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introduction

Purchasing is defined by the World Health Organisation (WHO) as ‘The process 

by which pooled funds are paid to health care providers in order to deliver a 

specified or unspecified set of health interventions’. Passive purchasing implies 

following a predetermined budget or simply paying bills when presented. 

In contrast, quality-based or strategic purchasing involves a continuous 

search for the best ways to maximize health system performance [1]. A clear 

international definition of quality-based purchasing does not yet exist; 

however it is a growing trend that seeks to improve health care quality through 

the purchaser-provider relationship. As such, quality-based purchasing is in 

its infancy in developed countries. The WHO refers to a particular form of 

strategic purchasing that seeks to hold providers accountable specifically for 

the quality of care they deliver. Purchaser strategies to improve quality are 

distinguished from those designed to enhance access, or increase utilization 

without regard to the ‘proper performance of interventions’. 

Three optional and potentially overlapping strategies are available to 

purchasers interested in using their power as a payer to promote quality: 

quality-based selective contracting, payment differentials based on quality, 

and public domain information on comparative provider performance.

Health care purchasers are considered to be organizations, public or private, 

that procure health services on behalf of a defined population. As such, 

purchasers are often private health insurance organizations, but they may be 

also public insurance organizations, employers, community-based insurance 

organizations, health plans, etc. [2]

Although the health care systems in developed countries vary considerably, 

over the past three decades many have been confronted with similar 

problems. Besides major achievements through the health care systems over 

these decades (diminished mortality rates, improved health status of the population), the 

problems mainly consist of uncontrollable cost growth and a stagnation in the 

improvement of the quality of care (e.g. long waiting lists for elective surgery in the UK, 

inappropriate medication despite evidence and guidelines in Germany, decrease of life expectancy 

in the Netherlands). The governments of these countries are hopeful that market 

elements may contribute in ending this failing performance of their health 

care systems [3]. 

The Dutch government, being no exception, introduced market elements 

into its system, elements that may be described as ‘managed competition’. 

The awareness that the above-mentioned problems were also encountered 

in the Dutch health care system, so that substantial system changes had 
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to be considered, were expressed for the first time by a Governmental 

Commission, the so-called Dekker Commission in 1987[4]. In the follow-up 

of this Commission’s report, the Dutch government changed the regulation 

of the health care system in a stepwise fashion, in order to prepare it for the 

transition to a system of ‘managed competition’ [5]. These measures were 

taken between 1992 and 2005. Over this 13-year period it became obvious that 

the intended system of managed competition would dramatically change the 

roles of the parties involved such as consumers, government, providers and 

insurers [6,7].

In particular, the role of the government in the new managed competition 

situation changed from one of authorized regulator of prices and volumes to 

legislator of the framework and supervisor of accessibility, market functioning 

and quality. 

Where previously the health care insurers were executers of governmental 

decisions in a strictly regulated situation, the system change provided them 

with a more autonomous responsibility and freedom to negotiate about 

prices, volume and performance. This freedom to negotiate also implies 

increased financial risks for the health care insurers. Insurers manage these 

risks through a meticulous arrangement of risk adjustment. This arrangement 

contains an ex ante distribution of the budgets of insurers based on the risk 

distribution of their insured population, and an ex post correction for costs of 

individual cases above a threshold agreed upon by all the insurers [8]. 

Finally, the health care providers had to learn how to negotiate about price, 

volume and their performance and had to acquire the ability to market these 

services as clinical quality topics. 

In moving from the previous situation in Dutch health care, one can not 

simply assume that the providers automatically acquire abilities to negotiate 

and to market health care topics. Under the former system of governmental 

regulation, negotiations were performed by the provider’s national 

organizations. This means that the health care insurers cannot be assumed 

to have the experience to negotiate with the regionally and locally organized 

providers. 

So the question is: to what extent are the preconditions for the optimal 

functioning of a system of managed competition fulfilled at district or local 

authority level? 

A market system based on unrestrained competition requires several 

preconditions that have to be met for it to function. These preconditions are: 

a level playing field to support fair negotiations; countervailing power of the 
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parties involved implying, among others, similar market and negotiating skills; 

and the precondition of scale related to the subject of the negotiations. 

When negotiations concern comprehensive health plans, the scale is national; 

when these negotiations concern large facilities like hospitals, the scale is the 

district, and when primary care facilities are negotiated, the scale is as close to 

the primary clinical process as possible.

To learn more about the extent to which the preconditions for the optimal 

functioning of the intended system of managed competition are fulfilled, 

the Amsterdam Association of General Practitioners and the dominant 

health care insurer Agis Zorgverzekeringen started a project in which they 

made arrangements on specific clinical topics delivered by groups of general 

practitioners (GP groups). 

The project required the GP groups to choose a clinical topic, describe its 

intended quality and elaborate it to a workable protocol by walking through 

the steps of the so-called ‘Quality Circle’. In addition, the GP groups had 

to negotiate and make arrangements with the health care insurer. More 

specifically, the ‘Quality Circle’ steps in the project were: choose a clinical topic, 

describe it in terms of the intended quality (preferably based on a clinical guideline of 

the Dutch Centre for Health Care Improvement: CBO or the Dutch College of General Practitioners: 

NHG), formulate performance indicators, perform a baseline measurement 

with the formulated indicators to assess the chances of improvement and 

elaborate this in a local protocol, make arrangements with the health care 

insurer, execute the protocol with regular feedback on the performance 

indicators, and evaluate the process and the outcome.

The GP groups could choose between two clinical topics, namely the quality 

of care associated with the depressive disorder based on the Dutch NHG 

guidelines [9] and a protocol to signal and control the risks of long-term 

sickness absence (LTSA) in the working population of the group practice. 

The interest of Agis was determined by the situation it found itself in by 

having to deal with the major transition from a local social sickness fund in 

an urban environment to a nationwide health care insurer in a competitive 

market situation. The other health care insurers did not have this urban 

orientation; they were more regionally-oriented. The interest of the 

Amsterdam GP Association lay in the fact that in the Dutch health care system 

the GPs in their gate keeping role are generally perceived as the central actor 

in the Dutch system. And this has remained so even after the system change. 

In addition, the GP groups are the smallest organizational units accessible for 

negotiations. 
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The project was enacted on the micro scale of the GP group to optimize 

their professional commitment in the purchaser-provider relationship. 

Additionally, the approach was intended to gain knowledge about how a 

level playing field was functioning at this micro scale. Furthermore, we were 

curious about the ability of GP groups to market and negotiate their clinical 

topics as countervailing power. And we were curious about the question 

if the health care insurer does have the appropriate experience to perform 

quality-based purchasing at this scale. Thus the project was expected to 

generate recommendations about the functioning of a level playing field, the 

professionalization of the purchaser-provider relationship, the necessary skills, 

and the optimal scale of negotiations related to the clinical topic purchased. In 

the project, this was the micro scale of the care by the GP group.

This thesis reports on a project of quality-based purchasing in Amsterdam 

conducted between 2001 and 2005. The following questions will be evaluated: 

what are the opinions and expectations of the health care insurer Agis and the 

GP groups as providers about the intended change in the health care system; 

how did they perceive their roles vis-à-vis this change; and which strategic 

decisions were they considering or taking to cope with this change in the 

health care system?

The project was executed by six GP groups in Amsterdam: four intervention 

groups on two clinical topics and two reference groups. 

the context of the project

The project was executed in the period during which the Dutch health care 

system adapted to one of managed competition. This transition went from 

a strict centrally-regulated situation from before 1992 through stepwise 

changes to the system of managed competition that became operational 

in January 2006. In the period 1992-2005, small market measures were 

introduced systematically under the central regulation of the government. 

These measures implied: reducing formal differences between the former sick 

funds and the private insurers, putting an end to the obligatory contracting 

of providers by sick funds, ending the obligatory regional orientation of the 

sick funds, providing a functional definition of the services, and freeing 

nominal premises of the sick funds as a market tool to get the best price/

quality equilibrium. These stepwise measures towards managed competition 

are considered to influence the strategic notions and the policy decisions of 

the respective parties in health care over the study period. For this reason, a 
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description of the context is necessary to understand the way in which the 

insurer and the providers acted over the period covered by the project.

The description of the context contains the following five aspects: 

framework of managed competition, the development of quality of care, the 

professionalization of the purchasing relationship, the interests of the parties 

involved, and the implementation of quality improvement in daily practice.

the framework of managed competition 
Up to January 2006 the availability, accessibility and quality in health 

care was primarily a public responsibility. In particular the framework of 

regulations was defined by the central government, as was the overall national 

budget (Budgettair Kader Zorg). The level of this budget was set by the minister 

on an annual basis. Because this budget was fixed every year, it led to cost 

containment as the dominant orientation of most of the actors in the Dutch 

system [3,10].

The intended enhanced freedom to market and negotiate through the 

purchaser-provider relationship, generates the assumption that health care 

insurers and providers will proactively develop health care as a set of clinical 

topics instead of comprehensive facilities like before. 

 In primary care, the assumption is that this will lead to product typing like: 

• generic primary medical care

• emergency medical care

• programmes for structured care on chronic conditions: diabetes, Chronic 

Obstructive Pulmonary Disorder (COPD), depressive disorder

• programmes related to specific populations: elderly, chronic conditions, ethnic 

groups, workers.

the development of quality of care
An important aspect of managed competition is the purchasing and the 

management of quality of care. 

Quality improvement is based on ongoing applied scientific research. As 

a result, improvements will be implemented in daily practice under the 

condition that some kind of financial measure or incentive will support the 

implementation of this improvement. 

In general, it is the responsibility of the professionals to define, develop and 

realize quality and its continuous improvement. Scientific research leads to 

an increase of clinical evidence to support new diagnostic procedures and 

treatment techniques. In addition, these new procedures and techniques may 

lead to changes and more efficiency in the logistical organization of health care. 
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In the Dutch system the financing and the purchasing of quality of care is the 

responsibility of the health care insurer. Prior to 2006, this responsibility was 

strictly regulated for the nature, the price and the volume of the products. 

As a consequence, this central regulation did not encourage the health care 

insurers to look for quality when purchasing care [10].

As a result of the change to managed competition in 2006, and in the 

transition period of 1992 to 2005, the health care insurers acquired more 

responsibility and freedom to follow their specific market strategies. 

On the one hand this leads to health care insurers that will be oriented towards 

price leadership strategies. And on the other hand, health care insurers were 

expected to develop strategies of profiling on quality of care (or a mixed form) 

through quality-based purchasing [11].

the professionalization of the purchasing relationship 
One of the main effects of the former centrally-regulated situation was the 

lack of negotiation and purchasing skills on the level of the key actors of the 

system: namely health care insurers and providers. 

A businesslike relationship assumes that respective parties are able to send 

and receive communication about their respective interests in a specific 

health care topic and its quality. To communicate in a transparent way 

about a clinical topic and its quality assumes performance indicators which 

generate information about the process and the outcomes of the specific topic. 

Performance indicators have the function of supporting the management 

of the internal clinical processes and quality. In addition, indicators may 

function as a support to external processes like accountability to consumer 

organizations or negotiations with health care insurers. 

the interests of the parties involved
An assumption within the project is that negotiating parties are able to define 

their own interest on a specific clinical topic, communicate about it, and assess 

the mutuality of these interests.

