
Chapter 5
Co-production in Action: The Case
of an Italian Residential Care Home
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5.1 Introduction

Co-production is an increasing debate within public management. “It goes to the
heart both of effective public service delivery and of the role of public services in
achieving other societal ends—such as social inclusion or citizen engagement”
(Osborne et al. 2012). The recent financial crisis puts emphasises on governments’
needs to find new methods for managing public services (Kickert 2012). After the
focus on New Public Management (NPM) and other waves of reforms and fashion
approaches, co-production is one of the most powerful ways to reach a good
performance of services (for citizens) at a lower cost. In fact, in this way the
organisation or the public authorities could focus on detailed needs of citizens
according to their priorities. At the same time citizens could be their-selves a
resource for the design and the delivery of the service.

Literature confers different meanings to the co-production process, even if this
process is perceived as something external to the delivery of a public service.
Traditionally, the social and, above all, the health care settings consider clients as
passive receivers of the care (Abma and Baur 2014). Furthermore, it appears that an
over-professionalization of care is at work in these contexts. Recently, in the study
of the health and social care domain, some authors, first of all Osborne and
Strokosch (2013), suggest to focus on a relational approach. This approach con-
sists in stimulating the empowerment of service users creating a positive social
environment. As Alford (2009) argues, the intrinsic interaction in this case is
viewed as an ongoing process where the relation is not “one-off”, as in the trans-
actional perspective. The majority of public sectors dealings are ongoing because
there is a deep involvement of mutual personal knowledge, engagement and
interactions among the actors. Similar to Alford (2009), Abma and Baur (2014) say
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that care-ethics starts from a relational view on human beings. Thus, the relational
approach entails the need for connectedness and dialogue, both among users and
between users and service staff.

Based on this approach, Osborne and Strokosch’s (2013) propose a reconcep-
tualisation of the nature of health and social services with the contribution of all the
actors. Actors (e.g., physicians, nurses, managers, families, residents) could be
engaged in the delivery or in the creation of the service, respectively. Actors could
co-produce at the operational or the strategic level. Previously, this perspective was
already adopted by some authors (Bovaird 2007; Carman et al. 2013; Scott and
Baehler 2011), although they labelled these levels differently. For example, Bovaird
(2007) argued that co-production activities could be viewed as logistic and gov-
ernance drivers; or Carman et al. (2013) introduced the direct care perspective and
organisational design-governance together with policy making as a more strategic
perspective. Although the object of analysis is different, both these levels entailed
the interaction and the active participation of actors.

Moreover, in the panorama of contributions referring to factors of co-production
(Abma and Baur 2014; Alford 2014; Bovaird 2007; Bovaird and Loeffler 2012;
Carman et al. 2013; Dunston et al. 2009; Gilardi et al. 2014; Sorrentino et al. 2015;
Verschuere et al. 2012), some authors have proposed a range of motivations,
facilitators, key variables and barriers to co-produce. There are just a few attempts
to systematise these factors by associating each of them with the level of analysis
(Gilardi et al. 2014; Verschuere et al. 2012).

Although the proposed studies take the relational approach and/or the pecu-
liarities of the third sector into consideration, authors still have not clearly shown
how this understanding of the co-production process works in practice. Thus, taking
this broad perspective, the present contribution is the exploration of contingencies
arising from the distinctions occurring when co-production is seen through various
lenses. Specifically, adopting Osborne and Strokosch’s (2013) point of view, the
paper aims, firstly, at tracing out factors related to both the operational and strategic
levels of analysis and, secondly, at identifying intertwined factors that enhance
co-production at both levels.

The resulting framework of analysis has implications both for academics and for
practitioners. Theoretically, it acts firstly as stimulus for enhancing innovative
modalities of services and secondly as a map for integrating different literature and
results. Empirically, the framework could drive managers and consultants to plan
and execute co-production relationships, and policy makers to take the activities
working at operational level into consideration.

Both scholars and practitioners could also benefit from a field exploration of
factors in a 67-bed Italian residential care home involved in an important process of
change. The methods applied to recognize the factors in the case study mostly
follow the relational approach: one formal meeting, frequent informal meetings, the
analysis of documents and familiarity of the context by one of the researchers. The
period of data collection and analysis covers 2 years and a half.
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The remainder of this chapter is organised as follows. Section 5.2 describes the
levels and factors discussed in the co-production literature on health and social care
domain. Section 5.3 provides a description of the case of the residential care home.
Section 5.4 discusses findings and Sect. 5.5 presents the conclusion.

