegiances 

Goals

Centrality 

1

2

3



 
 

11

Figure 3: Collaboration in action (Region 2) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3 also presents a collaboration-in-action model but with a different configuration. 
This region was also initially identified as fitting a community model of health care 
continuity. The professionals and managers in the partner organizations (CLSC’s, 
hospitals and regional health board) share a common goal of providing quality services 
for families. A few problems arose early-on due to diverse professional and personal 
allegiances. Although these allegiances are currently defined in terms of client needs, 
variations exist from one professional group to another. The regional health authorities 
have organized joint activities to help people know each other. Initial mistrust was 
gradually replaced by trust. The low level of formalization is compensated by several 
clinical coordination mechanisms. Under the active leadership of two administrators, 
several coordination venues have been set up which the various professional groups are 
encouraged to use. As in the first region described above, physicians do not actively 
engage in interorganizational collaboration. Although not in conflict with other groups, 
they work in parallel and in a somewhat isolated fashion. With that exception, consensual 
responsibility sharing is implemented and the competencies of all participants are 
acknowledged. 
 
This second model of collaboration in action differs from the first model in that 
leadership is imposed rather than spontaneous as in the first model. In this second region, 
political and professional leadership had a much greater influence on collaboration than 
in the first region where there was a greater degree of integration of collaborative 
practices and where collaboration seemed better rooted. 
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Figure 4: Collaboration under construction (Region 3) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 4 describes a region which, according to our analysis, is characterized by 
collaboration under construction. It was initially identified as having a mixed hospital 
model of continuity of care. This region’s professionals have not found common global 
goals. They do, however, agree about certain matters, breastfeeding in particular. 
Discussions are largely focused on organizational concerns at the expense of client needs. 
With respect to team and network integration, the professionals do not know their 
counterparts in other institutions. Trust is fragile and vulnerable, contingent upon random 
incidents. In this region trust seemed to largely depend on mutual perceptions of 
competence between hospital and CLSC professionals. A gradual acknowledgement of 
competence, more openness and greater transparency seemed to be emerging. Physicians’ 
involvement in postnatal health care was greater than in the other regions because the 
latter was managed by the hospitals rather than by private clinics. Indeed, a great deal of 
post-release health care is still managed by the hospitals and, for that reason, the 
involvement of physicians in collaborative efforts is more tangible in this region.  
 
This region does not fit the collaboration-in-action model, especially with regard to 
leadership at both the political and expert levels. Leadership is not consensual, being 
largely monopolized by the hospitals. The regional health board does not play a central 
role, and discussion venues are limited to specific issues, breastfeeding in particular. The 
board is not involved at the professional expertise level. Although it has somewhat 
evolved with time, the consensus about responsibility sharing remains fragile. There was 
even a time when conflicts extended to such things as weighing newborns, a task that the 
CLSC nurses were not allowed to perform because the hospital physicians and nurses did 
not trust they were competent to do so. Currently, more and more responsibilities for 
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monitoring newborns at home are being transferred to the CLSC’s, but the latter would 
like to be entrusted with more. 
 
Figure 5: Collaboration in inertia (Region 4) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 5 describes a region characterized by collaboration in inertia. This region was 
initially identified as fitting a mixed ambulatory model. The partners are the hospitals, the 
CLSC’s, the regional health board and hospital physicians. The professionals in this 
region did not establish collaborative relations. The goals of the various organizations are 
conflicting with one another and remain focused on personal and organizational interests. 
Clients were rarely mentioned as the ultimate beneficiary of health care during the 
interviews. Professionals did not really know one another nor trust one another. They 
held to rather negative views about one another with regard to competence and good will. 
They lacked openness and transparency in their relations with one another. The few 
organized activities during which they could get to know one another were permeated 
with an atmosphere of mistrust. The prevailing mistrust was such that the processing of 
clients files was hampered and the people interviewed expressed dissatisfaction with the 
state of their mutual relations. With regard to governance, there was an acknowledged 
lack of a central body. Leadership was fuzzy and ambiguous. Collaboration appeared to 
be dictated by power considerations rather than by a genuine leadership. There were few 
discussion venues and they dealt with specific issues. In addition, in these venues, 
representation was conflictual and skewed, the hospital playing a dominant role. Some 
formalization was in place, in the form of specific agreements, but it was not honoured by 
some of the partners. Physicians played an important role because of their involvement in 
postpartum activities in the hospitals, in ambulatory services and in private clinics. Their 
monopoly on the rules of operation forced the CLSC’s into confrontational strategies 
limited to making demands and stating opposition.  
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4.1.2 Discussion 
 
In the two regions characterized by collaboration in action, the most striking feature is the 
quality of leadership displayed by several stakeholders like the regional health boards,   
the various public health services involved and the direction of the health care 
institutions. A two-fold leadership is at work: political leadership mobilizes professionals, 
and expertise leadership provides the scientific content needed if health care practice is to 
evolve and improve. These two kinds of leadership appear to be essential and, as such, 
they constitute a challenge for regional health boards and the public health stakeholders. 
The regions where collaboration was under construction experienced slow progress 
because leadership from key organizations was lacking. The region experiencing the most 
difficulties was the one where collaboration was in inertia. These difficulties most likely 
stemmed from fuzzy and vague leadership and from the diversity of alliances the various 
regional partners engaged into. This, in turn, induced significant conflicts related to the 
sharing of responsibility. The extent of these conflicts was such that the protagonists were 
barely in speaking terms when it came to establishing more harmonious intervention 
structures and approaches. 
 
Another issue that must be raised is the ability to foster trust between professionals in the 
various institutions. These professionals were very reluctant to send their clients to 
professionals they do not know and whose competencies they know nothing about (14, 
15). Yet, it is a must if one wants to foster genuine responsibility sharing between 
hospitals and front-line professionals. Only one region was able to find a way to help 
professionals trust one another. It did so by offering numerous opportunities for 
discussion and exchange. However, none of the regions has truly succeeded in totally 
rallying the divergent interests of the various partners. 
 
Before moving to the next section, it is important to note that the study’s underlying 
assumption is that the greater the level of collaboration, the greater the effects on the 
outcome variables. 
 
4.2. Effects of Collaboration Types 

 
In order to evaluate the effects of the three collaboration types, we have used the 
analytical framework described in Table 2. The following four domains were assessed: 
1) services (prenatal and postnatal continuity and accessibility); 2) service duplication; 
3) responsiveness (information received by mothers, service evaluation by mothers); and 
4) health (newborns’ health, mothers’ health, and breastfeeding). Several indicators were 
chosen for each domain to allow for a comparison between regions. 
 