Research under the authority of the American government in 2000 made it 

clear that the dissemination in daily practice of the results of clinical research 

takes 17 years on average [12]. It is obvious that this is a very inappropriate time 

span for the continuing process of dissemination of innovation and evidence-

based quality improvement in daily practice. So a reduction of this time span 

is a clear mutual interest of providers and health care insurers: getting better 

care faster to the right patient. In addition, this mutual interest is assumed to 

function as a strong incentive to focus on the purchasing of quality.
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the implementation of quality improvement in daily practice
An important aspect of diminishing the dissemination time of new knowledge 

in daily practice is the facilitation of the implementation process. In recent 

decades, research on implementation questions and techniques has expanded. 

Systematic reviews show that no single implementation technique exists that 

is superior to all the others [13]. Besides that, there are contextual influences 

that diminish the general applicability of a successful implementation 

technique [14,15]. There are indications that a multifaceted approach is often 

more successful than more uniform approaches [16,17]. For this reason we used 

a multifaceted approach in the project. Another important parameter for the 

success of an implementation is the organizational power of the GP group [18]. 

So we used an indication of the organizational power of the GP groups (size of 

the group, articulate use of the electronic patient record) as an inclusion criterion.

the project in amsterdam assumptions to the main 
question of this thesis

The first assumption of the project was: the providers (in the project: General 

Practitioners organized in group practices) and the health care insurer Agis will have 

more freedom and responsibility to make arrangements on health care 

topics with more financial risk. The second assumption was: the change to 

managed competition was preceded by gradual regulation measures. This 

means that on the road to and after the system change, the parties reacted 

proactively to these changes. They will not wait and see but they will develop 

an entrepreneurial attitude and policy. 

As already stated, a health care insurer can choose between three general 

policies: profiling on price-leadership, a policy based on the quality of the 

services purchased, or a mixed form [11]. Agis chose the latter and stated in its 

mission: to profile mainly on quality on a reasonable price as a mixed policy 

with the emphasis on quality [19]. 

In 2007 Custers et al. performed a critical analysis of the reforms in the Dutch 

health care system and posed the question of whether there is a business case 

for quality in the Netherlands [10]. 

They formulated four preconditions for such a business case: the system 

should pay for quality; consumers are able to perceive quality differences; 

investments in quality (by providers or health plans) will be compensated by those 

who benefit and absence of administrative prices that prevent paying for 

higher quality. 
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In the analysis they examined three cases: General Practitioners, hospitals, 

and nursing homes answering the following questions: which party makes the 

investment on quality, who benefits, and who is willing to compensate. 

Custers et al.’s conclusion is that the anticipated reimbursement mechanisms 

are designed in such a way that the system will barely support quality 

improvement activities, especially seen from the system perspective. They 

made it clear that without further adaptations, the new reform will not pose a 

business case for quality. 

This study was intended to give additional insight into how these adaptations 

should be made towards a business case for quality. The assumption being 

that a health care insurer in purchasing quality and general practitioners who 

try to guarantee their quality improvements have a mutual interest in such 

a business case for quality. In other words: we assumed that there would be 

a synergy between quality-based purchasing and quality improvement in 

general practice.

In the international debate on competition and quality, Porter and Teisberg 

stress the importance of competition ‘on the right level’. In their opinion, this 

level is the level of the individual’s experienced complaints and diseases in 

contact with the diagnosing and treating physician. Porter stated that this is 

the only level where added value (positive-sum competition) will be experienced by 

the key consumer: namely the patient [20].

In a critical analysis of this point of view, Enthoven stated that for competition 

to work in health care, integrated delivery systems are required to compete 

in health care. By integrated delivery systems he means: a multidisciplinary 

facility integrated on the basis of a health plan. Enthoven makes clear that 

there are several limitations to competition on an individual level of patients 

and their physicians. This is mainly because the empowered and informed 

consumer is still a rare phenomenon since the quality of the information in 

health care and its data is poor and limited. These limitations have yet to be 

resolved [21]. 

In the light of this debate, we assumed that the health care insurer would 

develop a policy of purchasing subtopics (instead of complete health care facilities). 

In addition, the quality of care in the form of guideline-based protocols or 

other consensus-based approaches would be the subject of negotiations. 

In the project the level of competition at which this purchasing process was 

assessed was the care of general practitioners in their groups. 

This approach was evaluated by the GPs and the health care insurer. As already 

stated, the evaluation of this approach was limited to two defined health care 

topics: the clinical guideline of the depressive disorder, and a designed protocol 

for early detection of high risks of long-term sickness absence (LTSA). 
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The depressive disorder guideline was chosen because it is an evidence- and 

consensus-based description of quality of care on a prevalent condition for 

GPs. Also in the GP groups, the condition was not yet part of another ongoing 

disease management quality project (like for instance diabetes). Furthermore, the 

guideline seemed a clear basis for designing a local protocol which can be used 

as a health care topic to negotiate and to make agreements on. 

Long-term sickness absence (LTSA) was chosen because it is an important and 

costly social problem that general practitioners may, on the one hand, be able 

to specifically contribute towards a solution but on the other hand they may 

also show lack of attention: occupational factors are namely located in the 

‘blind spot’ of many physicians. LTSA is a problem field that lacks any guideline 

but it forms part of an intense social and clinical debate [22]. On the basis of the 

literature, a protocol and an algorithm were designed to assess the quality of 

care of GPs in this problem field. In this way we could also evaluate a protocol 

that was not guideline-based.

the design of the project

We designed a multifaceted intervention. There is evidence that multifaceted 

implementation techniques are more successful than other techniques [13,14]. 

As a multifaceted technique, the intervention involved the following elements 

and successive steps.

the elements
• Structured or programmatic approach to a specific disease or problem.

• Systematic feedback information. 

• Continuous medical education (optional).

• Coordination: medical and logistical. 

the successive steps 
a The choice of a topic by the GP group. Topics are eligible if: the GP group 

expects an improvement of their performance, there is evidence/consensus 

in the form of a clinical guideline or some other designed protocol, there is a 

structured and programmatic approach, a sufficiently high prevalence of the 

disease in the GP practice population, the intervention could be incorporated 

smoothly into daily practice.

b The GP group elaborates the clinical guideline into a local protocol which 

suits the specific practice situation of the GP group (population, prevalence, 

organization of the practice, relation with the specialists). The locally defined protocol 
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also includes a description of the intended quality improvement. To generate 

feedback, performance indicators have to be determined. These indicators 

are used to perform a measurement at baseline in order to assess the chances 

of improvement. On the basis of this assessment, the group will formulate 

specific goals and the necessary preconditions for the execution of the 

protocol. 

c The negotiations with the health care insurer Agis will be held in a meeting 

with the following agenda: making explicit the respective interests in relation 

to the subject (transparency), assessing the protocol and the indicators, defining 

the targets and the outcome, fulfilling the formulated preconditions and then 

the contract.

d Executing the programme in daily practice: working with the protocol, 

registration of the performance indicators in the Electronic Patient Record 

(EPR), feedback of performance indicators to the individual GP and to the group, 

regular medical audit about the feedback information, followed by a medical 

education meeting to update the GP’s expertise. 

e An evaluation, after a year, of the targets and the outcome in a meeting in 

the group and a meeting with representatives of Agis. This may lead to new 

insights and a redesigning of the protocol.

 The inclusion criteria for the GP groups in the project were: a scale of 3.000-

10.000 patients, use of the medical module in the EPR including the use of ICPC 

codes by all GP group members. 

 Requirements for the health care insurer Agis were: profiling on quality 

expressed in a mission statement, orientation on primary care, a specific 

contract design, appropriate financial arrangements and logistical 

adaptations in internal processes.

The expected results of the project to the GPs were: ability to perform a cyclic 

quality improvement procedure in daily practice, rewarded with 30 points 

for recertification (75% of a year’s duty), increase of GP’s expertise on the chosen 

subject, increase of work satisfaction associated with a perceived decrease 

in workload, use of feedback information resulting in transparency of the 

primary process to the GP, the ability to perform a disease management 

programme in daily practice, and the ability to negotiate and make 

arrangements with the health care insurer about the chosen health care topic.

The expected results for the health care insurer Agis were:                       

 Quality of care on a specific clinical topic for a reasonable price in general 
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practice, arguing knowledge on the optimal level of combining professional 

commitment and a manageable scale for negotiations, gaining knowledge and 

experience about quality-based purchasing.

problem definition and objectives

The mission statement of the local health care insurer in Amsterdam (Agis) 

states: to profile on the quality of care instead of profiling on the lowest price 

[23]. To fulfil this mission, Agis has to purchase the best health care products for 

a reasonable price that is the best price/quality equilibrium. 

In the Dutch system of managed competition, the consumers have the legal 

right to change from health care insurer once a year. Custers et al. stated that 

this is a mechanism that does not support quality improvement as it makes 

investing in quality of care unattractive to investors because the return on 

investment will be uncertain [10].

To make this investment dilemma manageable, Agis implements the strategy 

to invest in the quality of care of patients with chronic conditions. The patients 

with a chronic condition result in the highest health care costs. But on the 

other hand they will perceive quality improvement sooner than the incidental 

patients, and mostly value their improvement more highly. Moreover, the body 

of evidence on chronic conditions is comprehensive so the quality of these 

topics is relatively easy to assess, and can therefore be defined as a clinical 

topic to purchase [24]. The patient with a chronic condition, especially when 

the provided quality is valued, will tend to change from health care insurer less 

than the healthier enrollee with incidental problems. 

For health care insurers, another way to manage the investment dilemma is by 

contracting providers who have a longitudinal relationship with their patients 

especially when it concerns patients with chronic conditions. Dutch GPs in 

particular have this type of relationship with their patients.

Dutch GPs see about 75% of their patients every year and treat 96% of the 

presented problems autonomously [25].The GP is the gatekeeper for referrals to 

the specialists and administrator of the electronic patient record (EPR) The GP 

is also generally perceived as a medical coordinator for patients with chronic 

diseases. The quality of the Dutch GP is much enhanced by a set of more than 

80 clinical guidelines of the Dutch College of General Practitioners (NHG) [24],

a related system of continual medical education, and a procedure of 

recertification every 5 years. 

In the past, the single-handed practice was the dominant organizational 

form in the Netherlands, but in recent decades provision of primary care has 
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increasingly been delivered by organized GP group practices of different sizes, 

which are also capable of making qualitative arrangements with the health 

care insurer [25].

On these grounds the general practitioner is the provider of choice for a health 

care insurer who wants to profile with the quality of its insured provision.

the central questions

With these factors in mind, a project in Amsterdam was carried out in which 

the local health care insurer Agis made arrangements with GP groups in 

Amsterdam. 

This project was the subject of an evaluation study with the central research 

questions:

 Is it possible to develop an approach for quality-based purchasing in which 

health care insurer and GP groups make arrangements on contracting and 

realizing specific health care topics? In other words: is it possible to make 

arrangements on the implementation of quality of care in the GP practice with 

an agreement on the outcome? 

 Is there a synergy between quality-based purchasing and the improvement of 

quality? 

 How does this approach work for two specific clinical topics in practice? 

 Does the approach need readjustments after this experience in practice?

six sub-questions
a What managed care techniques are reported in systematic reviews? Which of 

these techniques are used in the Netherlands? What can be learned from these 

international and national experiences in managing the quality of care? This 

question will be answered in chapter two.

b To what extent is the information recorded in the EPR in the daily practice of 

the GPs a reliable source for feedback information in quality improvement 

processes, and does it support a baseline measurement to assess improvement 

targets with the use of formulated performance indicators? This question will 

be answered in chapters three and six.

c To what extent does the implementation of a local protocol after agreement 

with a health care insurer affect the clinical performance of GPs as recorded in 

their electronic patient record? This question will be answered in chapters four 

and seven.

d To what extent do the GPs perceive problems in working with a local 

protocol before and after intervention? And how does it affect their working 
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satisfaction? How do the GPs evaluate working with the protocol and how do 

they perceive the role of the health care insurer before and after intervention? 

