CASE DATABASE
Purpose of database
This database provides a collective repository for collaborative governance case studies from around
the world. The mission of the repository is to foster rich but systematic medium and large-N analysis of
the conditions, processes, and outcomes of collaborative governance. Researchers who contribute a case

to the database may use the entire dataset for their own research purposes. Moreover, contributed cases
will be cited by other researchers in their analyses.

Key definitions and scope conditions

e All types of collaborative governance cases from all policy domains are welcome: Cases may involve
only government entities, only non-government entities, or a mix of the two. Cases may represent
successes or failures or something in between.

e Definition of collaboration: When two or more actors aim to constructively manage their differences in
order to produce joint solutions to common challenges.

¢ Definition of governance: The arrangements and processes through which interdependent but
operationally autonomous actors aim to formulate and achieve common goals through collective
decision making.

¢ Definition of collaborative governance: A collective decision-making process based on more or less
institutionalized interactions between two or more actors that aims to establish common ground for joint
problem solving and value creation.

e Definition of a case: A set of actors collaborating on a shared issue over a specified time period within a
given geographical space. The database allows contributors to chart the evolution of a collaboration over
time. However, if the set of actors, the focal issue, or the geographical scope change drastically, the data
may also be entered as separate but related cases.

Instructions to contributors

The survey consists of eight thematic sections, each starting with a series of closed questions and ending
with an open text question that allows you to add your qualitative insights. Please provide as much information
as you feel confident in providing on the basis of your knowledge of the case.. You can select ‘Don’t Know’ if
you do not have the answer. A confidence measure at the end of each section asks you to make a self-
assessment of your level of confidence in the validity and reliability of the data you have entered. The survey
takes about four hours to complete one case.

Before your survey is accepted into the database, a peer researcher will review your case description to make
sure it is clear and consistent. You will also be asked to check at least one case submitted by a fellow
contributor. Please contact the database editors at s.c.douglas@uu.nl to discuss any queries you may have
about the database and about potential case contributions.

Content of survey
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1. General case information

1. Please provide a unique name for the case you are describing.
Foodborne disease outbreak in Germany

2. Please provide your name, institutional affiliation, and email address.
Case author(s) Olivier Berthod

Institution / University Jacobs University Bremen
Email address first author 0.berthod@iacobs-university.de

3. Please specify the start and termination date of this collaboration.
Start of collaboration End of collaboration
May 2011 July 2011

4. Please specify the period of the collaboration covered by your research data. Note: This is not
about when you collected the data, but what period your data covers.
Start of period observed End of period observed
May 2011 December 2011

5. Please specify the type of data collection methods you used.

Methods Used
Documents o
Interviews O
Observations Social O
network data

Surveys

Other, namely:

6. Please provide up to three weblinks to published reports, articles, or books that document this
case (e.g. a peer-reviewed article or an evaluation report).

https://www.bvl.bund.de/EN/01_Food/_01_tasks/08_crisis_management/01_EHEC/EHEC_node.html
https://link.springer.com/article/10.1007/BF03396912

7. At which jurisdictional level did the collaboration occur? Choose more than one if necessary.

Level of collaboration Start of period Middle of period End of period
observed observed observed
Local o O 0
Regional o o
National o o
International (across borders) o
0

Supranational (UN, EU, etc.)
Multi-level (collaboration between levels)

8. In which country or region was the case situated? Pick more than one if necessary
Europe Select Germany France Select



2. Main case characteristics

9. What was the policy domain of the case? Choose more than one if required.

[-]Agriculture LI1Environment & Climate [1Social/Employment Policy
[ICulture/Leisure OlInfrastructure & Planning [JTechnology & Transport
-]Economy & Trade [-1Public Health Other, namely Food.......
[1Education [JSecurity & Public Safety

10. To what extent was the collaboration driven by any of the following ambitions? (1 = not at all an
ambition, 5 = this was the core ambition)
Ambitions of collaboration Start of period Middle of period End of period Don’t
observed observed observed know
1 2 3 45 1 2 3 45 1 2 3 45

oo et e o O OO0 OOEOO OOO0E]
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Hiftorent sonstitente. - PPertamene MO OO0 OO00
e eonte ey 1000 OOOOR OOOO
e s akenodars "M OOOOR OO0 ROOOO
S OOO000 00000 Ooood

11. To what extent did the collaboration aim to include any of the following forms of collaborative
governance? (1 = not at all an aim, 5 = this was the core aim)
Purpose of collaboration Start of period Middle of period End of period Don’t
observed observed observed know
1 2 3 45 1 2 3 45 1 2 3 45

policies, senvices,or requiation. L1100 MOO0O0 OOORO O
policies, services, o requiation - JO1E OOOOF OOC00 O
dlver senvices, o rovide reguiaton 11111 OOOOE OOOEO O
evaluate mpact of polides, senises, or L1010 OOOEO OOOEO O

regulation

OO0 d




12. How confident do you feel the answers you provided to the questions in this section are valid,
reliable, and rooted in data and observation?