For the analysis and integration of the information provided by the mothers, the same 
mapping method was used as for the qualitative aspect of our research, with one 
difference: the rating of the regions is relative to one another rather than to an ideal 
configuration, as was the case in the qualitative study. This way of proceeding was 
dictated by the fact that for several variables (e.g., service duplication, mothers’ mental 
health), there were no data available to define an ideal configuration. In order to identify 
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significant differences between regions, all indicators for a region were successively 
compared, in pairs, with the same indicators for each other region, using tests of 
statistical significance. A rating from 1 (worst) to 4 (best) was then assigned to each 
region for each indicator. A non statistically significant difference between two regions 
resulted in their receiving the same rating. A Kiviat diagram was then constructed for 
each region. The data used to calculate the ratings are given in Appendix 6. 
 
Table 2: Variables measuring the effects of the region’s collaboration model on 
mothers and newborns 
Domains Dimensions Indicators 
Services Continuity  • Source of prenatal courses** 

• Telephone call < 24 hours** 
• Home visit < 72 hours** 
• Home visit or appointment < 72 hours** 

 Accessibility • Accessibility of prenatal courses** 
• Telephone call < 24 hours** 
• Home visit < 72 hours** 
• Home visit or appointment < 14 days** 
• Offered postnatal visit** 

Service duplication  • Home visit  and appointment < 14 days** 
Responsiveness  Information received by 

mothers 
• Postnatal services dispensed 
• What to do if the newborn has a problem 
• Contradictory information about caring for the 

newborn 
• Contradictory information about 

breastfeeding** 
  

Service evaluation by 
mothers 

 
• Usefulness of postnatal visit 
• Service adequacy** 
• Services adapted to mothers’ needs 
• Unnecessary services 
• Quality of professionals’ attention to what 

mothers say 
• Hospital-CLSC collaboration 
• Elapsed time before first postnatal phone 

call** 
• Elapsed time before first postnatal home 

visit** 
Health Newborns’ health •  Jaundice 

• Other health problems 
• Return to emergency ward 
• Readmission** 

  
Mothers’ health 

 
• Mental health** + 

  
Breastfeeding  

 
• Duration of breastfeeding** 

** Indicator used in the rating because it showed significant variations between regions. Other indicators 
were dropped since they did not contribute to differentiating the regions. 
+ CES-D 12 items scale. Scores ranging from 0 to 36 with a cut-off of 13. 
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Figure 6: Collaboration in action (Region 1) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The qualitative analysis had revealed that regions 1 and 2 were characterized by 
collaboration in action. The effects of the collaboration model observed in Region 1, 
which had the highest degree of collaboration, are presented in Figure 1. Compared to the 
others, this region performed particularly well in terms of dispensed prenatal and 
postnatal services, whether with regard to continuity, accessibility or mothers’ evaluation 
of the information received. The percentage of mothers with signs of psychological 
distress (12.3%) was the highest of the four regions (9.2% on average for the other 
regions). The proportion of newborns readmitted was 5.8% (2.7% on average for the 
other regions) and the length of breastfeeding was also more problematic in this region. 
There was a relatively high level of service duplication: one out of four mothers (26.2%) 
received a  home visit from a nurse and had a routine follow-up appointment with a 
physician in the first 14 days following release from the hospital. It should be recalled 
that the mothers’ characteristics (lower socio-economic status) and those of the region 
underscore the particular needs of this clientele and could account in part for the lower 
rating of the health indicators. Lastly, the mothers appeared to dislike the rapid pace of 
postnatal services because a significantly larger proportion of mothers from this region 
reported that the first phone call and the first home visit had come too early after their 
return from the hospital. 
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Figure 7: Collaboration in action (Region 2) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The effects of the collaboration-in-action model in Region 2 (whose collaboration 
configuration differs from Region 1) are illustrated in Figure 7. Region 2 performed 
better than the others with regard to responsiveness and health. This region enjoys a 
higher socio-economic status, which could account in part for its better performance with 
regard to the health indicators. However, service duplication was high, since almost one 
out of two mothers (48%) reported that they had received a home visit and been given a 
routine appointment with a physician in the two weeks following their release from the 
hospital, compared to 20% on average for the other regions. This duplication could lead 
to an increase in postnatal follow-up costs in this region. The presence of an additional 
actor does not appear to have had a negative impact on the coherence of the information 
received, since the proportion of mothers who indicated that they had received 
contradictory information about caring for their newborn or breastfeeding was not higher 
than in the other regions. 
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Figure 8: Collaboration under construction (Region 3) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In Region 3, in which collaboration was under construction, the ratings of the effects of 
the model are illustrated in figure 8. This region did not perform as well with regard to 
services, information, newborn readmissions and mothers’ mental health. As was the case 
with Region 1, this region has a low socio-economic status and covers a wide geographic 
area. Both of these features are likely to have an effect on mothers’ mental health and 
service organization, particularly with regard to readmitting newborns. Although this 
region received a score of 3 for service evaluation, the mothers felt that they did receive 
enough information, which is consistent with the score of 2 for continuity and service 
accessibility. For example, 28.2% of the mothers did not receive a home visit in the first 
14 days following their release from the hospital. In the majority of cases, the visit was 
not offered. Lastly, there was little service duplication in this region. Only 15.2% of the 
mothers reported that they had received a home visit and had an appointment with a 
physician within two weeks following their release from the hospital. The efforts by 
health professionals to promote breastfeeding appear to have paid off since 84.8% of the 
mothers breastfed their baby in the hospital and only 18.4% stopped during the first 
month. 
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Figure 9: Collaboration in inertia (Region 4) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 9 illustrates the effects observed in Region 4, which is characterized by 
collaboration in inertia. This region did not perform well in terms of services and 
responsiveness. Service accessibility and information received, in both prenatal and 
postnatal care, were particularly problematic. Indeed, Region 4 is far behind the others 
with regard to access to prenatal courses (12.4% of mothers would have liked to have 
taken a prenatal course but were unable to enrol in one, whereas only 3.0% on average of 
the mothers in the other regions expressed a similar concern). In addition, this region only 
scored 2 for postnatal home visits (9.7% of the mothers were not offered a home visit). 
Only 75% of the mothers were informed about the postnatal services they would receive 
(compared to 88.5% for the other regions). In contrast, this region differed from the 
others in that it had a low level of newborn readmission (1.7%) and little service 
duplication (11.9%). 
 