This question will be answered in chapters five and eight.

e How did the health care insurer Agis react to the stepwise changes in the 

direction of a system of managed competition? What are the opinions of key 

figures and to what strategic policy of the health care insurer did this lead? 

This question will be answered in chapter nine. 

f What elements can be distinguished in the roles of the health care insurer and 

the GPs, and does their opinion on professional autonomy and working with 

clinical guidelines change before and after the intervention? These questions 

will be answered in chapter ten.

methods 
In the study, both qualitative and quantitative methods were used. To assess 

the international managed care techniques, a literature search was performed.

The project was executed on two clinical topics: first a programme for 

detecting high risk of long-term sickness absence (LTSA) in the daily practice 

of the GP. And second: a programme based on the guideline of the depressive 

disorder in general practice.

In both programmes the intervention consisted of the following steps:

a Choose one subject out of two indicated in the study to improve the quality of 

care.

b Use respectively the designed protocol on LTSA and the guideline on 

depressive disorder as a basis to design a local protocol, formulate targets and 

performance indicators, perform a base line measurement with the indicators 

and formulate the room for improvement and its items.

c Negotiate with the local health care insurer about the protocol, targets, 

indicators and preconditions for the implementation.

d Implement and execute the protocol for about one year, with feedback 

information (6 months, 12 months) and (optional) update knowledge through related 

medical education.

e Evaluate the results after one year within the group and with the health care 

insurer.

participants sample

An invitation by letter was sent to all the 44 GP groups in Amsterdam. The 

inclusion criteria were: a group practice size of 3,000-10,000 patients, and the 

use of the medical module in the EPR including ICPC (International Classification 

in Primary Care) coding. After assessing these inclusion criteria, a list of 19 GP 
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groups eligible remained, out of which six groups were selected: two times 

two intervention groups (LTSA and Depression) and two groups as reference 

groups.

outcome measures
The quantitative part of the study (chapters four and seven) used two kinds of 

outcome measures, namely: EPR-based and questionnaire-based outcome 

measures. The EPR-based outcome measures were the proportion of the 

registered patients of the GP group whose EPR documented episodes with 

information about the two study topics (LTSA and depression) and the proportion 

of these episodes with information about one or more of the defined 

performance indicators. The outcome measure from the questionnaires 

was the adjusted differences of the difference in scores before and after 

intervention of the intervention group as well as the reference group (chapters 

five and eight).

In the qualitative part of the study the outcome measures were the analyses of 

the minutes of the focus group interviews with the intervention groups before 

and after intervention (chapters five and eight), and the analyses of the minutes of 

a semi-structured interview with the representatives of Agis and a meeting 

between representatives of the GP intervention groups and the health care 

insurer (chapters nine and ten). An overview of the methods used is shown on  

page 25.



Overview of the methods used.

chapter subject method

2 Assessment of which international 

managed care techniques are being 

used in the Netherlands. And what 

can we learn from their application 

when choosing techniques in a 

project on quality-based purchasing

Literature study

3 Describing baseline performance in 

the guideline for ‘Role of GPs in long-

term sickness absence (LTSA)’

Quantitative: cross-sectional analysis of 

the electronic patient record (EPR) data

4 Performance of GPs on the guideline 

for LTSA

Quantitative: controlled before-after 

analysis of EPR data

5 Evaluation of the implementation 

process of the guideline for LTSA

Qualitative and quantitative analysis of 

focus groups and questionnaires

6 Describing baseline performance on 

the guideline for depressive disorder

Quantitative: cross-sectional analysis of 

the EPR data

7 Performance of GPs on the guideline 

for depressive disorder

Quantitative: controlled before-after 

analysis of EPR data

8 Evaluation of the implementation 

process of the guideline for 

depressive disorder

Qualitative and quantitative: analysis 

focus groups and questionnaires

9 Baseline position of the health care 

insurer

Qualitative: analysis of interviews

10 Evaluation of the purchasing process Qualitative: analysis of interviews and 

minutes of meetings

25

table 1.1
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abstract

With the ongoing changes in the Dutch health care system, managing 

care becomes more important. Health Care insurers play an important 

role as purchasers. Managing care on quality is not so obvious, but can 

be an attractive option. In Amsterdam, the Netherlands, the ‘local’ health 

care insurer and the local GP association, made plans to execute a project 

about managing care on quality, based on a conceptual model. Outside the 

Netherlands and especially in the United States, there is a rich tradition of 

experiences with ‘managed care’ techniques. To develop an approach for 

the Dutch project, a literature study was performed in which managed 

care techniques are compared with the techniques that already exist in the 

Netherlands. Conclusions: almost every managed care technique presented in 

the international literature is, or has already been applied in the Netherlands. 

The main findings are that guideline based disease management techniques 

supported by clinical feedback information and performance bonuses are 

the techniques of choice in managing care on quality. These findings will be 

applied in the Amsterdam project.

key words
Managed care, general practitioners, quality of care, managing on quality. 
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introduction

Managed care is a frequently used phrase in health care but is not a well-

defined concept. It is rather a name for a collection of different kinds of 

techniques to manage care by costs or quality. The definition of managed care 

in this study is: using techniques to achieve health care of good quality against 

minimum costs by influencing the needs and demands of the population or 

the clinical decision making of providers [1].

The concept of managed care first arose in the nineteen-thirties and since that 

time different techniques have been performed with special emphasis on cost 

control, while maintaining existing levels of quality of care. In review articles 

on managed care, quality of care is usually conceived as the present clinical 

practice without any further description. The analyses of the experiences with 

managed care are therefore especially determined by their impact on cost 

control and efficiency [1, 2-4]. The impact and significance of managed care 

techniques that are primarily focused on quality of care have been paid too 

little attention to. 

In 2004 an analysis of the OECD in 30 countries showed that all these countries 

experience substantial improvements of the results of their health care 

systems on the one hand, and a failure of their systems on the other [5]. The 

failures comprise an uncontrolled costs growth and stagnation in the process 

of quality improvement, e.g. a decrease in accessibility, and limitations of the 

insured standard package of health care. Despite the differences in health care 

systems in those countries, the failures are of a general nature. Most countries 

seek to introduce more market-oriented elements and more competition in 

their health care systems to work on the failures and have high expectations of 

the market. In a recent analysis, Porter criticizes this approach of competition 

in health care [6]. In this analysis he states that the competitive health care 

system in the United States has resulted in ever-increasing costs and a 

decrease in quality, an economic paradox. He explains this paradox by the fact 

that competition takes places ‘on the wrong level’ , namely the level of health 

care organisations, health plans and other health care insurers. Secondly 

he stated that this wrong level leads to a strong orientation towards cost 

containment. In the Unites States this has led not to cost control but to a shift 

in costs, which has led to an uncontrolled rise in costs and a decrease in the 

insured package. Managing care on quality combined with competition ‘on the 

right level’ should stop this downward spiral. Competition on the right level is 

competition on the level of the individual patient: in prevention, diagnosis and 

treatment. Substantial differences in costs and quality exist on this level. And 

this is where true added value could be created.
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In the Netherlands the problem of increasing costs and stagnation in quality 

improvement is also acknowledged [7] and since the nineteen-eighties 

preparations have been made for a major change in the health care system, 

resulting in a new Health Care Insurance Act in 2006.

In the build-up to this new act, competition and market elements were 

gradually introduced in financing and managing health care. A market of 

managed competition has been created, and positions and roles of consumers, 

patients, health care insurers, providers and the government have changed. 

This means that the question of how to manage care is a very typical subject of 

discussion. Consequently, studying the expectations and roles of the different 

parties is relevant. Because of the central role of health care insurers and 

providers, it is especially knowledge about their strategic positions that is 

relevant.

In a health care system based on competition, health care insurers have the 

possibility to compete on price, on the quality of the purchased care, or on a 

combination of the two. In the regulated market of the Dutch system, with 

a prohibition on risk selection and the obligation on the part of health care 

insurers to accept every inhabitant, this choice of strategies is only possible 

if an adequate system of risk adjustment is available. This system of risk 

adjustment contains an ex ante distribution of the budgets of the insurer 

based on the distribution of risks in the population of the insurer and ex post 

payment of costs of individual cases above a threshold agreed upon by all 

insurers. The risks adjustment arrangement is an essential part of the Dutch 

health care system.

For health care insurers with a primarily strategic choice for quality, focusing 

on the purchasing of care of good quality for chronically ill people is attractive 

for two reasons. First, chronically ill people are frequent users, and for that 

reason more sensitive to quality and efficiency, and second well defined, and 

regularly updated guidelines in which quality and efficiency is well-founded 

exist for chronic conditions [8,9]. For the health care insurer, the important 

dilemma of the investment paradox exists in this approach. Because the 

results of good quality care in chronic conditions often only become evident 

after several years, the return on investment for the health care insurer is 

uncertain because people may switch health care insurer and the results of the 

care may be attributed to another health care insurer. In the Dutch system this 

may be especially a problem because the possibility exists to change health 

care insurer each year, a situation which is stimulated by the government [10, 

11]. So a long-term approach is crucial. Health care insurers may bring this 

investment paradox under control by binding frequent users with chronic 

conditions in a focused and prolonged way by purchasing good care especially 
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with general practitioners (GPs) who have a long-term clinical relationship with 

their patients.

To get more insight into these questions and answers, the health care insurer 

Agis in Amsterdam and the local GP association initiated a project in which 

both parties made agreements about special care products. In making these 

agreements they used an approach with managed care techniques focused on 

managing on quality. 

To determine which techniques should be used to be successful, a search in the 

international literature was done for evidence on the efficacy and efficiency 

of different managed care techniques, and their applicability under Dutch 

circumstances. 

Questions focused on: which techniques can be distinguished, are these 

already being applied in the Netherlands, what does the international 

experience with these techniques mean for the Dutch situation, and which 

ones are applicable for managing on quality.

methods

Because the concept of managed care is not well-defined, the search in the 

literature using the terms managed care, primary care and quality of care led 

to 6345 abstracts. Because the object of our study was not a new systematic 

review, we concentrated on the systematic reviews found in our search. We 

assessed three systematic reviews by Miller and Luft over the period 1980-2001 

[2-4], and a review by Robinson and Steiner, who performed a systematic review 

of the evidence of the techniques used in the USA and their applicability to 

the situation in the UK [1]. We assessed these reviews based on the coverage of 

relevant abstracts we found in our first search and concluded that, given the 

extensive period of time these reviews covered, they were suitable to answer 

our questions. After the search we kept our knowledge up to date by studying 

recent editions of the Millbank Quarterly, International Journal for Quality in 

Health Care, Quality & safety in health care, and the grey literature (management 

and policy reports).

This assessment of these reviews showed that the first two reviews by Miller 

and Luft [2, 4] were again reviewed by Robinson and Steiner. This means that 

our findings in this study are based on the review of Robinson and Steiner [1].

In their review, Robinson and Steiner studied the generalisibility of evidence 

on the managed care techniques in the USA and the applicability of these 
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techniques outside the USA, especially in the UK. Given the resemblance of the 

English and Dutch systems, for the Dutch situation we decided to focus on the 

lessons drawn for the UK. 

Robinson and Steiner divided the international managed care techniques into 

three categories [1]: 

• managing by financial incentives 

• managing by influencing clinical decision-making 

• managing by using techniques focused on patients. 