5.2 Co-production in the Social and Health Domain

The concept of ‘co-production’ is taking place more and more in public services,
including new approaches to adult social and long-term care. As described in the
Chap. 1 of the book, we refer to health and social care interpretations of
co-production. In this domain, the concept of co-production is confused with that of
patient engagement. In fact, as Barello et al. (2014) point out, it is difficult to define
patient engagement because authors often use synonyms when describing their
empirical analysis. One of the reasons for the poorly controlled proliferation of
different concepts is that in services the distinction between production and con-
sumption cannot always be separated. In fact, according to Fledderus et al. (2015)
services cannot be produced in a standard way, the service results from the ongoing
interaction between the user and the provider.

As the interaction is a social process, the distinction between consumption and
production as far as time and place are concerned is beyond human control.
Osborne and Strokosch (2013) refer to residential care homes as one of the most
appropriate fields of study in which “direct face-to-face contact between the service
user and the service provider” can be observed. In these settings, co-production
activities appear guided by a relational framework (Abma and Baur 2014).
Participation contributes towards creating a positive social environment in which
care is perceived as a human need and an activity essential to well-being.
Consumers, professionals are all involved together within the service development
process (Dunston et al. 2009). Providers in this sense are not the only insiders of the
process, as in the traditional health care approach. The professional knowledge
required from the doctors, nurses and managers is continuously combined with the
knowledge of the inherent in the patient him/herself. The context, thus, appears
characterized by intense relationships and mutual support between actors of the
health care process.

In this perspective, the distinction between the different phases of engagement
introduced by various authors also appears confused. As Osborne and Strokosch
(2013) suggest with their theoretical framework regarding enhanced co-production,
there are, basically, two different levels of co-production. The operational level
refers to the inseparability of consumption and production activities as pointed out
before. The strategic level is more concerned with the intention to affect the
strategic design of the service. In this way, the public service system could address
users’ needs more effectively in the future.

Thus, the enhanced co-production is based on a relational approach and entails
both operational and strategic understanding. This perspective highlights the ideas
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offered by Bovaird (2007), Carman et al. (2013) and Scott and Baehler (2011).
Bovaird (2007) adopts organisational motivations distinguishing logistical (or
feasibility) drivers from governance drivers. Respectively, the first drivers arise
when some services cannot effectively be delivered and the second drivers respond
to declines in governance capacity at local or national settings. Carman et al. (2013)
examine the patient engagement (patient engagement includes patients, families,
their representatives, and health professionals) as a continuum from consultation to
shared decision-making. Due to the involvement of the actors, the information
flows among the service users, service providers and the system increase along the
entire continuum. This continuum is guaranteed by the engagement, firstly, at the
individual level, secondly, at the organisational design and governance level and,
thirdly, at the policy-making level. At the individual level, namely in direct care,
engagement implies an integration of patients’ values, experiences and expectations
with diagnosis and daily treatments. At the organisational design and governance
level, patients’ values, backgrounds and perspectives are combined with the design
and governance of health and social care organisations. Finally, at the
policy-making level, patients participate in the development and evaluation of
health care policies and planning. Scott and Baehler (2011) mention the distinction
between the responsive and operational levels of public policy. Osborne and
Strokosch (2013) in their theorisation label the two levels introduced by Scott and
Baehler (2011) as operational and strategic domains respectively.

Analysing studies that pay attention to factors of co-production (Abma and Baur
2014; Alford 2014; Bovaird 2007; Bovaird and Loeffler 2012; Carman et al. 2013;
Dunston et al. 2009; Gilardi et al. 2014; Sorrentino et al. 2015; Verschuere et al
2012), some considerations may be outlined.

• First, studies use different names to identify factors that display co-production in
action. These factors refer to actions, processes, structures (Carman et al. 2013)
and intangible aspects. Moreover, they are usually categorized as motivations,
facilitators, key variables and barriers.