4.2.1 Discussion 
 
The results of the analysis of the effects of the regional collaboration models confirm the 
hypothesis that had emerged from the qualitative analysis. The two regions with 
collaboration in action, i.e., with a high level of collaboration and client-centred 
interventions, obtained high ratings for services and responsiveness. The only exception 
is the rating of Region 1 for service evaluation since mothers felt that postnatal 
interventions occurred too soon. In the other two regions (with collaboration under 
construction and collaboration in inertia) services serve organizational interests rather 
than client needs. This translates into a lower level of prenatal and postnatal continuity 
and service accessibility. The quality of the information received by the mothers seemed 
to suffer from this lack of coordination, since the mothers who said that they were not 
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informed about the postnatal services they would receive or that they received 
contradictory information about breastfeeding was significantly higher in that region.  
 
5. Conclusion 
 
Table 3 lists the dimensions of the collaboration structuring process and qualifies its 
effects in terms of services and responsiveness, the only two elements directly linked to 
the collaboration model. It is quite helpful as a decision-making tool since one can use it 
in two ways to assess various options: 1) starting from preset performance ratings one can 
select the best collaboration type to get there (rational approach), or 2) starting from a 
preset collaboration type, one can assess its consequences (pragmatic approach). 
 
Table 3: Summary rating of the four dimensions of collaboration and of its effects in 
each of the four regions 
 
 Collaboration in 

action (1) 
Collaboration in 

action (2) 
Collaboration under 

construction 
Collaboration in 

inertia 
COLLABORATION     

Delegation Strong Strong Weak Medium 

Finalization Strong Medium Medium Medium 

Internalization Strong Medium Medium Weak 

Formalization Strong Strong Strong Weak 

EFFECTS     

Services Strong Strong Weak Weak 

Responsiveness Strong Strong Medium Weak 

 
Levels chosen for the various dimensions of collaboration1 and its effects: 
Strong  Score 3 to 4 
Medium  Score 2.1 to 2.9 
Weak  Score 1 to 2 
 
1 The level of collaboration was determined by adding the ratings (1-3) used to trace the Kiviat diagrams. 
2 The rating of the effects is described in Appendix 6. 
 
6. Future Research 
 
As a result of our findings, another study was carried out in partnership with decision 
makers in one of the above regions. These decision makers attempted several times to 
improve perinatal care continuity. The success of such interventions largely depends on 
the empowerment of mothers as partners in the continuum of care. The decision makers 
asked our research team to evaluate the results of these interventions. To this end, we 
have been awarded a CHSRF/FRSQ grant. 
 
Such findings call for more research, particularly with regard to postnatal medical 
practices and home care clinical practices. Indeed, it would be interesting to document 
physicians’ views about their integration with other partners in postnatal monitoring and 
to explore our data related to home interventions, especially those taking place less than 
24 hours after release from the hospital, and their effects on responsiveness and health in 
general. 
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Appendix 1

 

Quality of services  

 Service continuity  
Accessibility  
 Appropriateness  

Organization model for the analysis of professional collaboration

Network characteristics  
 
 History  
 Size  
 Centrality  
 Connectivity 

 

Organization characteristics  
 

 Number of clients  
 Quantity of resources  
 How care is dispensed 
 Training 

 

Satisfaction of professionals  
Feeling of solidarity  

Professional
practices  

Political and economic environment

Inter-organizational  
Collaboration and  

Coordination process -

Formalization Finalization 

Sense of 
belonging  Delegation 
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Appendix 2 
 
 

Number of people interviewed by region and type of institution* 
 
 
 

Institution type  
 

Region 1 Region 2 Region 3 Region 4 

Regional health 
board 

 

1 1 2 - 

Hospital 
 

3 3 1 3 

CLSC 
 

3 3 5 4 

Community 
agency 

1 1 1 1 

 
*The people interviewed were administrators, physicians, nurses and other health professionals. 
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Appendix 3 
 
 

Sample Representativeness 
 
 

Response rate 

Of the 1747 eligible mothers, 1237 agreed to participate in the study and complete the 

questionnaire, for a response rate of 70.8%. The following table presents for each of the four 

regions the data upon which the response rate was calculated: 

(a) Number of invalid telephone numbers (area code outside of the 4 regions , out of service, 
non-residential);  

(b) Out-of-sample cases (postnatal stay exceeding 60 hours, birth weight less than 2.3 
kilograms, foreign language, caesarean birth, etc.);  

(c) Non-responses for which eligibility could not be verified (no answer, answering machine, 
household refusal);  

(d) Non-responses for which eligibility could be verified (prolonged absence, incomplete 
questionnaires, incomplete appointments, individual refusal);  

(e) Completed interviews.  

The response rate (RR) is calculated by dividing the number of completed interviews by the 

sum of completed interviews, non-responses for which eligibility was verified, and non-responses 

for which eligibility was not verified, weighted by the eligibility rate (ER): 

RR = e / (e + d + c ∗ TA)  

ER = (d + e) / (b + d + e) 

The response rate ranged from 63.5% to 77.9%. Region 2 and Region 3 had rates below 70%. 

These two regions had the highest percentages of individual refusals (19.2% and 16.5% 

respectively).  
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Table A-3.1 – Response rate 

 Region 1   Region 2   Region 3   Region 4   Total   
  N % N % N % N % N % 
Initial sample: 1355   667   695   567   3284   
A- Invalid numbers (e.g. out of service): 58   18   50   52   178   
                      
B- Out-of-sample numbers (e.g. illness, caesarean): 607   243   245   198   1293   
                      
Total Out of sample (A+B): 665 49.1 261 39.1 295 42.4 250 44.1 1471 44.8 
Final sample: 690   406   400   317   1813   
C- Non-verified eligible numbers (e.g. household refusal): 40   28   50   34   152   
                      
D- Verified eligible numbers (e.g. individual refusal): 150   127   100   47   424   
                      
E- Completed interviews: 500 72.5 251 61.8 250 62.5 236 74.4 1237 68.2 
Eligibility rate(1): D+E/B+D+E   51.7   60.9   58.8   58.8   56.2 
Response rate taking eligibility                     
into account(2): E/(CxTA)+D+E   74.6   63.5   65.9   77.9   70.8 
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Proportion of respondents by births registered in each region 

 In order to assess the sample’s representativeness, we compared the proportion of 

respondents in each region and the proportion of mothers who gave birth in the same regions for 

five maternal characteristics: age, education level, marital status, mother tongue and parity. To 

this end, we used the Quebec registry of births (2001). We excluded multiple births and babies 

whose birth weight was less than 2.3 kilograms and gestational age less than 36 weeks (so as to 

conform to the study’s exclusion criteria). Our hypothesis was that there was little variation in the 

distribution of births between 2001 and 2003. Generally speaking, we did not observe a 

significant difference between our study’s participants and the mothers in each of the regions, 

with the exception of Region 2. In this region, our sample contained a lower proportion of 

primiparous mothers living with a spouse than was observed for the same region in 2001. We 

believe that this difference can be explained by the early-release eligibility criteria specific to this 

region where a longer hospital stay is the rule for primiparous mothers and for mothers not living 

with a spouse.  