Hiahly confident

13. Please describe in max. 600 words the (a) societal challenges and organizational issues the
collaboration sought to address, (b) the stated ambitions and desired outputs and outcomes, (c)
how these challenges, issues and ambitions evolved during the period observed.

EHEC is a common bacterium in the intestines of warm-blooded animals. Most strains are
benevolent. But some can cause severe food poisoning to humans, sometimes accompanied by
hemolytic-uremic syndrome (HUS), leading to anemia and kidney failure. About 800 EHEC
infections are reported to the health authorities in Germany yearly.

Between May and July 2011, a novel strain affected a total of 3,842 patients in the north of
Germany alone (2,987 infected with EHEC and 855 with HUS), causing 53 fatalities. On May 8,
2011, the first patient was officially diagnosed with HUS and with what is now known as the
EHEC strain O104. The outbreak spread exponentially. From May 8 on, 10 to 18 new cases per
day were registered. From May 19 on, authorities were registering about 140 new EHEC and 60
HUS infections daily. The numbers were stunning. In the intensive care units, it soon became
clear that the usual treatments did not affect the new bacterium. In the regions affected, the
hospitals quickly ran out of bed capacity, personnel and equipment. The number of patients with
both EHEC and HUS reaching its climax on May 21 and 22.

In early June 2011, experts from the BfR (risk assessment authorities), the BVL (consumer
protection authorities), the RKI (medical authorities, the local states and the European Food
Safety Authority (EFSA) convened a Task Force to contain and fight the outbreak. This
collaboration emerged on an ad hoc basis. The overall aim of the Task Force was to identify the
food source, the new strain (and related therapy), and to develop recommendations regarding
future risks.

The first phase of the work in this task force was mostly technical and data driven and
contributed greatly to contain the spread. The focus therefore went from the original goals
towards a more political discussion regarding the lack of coordination between local, states and
federal levels, as well as a lack of coordination between functions in the organization of the
State. The work of the taskforce became the object of a best-practice scrutiny and moved
towards becoming a piece of regulation involving the governments of all 16 states of Germany.



3. Starting conditions

14. To what extent did the configuration of actors that made up the core of the collaborative process
have a pre-history of mutual engagement? (1 = Very little history, 5 = Very extensive history)
Score Don’t know
1 2 3 4 5

O OO0 O

15. To what extent was there trust between core participants at the start of the collaboration? (1 =
Very low trust 5 = Very high trust)
Score Don’t know
0000 O
16. How was the collaboration first initiated? Please select one option.
Self-initiated by participants

17. To what extent did the participants have more or less equal levels of resources, (e.g. knowledge,
influence, skills) to bring to the collaborative process? (1 = Highly unequal, 5 = Highly equal)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

N Ny % o N

18. To what extent were there incentives to collaborate for the participants, e.g. financial gain or
increased influence? (1 = Very little incentives, 5 = Very strong incentives)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

N I s e ) s I I Y I I B O

19. To what extent did the participants feel mutually dependent on each other for fulfilling their
ambitions? (1 = Very low sense of interdependence, 5 = Very high sense of interdependence)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2

D000 O0D0D0 00000 E O

20. How confident do you feel the answers you provided to the questions in this section are valid,
reliable, and rooted in data and observation?

Hiahly confident



21. Please describe in max. 600 words the (a) the prehistory and past interactions of participants, (b)
how the collaboration was initiated, (c) the sense of interdependence between participants and
the incentives to collaborate, (d) any significant changes over time in the period observed.