• Secondly, the factors described by the various authors have an intrinsic balance
between tangible and intangible elements. For example, in some cases, authors
describe specific actions on the field, while in other cases they mention just trust,
or values and skills.

• Thirdly, the health and social care domain, under the co-production umbrella,
mostly involves in-depth operational level studies or theoretical contributions
about governance processes and actions.

• Fourthly, some factors could work for co-production both at the operational and
strategic level (i.e., intertwined factors). Moreover, these factors are responsible
for enhancing a bilateral construction of co-production processes and activities
at the operational and at the strategic level. Considering the relational approach,
the interactions between users and providers create the ground for innovative
services and decision-making processes. Thus, factors working at both levels
increase co-production activities.
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Some authors, such as Gilardi et al. (2014) and Verschuere et al. (2012) provide
a sort of systematisation of these factors through both levels. In fact, Gilardi et al.
(2014) mention how the collaborative treatment works and show how chronic
patients participate with physicians in decisions about their disease. Moreover, the
study introduces the organisational level, considering how chronic patients’ desires
could affect the re-organisation of the entire health care service. Other authors
consider the identification of core elements that reveal co-production in action.
Verschuere et al. (2012), for example, focus on discovering elements (i.e., key
variables) that make co-production effective. They refer to conditions under which
co-production takes place (Ostrom 1990) and they deepen the analysis by referring
to intra-organisational conditions, such as work processes and types of involved
organisations. With work processes, the authors refer to a radical innovation of the
entire organisational processes. All the processes have to be strategy-oriented and
the clients are the object of attention of each process and activity. The second
condition they mentioned, refers to the debate concerning how types of organisa-
tions (i.e., third sector, public and for-profit organisations) facilitate co-produced
activities. Due to the lack of comparative studies, the debate is still unsolved.

In the light of the above considerations, we show in Table 5.1 firstly, the factors
that work at the operational1 and at the strategic levels of analysis and, secondly,
they identify intertwined factors that enhance co-production at both levels. We are
aware that some factors could contain both operational and strategic aspects.

5.3 The Case of a Residential Care Home

Hereinafter the research process (Sect. 5.3.1), the research context (Sect. 5.3.2) and
then the empirical results concerning the factors of co-production revealed by the
case (Sect. 5.3.3) are described.

5.3.1 Research Process

The results of the majority of studies about co-production originate from either an
in-depth theoretical analysis (Alford 2014; Barello et al. 2014; Bovaird and Loeffler
2012; Dunston et al. 2009; Fledderus et al. 2015; Osborne et al. 2012; Osborne and
Strokosch 2013) or a fieldwork description (Bovaird 2007; Gilardi et al. 2014;
Needham 2008; Sorrentino et al. 2015).

1As this study follows the distinction introduced by Osborne and Strokosch (2013), we aggregate
both individual and collective factors at operational level. Consequently, we partially follow the
categories introduced by previous studies (Gilardi et al. 2014; Sorrentino et al. 2015; Bracci and
Chow 2016, Chap. 4 of this book).
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In view of the purpose of this paper, we chose to conduct the case study analysis
through a qualitative inquiry method. The research was conducted in a small res-
idential care home for the elderly (67 beds) in northern Italy. The majority of
residents have physical disabilities but they do not have mental illness. As Osborne
and Strokosch (2013) suggest, a residential care home is an appropriate example for
exploring co-production activities through a relational approach. Furthermore,
Burns et al. (2012) point out that the experiences of the elderly in care homes
remain an under-researched area.

Concerning the methods of inquiry, the researchers based their analysis on
documents, informal meetings, observations and interviews. Data were collected
from December 2012 to May 2015. This process was facilitated by the fact that one
researcher has a relative among the residents. In fact, she/he was able to collect data
during informal conversations (i.e., meetings with his/her relative, the relatives of
other residents, the service staff and local government citizens informed of the
residential care home facts) and through observations.

Simultaneously, all the researchers collected documents about the setting and, in
particular, about the organisational change under way, the strategic projects for the
future of the residential structure and the new managers, and on the relationships
between the residential care home and the local government. This process was
driven by some information collected during a formal meeting with the President of
the residential care home.