To sum up, we are confident that our study’s participants are representative of the mothers in 

their region while satisfying, of course, our inclusion criteria. 
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Appendix 4 – Description of the sample  

Table A-4.1 - Characteristics of mothers 

Table A-4.2 - Characteristics of newborns 

Table A-4.3 - Characteristics of spouses 

Table A-4.4 - Characteristics of households 

Table A-4.5 - Length of postpartum stay 
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Description of sample  

Characteristics of mothers 

Region 3 mothers are younger than those in the other regions; 70% are less than 30 years old. 

On average, Region 4 mothers have fewer children. This region has the highest percentage of 

primiparous babies (50.8%; p=0,047).  

A significantly greater proportion of mothers who gave birth in Region 4 were not born in 

Canada (90.7%); for 10.2% of them, French is not their first language versus 2% in the other 

regions. Region 3 has the highest percentage of English-speaking mothers (7.2% versus 2% in the 

other regions). Region 2 ranks second for mothers who were not born in Canada (5.2%).  

Mothers in Regions 1 and 3 have significantly less education; a little more than 40% of them 

have not reached the CEGEP level. A significantly higher proportion of Region 4 mothers 

worked during their pregnancy (83.9%; p=0.0002). There are, however, no differences among the 

regions with regard to marital status during pregnancy.  
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Table A-4.1- Characteristics of mothers 
Variables Region 1

(N=500)
Region 2
(N=250)

Region 3
(N=250)

Region 4
(N=236)

p

Age 0.0002
Mean 28.1 29.0 27.2 28.6

Standard deviation 5.0 5.0 4.6 4.9
 
Age Group  0.0005

16-24 yrs (%) 24.8 15.6 30.8 21.6
25-29 yrs (%) 39.3 38.4 40.0 33.5
30-34 yrs (%) 24.2 31.2 22.4 31.8

35+ yrs (%) 11.6 14.8 6.8 13.1
 
Primiparity 0.0467

Yes (%) 40.8 42.0 43.6 50.8
 
Country of birth <0.0001

Canada (%) 98.0 94.8 97.6 90.7
Other countries (%) 2.0 5.2 2.4 9.3

 
Number of years mother in 
Canada 

NS

Mean 3.5 3.3 3.2 3.3
Standard deviation 1.2 1.1 1.1 1.1

 
First language <0.0001

French (%) 96.0 95.6 91.2 88.1
English (%) 1.6 2.0 7.2 1.7

Other languages (%) 2.4 2.4 1.6 10.2
 
Language spoken at home <0.0001

French (%) 96.8 96.4 91.6 90.7
English (%) 1.8 2.0 7.2 4.2

Other languages (%) 1.4 1.6 1.2 5.1
 
Education <0.0001

Secondary 4 or – (%) 18.4 6.8 12.0 10.6
Secondary 5 (%) 25.6 19.6 30.0 20.0

CEGEP (%) 27.6 34.8 25.2 27.7
University (%) 28.4 38.8 32.8 41.7

 
Low education level  
 (Secondary 5 or -)(%) 

44.0 27.4 42.0 30.6 <0.0001

 
Occupation during pregnancy  0.0002

Work outside the home (%) 69.2 65.2 69.2 82.2
Paid work at home (%) 4.0 4.8 2.8 1.7

Homemaker (%) 24.2 22.4 24.8 14.0
Student (%) 2.6 7.6 3.2 2.1

 
Marital status 0.66

Lives with spouse (%) 94.0 96.8 96.0 94.9
Does not live with spouse (%) 2.2 1.6 2.0 2.1

Does not have a spouse (%) 3.8 1.6 2.0 3.0
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Characteristics of newborns 

There are more boys in Region 3 (58.8%) and fewer in Region 4 (42.8%). Average birth 

weight is significantly lower in Region 3. Region 2 has the highest percentage of heavier babies. 

Table A-4.2- Characteristics of babies 

Variables Region 1
(N=500)

Region 2
(N=250)

Region 3
(N=250)

Region 4 
(N=236) 

Total 
(N=1237)

p

Gender   
Boys (%) 48.0 48.4 58.8 42.8 49.3 <0.0001
Girls (%) 52.0 48.8 39.6 57.2 49.8

Unknown (%) 0 2.8 1.6 1.6 0
  
Birth weight  

Mean 3437.9 3509.7 3462.3 3382.6 0.01
Standard deviation 420.4 425.0 417.7 445.4 

  
2449g or less (%) 0.6 4.4 5.6 1.7 2.6 0.0004
2500-2999g (%) 15.6 12.0 12.8 18.6 14.9
3000-3499g (%) 41.4 33.6 38.0 43.6 39.6
3500-3999g (%) 33.0 38.0 32.0 28.0 32.8

4000g or more (%) 9.4 12.0 11.6 8.0 10.1
  
Gestational age (weeks)   NS

Mean 39.1 39.2 39.2 39.2 
Standard deviation 1.3 1.3 1.1 1.4 

 



 38

Characteristics of spouses 

As is the case for the mothers, Region 4 has a significantly higher number of fathers born 

outside of Canada (10.5% vs. 5% or less in the other regions).  

As is the case for the mothers, the spouses in Regions 1 and 3 have significantly less 

education. More than 50% have not reached the CEGEP level. 

In regions 1 and 3, a significantly lower percentage of spouses work less than 36 hours per 

week (11% vs. 19% or more in the other regions). 