At the regional level, each of thel6 German federal states has agencies that deal with the same
issues as the federal ministries. Federal agencies only serve as facilitators of coordination and
have no mandate to deal and interfere with regional affairs. They are, however, the coordinating
platform for data and information that concerns more than one state. Hence, there is very little
collaboration on the regional level. What is more, medical services and consumer protection
services were not used to work jointly. Consequently, all participants first relied on their own
procedures forwarding data and samples to the state and federal authorities, thereby provoking
important delays in crisis response (for example, medical doctors to the local and state health
authorities used to fax the notification requirement for people infected by EHEC. It could take up
to two weeks for this data to reach the federal level). Similarly, the hospitals involved reported on
the fastidious nature of equipment and personnel exchange in normal times. Medical
practitioners at this level, however, could rely on newsletters and mailing lists to channel their
problems and demands beside the formal procedures.

Against the backdrop of the crisis, all participants quickly became strongly aware of their
interdependence, because each needed information they did not have about fields they did not
know. Risk assessment, food safety and medical authorities did not build on a history of
collaboration, and never had faced such an urgent situation. A case in point: food safety was
using different data formats than the medical authorities, rendering cross analysis impossible.
What is more, the blatant uncertainty in the first weeks, aggravated by intense media scrutiny,
pushed politicians and executive officials to issue statements they would withdraw later on. In
particular, health authorities in the city-state of Hamburg claimed the source might be organic
cucumbers from Spain. This information turned out to be wrong, but was enough at that point in
time for the German authorities to warn against consuming this product. This announcement had
repercussions in the whole European market and beyond - some countries even banned
cucumber imports temporarily.

The setting up of a taskforce helped the authorities to coordinate information in and out and to
reduce the reigning cacophony. Despite the ad-hoc nature of the collaboration across authorities,
trust emerged nonetheless based on expertise and data needs, and driven by the urgency to act.
In retrospect, the taskforce also contributed to shift the media attention onto a single, clearly
identified team of actors imbued with technical legitimacy. Similarly, the work performed in such
proximity to each other helped creating new data formats to cross analyze data collected by
various authorities, in this case on food traceability and epidemiology. A respondent claimed that
the culture seemed to have changed after that. That members of the authorities involved were
more likely to use the phone and talk directly than to rely only on the administrative channels.



4. Institutional design

22. How many (institutional/group) actors were involved in the collaborative process?
Start of period observed Middle of period observed End of period observed Don’t know

16-20 16-20 20+ []

23. What different types of actors took part in the collaboration. Please select the backgrounds of
the different participants.

Background of participants Start of period Middle of period End of period Don’t
observed observed observed know
Political organizations / politicians ] O | O
Public organizations / civil servants ] 2] 2] ]
Private, for-profit organizations O o] | |
Private, non-profit organizations ] [ [l 5]
Citizens / informal citizen groups Il [c] O O

24. To what extent were the procedural ground rules for the collaboration clearly explicated by and
for the participants? (1 = Very little articulation of ground rules, 5 = Very detailed articulation)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
o OO OO OOO20OT MNDOOOOOICMO O
25. To what extent were the procedural ground rules observed and applied? (1 = Very rarely applied,
5 = Almost always applied ground rules)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

OO0 000000 T-EDOOdODQOIR O

26. To what extent was the collaboration inclusive? (1 = Very few of the relevant and affected actors
included, 5 = Almost all of the relevant and affected actors included)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O O O OO0 0O 0O00MO3d0O O
27. To what extent were the decision-making processes in the key collaborative forums

transparent? (1 = Rarely clear to participants how decisions were taken, 5 = Almost always clear)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
[ s e I R [
28. How confident do you feel the answers you provided to the questions in this section are valid,

reliable, and rooted in data and observation?
Mostly confident



29. Please describe in max 600 words (a) the ground rules of the collaboration, (b) the inclusiveness
of the collaborative forum(s), (c) the transparency of decision making within the collaborative
forum(s), (d) any significant changes in the institutional architecture of collaboration over time

This instance of collaboration was triggered spontaneously, without clear mandate to do so, in
order to find a solution to a sudden and critical event. Against this background, collaborating was,
as such, an innovation. Ground rules of collaboration were, to the best of my knowledge not clearly
defined beyond clear assignments based on each participant's mandates, jurisdiction and skills.
The taskforce would gather in meetings during which tasks and priorities were discussed. All in all,
the process seemed to be particularly deferent to expertise, a typical characteristic of systems that
strive for high reliability. The taskforce, however, performed the role of coordinator, not least of
data, and fed back their results and further inquiries to agencies at the state levels. In particular,
With the help of the EFSA, they developed software that would help computing the multiple data
format at hand. | have no data to report on the concrete decision-making processes and received
mixed information from participants, each trying to pull the leadership onto themselves, in
retrospect. Overtime, however, it seems that the taskforce developed processes that were effective
enough for all participants to fulfill their share and collectively contain and manage the crisis.