Since the collected storylines follow different points of view (i.e., users’ view,
providers’ view and citizens’ view), triangulation activities were extremely
important throughout the entire process of inquiry. Triangulation has been generally
considered a process of using multiple perceptions to clarify meaning, verifying the
repeatability of an observation or interpretation (Denzin 1970). In fact, through
triangulation of notes taken during informal meetings and of documents, we clar-
ified the various meaning given to terms and concepts by identifying the different
ways the process of change and activities are seen. Thus, the co-production char-
acteristics of the health and social care service emerge from the case.

5.3.2 Research Context

The residential care home investigated is located in a municipality in northern Italy.
The residential care home was founded thirty years ago and although it has been a
private foundation since 2003, it pursues public goals and receives public funds
from the local and regional government. The transformation into a private foun-
dation is the result of a national and regional welfare reform in the third sector
launched in 2003. Governance relationships with the local government are well
established. The mayor of the municipality in which the residential care home is
located nominates both the president and the board of directors. This fact guarantees
that the residential care home is at the service of the local government citizens who
pay lower fees than neighbouring local government citizens do. Furthermore, the
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mayor could, for example, pass an ordinance to admit a citizen to the residential
care home at the local government’s own expense. The residential care home cannot
refuse this ordinance.

For three years, this context has undergone profound changes regarding the
management of all the processes. In July 2012, the mayor nominated both the
president and the board of directors. This fact stimulated an important organisa-
tional change of the residential care home. As a consequence of this change, the
chief medical officer and the supervisor changed as well. For 25 years, all the
services were provided by a cooperative that has its own nurses, social assistants,
health workers and other service staff. The contract with this cooperative ended in
January 2013. Subsequently, the new president and the new chief medical officer
worked with this cooperative only for 6 months.

During that period, given the change in the legislation and the non-compliance
of the structure in terms of quality-safety standards, the president and the chief
medical officer intensified their relations with the service staff in order to have a
better understanding of the existing organization. If, on the one hand, the change led
to improvements in the conditions of the residents, on the other hand, at that time,
the initiatives appeared “not to be in favour of the residents”, but rather in favour of
a general rationalization of operating costs.

After a few months, due to the rationing of leisure activities, the reduction of
time that residents stayed out of bed and the change of the care treatments, the
residents became unhappy. During that time, guests and families were obviously
upset and the president and members of the board of directors understood that the
changes had led to a deterioration in the quality of care. Thus, in January 2013, the
chief medical officer resigned and the contract with the cooperative expired. Since
February 2013, a new cooperative has taken over, while in May a new chief
medical officer was appointed. He is a geriatrician and is currently working in the
organisation.

The centrality of residents’ needs has been the general philosophy of the
cooperative since its origins. After the first years of activity, the cooperative focused
on health and social care services gaining experience in the management of resi-
dential care homes. In 2013, the cooperative had 360 workers with a turnover of
approx. 10 million euro. The staff provides a complete service for the residents (i.e.,
health and social services, catering, laundry services, etc.).

Although the cooperative intended to improve the service to the residents, in
April 2013, the families complained about a deep sense of confusion. In fact, low
levels of assistance and the new activities did not find the residents’ nor the rela-
tives’ approval. Family members complained profusely for about a month and a
general state of dissatisfaction was evident (both inside and outside the residential
care home). Some relatives complained directly to the president especially in cases
where health care was considered as insufficient. The president, therefore, decided
to convene a meeting to explain the changes that were occurring and to introduce
the cooperative. This episode put the patients at the centre of the delivery of care.

From February 2013 to date, the main organisational changes affecting the
establishment of a process of co-production have been:
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• The re-organization of processes and activities that directly or indirectly
involves the patients;

• The introduction of a physiatrist to support two physiotherapists already present
in the home;

• The employment of an additional doctor to increase health care coverage.
During the leisure activities this doctor wears a white coat to give a greater sense
of security to the patients;

• The opportunity to discuss the care process with the chief medical officer who
receives family members half an hour a day, 3 days a week;

• The introduction of a nursing manager, who coordinates the professional staff of
the structure, is the referent in case of health issues with physicians and who
provides information on the patients’ health to the staff at the change of shift.
Furthermore, the nursing manager is the person to whom all internal depart-
ments refer and also acts as the interface with family members for every need
and request;

• The inclusion of a psychologist for the patients as well as for family members;
• The opportunity for a primary care physician in the town to visit the home

whenever she/he wants. The doctor is very well known and well-liked by the
people;

• The increase in the hours of leisure activities (from 20 h to 30 h/week);
• The establishment of an intranet system to share patients’ documents.