Consequently, we determined whether the international techniques had been 

applied in the Netherlands over the period of 1985-2005. We did not have the 

intention of making a complete overview of all techniques in the Netherlands 

because this was not necessary for our goal: a choice of techniques for the 

project in Amsterdam. With regard to the generalisibility, it is important 

to notice that the health care system in the USA is different from the Dutch 

system. In the Netherlands there is an obligatory health care insurance for 

every inhabitant, there are limited national budgets and the GP has the 

important function of gatekeeper.

On the basis of the review of Robinson and Steiner, we try to answer the 

question of what we can learn from international experiences on managed 

care techniques, and which techniques could be used in managing quality. 

results

The results are shown in tables 2.1, 2.2 and 2.3, conform the three categories 

of Robinson and Steiner. The first column refers to subthemes in one of the 

three categories; the second column describes in brief the techniques in main 

categories found in the literature, and the third column contains techniques 

that are applied in the Netherlands. The results show that in the international 

literature, techniques most referred to are used in the USA. 

See table 2.1, 2.2 and 2.3 on pages 36 - 39.
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Managed care techniques in the USA and the Netherlands.

financial incentives

robinson usa the netherlands

organizational 

level

Prepaid capitation budget. In the Netherlands., the government 

annually determines a national budget for 

hospitals, nursing homes and specialist care. 

If exceeded, compensation follows in the 

next year. 

individual level Capitation, independent 

of the actual care given.

Tariffs are fixed on a low 

level in exchange for a 

guaranteed volume.

The general practitioner receives a 

combination of capitation, and fee for 

service. The way medication is reimbursed 

is an incentive for doctors to prescribe 

efficiently.

bonus/malus 

arrangements

Rewarding or punishing 

clinical decision-making: 

referrals, prescription 

rates.

In the Netherlands, there is only experience 

with bonus arrangements: arrangements 

for intensive homecare, additional 

funding for GPs working in deprived areas, 

projects about efficient prescription: anti-

depressants, prescription of generics.

financial risk 

sharing

Contracts with individual 

doctors include risk-

sharing arrangements: on 

additional investigation 

(laboratory, x-rays) or the 

use of specialist care.

In the Netherlands, there is hardly any 

experience with risk-sharing. Recently a pilot 

in diabetes care has started in which the 

provider assumes part of the financial risk. 

Under the new Health Care Insurance Act, 

there are more possibilities for risk-sharing 

arrangements.

Managed care techniques in the USA and the Netherlands.

managing clinical decision making

robinson usa the netherlands

utilisation 

review

 Utilisation review on the 

individual patient level. 

There are several forms:

• prospective by pre-

authorisation, for instance 

plastic surgery

• concurrent: e.g. during 

hospital stay, monitoring 

of length of stay 

• retrospective: audits with 

patients

• obligatory second opinion 

for expensive procedures

• peer reviews: intervision 

on patient level.

 Several techniques are also applied in the 

Netherlands:

• Preauthorisation for the care sector, e.g. 

admission to nursing homes. This is given 

by the Regional Indication Board. Funding is 

guaranteed only with authorisation.

• Concurrent review of length of stay by medical 

advisor of the health care insurer.

• Obligatory collegial audits for GPs about 

prescription and peer reviews with specialists 

in hospitals. These are “self-regulated” by the 

professionals, so the question is whether this is 

a managed care technique.

table 2.1

table 2.2
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medical of 

practice 

profiling

Practice review on an 

aggregated level. Actual 

practice is confronted with 

guidelines or benchmarks. 

Feedback on clinical data 

should influence clinical 

decision-making. It may 

have an internal function 

(quality improvement) 

and an external function 

(accountability).

In the nineteen-nineties, the first efforts 

were made to produce information for 

quality improvement with the data from the 

former sick funds (17). In more recent years, 

investments have been made in benchmark 

projects and in public information about best 

practices (www.snellerbeter.nl).

The condition for extra funding for nurse 

practitioners in general practice - a “practice 

visitation” - is obligatory, followed by a 

plan. There is an ongoing arrangement 

for certification for general practice. The 

government and the University of Amsterdam 

are working on a national set of performance 

indicators. (18)

disease 

management

This technique is about an 

integral approach to care 

for a specific condition. 

This is especially useful 

in chronic conditions in 

which there is evidence 

on risk identification, 

diagnosis, treatment 

and prevention. Features 

are: multidisciplinary 

approach, transmural 

cooperation and 

performance over a long 

period of time. Critical for 

success is ICT support and 

the existence of guidelines 

and protocols.

Interest for this technique is increasing 

rapidly in the Netherlands. There are disease 

management programmes for diabetes 

mellitus, asthma/COPD and heart failure. 

There are several so-called “break-through” 

projects.(www.cbo.nl). 

clinical 

guidelines

Guideline development 

arose in the nineteen-

eighties and reflects 

professional consensus 

about treatment for 

specific conditions and 

illnesses. Guidelines 

describe the right 

treatment given the 

most recent evidence 

and clinical consensus. 

They may take the form 

of recommendations of 

detailed algorithms with 

additional support of 

education programmes. 

A special form is a 

formularium for efficient 

prescription.

Also since the nineteen-eighties in the 

Netherlands, a comprehensive set of guidelines 

has been developed. For medical specialists 

these are the CBO guidelines, and for general 

practitioners the NHG guidelines. Performing 

in compliance with these guidelines is seen 

as an important performance indicator. GPs 

show an adherence to 74% of the guidelines, 

though the variation is large: 10-100%.(14) 

The Health Care Insurance Board publishes the 

“Farmacotherapeutisch Kompas” annually, a 

national formulary for efficient prescribing. 

Also a “Diagnostisch Kompas” is published 

including guidelines for additional diagnostic 

investigations. 
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Managed care techniques in the USA and the Netherlands.

techniques focused on patients

robinson usa the netherlands

financial 

incentives for 

patients

These are techniques with 

financial incentives to 

promote an efficient use 

of the health care system.

Patients’ financial contributions for promoting 

an efficient use of the health care system. 

Several variations have been applied, many 

of which have been abandoned because 

of insufficient effects and an increase of 

administrative burden. A special variation is 

the “person-linked budget”: instead of care “in 

natura” the patient gets an amount of money 

with an important incentive for spending the 

money efficiently.

gate keeping The process of the patient 

is managed by the 

condition in the insurance 

policy that primary 

care physicians are the 

first to assess patients’ 

complaints. The aim is an 

efficient use of specialist 

care.

Gate keeping lies at the heart of the Dutch 

health care system and was obligatory for 

patients insured under the former sick 

funds. Under the new Health Care Insurance 

Act, there is freedom of choice, however a 

first visit to the general practitioner is very 

common and the expectation is that this will 

continue, especially because the medical 

specialist expects a referral from the general 

practitioner.

case 

management

This technique is applied 

with patients with 

complex health conditions 

in which efficient use 

of provision of care is 

very important. This is 

especially applied with 

psycho-geriatric patients 

and fragile elderly people. 

The case manager is 

usually not a doctor 

but a nurse with special 

organizational expertise 

and a broad knowledge of 

the whole provider field.

Case management is specially applied in 

mental health, home care coordination and 

specialised family care. 

waiting lists 

and watchful 

waiting

In elective care, waiting 

lists are judged as 

an adequate form of 

managing care. Time itself 

manages care; watchful 

waiting takes care of 

adequate procedures 

when necessary. 

The opinion on waiting lists is ambivalent. 

In general, waiting lists are judged as an 

indicator of a decrease in quality. Watchful 

waiting is seen as an adequate form of 

managing care in elective procedures.

table 2.3
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programmes 

for primary 

prevention

Prevention programmes 

about vaccination, 

screening on cervix 

carcinoma, smoke 

cessation, are the most 

important forms of 

primary prevention that 

influence care provision in 

later years.

There are several programmes. Vaccination 

is a very successful programme, 97% of 

the children in the range of 0-18 years is 

adequately vaccinated. There are two national 

screening programmes: for cervix carcinoma 

and for breast cancer. Participation levels for 

the cervix cancer programme is 67% (19), for 

the breast cancer programme it is 78% (20).

stimulating  

‘self care’

Education programmes 

around special illnesses 

and health conditions.

Campaigns by the government for smoking 

cessation, alcohol abuse and obesitas. 

We conclude from this overview that almost all reported techniques also 

have their application in the Netherlands. Most of them focus on cost control 

in combination with the maintenance of quality. Cost control is the most 

important criterion for maintaining or abandoning a technique. This is caused 

by the limited budget determined every year by the government, a policy 

which results in the majority of the parties in health care being cost-control 

oriented. [11]. For instance, techniques that have been abandoned are out-of-

pocket payments for patients and bonus arrangements for providers. Reasons 

given for abandoning these arrangements include insufficient effect on needs 

and demands, or the administrative costs exceeding the revenues. Relatively 

new techniques which are increasingly being applied are benchmarking, 

disease management, and case management.

In assessing whether techniques from the USA could be used in other systems, 

Robinson and Steiner were confronted with some methodological problems. 

Effects of managed care techniques in the USA are measured in the context 

of the so-called fee-for-service system of payment. This payment system is 

rarely used in its pure form in other countries. Another problem is that the 

effects have been realized in an organisational context that is not comparable 

with the English or Dutch systems. The third problem is the ‘black box’; there 

is little evidence of a direct relation between the specific technique and 

the performance of the managed care organization. This means that the 

conclusions from the USA should not be directly applied in other countries or 

systems.

Despite those problems, Robinson and Steiner argue that there are themes that 

can be seen as evidence-based in such a way that evidence of these themes can 

be applied in the systems of other countries.

We will look at these themes and assess whether they might be useful for the 

Dutch situation and especially for the project in Amsterdam.
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 Robinson and Steiner determined five evidence-based themes:

a ‘The evidence suggests that managed care organisations with closed or tight 

organizational structures make the largest impact upon performance. . . .

 Through closer integration and coordination and the use of consistent 

incentives they seemed to have been more successful. . .’ 

 

 In the Netherlands, this theme is supported by the government in reports 

about a ‘future-proof primary care’ [12] and about district-bound health 

service centres to manage care in the big cities. [13]. Minimalising inter-doctor 

variation, benchmarking, and incentives for quality are important, as are 

organizational firmness and continuity.

b ‘The greatest cost savings come from reducing the provision of care that is 

expensive in terms of total costs and substituting it by care of the same quality 

but less expensive.‘

 In the Netherlands, this theme is supported by the focus on substitution 

from in-patient admissions to ambulatory care, and from specialist care to GP 

care. Because quality programmes in primary care in the Netherlands have 

been developing rapidly in recent years, the possibilities for treatment and 

a quick ‘re-referral to primary care’ are substantially increased. This policy is 

supported by measures that influence clinical decision making in this direction 

e.g. extra tariffs for innovation and modernisation, national ‘transmural’ 

guidelines, tariffs for diagnosis-related groups in primary care.

c ‘Choice in clinical decision making. The clinician works more cost-consciously 

when there are more reasonable medical options’.

 In the Netherlands, this option is supported by the fact that health care 

insurers exercise restraint in restricting professional autonomy, e.g. in 

restraining prescriptions or referrals. 

d ‘Doctors practising in an organizational context are likely to have more 

consistent practice styles and have less inter-doctor variation’  

 In the Netherlands, this policy is confirmed in a large national study [14]. 

The approach is supported by the structural implementation of medical audit 

and ‘inter-colleague assessment’ in organizational structures.
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e ‘Certain areas of health care are more amenable than others to quality-neutral 

restrictions in, or reconfigurations of, use. Chronic conditions and mental 

health care are important areas in which quality-neutral cost reductions can 

be realized. Especially disease management is an important and promising 

technique in both areas.’  