Table A-4.3- Characteristics of spouses  
 
Variables Region 1

(N=500)
Region 2
(N=250)

Region 3
(N=250)

Region 4 
(N=236) 

Total 
(N=1237)

p

Country of birth  
Canada (%) 96.9 94.7 96.3 89.5 94.9 0.0003

Other countries (%) 3.1 5.3 3.7 10.5 5.1
  
Education  

Secondary 4 or - (%) 22.6 9.2 16.0 11.4 16.4 <0.0001
Secondary 5 (%) 36.6 25.2 37.6 30.5 33.3

CEGEP (%) 24.2 30.4 23.2 24.1 25.2
University (%) 16.6 35.2 23.2 33.9 25.0

  
Employed (%) 88.8 89.4 84.1 90.4 88.3 NS

  
  
Number of hours worked 
per week 

 0.018

35 hours or less (%) 11.5 18.7 11.3 20.8 14.8
36-45 hours (%) 64.2 59.4 67.6 59.4 62.9

46 hours or more (%) 24.2 21.9 21.1 19.8 22.3
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Characteristics of households 
 

In Region 4, only 10% of the households had 3 children or more compared to 16% to 19% for 

the other regions, a fact reflected in the lowest average number of people per household, 3.7 in 

this region. At the other end of the spectrum, Region 1 mothers have more children (19.6% have 

3 children or more) and the highest average number of people per household (3.9). 

Region 3 mothers live in households with significantly lower incomes; 47% of them have a 

family income of less than $40,000. 

Table A-4.4- Characteristics of households 
 
Variables Region 1

(N=500)
Region 2
(N=250)

Region 3
(N=250)

Region 4 
(N=236) 

Total 
(N=1237)

p

Number of people in the 
household 

 0.001

Mean 3.9 3.8 3.8 3.7 
Standard deviation 1.0 0.9 0.9 0.8 

  
Number of children  0.0467

1 (%) 40.8 42.0 43.6 50.8 43.5
2 (%) 39.6 41.6 40.0 39.0 40.0

3 or more (%) 19.6 16.4 16.4 10.2 16.5
  

Gross family income  0.008
< $20,000 (%) 17.4 13.2 15.6 14.8 15.6

$20,000-$39 999 (%) 21.2 27.2 31.2 19.1 31.2
$40,000-$59 999 (%) 28.6 26.8 28.0 25.4 28.0
$60,000 or more (%) 32.8 32.8 25.2 40.7 25.2
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Length of postpartum stay 
 

Mothers in Region 1 had the longest stays (49.3 hours on average), and those in Region 2 
the shortest stays (46.6 hours).  

 

Table A-4.5 – Length of postpartum stay 

 

Variables Region 1
(N=500)

Region 2
(N=250)

Region 3
(N=250)

Region 4 
(N=236) 

Length of postpartum 
stay 

 

7-35 hours (%) 1.6 5.7 8.3 2.1 
36-47 hours (%) 40.5 42.7 42.2 52.3 
48-60 hours (%) 57.9 51.5 49.5 45.6 

  
Length of postpartum 
stay 

 

Mean 49.31 2 47.3 46.6 48.2 
Standard deviation 6.4 7.9 8.0 6.4 

1 the difference between 49.3 and 46.6 is significant (p<0,001)    

2 the difference between 49.3 and 47.3 is significant (p<0,005)   
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Appendix 5 

 
Table A-5.1. – Transversal analysis of the four regions 

 

 Collaboration in action (1) Collaboration in action (2) Collaboration under 
construction Collaboration in inertia Observations 

Network characteristics 

History 

Regional stability with 
respect to structures 
 
The history of relations 
between the hospitals and the 
CLSC’s is articulated around 
the two sub-regions 

Very important context of 
organizational change 
 
Development of new services 
 
Perturbations due to changes 
are no longer significant 
factors; they have dissipated 

Major context of 
organizational change 
throughout the region 
 
Organizational and relational 
context still perturbed by the 
changes 

Creation of a new kind of 
institution with an ambiguous 
and non-consensual status 
(changes of a different nature 
than the other regions) 

A context of significant changes is not a 
major factor influencing collaboration; the 
role played by the regional body in 
responsibility sharing and defining the 
orientations of institutions appears to be 
more significant. 
 
Changes in the people involved in the 
changes has both positive and negative 
impacts on collaboration 

Centrality Centrality defined in terms of 
the two sub-regions 

 Many active representative 
regional structures 
 
Very active involvement of 
regional  agencies (DPH, 
Health Board) 

Lack of strong central bodies 
 
Fragmentation of territory into 
sub-regions 
 
 Health board plays an 
effective role 

Strong central bodies, but with 
an undefined and ambiguous 
status 

An active, representative and consensual 
central body plays a facilitating role in the 
creation of positive collaboration in health 
care services.   
 

Connectivity 

Several representation venues 
 
Organizational 
representativeness 
satisfactory for those 
involved 

Several representation venues  
 
Emergence of a shared vision 

Lack of perinatal 
representation venues 

Almost non-existent 
representation of the regional 
body 

The number of venues where expertise can 
be exchanged and shared appears to be 
correlated to the quality of collaboration in 
health care services. 
 

 
Complexity 

 
Geographic configuration 
favours the development of 
two distinct programs 
 
 
 
 
 
 
 
 
 
 
 

 
Despite the presence of 4 
different kinds of actors, 
implementation of a shared 
intervention philosophy 
 
 
 
 
 
 
 
 
 

 
Diversification of missions and 
institutional structures 
 
 
 
 
 
 
 
 
 
 

 
Informal influence of  various 
actors  
 
Various intervention 
philosophies 
 
 
 
 
 
 
 
 

 
The variety of actors appears less 
significant for the development of 
collaboration than the coherence of their 
intervention orientations. 
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 Collaboration in action (1) Collaboration in action (2) Collaboration under 
construction Collaboration in inertia Observations 

Organization characteristics 

Services 
organization 

Strong variation in CLSC 
territorial configurations; 
therefore, variations in 
services offered 

Move to standardize services 
offered by CLSC’s, while 
ensuring that territorial 
particularities are to some 
extent respected 

No adaptation of services 
offered regarding early 
release 
 
Diversification of ways of 
organizing CLSC services 

No standardisation of services 
offered 
 
Structures vary as a function of 
institution size 

Standardisation of CLSC services and 
their organisation does not necessarily 
foster collaboration. The argument put 
forward by the hospitals to explain 
collaboration problems does not seem 
valid. 