From a cost point of view, these improvements in the management of the ser-
vices led to an increase in fees in January 2014 and September 2014. In addition,
since June 2014, the residential agreement was modified to include a fee for new
entrants to cover the laundry service. After that, the president formally reassured the
family members that there would be no further increases in the residential fees.

5.3.3 Empirical Results Regarding Co-production

The origin of the co-production process was the meeting held in April 2013 by the
president of the residential care home. In particular, the meeting was an opportunity
for both residents and relatives to highlight their dissatisfaction about actions
introduced and that the new management wanted to introduce. The president of the
residential care home and the head manager of the cooperative explained the rea-
sons for any activities that were contested, collecting suggestions about how the
care service could be possibly improved. On that occasion, the president suggested
that a permanent committee was set up for relatives in order to allow them to
participate actively in the production and delivery of the service.

During the meeting, at the end of the various speeches, the president and the
manager of the cooperative discussed many points with the families in detail. After
this time, the relatives perceived a real openness on the part of both the president
and the cooperative staff. The day after the meeting, the president set up a box for
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anonymous complaints, especially from relatives who did not want to express
publicly their disapproval of certain initiatives. In general, the president is very
aware of the relatives’ points of view. Probably, the fact that he and one of members
of the board of directors have a relative amongst the residents should not be
overlooked.

The requests made by the relatives at the meeting were all taken into account.
Thus, there was an increase in the time devoted to leisure activities (and to those
initiatives, which are explained below as examples of co-production), changes were
made in the lunch and dinner times, as well as in the scheduling of the patients’
daily hygiene. Furthermore, the patients were once again allowed to access the
living room after dinner and the proposal to set visiting hours for relatives was
abolished. Family members can visit the residential home 24 h/day.

This first episode stimulated several activities, related in particular to treatment
of patients and pain management, entertainment (through group activities),
well-being and delivery of quality services. Concerning treatment and pain man-
agement, each patient has an Individualized Plan of Treatment (IPT), which is
discussed in a meeting with his/her relatives every 6 months. This meeting is
attended by the medical director, the psychologist, the physiotherapist, the leisure
activity staff, the nurse, the patient’s own nurses, the social assistants, the health
workers and other service staff involved with the daily care, the patients and their
relatives. In these meetings, relatives can request clarifications about the treatment,
as well as provide suggestions to enhance patients’ well-being. These circumstances
also promote a greater dialogue between the professionals, discussing courses of
treatment, as well as specific situations regarding each patient. Of course, the
physicians are always available to meet the patients and their relatives to talk about
any change in therapy.

Many other activities refer to leisure time, such as handcrafts for Easter,
Christmas dinner, the narration of the patients’ life on his/her birthday, the creation
of vegetable gardens and the setting up of workgroups for ad hoc situations. These
activities are coherent with well-established patterns of residents’ well-being and
health care, but each of them is characterized by a wider involvement of the patient
in the design, planning and realization of the events. The design of the event is
based on residents’ experience, with an active role in the delivery of the service.
Moreover, the majority of activities are organized with the involvement and par-
ticipation of family members, as well as volunteers. Every day the volunteers
deliver snacks to the patients and they help the staff to take patients to the living
room on the ground floor.