 In the Netherlands, this theme is supported in different ways. In mental health 

care, quality improvement through integration of functions via protocols is 

promoted, which is not a reduction of use as such because the way it is funded 

(without any risk) is not an incentive to work on volume reduction [15]. With regard 

to chronic conditions, there is increasing attention for disease management 

which is not only focused on volume reduction but also on prevention, patient 

education and programming care, with the aim of more efficiency combined 

with maintenance or improvement of quality.

which techniques are most suitable for managing quality of care?
On the basis of the overview, we conclude that the five themes are suitable 

for making choices in the Dutch situation. From this five suitable themes a, b 

and d are our reasons for choosing general practitioners in organized groups 

as providers in the project, and theme e is the reason for focusing on chronic 

conditions including mental health.

Porter’s analysis stresses that competition works only on the level of the 

individual patient, i.e. the level of illness and health conditions. This means 

agreement on quality improvement directly related to the primary process of 

general practitioners and their patients. Quality improvement is measured 

in the process and outcomes of care, and has been proven to be effective in 

evaluation studies. This evidence is applied in the clinical guidelines. In the 

Netherlands, this means the guidelines of the Dutch Centre for Health Care 

Improvement (CBO), the Dutch College of General Practitioners (NHG) and the 

Dutch Association of Occupational Health Care (NVAB) [16]. The most powerful 

evidence is obtained by studies on chronic conditions, since the levels of 

evidence for these are more often A1, A2 and B (diabetes, asthma/COPD, cardiovascular 

diseases) than for other conditions [8, 9]. Quality improvement becomes evident 

in a substantial decrease of long-term complications and premature morbidity 

by systematic implementation of the guidelines. For diabetes, hypertension 

and hypercholesterolemia, there are cost-effectivity studies that prove that 

the implementation in practice of protocols based on these guidelines are cost-

effective when systematically applied for ten years [10].
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Guidelines for chronic conditions imply recommendations for a longitudinal 

and multidisciplinary approach in which the GP in the Netherlands is assumed 

to perform the medical coordination.

The 14 techniques (see tables 2.1, 2.2 and 2.3) were assessed as to their applicability 

to managing quality of care. Because efficiency of care is an aspect of quality, 

all techniques are applicable for cost reduction and quality improvement. 

However, the emphasis of most techniques is on managing the utilization, and 

thus on cost reduction. However the techniques in table 2.2 -clinical guidelines, 

disease management and clinical feedback- are applicable for managing care 

on quality.

On these considerations, for the Amsterdam project the choice was for 

organised general practitioners as providers, for agreements on guideline-

based quality for chronic conditions, disease management with clinical 

feedback information, and a pay-for-performance arrangement. The aim of 

disease management is that in a programmed, disease-specific approach, 

the best and most recent evidence is used. This programmed approach also 

involves the most efficient way in which high-quality results are achieved.

 Characteristics of disease management are:

• Integral and continuous approach of the total chronic condition.

• There are four elements: risk identification, diagnosis, treatment and 

prevention (mostly secondary prevention). 

• The programme is multidisciplinary, transmural and longitudinal.

• The programme is based on actual protocols.

• ICT support to monitor the process and produce outcomes indicators.

Primary care in the Netherlands is able to fulfil the role of medical coordination 

in disease management programmes for chronic conditions because it 

encompasses all elements that are needed: a longitudinal and continuous 

relationship with the patient, a strong orientation on guideline-based 

practice, a development to a firmer organization, gate keeping, and medical 

coordination.

summary and conclusions

Summarizing the different results of our study, we conclude that managed 

care techniques as presented in the international literature are applied in the 

Netherlands as well, and that the themes formulated by Robinson and Steiner 
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can be applied to the Dutch situation. The themes a (organizational context), b 

(substitution), d(consistent practice) and e (areas of care) form the basis for the choice 

in the Amsterdam project for general practitioners as providers, and chronic 

conditions as the domain of care. The critique of Porter supports the choice 

for the location of the project as near as possible to the primary process: 

purchasing with a group of general practitioners. Because the focus in the 

Amsterdam project was primarily on quality, the next techniques chosen to be 

applied are: clinical guidelines, disease management, and clinical feedback. 

Our conclusion is that guideline-based disease management techniques 

supported by clinical feedback and pay-for-performance arrangements is a 

promising combination for managing care on quality. Especially for chronic 

conditions where guidelines are available, the choice is made for the well-

organized primary care with their personal and continuous relation with the 

patient and their central and coordinating role in the Dutch health care system 

as the preferred provider in purchasing disease management.

These conclusions are incorporated in the Amsterdam project.
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abstract

objective
To identify the attention paid by a group of Dutch General Practitioners (GPs) to 

patients’ work situations including two high-risk factors for long-term sickness 

absence (LTSA), and cooperation between GP and occupational physician (OP). 

design
Cross-sectional study.

setting
29 GPs in the Amsterdam area.

methods
Selection in GPs’ registration systems of consultations via electronic search, 

analysis of these consultations manually, determination of the specificity and 

sensitivity of this search method.

main outcome measures
Numbers and proportions of patients aged 15-65 having had consultations 

in one year containing information about the work situation and current 

sickness absence, previous sickness absence and patients’ prognosis of 

duration as two important risks factors for LTSA, referral to the OP and 

contacts between GP and OP, and patient and OP.

results 
From the target group of 14,515 patients (aged 15-65, estimated as visiting the GP at 

least once a year and having paid employment) information about their work situation 

was present for 3,484 patients (24.0%), about previous sickness absence for 

89 (0.6%), and about prognosis of sickness absence for 681 patients (4.7%). The 

sensitivity and specificity of the two step search method used were 0.983 and 

1 respectively.

conclusions 
Given these results and the basic tasks of Dutch GPs, significant improvement 

is possible, especially in determining high-risk factors for long-term sickness 

absence. The search method seems sufficiently valid to produce performance 

indicators for improvement programmes in general practice.
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introduction

The description of GPs’ (self-imposed) basic tasks and their final attainment 

level of education [1], clearly describes what a patient may expect from a GP 

regarding problems in relation to the work situation, although Dutch GPs do 

not certify sickness absence [2]. In both the diagnosis and treatment, the GP 

has to take his patient’s work situation and working conditions into account. 

This includes the relationship between working conditions and complaints, 

the appropriateness of the proposed treatment regarding these working 

conditions, giving an opinion about sickness absence -with special attention 

for the prevention of long-term sickness absence and permanent work 

incapacity- and cooperation with occupational physicians (OPs). There might be 

a ‘blind spot’ in general practice concerning the relation of health and illness 

and the work situation [3].

The question whether the GP actually performs these tasks has become 

more important in the last ten years because of the increased attention 

paid to sickness absence in general and long-term sickness absence (LTSA) in 

particular. This attention in the Netherlands has been the result of the high 

level of sickness absence at the end of the 1980s, which led to a change in the 

legislation. The legislation related to sickness absence before 1994 was highly 

concerned with certification (by social security physicians) and compensation claims. 

Since 1994, the focus has been on prevention of long-term sickness absence 

and permanent work incapacity. This means that more attention should be 

paid to early recognition and early intervention, which involves an active role 

for both the employee and employer, with binding advice from the OP. Next 

to their preventive tasks, OPs are also forced by this legislation to focus on 

a speedy reintegration of the employee, through early detection and early 

interventions.

The active role of the GP, at an early stage, should be seen in relation to 

treatment, and could include treatment (or referral for treatment) of underlying 

medical, personal or social problems that have an impact on the patient’s work 

situation, cooperation with OPs to prevent conflicting advice, coordination of 

interventions for an optimal effect, and referral to an OP if the patient has not 

yet had any contact with one. But before the GP can perform these tasks in a 

systematic and ‘transferable’ way, recorded information is needed about the 

patient’s current work situation, sickness absence and possible risk factors for 

long-term sickness absence. What are possible risk factors?

A Dutch study pooled data from a number of studies and concluded that 

previous sickness absence and the patient’s/ employee’s own estimation of 
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the duration of sickness absence strongly determines the risk of long-term 

sickness absence [4]. The predictive value of the patient’s/employee’s own 

estimation has recently been confirmed by another study [5]. Of course there 

are more approaches to this theme: working conditions, patient factors, and 

health status are all determinants for long-term sickness absence [6,7], but 

the results from the above-mentioned Dutch study [4] seem adequate to 

use in the GP setting. We concluded that if the GP wants to play a role in the 

prevention of LTSA, recorded information is needed about their patients’ work 

situation and sickness absence as well as information about two elements that 

predict long-term sickness absence: previous sickness absence and patient’s 

own estimation of duration of sickness absence; also referrals from GP to OP, 

contacts between GP and OP, and patient and OP are important. The question 

in this study is to what extent this information is present in the GP electronic 

patient records (EPR) and what the specificity and sensitivity is of the search 

method used.

methods

design
The study is a cross-sectional study in the registration systems of five GP 

groups (29 GPs) in the city of Amsterdam. 

participants
We invited all 44 ‘Amsterdam’ GP groups to participate in this study. 

Conditions for participation were 3,000-10,000 registered patients, 

organizational coordination, use of the EPR including the medical module and 

coding according to the International Classification of Primary Care (ICPC). Five 

groups indicated a desire to participate. These groups are well-organized in 

primary health care centres and use the same electronic information system 

(Arcos). In this system, basic information about their patients is registered 

(address, date of birth, etc.) as well as a list of problems and the so-called journal: a 

registration of daily contacts (consultations, telephone calls, repeat prescriptions, etc.).

outcome measures
Outcome measures are the proportion of patients aged 15-65 having had 

consultations in a period of one year and who have recorded information 

about work situation, sickness absence, prognosis of the sickness absence, 

and the estimation of the patient about that duration. We corrected the total 

number of the registered patients aged 15-65 for having paid employment and 



visiting the GP at least once a year. The correction was made based on national 

figures where labour participation in the study period is reported [8].

According to these figures, 65% of the population aged between 15-65 had 

paid employment in the period under study. To correct for the number of 

patients that generally visit the GP at least once a year, we took 70% as an 

estimated proportion, based on data in a Dutch study [9].

To determine the sensitivity of the search method, at baseline period we 

checked with three GPs all other, not selected, consultations in the same period 

with patients aged 15-65. We checked these consultations to see whether we 

had missed patients with consultations with work-related information who 

should have been selected in the electronic search (false negatives). In reading the 

consultations to assess whether relevant information was present, all false 

positives were able to be removed. 

data collection
In the GP systems, we were able to identify the total number of registered 

patients divided by age. Over the period July 1st 2000 until July 1st 2001, all 

consultations were selected from patients aged between 15 and 65 whose 

registration contained the following words: work, employment, business, 

company, factory, union, sick absence legislation, sickness absence, absent, 

boss, manager, supervisor, human resource management department, 

personnel (the Dutch terms*) and the ICPC codes Z05: ‘problems with the working 

situation’ and Z08: ‘problems with social insurance’. All consultations 

were carefully read and analysed by two researchers, independently, on 

the presence of information about current and previous sickness absence, 

prognosis, referral by the GP to the OP, contact between GP and OP, and 

contact between patient and OP. Whenever the researchers’ interpretations 

differed, the consultations were discussed until consensus was reached. In 

reading all consultations, we were able to remove all false positive results 

created by the electronic search.

results

The total population of the 29 GPs consisted of 39,912 registered patients, 

28,406 of whom were aged 15-65. Of this group of 28,406 patients, an 

estimated 65% have paid employment (20,736) and of this group of 20,736, an 

estimated percentage of 70% visit the GP at least once a year (14,515). Table 3.1

The selection from the EPR resulted in 5,820 work-related consultations 

in 3,488 patients. So of all the registered patients estimated to have paid 

* Werk, arbeid,  zaak,bedrijf, fabriek, vakbond, Ziektewet (ZW), ziekteverlof, verzuim, absent, arbo,

 baas, chef, PZ, personeel
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employment and visiting the GP once a year (14,515), in 24.0% (3,488) information 

about work situation is present. These 14,515 patients, included 1,323 cases in 

which sickness absence was mentioned, and 681 with a prognosis of duration. 