Number of 
clients 

From the perspective of 
number of births, there is a 
certain homogeneity from one 
CLSC territory to another 
 
Population and territorial 
characteristics vary 
considerably. 

Significant variation in the 
number of births by CLSC 
territory 
 
Strong variation of population 
characteristics by CLSC 
territory 

Strong variation in the 
number of births by CLSC 
territory 

Homogeneous territories in 
terms of population 
 
Strong variation in the number 
of births by CLSC territory 

The uniformity of CLSC territories in 
terms of population does not appear to 
play a significant role in developing 
collaboration. 

Quantity of 
resources 

This region is one of the 
poorest in Quebec. 
 
Relative poverty is an 
incentive to collaboration 
 
Specific investments in the 
shift toward ambulatory care 
took place at the beginning of 
the collaboration effort. 

This region is rich in resources 
 
Resources transfers occurred 
(from hospitals to CLSC’s) at 
the time of the shift toward 
ambulatory care 

Only one CLSC indicated that 
it had difficulty in providing 
postnatal services 

Resource transfer from the 
hospital to the CLSC’s did not 
occur to the satisfaction of the 
CLSC’s 
 
The high number of births 
creates strong pressure on the 
resources of some CLSC’s 

A region’s relative wealth does not play an 
even role in the emergence of 
collaboration—wealth and lack of wealth 
both acted as incentives. In contrast, 
investing resources specific to the shift 
toward ambulatory care in CLSC’s seems 
to foster collaboration. The regional health 
board’s role and client-centred leadership 
foster collaboration. 

Collaboration- dimension of  finalization 

Goals 

Shared goals with regard to 
service humanization and 
quality of services for families 
 
Need to respect sub-regional 
particularities 

All the actors have a shared 
objective: the quality of 
services offered to families 

In several respects the 
CLSC’s and the hospitals’ 
goals are in opposition to one 
another 

Shared goals with regard to 
early release principles 
 
Shared goals with regard to 
breastfeeding 
 
There is no consensus 
regarding jaundice and home 
services 

Adherence by all actors to goals defined 
by clients’ needs seems to be a key factor 
in the development of collaboration. Here 
again, client-centred leadership plays a 
significant role in the emergence of this 
common goal.  

View of 
collaboration 

Acknowledgement of the 
advantages of collaboration  
 
Need for collaboration in 
situations where there is a 
shortage of resources. 

Collaboration ensures better 
quality of care 
 
It fosters a common approach 
by the various actors. 

Does not acknowledge the 
advantages of collaboration, 
except in specific situations. 

Absence of consensus about 
collaboration 
 
The hospitals perceives 
collaboration as something 
imposed 
 
CLSC’s perceive collaboration 
as contributing to better 
interventions  

Need to develop a shared vision of 
collaboration and to acknowledge its 
advantages. Client-centred leadership is a 
key factor. 
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 Collaboration in action (1) Collaboration in action (2) Collaboration under 
construction Collaboration in inertia Observations 

Allegiances 

Those involved recognize that 
the only acceptable 
allegiances are those defined 
by client needs. No other 
objective driven by other 
interests (professional or 
organizational) is acceptable 

Even though there were some 
problems in the beginning of 
collaboration, the allegiances 
of those involved are now 
defined by client needs 
 
Acknowledgement of the 
diversity of allegiances 

The protection of 
organizational interests is 
central 
 
Labour union interests do not 
favour collaboration 
 
Professionals do not accept 
collaboration induced changes 
in their practice 

Allegiances are personal, 
professional or organizational 

Leadership focused on client needs 
delimits the possible allegiances for the 
various actors. Efforts need to be made to 
keep these allegiances in line with client 
needs. 

Collaboration – Sense of belonging 

Mutual 
acquaintance-
ship 

Resource stability and 
multiplicity of joint activities 
favoured a high degree of 
mutual acquaintanceship 

The various regional bodies 
and joint activities favoured a 
high degree of mutual 
acquaintanceship 

Few acquaintanceship 
activities even though there is 
an acknowledgement that they 
need to be developed 

A few acquaintanceship 
activities occurred in a climate 
of mistrust 

A clear acknowledgement of the need for 
people to get to know one another is 
needed for good collaboration. However, 
the possibilities for acquaintanceship are 
determined as a function of the prevailing 
view of collaboration in the region. When 
collaboration is viewed as a simple 
information exchange, it is not necessary 
to foster acquaintanceship. 

Relationship 
of trust 

Even though it was not 
present in the beginning, it is 
now anchored in  
collaboration 

Despite problems of trust at the 
beginning, collaboration 
between hospitals and CLSC’s 
is now characterized by a high 
degree of trust 

Hospital professionals’ trust 
of the CLSC’s is not 
completely established 

Non-recognition of the CLSC’s 
specific competencies by the 
medical community 
 
CLSC’s mistrust the hospitals 
 
Feeling of non-recognition by 
CLSC nurses 

Trust is a crucial issue in the collaboration 
process. Closely related to 
acquaintanceship (a required step in the 
acknowledgement of competence), it 
seems closely linked to the actors’ goals.  

 
Respon-
sibility  
sharing 
 

 
Even though it was more 
difficult in the beginning, 
responsibility sharing is now 
consensual and adapted to 
sub-regional particularities 

 
Responsibility sharing is 
consensual and acknowledges 
the competencies of all 
involved  
 
 
 

 
Although it has developed, 
responsibility sharing remains 
non-consensual 
 
The CLSC’s would like to 
assume more responsibilities 
 
Responsibility sharing no 
longer conforms to the signed 
agreement 
 
 
 
 
 
 

 
Non-consensual responsibility 
sharing, dictated by the medical 
community 
 

 
Responsibility sharing comes in degrees 
which appear to be related to  the level of 
trust between the various partners.  
 
Active work within the various bodies 
seems to facilitate the integration process. 
It also anchors the actors’ common goals. 
Leadership focused on clients’ needs plays 
an important facilitating role in this 
process. 
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 Collaboration in action (1) Collaboration in action (2) Collaboration under 
construction Collaboration in inertia Observations 

Collaboration - Formalisation 
Coordina- 
tion of 
clinical 
interventions 
 

Several representative 
subcommittees ensure 
intervention coordination 

Clinical intervention 
coordination is assumed by 
several representative bodies 

Agreement inconsistent with 
the reality of responsibilities 
 
The agreement does not define 
clinical practices 

Non-consensual coordination 
body for the various clinical 
protocols 

Well known rules to all seem to facilitate 
coordination. The involvement of actors in 
this process is also important 

Modes of 
interaction  

Mechanism developed in line 
with collaboration without 
creating major problems. 