During the Christmas period, for example, the patients are involved in the
preparation of the Christmas dinner. Some patients provide their recipes to prepare
the menu. Others are involved in handicrafts for the creation of the dishes (using a
vegetable peeler), while others prepare various centrepieces for the table and dec-
orations. Some volunteers and any family members available are involved in
preparing the tables and decorations. A similar situation occurs during the monthly
birthday party. The service staff chooses a couple of residents to tell their life story
during the event. This moment requires quite a long preparation beforehand. During
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the days prior to the party, the service staff interact with the residents for the
purpose of finding out about their lives, preparing what they will say at the party
and how they will tell their story (i.e., with music, a movie, etc.). Moreover, since
2014, some patients have been involved in the process of preparing and attending to
a vegetable garden near the residential care home. They choose themselves what
kind of vegetables to plant, at which time, etc. Furthermore, the staff organises
many leisure meetings with the involvement of volunteers and family members
(i.e., a concert in the square of the town, bingo, harvest festivals, harvest-peeling
and cleaning corn on the cob, cherry picking). Furthermore, in 2015, a psychologist
and a staff assistant designed a patient team to participate in 10–12 meetings. This
could be considered as an active way to share ideas between patients and service
staff. Selected patients were asked to retrace their memories chronologically and
present them with drawings or by cutting pictures from magazines. The psychol-
ogist did not interface family members, but the project allowed the professionals to
build a more detailed patient profile about his/her habits, his/her experiences and the
memories that affect the psychological condition positively and negatively.

Furthermore, the changes in the care delivery process has had an important
impact on the participation of patients and their relatives in improving the quality of
services. First of all, the new services and the wide availability of the service staff to
co-produce the delivery of care with residents and relatives are described in the new
service charter. Given the physical and mental conditions of the residents, the
relatives played an essential and strategic role in this process of revision by
expressing the residents’ points of view, their desires and their expectations.

Therefore, thanks to the active role played by the relatives, the president and the
manager of the cooperative compared the quality of service provided with the
residents’ needs. They planned an improved service delivery together with the
relatives. In this way, as described above, a general increase in the quality of care
has been achieved, in both the health and social care dimensions. More specifically,
over the last two years there has been an increase in the number of minutes devoted
per week to residents’ care (from 600 to 901 min/week).

Moreover, through the relatives, the voice of the residents urged the board of
directors of the residential care home to endorse the construction of a clinic for both
residents and outpatients. In this way, residents have specialist care close to the
residential care home and at lower costs. Furthermore, the fees of the residential
care home remain unchanged thanks to the revenue from the outpatients.

The president is a key factor in this story. In fact, he is involved in a variety of
internal and external initiatives that affect the service delivery inside, and promote a
different way of considering the users’ voices outside the residential care home. The
president coordinates a round table with the other presidents of nearby residential
care homes. During these meetings, the president describes the service delivery in
his organisation and promotes a common understanding of the service management
among the presidents of the other residential care homes around the table.

The president also participates in regional meetings where political groups
represent a variety of territorial residential care homes. In this context, he promotes
increased activity on the part of each political group to create circumstances in
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which residential care homes can show their experiences, discuss their problems
about regional funds and norms and promote themselves as service innovators.

Finally, the president attended a specific master’s course at university designed
for residential care home managers. Academics organise this course combining
frontal lectures with intensive empirical sessions in which each participant describes
the processes and the activities run at their residential care homes. The president
exploits these moments to reveal the users’ points of view of service delivery.
Moreover, he provides some examples of how the active involvement of patients
and their relatives improves the quality of his residents’ care.

5.4 The Framework Based on Factors of Co-production:
The Links Between Theory and Practice

The case study could be interpreted through the relational approach described by
Osborne and Strokosch (2013). According to the aim of the paper, at the operational
and strategic levels, some factors may be identified that, empirically, imply the
direct care and the organisational design and governance of the examined resi-
dential care. Figure 5.1 summarises these aspects.

Starting from the operational level, several activities in the case study refer to the
residents’ satisfaction (Abma and Baur 2014). Firstly, the co-produced treatment. As
pointed out in previous studies (Carman et al. 2013), patients and their relatives are
continuously involved with the service staff in the definition of diagnosis and in the
search for the best treatment. In particular, residents and relatives have many informal
possibilities to discuss their points of view about the care and health situation with the
various residential figures. Doctors are available during their time at the residential
care home in addition to meetings held three times a week. Furthermore, during the
IPT meetings, the actors usually have an intense discussion about all the activities the
residents are involved in. As Carman et al. (2013) argue, these circumstances increase
the patients’ knowledge about their own attitudes, their beliefs and previous expe-
riences with the healthcare system. Moreover, as Abma and Baur (2014) emphasise,
the recognition and the mutual understanding of underlying values are factors that
promote co-produced activities at operational level. During the meetings with rela-
tives, which in the case study is labelled as the first co-production episode, the process
of establishment of a mutual understanding is evident.