Proportions for previous sickness absence, referrals from GP to OP, and 

contacts between GP and OP or between patient and OP were also analysed, 

the results are presented in table 3.2. By reading the selected consultations, 

false positives were removed (for instance the abbreviation ‘ZW’ in Dutch means ‘law for 

social benefits at illness’ as well as ‘pregnancy’), so the specificity was 1 in this two-

step procedure. In the same period, these three GPs had consultations with 

576 patients in the same age group who were not selected by the search. We 

analysed all these consultations and found seven additional work-related cases 

(for instance in one of these ‘piano tuner’ was mentioned), so the sensitivity was 0.983.

 Determination of target group, based on the total number of registered 

patients aged 15-65, corrected for the estimated proportion having paid 

employment and visiting the GP at least once a year.

number of registered patients, aged 15-65 28,406

65% estimated paid employment 20,736

70% estimated visitors of GP per year 14,515 

Numbers and proportions in the target group: registered patients, aged 15-

65, having paid employment, visiting the GP at least once a year with recorded 

information about work situation, sickness absence, previous sickness 

absence, patient’s prognosis of duration, referrals of the gp to the op and 

contacts between gp and patients with the OP.

number %

target group 14,515

patients with work-related information 3,488 24.0

present sickness absence 1,323 9.1

previous sickness absence 89 0.6

prognosis of duration of sickness absence 681 4.7

referral to op 256 1.7

contact between GP and OP 114 0.7

contact between patient and OP 630 4.3

table 3.1

table 3.2
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discussion

For 24% of registered patients with (estimated) paid employment and who 

visited the GP once a year, work-related information is recorded, for a further 

0.6% information about previous sickness absence is recorded, and for 4.7% 

patients prognosis is recorded in GP registration systems over a period of one 

year. The sensitivity and specificity of our search method are 0.983 and 1.  

Up till now, little is known about the extent to which GPs pay attention to 

this subject, where they claim to have an important role. The question is 

whether these figures represent what really happens in daily practice and 

whether a lot of things happen or are discussed in consultations that are not 

recorded because they are not seen as being relevant. But the first step in 

a systematic and quality-based approach to this problem is the systematic 

recording of the above-mentioned items. This applies not only for the ‘own’ 

GP but also in cases where the own GP is not present and has been replaced 

- a situation that occurs more and more because GPs are working part-time 

more frequently. Andrea [10] studied a group of over 12,000 employees (the 

‘Maastricht cohort’) and found that 11.9% had visited their GP ‘in relation to their 

work’ in the four months prior to his investigation. We found that cooperation 

between GPs and OPs is marginal, as there are few referrals and few contacts 

between GP and OP. If we correct these figures for the number of referrals per 

full-time equivalent GP (2,350 registered patients) we find 15 referrals and seven 

mutual contacts per full-time GP. Based on interviews, Nauta [11] found that 

GPs in the Netherlands advised their patients to contact their OP 23 times a 

year, and that GPs and OPs had mutual contact 30 times a year. Our method 

-registration of contacts- has resulted in 17% (3,488 out of 20,736) of patients 

estimated as having paid employment or whom work-related information 

was present. The difference may be explained by the fact that in our study 

information about ‘not having work’ was also taken into account. Information 

about present sickness absence was present for 9% of the target group; for 

0.6% about previous sickness absence, and for 4.6% information about the 

patient’s prognosis of duration. In a recent Dutch study among Dutch GPs, 

sickness absence was discussed by the GP with 37% of the similar target group 

[12]. In that study, the researchers analysed the consultations on videotape. 

The difference with our finding may be explained by lack of registration. Our 

figures show underreporting compared to interviews. Regional differences 

may also play a role. Another explanation is the risk of socially desirable 

answers in an interview, which may have resulted in an overestimation in 

the study by Nauta (information bias). We compared our findings with the yearly 

influx into the Dutch ‘WAO’ (i.e. benefits for those who are permanently unable to work), 
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which amounted to 53,000 persons in 2003 [13]. As there were 7,300 GPs in 

the Netherlands in 2003 [14], this means that every GP is confronted each 

year with an average of seven patients with long-term sickness absence, 

often resulting in permanent work disability. This figure makes clear that 

the number of contacts and referrals is rather small, as these seven cases per 

year represent only the most long-term and most serious cases. GPs record 

work-related information in about one-quarter of the estimated number of 

patients with paid employment in their patients’ medical files. If Dutch GPs 

really want to complete their basic tasks, they have to pay more structured 

attention to and gather information about working status, sickness absence, 

and risk factors. The results of this study could lead to a quality improvement 

programme, including a discussion about the role of the GP, a specific training 

course, appointments about improvement, and performance indicators. 

Given the sensitivity and specificity, our search method could produce these 

performance indicators. In the context of the special relationship between 

GP and patient (mutual trust), this may lead to early interventions that are fully 

supported by the patient and which therefore have a higher chance of good 

outcomes.
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abstract

background
 If general practitioners (GPs) were better informed about patients’ risks of long-

term sickness absence (LTSA), they could incorporate these risk assessments 

into their patient management plans, and cooperate more with occupational 

physicians to prevent LTSA.

aim
 To evaluate the effectiveness of a protocol helping GPs to record their patients’ 

risks of LTSA, and to cooperate with occupational physicians (OPs).

methods
 Twenty-six GPs (cooperating in four groups) in Amsterdam, participated in a 

controlled intervention study. Fourteen GPs were the protocol-supported 

intervention group; twelve GPs were the reference group. Outcome measures 

were consultations containing work-related information, information about 

two risk factors for LTSA, referrals to occupational physicians and contacts of 

OPs with GPs and patients. Outcomes were identified through an electronic 

search in the GPs’ information systems. Entries containing information were 

independently scored by two investigators. The proportions of patients with 

consultations documenting LTSA-pertinent items were compared between the 

groups, accounting for differences at baseline.

results
 There was no increase in consultations containing work-related information, 

risk factor information slightly increased in the intervention group; the 

difference was 4.5% (CI 95% 1.5 to 7.6) and 1.8% (CI 95% -0.8 to 4.4), for the two risk 

factors respectively. The referral rate to the OP increased by 2.9% (CI 95% 1.2 to 

4.5). There was no effect on contacts of OPs with GPs or with patients. 

conclusion
 Protocol-supported consultations may lead to a modest increase in 

information regarding two risk factors for LTSA in GPs’ electronic records and 

to more referrals to occupational physicians.

key words
 Long-term sickness absence, family medicine, general practitioner, risk factors, 

prevention, occupational health care, occupational physician. 
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three key points
a A protocol for general practitioners to identify patients with a high risk for 

long-term sickness absence resulted in more information on risk factors of 

long-term sickness absence in the electronic patient records

b The protocol resulted in more referrals to occupational physicians

c Applying this protocol may lead to more and better cooperation between 

general practitioners and occupational physicians, which may contribute to a 

reduction in long-term sickness absence
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introduction

 Long-term sickness absence (LTSA), defined as an absence from paid work 

of at least three months duration, causes loss of productivity and huge 

social benefit costs. In the UK, over 30% of lost labour days and up to 75% of 

absence-related costs are caused by absence periods longer than 6 months [1]. 

In the Netherlands, costs associated with social benefits due to permanent 

work disability longer than one year were €10 billion (approximately £7 

billion) in 2003 [2]. As from 2002, legislation in the Netherlands emphasizes 

intervention early on in periods of sickness absence, including the involvement 

of occupational healthcare. Both employers and employees are obligated to 

contribute actively to prevention and reintegration, at the risk of being fined 

for non-compliance. This legislation seems to be effective since the influx into 

the social benefits system due to permanent work disability diminished by 17 

percent between 2003 and 2005. The number of benefit recipients decreased 

to a lesser degree, from 803,000 to 775,600 (about 8 percent of the entire workforce) [2]. 

 Although these results are promising, those 775,600 workers at that time 

received permanent work disability benefits, which means that additional 

strategies for early interventions are being sought. One element of these 

additional strategies is greater commitment of GPs. In the final attainment 

level of GPs’ professional education, a description is given of what may be 

expected from them regarding the working population in their practice: to 

take into account the work situation in diagnosis and therapy; to make an 

estimation of the extent to which the work situation influences the health of 

their patients; to give their opinion on sickness absence; and rehabilitation and 

to cooperate with occupational physicians [3]. For patients at risk for LTSA, GPs 

are often the first healthcare professionals with an opportunity to assess that 

risk [4]. At least in theory, GPs are in a position to modify this risk. For example, 

they may discuss the risk with patients, refer the patient to an occupational 

physician (OP), and in the case of actual sickness absence (4.5% of the total 

workforce in 2006 [5], not known to GPs in their patient population), stimulate patients to 

be proactive in their reintegration process, monitor this process, exchange 

information with the OP, and coordinate reintegration if applicable. Obviously, 

in order to perform these tasks, GPs need to be informed about the presence 

of risk factors for LTSA. Currently, this is often not the case. We found that 24 

percent of the consultations with patients of working age contained work-

related information, 9% contained information about sickness absence and 

about 5% contained information pertained to LTSA risk [6]. Work and working 

conditions seem to be a ‘blind spot’ for GPs [7]. If GPs are to optimally fulfil their 
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role, more comprehensive work-related information, including information 

about risks for LTSA, should be available on more patients. 

 We studied the extent to which the application of a protocol increased work-

related information in the GPs’ information systems, information of previous 

sickness absence episodes, and the employee’s own prognosis of the duration 

of his or her sickness absence in particular. We also assessed the effects of the 

protocol on GP-to-OP referral rates, and the numbers of GP-OP and patient-OP 

contacts.

methods

 We designed the study as a controlled before-after study. In 2000, we 

performed a literature search in PubMed and in the Dutch literature 

using different combinations of the search terms ‘high risks’, long-term 

sickness absence’, ‘prognostic factors’, ‘GP’, ‘indicators’, ‘absenteeism’ and 

‘determinants’. We were interested in those risk factors for LTSA that can 

easily be detected in general practice, given GPs’ relative lack of time and 

expertise. From the literature thus retrieved, and two references in particular, 

we concluded that a history of any sickness absence in the past, and a patient’s 

own expectation that the duration of sickness absence will be lengthy, 

were likely to be strongly predictive of LTSA [8,9]. These two factors were 

implemented into a simple flow diagram (Figure 4.1 on page 65). 

 Although the literature on which we based the flow diagram is -at the time of 

writing- seven years old, more recent literature confirmed these two factors 

as important prognostic factors [10-16]. However, other studies indicate that 

various other factors are associated with long-term sickness absence as well 

[1,12,13,17-22]. In the Netherlands, almost all GPs cooperate with each other in 

groups of about 8-12 GPs. The 44 GP groups in the Amsterdam region were 

sent written invitations to participate. We asked them to choose between 

assignment to an intervention group or to the reference group. Eligibility 

depended on GPs’ willingness to place their registration system at the disposal 

of the project for outcome measurements - the use of an electronic patient 

record system (EPR), including ICPC coding. Assignment to the intervention 

group implied working according to the protocol for the period of a year. 