5. Leadership

30. Characterize the locus of leadership roles in the collaborative process
Locus of leadership Start of period Middle of period  End of period Don’t
observed observed observed know
One lead actor
A few lead actors O O O
Shared collective among all actors

31. What were the backgrounds of those exercising leadership? Choose more than one if
necessary.
Background of participants Start of period Middle of period End of period Don’t
observed observed observed know

Political organizations / politicians

Public organizations / civil servants o o O
Private, for-profit organizations

Private non-profit organizations

Citizens / informal citizen groups

32. To what extent was the leadership effective in convening / bringing together the relevant and
affected actors (1 = Highly ineffective, 5 = Highly effective)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

AN e I I 6 Y B B

33. To what extent was the leadership effective in guarding the focus and integrity of the
collaborative process intended in this case? (1 = Highly ineffective, 5 = Highly effective)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4

OmoOooO0o0o0eEoO0Do0DoO000E 0O

34. To what extent was the leadership effective in resolving or mitigating conflicts between actors?
(1 = Highly ineffective, 5 = Highly effective)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O OO 0000000200000 @
35. To what extent was the leadership effective in creating and realizing concrete opportunities for
creative problem-solving resolving? (1 = Highly ineffective, 5 = Highly effective)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

O &g d0dddobbifbddifbdd Mo O

36. How confident do you feel the answers you provided to the questions in this section are valid,
reliable, and rooted in data and observation?
Mostly confident



37. Please describe in max. 600 words the (a) the form and style of leadership within the
collaboration, (b) the dynamics and impact of leadership on the collaborative process
(c) changes in the leadership dynamics in the period observed.

Leadership was centralized around three central, federal level agencies. In the task force as such,
the three agencies seem to have worked along the mode of shared governance. As federal
agencies, however, their job was solely to recommend actions and provide information to the local
authorities and respective state governments, not to enforce these suggestions.

The three central lead organizations quite naturally enforced their position through the expertise
and data they possessed. This centralized leadership remained unchallenged during the
collaboration and was instrumental in running all necessary analysis, including developing a set of
technical tools (software and data formats), under extreme time pressure.

Towards the end, however, voices emerged to criticize the distant approach of federal agencies,
who would drop the pen Friday afternoon, unconcerned with the operational consequences of the
work at the local level. Upon termination of the crisis, the central agencies remained vocal in the
press to maintain the momentum and institutionalize the taskforce as instrument for crisis
management.

10



6. Collaborative process

38. To what extent did the participants engage in face-to-face dialogue through holding regular
meetings with good attendance? (1 = Very infrequently, 5 = Very frequently)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O OO & 0O0O0083-O3O000 O
39. To what extent was the collaborative process concentrated in a single forum/arena/group? (1 =
Very low concentration; 5 = Very high centralization in a single forum/arena/group)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O O 0O4diHbobOfdodondgr-MOndOanddIE O
40. To what extent did the participants in the collaborative process invest in joint fact finding? (1 =
Very little investment, 5 = Very high investment)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O O oodidiobOn0daodi-r.-NOd>nO°no-d 0O
41. To what extent did the participants in the collaborative process invest in knowledge sharing? (1
= Very little investment, 5 = Very high investments)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O 0O 0O0O0I0H0O0000I0HO0O 00 M O []
42. To what extent did the collaborative process focus on the alignment of interests and values

among all actors? (1 = Very weak focus, 5 = Very strong focus)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
00 0O0000d: -Cd0>-0d:0nH0:0ni:Dd0n0o0n0oa-dan O
43. To what extent did the collaborative process focus on joint problem-solving (e.g. joint problem
framing, co-designing solutions)? (1 = Very weak focus, 5 = Very strong focus)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O O0o0o0Cd0O00O0fdCdEd0o0Ooo0OoooQgo O
44. To what extent did the collaborative process explicitly focus on producing tangible intermediate
outputs (quick wins)? (1 = Very weak focus, 5 = Very strong focus)

Start of period observed Middle of period observed End of period observed Don’t know
4

1 2 3 5 1 2 3 4 5 1 2 3 4 5
O 00000 000TIC0-IMO0:0800 O
45. To what extent did the collaborative process explicitly focus on producing tangible strategic

outcomes? (1 = Very weak focus, 5 = Very strong focus)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
O O o0odi«dadO0+0O:0>nHOa0-4d-: dD»O-+Oa000n0:E O
46. How confident do you feel the answers you provided to the questions in this section are valid,

reliable, and rooted in data and observation?
Hiahly confident
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47. Please describe in max. 600 words (a) the collaborative process in terms of how the actors
interacted with each other, (b) how they formulated and achieve shared outcomes, (c) how the
process changed over the period observed.