Secondly, the quality of the health service regarding pain management (in-
creasing the availability of doctors and service staff) and resident independence
facilitation (availability of physiotherapists) increases. As the residents’ perceptions
of the quality of the health service were low, the new management introduced new
services and practices through which patients and their relatives feel they share the
responsibility for the treatment (Gilardi et al. 2014). In two cases, relatives reported
that they decided on the physical treatments directly with one of the physiothera-
pists. In one case, a resident increased the frequency of gym activities thanks to the
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collaboration of a physiotherapist and a relative. These new practices allow any
party of the process to acknowledge the others (patients, families, doctors and all
the residential home care staff) as a partner in creating a “well-being alliance”
(Abma and Baur 2014; Gilardi et al. 2014).

Thirdly, the co-production activities allow access to a wide variety of group
leisure activities. According to Abma and Baur (2014), storytelling, activities and
events facilitate meaningful and appropriate social relationships, enforcing patients’
attitudes (Carman et al. 2013; Gilardi et al. 2014), feelings and satisfaction among
residents and their families (Abma and Baur 2014). Of particular importance is that
the family is encouraged to maintain its involvement in the resident’s life, given the
emphasis placed on family contacts as a source of joy. Narration (Abma and Baur
2014) of the patients’ life during the birthday parties is another factor that shows an
intensive service co-production.

Treatment

Pain management and 
resident independence 
facilitation

Group activities

Sense of safety and security

Positive social environment

Revision of the service 
charter

General increase in the 
quality of care

Endorsement of the 
construction of outpatients’ 
clinics

Factors at Operational level Factors at Strategic level

The president and one of the members of the board of directors are both consumer 
and provider of the service. 
The member of the board of directors is a member of the mayor’s political party. 
The president and one of the members of the board of directors have frequent 
discussions with the mayor and people on the local government administration. 
The president suggested setting up a committee in order to participate formally in 
the decision-making.
The majority of activities implies the presence of many factors, i.e. trust, risk-
taking attitude, openness, facilitator and a sense of group affiliation and belonging.
The president’s participation on regional boards and in academic contexts. 
The mayor nominates both the president and the board of directors.

Intertwined factors working at both levels

Fig. 5.1 Factors from the empirical evidence
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Fourthly, some activities increase a sense of safety and security, enhancing the
patients’ peace of mind. The opportunity to meet the doctors increases the residents’
sense of serenity and well-being. Some residents mentioned it specifically, while
others just smile more than before.

Finally, although the physical environment is important, a positive social
environment is vital. As well as receiving good care from them, residents appear to
need to develop a positive relationship with staff members, and to feel that the staff
is available to them when needed.

Further, researchers identify both organisational and local policy-making factors
working at strategic level. As Osborne and Strokosch (2013) point out, the strategic
level shows the participation of users in the design and planning of the services.

The first factor works at the organisational level. As described in the case study,
the residential care home policy and the reorganization of the services have been
introduced in the service charter, putting the focus on co-production activities. The
meetings with the relatives allowed both the president and the manager of the
cooperative to change their point of view about the quality and the service delivery.
In this way, the participation of the relatives drives the organisational change in the
residential home (Gilardi et al. 2014).

Even the second element works at the organisational level, referring to the
general increase of the quality of care in both health and well-being aspects. As
described before, the first meeting between the president and the relatives was
crucial for increasing a common understanding of the quality of residential care.
Families clearly expressed the importance of increasing the amount of time per day
in which the residential staff interact with each resident. The real increase in the care
provided affects the entire delivery of the service and the residential care home
policies (Carman et al. 2013). Regarding the change of organisational policies and
the entire organisational process, Carman et al. (2013) describe other specific
factors. Empirically, similar factors refer to the re-arrangement of the personnel
management, the increase of space dedicated to health and care provision with the
hiring of four physicians, the increased awareness of costs and managerial aspects
(e.g., the introduction of a nurse manager and a controller) and the open door policy
for relatives. As in Carman et al.’s (2013) field of study, the patients’ electronic
health records are available on the residential care home intranet.