Members of this group received recertification points and after 6 months they 

could attend a workshop on new social benefits legislation that was organized 

by the authors (PvD, WH). After sending out the written invitation, we checked 

the interest of the groups by telephone, and on request, two authors (PvD, WH) 

gave an additional explanation about the project and the protocol. 
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Flow diagram of a protocol for general practitioners to gather information 

about sickness absence to detect a high risk for long-term sickness absence.

 First, the protocol was distributed and explained to representatives of the GP 

groups that had been assigned to the intervention. 

 Then, we explained it to all GPs in the intervention group. A plasticized 

diagram was created for daily use on the desk. The investigators gave GPs 

in the intervention group feedback on their performance on the outcome 

measures at baseline, and after 6 and 12 months.

 The outcome measures were about recorded information in the EPR of the 

GPs and included the proportion of registered patients, aged 15-65, whose 

EPR contained information on their working status and the proportions with 

information about at least one of the four elements required by the protocol: 

current sickness absence, previous sickness absence, patients’ own estimation 

of likely absence duration, and referral to an OP. Also, the proportions of 

patients’ records containing information on contacts between OP and GP, 

and between patient and OP were measured. GPs collected data using the 

EPR system Arcos (EuroNed systems, Sittard, the Netherlands). We scanned EPR systems 

from 1 July 2000 to 1 July 2001 (pre-intervention baseline period), and from  

figure 4.1
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1 September 2002 to 1 September 2003 (follow-up period). The EPR obviated the 

need for separate data registration. From the EPRs, we electronically selected 

the consultations from registered patients, aged 15-65, that contained the 

following words: work, employment, business, company, factory, trade union, 

sickness absence legislation, sickness absence, absent, boss, manager, working 

conditions, superviser, human resource management department, personnel*. 

In addition, we retrieved the consultations with ICPC (International Classification of 

Primary Care) codes Z05, ‘problems with the work situation’, and Z08, ‘problems 

with social insurance’. All selected consultations were independently 

scrutinised by two members of the research team, including the authors PvD 

and WH, on the presence of information about the protocol items and contact 

with OPs. Consensus was achieved through discussion, if required.  

False-positive consultations were removed. For example, Dutch GPs may 

use the abbreviation ‘ZW’ (meaning ‘pregnancy’), which is identical to ‘ZW’ 

for ZiekteWet or Sickness Absence Act. To determine the sensitivity of our 

approach, we manually searched the EPRs of three GPs (two from the intervention 

group, one from the reference group) on all consultations that had not been selected 

by the electronic search, within the same period and in the same age group, 

counting all consultations with work-related information that had been 

overlooked in the electronic search.

 The target population was the number of registered patients aged 15-65. 

Since only 70% of these visit their GP at least once a year [23] and 65% of all of 

these patients have paid employment [24], we corrected the denominators of 

the proportions by a factor 0.7 x 0.65. The percentage of unemployment may 

be subject to some variation, but as the study population is representative of 

the Dutch population the use of this national figure seems justified. Because 

the denominator fraction is subject to variation, we varied this in a sensitivity 

analysis using the factors 0.65 and 0.75. Random effects multivariable linear 

regression analysis was used to estimate the differences in the proportions of 

EPRs that contained protocol-specific information at 12-months. All analyses 

were adjusted for the values of the outcome measure at baseline. Data were 

analysed using Stata 9.2 (Stata Corp, College Station, Texas, U.S.A.).

results 

 Four GP groups, comprising 26 GPs agreed to participate. Two groups opted 

for the intervention group (7 + 7 GPs) and two for the reference group (6+6 GPs). At 

baseline, one of the ‘intervention’ GPs was on long-term sick leave, so the data 

had partly been collected by a replacement. Another ‘intervention’ GP had just 

* Werk, arbeid, zaak, bedrijf, fabriek, vakbond, Ziektewet (ZW), ziekteverlof, verzuim, absent, arbo, 

baas, chef, PZ, personeel.
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started the job and the data had partly been collected by the predecessor. The 

mean age of the intervention group at baseline was 47.6 years (range 10, 43-53); 

the mean number of years of experience as a GP was 14.9 (range 10, 6-21). In the 

reference group these figures were 43.8 (range 9, 40-49) and 11.1 (range 9, 7-16), 

respectively.

 Results were obtained from all GPs; there was no loss to follow-up (figure 4.2). 

 

Flow diagram of GP clusters.

 In determining the sensitivity of our electronic search, the manual search of 

three GP practices for all consultations in the same age group and in the same 

period yielded 583 consultations that contained only seven additional work-

related consultations. For instance ‘piano tuner’ was mentioned, a term not 

included in our search terms. The sensitivity of our two-step search strategy 

was estimated as 0.983 (CI 95%, 0.965 to 0.992), and the specificity was 1, as we 

removed all false positives.

 The proportion of patients with records containing some work-related 

information did not increase in either group compared to the baseline values. 

With regard to recording at least one of the four protocol-specific items 

(sickness absence, previous sickness absence, prognosis and any referral to the OP versus none), 

the intervention effect was 15.5% (CI 95%, 7.0 to 24.1) favouring the intervention. 

Information in this study increased significantly on three out of four items in 

the intervention group in comparison with the reference group. 

 The information about sickness absence increased by 7.5% (CI 95%, 3.1 to 11.8), 

about previous sickness absence by 4.5% (CI 95%, 1.5 to 7.6) and, finally, referrals 

to the OP increased by 2.9% (CI 95%, 1.2 to 4.5). Information about self-perceived 

prognosis and about contacts between GP and OP, and patient and OP did not 

increase in either group (table 4.1 on page 68-69). 

figure 4.2
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Difference = (follow-up minus baseline)intervention – (follow-up minus baseline)reference

* As 65% of all patients 15-65 yr have paid employment, and 70% of the patients visit the GP once a   

year. Correction factors that were applied on the total covered population per GP.

 Results of the two sensitivity analyses changed the size of these effects only 

marginally. Specifically, the outcome measure ‘recording at least one of the 

protocol items’ varied between 16.7 using 65% as the denominator and 

14.5, using 75%. For ‘information about sickness absence’, ‘previous sickness 

absence’ and ‘referrals to the OP’, these figures are 8.1, 7.0, and 4.9 and 4.2, 3.1, 

and 2.7, respectively. 

 

 discussion
 Use of the protocol leads to an increase of recorded information with GPs 

about two risk factors of LTSA and about referrals to the OP. The adjusted 

proportion of patients with information about at least one of the four 

protocol-specific items (sickness absence, previous sickness absence, prognosis, and referral 

Numbers of patients in the target group: patients, aged 15-65, visiting a GP 

and having paid work in both intervention and reference group. Numbers and 

proportions with work-related information and information about items 

                               intervention group        reference group                            differences of proportions

baseline period end follow-up  

period

difference baseline period end follow-up  

period

difference absolute 

difference 

adjusted 

difference

95% confidence 

interval of adj. dif.

p value of 

adj. dif.

N % N % N % N % N % N %

target group* 6,052 5,960 5,299 5,075

patients with information about

work 1,743 29 2,093 35 350 6 1,211 23 1,354 27 143 4 2.5 4.4 -4.9 to 13.8 p>0.05

at least one of the protocol items 866 14 1,236 21 370 6 523 10 558 11 35 1 5.3 15.5 7.0 to 24.1 p<0.001

sickness absence 717 12 1,133 19 416 7 403 8 463 9 60 1 5.7 7.5 3.1 to 11.8 p=0.001

previous sickness absence 47 1 290 5 243 4 24 0 33 1 9 0 3.9 4.5 1.5 to 7.6 p<0.01

patient’s self-perceived prognosis 379 6 436 7 57 1 178 3 216 4 38 1 0.1 1.8 -0.8 to 4.4 p>0.05

referral to op 146 2 337 6 191 3 95 2 125 2 30 1 2.5 2.9 1.2 to 4.5 p=0.001

contact gp-op 60 1 117 2 57 1 51 1 70 1 19 0 0.6 0.5 -0.4 to 1.5 p>0.05

contact patient-op 351 6 353 6 2 0 210 4 233 4 23 1 -0.4 0.3 -3.4 to 4.1 p>0.05

table 4.1
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 to the OP) in the intervention group compared to values at baseline was 15.5% 

higher. Information about sickness absence, previous sickness absence

 and referrals to the OP increased by respectively 7.5%, 4.5% and 2.9%. One 

could also take the absolute increase or decrease in information as outcome 

measure, in which case the information about some items doubles, for 

instance the increase in absolute number of patients with information about 

previous sickness absence, from 47 to 290 in the intervention group (table4.1). 

However, we think that percentages of the relevant target group, the working 

GP patient population, are more meaningful. There was some baseline 

incomparability on the outcome measures between the intervention and 

reference groups. This is explained by the fact that the intervention group is 

older and more experienced, which may also be due to the self selection.  

specified in the protocol. Differences in proportions after linear regression analysis with 95% 

CI and P value. Adjustments were made for the values of the outcome measure at baseline.

Numbers of patients in the target group: patients, aged 15-65, visiting a GP 

and having paid work in both intervention and reference group. Numbers and 

proportions with work-related information and information about items 

                               intervention group        reference group                            differences of proportions

baseline period end follow-up  

period

difference baseline period end follow-up  

period

difference absolute 

difference 

adjusted 

difference

95% confidence 

interval of adj. dif.

p value of 

adj. dif.

N % N % N % N % N % N %

target group* 6,052 5,960 5,299 5,075

patients with information about

work 1,743 29 2,093 35 350 6 1,211 23 1,354 27 143 4 2.5 4.4 -4.9 to 13.8 p>0.05

at least one of the protocol items 866 14 1,236 21 370 6 523 10 558 11 35 1 5.3 15.5 7.0 to 24.1 p<0.001

sickness absence 717 12 1,133 19 416 7 403 8 463 9 60 1 5.7 7.5 3.1 to 11.8 p=0.001

previous sickness absence 47 1 290 5 243 4 24 0 33 1 9 0 3.9 4.5 1.5 to 7.6 p<0.01

patient’s self-perceived prognosis 379 6 436 7 57 1 178 3 216 4 38 1 0.1 1.8 -0.8 to 4.4 p>0.05

referral to op 146 2 337 6 191 3 95 2 125 2 30 1 2.5 2.9 1.2 to 4.5 p=0.001

contact gp-op 60 1 117 2 57 1 51 1 70 1 19 0 0.6 0.5 -0.4 to 1.5 p>0.05

contact patient-op 351 6 353 6 2 0 210 4 233 4 23 1 -0.4 0.3 -3.4 to 4.1 p>0.05
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We corrected for this in the analysis. Our outcomes implicate that care for 

patients changed regarding this subject.

 Our search method in the EPR has a high sensitivity, and as we removed all 

false positives, the specificity is 1. With regard to the high sensitivity and 

specificity, it is important to note that the participating groups are known for 

their accurate registration. The increase in work-related data in the reference 

group is probably partly due to the increased attention that has been paid 

to this problem in the Netherlands in the past few years. The increase in the 

number of contacts between patient and OP was negligible. This finding 

contrasts with the increased number of referrals to the OP in the intervention 

group, which presumably demonstrates that GPs are participating in contacts 

that already exist between patient and OP. Another explanation might be that 

many referrals do not need a follow-up contact with the GP or that successful 

patient-OP contacts are not known or not recorded by GPs. The study was 

performed among a small number of GPs and the selection was biased 

because those groups that were already interested in this subject participated. 