The situation was surprising because e-coli infections are more often caused by meat. Data
collected by the medical authorities, however, seemed to suggest a profile of patients that did not
match meat consumption and instead pointed at salad. After the cucumber incident, the RKI
(federal medical agency) advised against eating raw vegetables for the meantime.

The Task Force held its first meeting on June 3, 2011. Using epidemiological data from the RKI,
the task force identified geographical outbreak clusters and collected relevant information with
regards to the cluster. The group, however, was still searching for a reliable technique to identify
the carrier of the disease. The solution came from a suggestion from one of the members, who
had heard of a similar problem in the U.S., where a former cook had poisoned guests in the
restaurant that had just fired him. The RKI initiated a recipe-based restaurant study. One cluster
of patients had all dined in the same restaurant and contracted the disease afterwards. Cooks
were interviewed and the investigators collected recipes, invoices and order books of the
respective restaurant, as well as photos of the meals prepared by the cooks to show to patients.

The advantage of this new study method was its independence from patients’ memory regarding
the consumption of meals and food in days long gone. As a result of this study, the focus shifted
towards fenugreek sprouts as the potential cause of the outbreak. On June 10, another meeting
of the Task Force took place to discuss the results of the recipe-based restaurant cohort study.
The ingredient shared by all patients and the food they had ordered were organic fenugreek
sprouts. Using data from the BVL (consumer protection), the task force could identify the
producer and shipping routes of the sprouts.

While the task force concentrated on its work, hospitals organized the pooling of capacity across
the country using mailing lists from newsletters medical doctors used for scientific purposes. A
potential cure was presented by a pharmaceutical company. Using the crisis as leeway, patients
hospitals ran tests with the new drug on voluntary patients, which proved effective.

Upon termination of the crisis, the taskforce disbanded. After having worked for so long with
such urgency, all participating agencies went back to business as usual, starting with sending
their employees off for vacations and catching up with other issues that had been put on hold
during the crisis. Until the next crisis, joint fact-finding went on stand-by, and so did the exchange
of knowledge. But the central agencies remained vocal in the press to maintain the momentum
and institutionalize the taskforce as instrument for crisis management. A few weeks later, a new
case of foodborne disease outbreak hit kindergartens in Berlin. Although the case was fairly
straightforward (the ingredient, strawberry, quickly came out and was not easy to forget for
patients), the authorities quickly activated the taskforce again, as a way to enforce its usefulness.

12



7. Accountabilit

48. To what extent were explicit joint goals articulated through statements of intent, memoranda,
strategic plans, etc.? (1 = Very little explication of goals; 5 = Very highly explicated goals)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

0000 dddiobf0odnononod M O

49. How were the joint goals operationalized? (1 = Very little operationalization of goals, 5 = Very
highly operationalized goals)
Start of period observed Middle of period observed End of period observed Don’t know

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5
I I e s B [
50. To what extent was there active monitoring of goal attainment? (1 = Very little monitoring of goal
achievement, 5 = Very active monitoring of goal achievement)
Start of period observed Middle of period observed End of period observed Don’t know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

Ny X A I s Y B

51. To what extent did the participants render account of the collaboration to the following actors?
(1 = Very little account-giving, 5 = Very active account-giving)

Actors Start of period Middle of period End of period Don’t
observed observed observed know
1 2 3 45 1 2 3 45 1 2 3 4 5

Elected politicians 00000 O000dO000 O
Oversight bodies (e.g. auditors,courts) [(J [ O 0 O OO OO OOOOLER O
Civil society organizations IO OO0 00000 1 000 0[]

Affected and/or concerned citizens OO0 00O000O000 M O

52. To what extent did the following external actors have influence over collaboration (1 = Very little
influence, 5 = Very large influence)

Actors Start of period Middle of period End of period Don'’t
observed observed observed know
1 2 3 45 1 2 3 45 1 2 3 45

Elected politicians OO00OdO0O0O00O0MO0O000FM O

OO0 OO0 00 ] OO0 O O L]
Oversight bodies (e.g. auditors,courts) [«] (1 1 I O OO O M O OO OO [ O

O ] 00 C1 00 0001 0 8 1 0 0 0 O[]

OO00O0OMOO0OOOMODOOOE

Civil society organizations
Affected and/or concerned citizens

53. How confident do you feel the answers you provided to the questions in this section are valid,
reliable, and rooted in data and observation?