Hospital and CLSC 
interaction forms were jointly 
defined and operate without 
major problems 
 
A mechanism allows for 
sustained and direct 
interaction between CLSC 
nurses and hospital physicians

The method for disseminating  
information has no problems 

The method of disseminating 
hospital information is 
hampered by the presence of 
other partners 
 
Direct communication between 
CLSC nurses and hospital 
physicians is prohibited and 
has to be filtered 

The presence of communication 
mechanisms favouring direct bi-
directional exchanges facilitates the 
establishment of egalitarian professional 
relationships. 

Steering 
bodies Many steering bodies Many bodies to ensure and 

sustain collaboration  

The body which was to 
monitor the  agreement has not 
been active for a few years 

Operation characterized by 
significant conflicts 
 
The body’s mandate is not 
clear for all the actors 

Steering bodies are closely linked to the 
presence of practices favouring 
connectivity. Leadership focused on client 
needs stimulates their actions. 

Representati-
veness 

All professionals, except 
physicians, are represented  

All professionals are 
represented, with the 
exception of physicians, who 
are not actively involved in 
the various bodies. 

Representativeness is limited to 
the network’s institutions 
(hospitals, CLSC’s and the 
regional health board); 
community groups are 
excluded. 
 
Strong representation of 
physicians 
 

Representation is conflictual 
and unequal; the hospital 
community has the dominant 
role in the various bodies. 

Egalitarian representation of the various 
actor categories (professional and 
organizational) appears to ensure better 
collaboration. Over-representation of the 
medical community is not favourable to 
the development of collaboration. 

Leadership Leadership takes different 
forms in the two sub-regions  

Very significant leadership of 
two administrators (one 
hospital  administrator and 
one CLSC administrator) 
 
Sustained involvement of 
regional bodies 
 
Monitoring and resolution of 
pitfalls 

Positions adopted by the 
hospitals are dominant but non-
consensual 

Collaboration driven more by 
authority than by leadership 
 

The active involvement of the regional 
health board is crucial to the establishment 
of egalitarian relationships among the 
institutions. 
 
Medico-centric forces favour the 
emergence of a conflictual power-based 
relation. In contrast, client-centric forces 
are articulated around consensual 
leadership. 
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Appendix 6 – Effects 

 

Table A-6.1 - Continuity, accessibility and service duplication 

Table A-6.2 – Newborn’s health, mother’s health, and breastfeeding 

Table A-6.3 - Information about and evaluation of services received 

Table A-6.4 - Summary of effects ratings by collaboration type 
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Table A-6.1 Continuity, accessibility, service duplication 
 

Collaboration  

In action (1) 
(N=500) 

In action (2) 
(N=250) 

Under 
construction 

(N=250) 
In inertia 
(N=236) 

PRENATAL     
•Mothers who took a prenatal course (%) 34.0 31.6 35.6 35.3 
•Accessibility problem to prenatal 
courses ** (%) 2.8 3.5 3.6 12.4 
•Where courses were taken (%) ***     
-CLSC 86.0 82.3 48.8 32.9 
-Hospital  1.8  2.5 13.4  1.2 
-Private 7.6 12.7 24.3 50.0 
-Other  4.6 2.2 13.5 15.9 
•Mothers who received a prenatal home 

visit from a CLSC nurse (%)  12.2 12.8  8.8  8.9 
     
POSTNATAL     
CONTINUITY     
• Telephone call (<24 hours) (%) *** 66.6 57.2 42.8 38.1 
•Home visit (<72 hours)  (%) *** 84.6 75.2 44.4 73.3 
•Home visit or appointment  
(< 72 hours) (%) *** 84.8 75.2 58.0 75.8 
     
ACCESSIBILITY     
• Telephone call (<14 days)  (%) *** 95.0 97.2 85.2 94.5 
• Home visit (<14 days)  (%) *** 95.4 96.8 72.8 89.4 
• Home visit or appointment 
 (< 14 days) (%) *** 96.4 99.6 87.2 90.2 
•No visit offered (%) *** 3.2 0.8 19.2 9.7 
     
SERVICE DUPLICATION     
•Telephone call from 2 sources (<14 
days) (%) *** 0.6 0.8 1.2 14.0 
•Home visit and appointment (<14 days) 
(%) *** 26.2 48.0 15.2 11.9 
     
*p<0.05  **p<0.01 ***p<0.001 
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Table A-6.2 – Newborn’s health, Mother’s health, Breastfeeding 
 

Newborn’s health  
 

• Jaundice (%) *** 
 
• Other health problem (%) 
 
• Return to emergency ward 
(%) 
 
• Readmission (%) *** 

 
 

43.9 
 

17.6 
 
 

6.2 
 

5.8 
 

 
 

45.6 
 

15.0 
 
 

8.8 
 

1.6 

 
 

61.0 
 

15.2 
 
 

9.2 
 

4.8 

 
 

41.7 
 

16.4 
 
 

7.2 
 

1.7 

Mother’s health 
 

• Signs of psychological 
distress (%) * 

 
 

12.8 
 
 

7.6 
 
 

 
 

10.0 

 
 

9.8 

Breastfeeding 
 
• In the hospital (%) * 
 
• Ceased during the first 
month (%) ** 

 
 

75.8 
 

26.9 

 
 

78.8 
 

16.8 

 
 

84.8 
 

18.4 
 

 
 

82.6 
 

20.5 

* p<0.05 ** p<0.01 *** p<0.001    

 
 
N.B. The jaundice variable was not considered in calculating the scores. In Region 3, the significantly 
higher percentage of mothers who reported that their baby had displayed symptoms of jaundice during the 
hospital stay (61.0%) is largely attributable to a hospital practice than to a genuine case of jaundice, given 
the characteristics of the newborn.  
 