Contrary to the previous factors described so far, others work at the local
policy-making level. The local government contributes towards the payment of the
increased costs by endorsing the construction of outpatient clinics for both residents
and non-residents. The outpatient clinics opened in May 2015. Thanks to the
income of the outpatient clinics, the mayor and the president will keep residential
rates at the current level. During both the meetings, many families expressed the
impossibility to pay additional rates. Keeping in mind these problems, the mayor
favoured the construction of these additional care facilities adding this project to his
mandate. Thus, the researchers identify this element as evidence of the change of
policy at the local government level.

All these co-produced activities show intertwined factors that enhance
co-production at operative and strategic level. Indeed, according to the relational
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approach offered by Carman et al. (2013), activities that increase engagement at the
policy-making level may intensify engagement or improve outcomes at the levels of
direct care or organizational design and governance and vice versa.

In the case study, the researchers identify the innovative process of change and
the values forwarded by the cooperative as an intertwined factor (Dunston et al.
2009). Additionally, an important factor that links improvements at both levels is
the fact that the president of the residential care home and one of the members of
the board of directors are both consumer and provider of the service. Furthermore, a
member of the board of directors belongs to the same political party as the mayor.
Both the president and this member have frequent discussions with the mayor and
people on the local government administration. Both these statements are similar to
what Bovaird and Loeffler (2012) refer to as overcoming the political and profes-
sional reluctance to lose status and control.

Subsequently, another important factor could reflect Bovaird and Loeffler’s
(2012) suggestion to develop the capacity of users and local communities. The
circumstance refers to when the president of the residential care home suggested to
the residents’ families to set up a committee. The families’ committee has not been
established yet because the relatives already feel they are engaged in the
decision-making.

In general, all the meetings organized by the president could be interpreted as an
attempt to develop a sense of co-produced service and of group affiliation and
belonging (Alford 2014). Furthermore, the presence of trust (Bovaird 2007; Abma
and Baur 2014; Fledderus et al. 2015; Needham 2008; Verschuere et al. 2012),
risk-taking (Bovaird 2007; Bovaird and Loeffler 2012), openness (Abma and Baur
2014), facilitator (Abma and Baur 2014; Alford 2014) and a sense of group affil-
iation and belonging (Alford 2014) are intertwined factors observed in the majority
of activities described.

The central role of the president and his presence on important boards are related
to the process of generating evidence of value for people (Bovaird and Loeffler
2012). Finally, a less perceived factor empirically is that the mayor nominates both
the president and the board of directors and this aspect guarantees an intrinsic
coordination between the operational and strategic level.

5.5 Final Remarks and Agenda for Future Research

The adoption of a co-produced perspective in the health and social care domain
strengthens the focus on process analysis. The peculiarity of this field of study is the
intrinsic interaction among the actors involved in the delivery and creation of
services. The authors describe this characteristic as the relational approach in which
actors could co-produce at “operational” and “strategic” level. This is the first
recommendation of the chapter.

Following the Osborne and Strokosch (2013) approach, the researchers offer a
systematisation of factors working at both the operational and strategic levels.
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Subsequently, they show how some factors work at both levels providing a clear
link between the two levels. Researchers label these factors as intertwined factors.
Although the authors map a few studies that associate factors with the level of
analysis, none of them theorise intertwined factors. For this reason, this is the aim of
the present study. The framework depicted in Table 5.1 is the second recommen-
dation of the chapter.

As Osborne and Strokosch (2013) theoretically assume, the integration of
co-production at both the operational and strategic levels transforms service
delivery and co-creates new public services. This is the case of the services (for
residents and citizens) provided by the outpatients’ clinics. The multitude of
co-production activities working at operational and strategic levels gives rise to the
delivery of the most needed healthcare services. Thus, the third recommendation of
the chapter refers to what Osborne and Strokosch (2013, p. S31) called the “po-
tential for transformational change in public services”.

Scholars could benefit from these theoretically and empirically based recom-
mendations to nurture further ideas and investigations. Practitioners (i.e., public
managers and consultants) could develop their understanding about co-production
through the examples of factors working at operational and strategic level. In
particular, the integration between service management and public management
perspectives drives practitioners in the field to promote a co-production agenda. In
political contexts where policy makers are not strong promoters of citizens’
involvement, as in Italy, the framework provides the levers for the design and
implementation of innovative co-produced public services.
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