Mostly confident
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54. Please describe in max. 600 words (a) how the goals of the collaboration were formulated and
monitored, (b) how participants, elected officials, oversight bodies, and citizens held the
collaboration to account, (c) how these dynamics changed over the period observed.

This dimension was not at the heart of our investigation. Due to the high levels of uncertainty,
the goals took clearer shape as the task force made progress towards containment. Their
progress, however, were closely monitored by the press, to the extent that informing all officials
who were not involved in the task force as such, but needed to talk to journalists, had to be
briefed constantly.

In addition, citizens' concerns about the situation kept growing, especially as it became clear that
coordination was being invented on the spot. NGOs active in the food business contributed to
induce even more uncertainty to the debate by shedding light on practices in the food trade and
dangers related with food consumption

All in all, the pressure around the participants in the task force came from the issue-based field
that had formed around the outbreak. We can safely assume that political pressure was being
exerted by the federal ministries on their respective agencies. This pressure was particularly
strong at the beginning of the collaboration, and kept on growing in the subsequent weeks until
crisis containment.

Identifying the carrier of the disease contributed greatly to reducing uncertainty and take some of
the pressure off of the agencies' shoulders. In the last months of observations, the pressure took
a different direction as the agencies could demonstrate success with the newly minted structure,
and make a case for a new piece of regulation.
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8. Outputs and outcomes of collaboration

55. To what extent did the collaboration produce the following outputs or outcomes? (1 = Very low,
5 = Very high). Note: This question mirrors the ambitions formulated in question 10.

Produced outputs and outcomes

Start of period Middle of period End of period Don’t
observed observed observed know

1 2 3 45 1 2 3 45 1 2 3 45

Develop a plan or policy for a shared
problem or societal issue

OOl

Develop a regulatory framework for a
policy domain or industry

OO0 oooned

Create innovative solutions in existing
policies, programs, practices

oo got

Increase efficiency by lowering costs or
boosting benefits

Moo not

Increase effectiveness by increasing
impact of interventions

OO dbodondOdon el

Increase legitimacy and support among
different constituents

OO dbodondoOdon el

Organize crisis and emergency
planning, response and/or recovery

OO O n el

Create holding environment to contain
conflict among stakeholders

oD ot

Other, namely:

O0O000dodn

OO obodooonoodn

56. To what extent did the collaboration use any of the following forms of collaborative governance?
(1 = Very low extent, 5 = Very high extent) NB: This question mirrors question 11.

Realized collaboration

Start of period Middle of period End of period Don’t
observed observed observed know

1 2 3 4 5 1 2 3 45 1 2 3 4 5

Co-initiation: Jointly identify required
policies, services, or regulations

00O O0ooROoooods U

Co-develop: Jointly create and arrange
policies, services, or regulation

OOoidaouooCooode O

Co-production: Implement policies,
deliver services, or provide regulations

0000000000000 L

Co-assessment: Jointly monitor and
evaluate impact of policies, services, or
regulations

OObdaoioodoooeno o

15



57. To what extent did the collaboration produce innovations, such as novel solutions, systems, and
processes? (1 = Very little innovation, 5 = Very highly innovative).