 Collaboration 
 In action (1) 

(N=500) 
In action (2) 

(N=250) 
Under 

construction 
(N=250) 

In inertia 
(N=236) 
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Table A-6.3- Information and evaluation of services received 
 

 In action (1) 
(N=500) 

In action (2) 
(N=250) 

Under 
construction 

(N=250) 

In inertia 
(N=236) 

Information received 
 

• At the prenatal stage, 
mothers knew which 
postnatal services they would 
receive (%) ** 
 
• Mothers knew whom to 
contact in the event of a 
problem with their newborn’s 
health (%) 
 
• Mothers indicated they had 
received contradictory 
information about 
breastfeeding (%) * 
 
• Mothers indicated they had 
received contradictory 
information about caring for 
their newborn (%) 
 

 
90.2 

 
 
 
 
 

99.0 
 
 
 
 

14.2 
 
 
 
 

23.1 

 
92.8 

 
 
 
 
 

98.8 
 
 
 
 

13.7 
 
 
 
 

26.5 

 
82.4 

 
 
 
 
 

97.5 
 
 
 
 

20.9 
 
 
 
 

22.9 

 
74.9 

 
 
 
 
 

96.6 
 
 
 
 

21.2 
 
 
 
 

23.5 

* p<0.05 ** p<0.01 
 

*** p<0.001    

 Collaboration 



 49

 
Table A-6.3- Information and evaluation of services received (cont’d) 
 

Collaboration  
Evaluation of services 

received 
 

In action (1) 
(N=500) 

In action (2) 
(N=250) 

Under 
construction 

(N=250) 

In inertia 
(N=236) 

Home visit 
• Mothers found the home 
visit useful (%) 

All the services 
• Services received were 
sufficient (%) *** 
• Services received were 
adapted to mothers’ needs 
(%) 
• Services were not necessary 
(%) 
• Professionals took the time 
to listen to the mothers (%) 

Collaboration 
• Mothers saw that the 
hospitals and CLSC’s 
worked collaboratively (%) 

Time lapse 
• Mothers felt that the time 
lapse before the telephone 
call was (%):** 
    -too short 
    -adequate 
    -too long 
• Mothers felt that the time 
lapse before the visit from 
the nurse was (%):*** 
    -too short 
    -adequate 
    -too long 

 
97.2 

 
 

93.5 
 

96.6 
 
 

4.5 
 

98.8 
 
 

91.0 
 
 
 
 
 
 

14.3 
85.0 
0.6 

 
 
 

15.4 
82.8 
2.0 

 
97.9 

 
 

96.8 
 

98.0 
 
 

2.0 
 

99.2 
 
 

89.7 
 
 
 
 
 
 

6.5 
91.0 
2.4 

 
 
 

3.5 
92.2 
3.2 

 
95.6 

 
 

88.6 
 

97.5 
 
 

3.8 
 

98.3 
 
 

85.7 
 
 
 
 
 
 

6.3 
90.9 
2.7 

 
 
 

4.9 
93.4 
1.7 

 
97.2 

 
 

87.7 
 

96.6 
 
 

3.4 
 

99.1 
 
 

88.2 
 
 
 
 
 
 

8.8 
87.6 
3.5 

 
 
 

9.9 
88.2 
1.9 

* p<0.05 ** p<0.01 *** p<0.001    
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Table A-6.4 Summary of effects ratings by collaboration type 
 
 Collaboration 
 In action (1) In action (2) Under 

construction 
In inertia 

     
SERVICES      
1- Continuity     
• CLSC prenatal 
courses 

4 4 2 1 

•Phone call within 
24 hours 

4 3 2 2 

• Home visit within 
72 hours 

4 3 1 3 

• Home visit or 
appointment within 
72 hours 

4 3 1 3 

     
Total sub-rating  4 3 2 2 
     
2-Accessibility     
•Lack of accessible 
prenatal courses 

4 4 4 1 

• Phone call within 
14 days 

4 4 1 4 

•Home visit within 
14 days 

4 4 1 2 

•Home visit or 
appointment within 
14 days  

3 4 2 2 

•No home visit 
offered 

3 4 1 2 

     
Total sub-rating 4 4 2 2 
     
Total rating 
SERVICES 

4 3.5 2 2 
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Table A-6.4 Summary of effects ratings by collaboration type (cont’d) 
 
 Collaboration 
 In action (1) In action (2) Under 

construction 
In inertia 

SERVICE 
DUPLICATION (home 
visit and appointment 
with 14 days)  

 
2 

 
1 

 
4  

 
4 

Total rating 
DUPLICATION 

2 1 4 4 

 
HEALTH 

    

1-Newborn     
   Readmission 2 4 2 4 
2-Mother     
   Mental health:      
psychological distress 

1 4 2.5 2.5 

3-Breastfeeding     
   Ceased 1 4 4 4 
     
Total rating  
HEALTH 

1.3 4 2.8 3.5 

 
REPONSIVENESS  

    

1-Information received 
by the mother 

    

Mothers knew which 
postnatal services they 
would receive 

4 4 2 1 

Mothers received 
contradictory information 
about breastfeeding 

4 4 2 2 

Total sub-rating  4 4 2 2 
     
2-Evaluation of services 
received 
 

    

Adequacy of services 4 4 2 2 
Appropriate time lapse 
before phone call 

1 4 4 4 

Appropriate time lapse 
before home visit 

1 4 4 2 

Total sub-rating 2 4 3 2 
     
Total rating 
RESPONSIVENESS 

3 4 2.5 2 
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Calculating the ratings: 
 
Ratings were assigned for each indicator as a function of the results of the statistical significance 

tests (chi-square tests). When there was no statistically significant difference, the regions 

received the same score. For example, for the variable “CLSC prenatal courses,” the two regions 

where collaboration is the most active were rated 4 because they both provided the highest health 

care continuity level of the four regions. The region where collaboration is under construction  

was rated 2 since it has a significantly lower level than the previous two and a significantly 

higher level than the region where collaboration is in inertia which was rated 1. 

  

The mother’s mental health is the only indicator for which tests of statistical significance of the 

differences between regions did not allow for the assigning of an integer rating. Only regions 1 

and 2 significantly differed from one another. Regions 3 and 4 were comparable both to Region 1 

and Region 2. As such, we opted to assign a score of 4 to Region 2 and a score of 1 to Region 1. 

Regions 3 and 4 both were rated 2.5. 

 

For the Services and Responsiveness, total sub-ratings were calculated for each dimension. To 

do so, the ratings assigned to each indicator were added up and tests of statistical significance  

were performed on a paired data to see whether the differences between regions were significant. 

Afterwards, sub-ratings were assigned in the same way as the indicator ratings. 

 

The total ratings for the Services and Responsiveness domains were calculated by taking the 

average of the total sub-ratings for each domain’s dimensions. The total rating for Health was 

calculated by taking the average of individual ratings for the domain’s indicators. 
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