Type of innovation Start of period Middle of period End of period Don’t

observed observed observed know

1 2 3 45 1 2 3 45 1 2 3 45

gie;vnetg)gr:jo_\grtpr)]r;dsucts or services for MOO000ROO000RO000 ]

Develop novel production processes for OO0 00000MO00mC 0O 0.

producing products or services

Novel ways of coordinating between O0O000M0O000MO00:;E .0

roles and/or services of participants

58. To what extent did the collaboration create outcomes beyond its stated aims? (1 = Very little
outcomes going beyond stated aims, 5 = Very high degree of outcomes beyond stated aims)
Type of innovation Start of period Middle of period End of period Don’t
observed observed observed know

1 2 3 4 5 1 2 3 45 1 2 3 4 5

Built support and legitimacy for |:| I:l I:I El |:| |:| |:| |:| |:| E| |:| |:| |:| |:| El []

investing in future collaborations

Built joint operational capacity for |:| |:| |:| E| |:| |:| |:| |:| |:| |Z| |:| |:| |:| |:| El []

solving future problems and challenges

Created positive unintended societal CII 000 O0000R OO0 00001

consequences

Created negative unintended societal LI OO0 0 O00 00 0

consequences

59. To what extent did the collaboration achieve support among the different constituents of the
collaboration? (1 = Very little support, 5 = Very extensive support)

Constituents Start of period Middle of period End of period Don’t
observed observed observed know
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5

Participants in the collaboration OO0 0000 O000 O
Elected politicians OO0 OO O0O00 OO0 O O
Oversight bodies (e.g. auditors,courts)y 1 O O 0 0 0O O OO OOOOO @
Civil society organizations OO0 00O0O0O0000rMO O
Affected and/or concerned citizens OO0 000 00O O0nO g

60. How confident do you feel the answers you provided to the questions in this section are valid,
reliable, and rooted in data and observation?
Mostly confident
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61. Please describe in max. 600 words (a) the output of the collaboration in terms of results
produced by the collaborative governance process, (b) the outcomes in terms of the impact on
problem solving, goal achievement and legitimacy, taking into account any unintended
consequences, (c) the changes to collective outputs and social outcomes over time.

The task force was instrumental in identifying the carrier of the outbreak and the data gathered
helped the European authorities, while combining German and French data, to identify a batch of
seeds imported from Egypt in 2009 as the source.

In the autumn of 2012, the experience gained during the EHEC case was put to good

use in a case of infected strawberries fed to children in Berlin schools. Although this case did not
cause any fatalities and was easier to define (only one company was delivering the food), the
organizations quickly drew on the task force as an interorganizational tool to determine

the skills and knowledge needed for the job, the actors who would be responsible, and a

joint action plan and hypotheses to work on. Thus, the task force is considered a valuable

device for organizing work on an ad hoc basis, and obviating the need to create new, overarching
bureaucracies or establishing a centralized form of governance in the hands of one
administration. Although one organization is in charge of making the first phone calls,

this responsibility does not take the form of a governance role.

On September 14 to 16, 2011, the conference of state consumer protection ministries decided to
launch a process of regulation to capture the learning that had taken place during the outbreak
into a piece of regulation that would formalize the task force and its processes. The regulation
defines the notion of crisis, the constitution of a crisis council with representatives from all
concerned state and federal authorities responsible for setting up task forces when necessary,
the constitution of a food emergency unit with its own managing body, the statuses of the task
force, as well as guidelines for crisis communication. The bill was signed by all respective state
ministries between the years 2012 and 2013 and published August 31, 2013, two years after the
crisis.
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	Q61: The task force was instrumental in identifying the carrier of the outbreak and the data gathered helped the European authorities, while combining German and French data, to identify a batch of seeds imported from Egypt in 2009 as the source. 

In the autumn of 2012, the experience gained during the EHEC case was put to good
use in a case of infected strawberries fed to children in Berlin schools. Although this case did not cause any fatalities and was easier to define (only one company was delivering the food), the
organizations quickly drew on the task force as an interorganizational tool to determine
the skills and knowledge needed for the job, the actors who would be responsible, and a
joint action plan and hypotheses to work on. Thus, the task force is considered a valuable
device for organizing work on an ad hoc basis, and obviating the need to create new, overarching
bureaucracies or establishing a centralized form of governance in the hands of one
administration. Although one organization is in charge of making the first phone calls,
this responsibility does not take the form of a governance role. 

On September 14 to 16, 2011, the conference of state consumer protection ministries decided to launch a process of regulation to capture the learning that had taken place during the outbreak into a piece of regulation that would formalize the task force and its processes. The regulation defines the notion of crisis, the constitution of a crisis council with representatives from all concerned state and federal authorities responsible for setting up task forces when necessary, the constitution of a food emergency unit with its own managing body, the statuses of the task force, as well as guidelines for crisis communication. The bill was signed by all respective state ministries between the years 2012 and 2013 and published August 31, 2013, two years after the crisis. 
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