The intervention was used to focus the attention of GPs on the problem of 

LTSA and to integrate this perspective into their treatment. One could also 

imagine other strategies of detecting high risks on LTSA in clinical practice. For 

instance, Durand [25] developed the Work Disability Diagnosis Interview (WoDDI) 

as an instrument for clinicians to assess prognostic factors in musculoskeletal 

pain patients. Though this seems a useful instrument, we think that GPs 

are most likely deterred by these kinds of comprehensive instruments from 

using them routinely in the often hectic daily practice. Assuming that the 

increase in recorded information reflects actual practice, we conclude that 

use of this protocol, increased the attention paid by GPs to high risks of LTSA 

and stimulated the cooperation with the OP. With more information about 

high risks on LTSA, treatment by GPs, in cooperation with OPs, could be more 

specific for those persons who are really at risk. We recommend experiments 

implementing this protocol on a larger scale, including training of GPs on 

this subject. Evaluation should include effects on LTSA. In this training for 

GPs, special attention should be given to present legislation on the subject 

and the consequences for patients, conversation techniques, and stressing 

the importance of attention to working conditions and sickness absence 

from the treatment perspective. A better cooperation with OPs could help 

to implement a more integrated approach to imminent LTSA. In general, GP 

organizations support an improved collaboration with OPs [26,27]. Further 

research, preferably using an RCT (randomized controlled trial) design, should reveal 

whether the use of the protocol, combined with a well designed intervention, 

contributes to less long-term sickness absence.
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abstract

background
Recent changes in the Dutch health care system have provided health care 

insurers with an increased responsibility for purchasing health care services, 

thus introducing new relationships between health care insurers and 

providers. An important aim of the recent changes is to improve the quality 

of care whilst assuring that services are delivered for a reasonable price. The 

question is whether this new purchasing role of health care insurers will 

actually lead to quality improvement. In Amsterdam a local health care insurer 

and GP groups joined forces in a project on quality-based purchasing through 

the implementation of a protocol that stimulates GPs to actively identify high 

risks for long-term sickness absence (LTSA) amongst their patients. The insurer 

supported the project by providing the necessary resources, and the quality 

gain should be achieved through a better prevention of long-term sickness 

absence resulting in negative consequences in terms of health and costs for 

patients as well as their employers. Research questions: did the joint project 

lead to greater work satisfaction and fewer problems for GPs in detecting high 

risks for LTSA, how did the implementation process of the protocol function, 

did GPs‘ expectations of the role of the health care insurer change over time?

methods
We performed an evaluation in a before-after design using questionnaires 

and focus groups, at baseline and at the end of a 12-month intervention 

period of the project. Participants were four GP groups (26 GPs) in Amsterdam 

and the local health care insurer. GP groups implemented the protocol, agreed 

upon by all local parties. The main outcome measures were differences in 

scores before and after the intervention period on two questionnaires: about 

work satisfaction, and about problems regarding the detection of patients at 

high risk of LTSA; and GPs’ expectations of the role of the health care insurer at 

baseline and after the intervention. Data were collected by questionnaires and 

interviews.

results
There were no significant differences in the scores on work satisfaction and 

perceived problems by the GPs. Implementation of the protocol proved easy 

and generated hardly any additional work. At the start, there were hardly any 

clear-cut expectations amongst the GPs on the purchasing role of the health 

care insurer, and this did not change over time. GPs distrust the intentions of 
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the health care insurer and do not perceive the health care insurer as a partner 

in improving the quality of care. 

conclusions
Implementation of the protocol was performed easily. However, if quality-

based purchasing has to support quality improvement in general practice 

in a more structural way, the GP groups have to develop a clearer vision and 

strategy to address the renewed purchasing role of health care insurer.

key words
Sickness absence, prevention, general practitioner, quality-based purchasing.
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introduction

the attention paid to purchasing
In the context of growing demand and limited resources, health care reforms 

in European countries face the challenge of improving performance and 

control costs [1]. Notwithstanding large differences across countries, common 

features of these reforms are the introduction of market elements and 

separation of the providing and purchasing of health care to reinforce the 

purchasing function.

The purchasing function is considered a crucial instrument for achieving a 

better functioning and more efficient health care system [2-4]. Especially the 

concept of strategic purchasing is considered important. Purchasers have to 

decide which services should be purchased, how they should be purchased 

and from whom [1]. Knowledge about how health care providers, such as GPs, 

respond to strategic purchasing is limited, but it seems that this is determined 

by a wide variety of factors, e.g. provider’s ambition, market exposure, kind 

of incentives in the contract and the provider’s internal organization [5-7]. If 

providers wish to be serious partners for purchasers, they have to formulate 

adequate answers: they have to develop a more business-like relation with 

the purchaser, be politically accountable [8] and transparent, and produce the 

necessary information [1]. 

Professionals may perceive purchasing as an assault on their autonomy, 

which may lead to discontent [9]. Especially when purchasers use techniques 

to manage clinical activities, physicians may feel that purchasers are 

infringing upon their territory. This often leads to distrust and resistance [10]. 

Professionals feel that purchasers abuse their profession-owned instruments, 

like guidelines and protocols, designed for professional goals such as quality 

improvement [9-11]. The question thus arises how this distrust can be bridged 

and the resistance managed, as both parties depend on each other. One linking 

pin may be quality-based purchasing; it emphasizes quality of care, which is 

the core business of providers, and is about good outcomes, performance and 

efficiency, which is what both purchasers and providers intend to achieve. 

Quality-based purchasing is seen as a key strategy for improving health care 

performance and outcomes [1], though little is as yet known about the effects 

on clinical performance [1]. Emphasizing quality of care in the purchasing 

process could support quality improvement and especially help the process 

of implementation of evidence-based guidelines. Implementation research 

in the past decade has shown how difficult it is to implement guidelines in 

daily practice [13,14]. Quality-based purchasing can be seen as an external 

‘implementation driver’ that may accelerate implementation processes,  
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in a way that new knowledge is implemented faster than the reported average 

17 years in literature [15].

dutch situation
In the Netherlands, incremental reforms in the past decade have recently 

resulted in the new Health Care Insurance Act that came into force on  

1 January 2006. This act enforces a more market-oriented health care system 

with a purchasing role for health care insurers. The insured are entitled to care 

provided by contracted care providers without receiving a bill (‘natura’) or to 

reimbursement of the costs incurred, with mediation by the health care insurer 

if requested (‘restitution’), depending on their choice of insurance policy [16].

The situation has also changed for the Dutch GPs, especially where their 

relationship with the health care insurers is concerned. Before these reforms, 

this relationship was determined by obligatory contracts and fixed prices 

negotiated at a national level. From 2006 on, (local) GP groups have to negotiate 

with health care insurers about their contracts regarding volume, price and 

quality. This new purchasing role of health care insurers has generated a lot 

of distrust among Dutch GPs and culminated in a strike of Dutch GPs in 2005 

against these health care reforms.

In anticipation of these developments, the local GP association in Amsterdam 

together with Agis, the major health care insurer in Amsterdam, initiated a 

joint project on quality-based purchasing in 2001. Both parties agreed on 

developing and implementing a protocol on the systematic identification 

by GPs of patients with high risks for long-term sickness absence (LTSA). For 

the choice of this topic, both parties had different motives but a common 

interest. The health care insurer is entering a new market situation in which 

collective contracts with employers become more and more important and 

arrangements aiming to reduce long-term sickness are considered of added 

value for the employers. For GPs, this topic is of interest because their role 

with respect to preventive occupational health is defined in their basic tasks 

and in their final attainment level [17] but execution of these tasks is still 

in an embryonic phase and executed non-systematically. Almost all GPs in 

Amsterdam collaborate in GP groups (8-15 GPs), both parties agreed that this 

seemed an adequate level for implementing the agreed-upon new protocol. 

In general, the question is whether this approach to quality-based purchasing 

supports quality improvement processes in general practice. More specifically, 

this paper addresses the evaluation of the implementation process of the 

developed protocol and seeks answers to the following questions:  

to what extent did implementation of the protocol lead to greater work 
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satisfaction and fewer problems in detecting high risks for LTSA by GPs, how 

did the implementation process work out, and what were GPs’ expectations on 

the role of the health care insurer as partner in this project on quality based 

purchasing?

methods

design
Evaluations of the protocol took place in a before-after design by 

questionnaires for the GPs individually, and focus groups with the two GP 

intervention groups. The questionnaires were used to find answers to the 

questions about the extent to which the protocol increased the GPs’ work 

satisfaction and decreased the problems they experienced in detecting high 

risks for LTSA. The focus groups answered the questions concerning how the 

implementation process worked out and what expectations the GPs had of the 

quality purchasing role of the health care insurer. 

sample
44 GP groups in Amsterdam were invited to participate, the conditions 

for participation being 3,000-10,000 registered patients, organizational 

coordination and use of the EPR including the medical module and ICPC codes. 

Summary characteristics of gp groups: median, IQR and range of age and years 

of experience, sex.

intervention group reference group

age

median 48 44

iqr 10 9

range 34-57 33-52

years of experience

median 16 10

iqr 15 9

range 1-26 2-21

men 5 6

women 9 6

table 5.1 
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Two groups of 7 GPs each decided to participate in the intervention group 

and two groups of 6 GPs each agreed to serve as the reference group for the 

questionnaires. Participating GPs could earn ‘re-certification points’. The 

mean age of the intervention group at baseline was 47.6; the mean years of GP 

experience was 14.9. In the reference group, these figures were 43.8 and 11.1, 

respectively (see for details table 5.1 on the page 81). We distributed questionnaires 

to all participating GPs -14 in the intervention group and 12 in the reference 

group- at baseline and at the end of the intervention period, respectively 

autumn 2002 and in the spring of 2004. Two focus groups were planned 

within each intervention group for 1½ hours: one at baseline, one after the 

intervention period.

intervention
We asked the GP groups to take the following steps with the health care 

insurer at group level: agree on the clinical topic; define the shared interests; 

determine the performance indicators and preliminary conditions; implement 

the protocol and evaluate the results. After agreement on the clinical topic 

by the local GP association and the health care insurer, the actual protocol 

was developed by two authors (PvD, WH; figure 5.1) after searching the literature 

for high-risk factors for LTSA [18], two factors appeared to be important 

for determining sickness absence longer than 3 months: previous sickness 

absence and the employee’s self-perceived prognosis of the duration of 

absence. The protocol was then distributed among the intervention groups, 

and was discussed by representatives of these groups and the health care 

insurer. 

All GPs discussed this as part of the focus group at baseline and agreed to work 

according to the protocol for one year.

The protocol was used with patients aged between 15 and 65. First, the GP 

would inquire about paid employment and current sickness absence; in the 

case of current sickness absence the GP would make inquiries about two high-

risk factors for LTSA: previous sickness absence and the patient’s self-perceived 

prognosis. Feedback information about the protocol items was produced from 

the electronic patient records (EPR). This information was collected at baseline 

(September 2002) and at the end of the intervention period (September 2003). 

Because participating GPs indicated that there was a need for information 

about recent social benefits legislation, a training course was organized at the 

halfway stage in which this information was presented. Researchers and GP 

representatives discussed the progress of the project at regular intervals.
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Protocol, role of the GP in the prevention of long-term sickness absence (LTSA). 

outcome measures
Outcome measures were the adjusted differences in scores on the two 

questionnaires before and after the intervention, and differences in 

expectations before and after the intervention period.

data collection
The questionnaire concerning work satisfaction when fulfilling the task 

of detecting high risks for LTSA was designed on the basis of a literature 

search [19-22] between 1988 - 2000, using the words ‘general practitioner’ 

and ‘job satisfaction’. The topics were: patient satisfaction as seen by the GP, 

satisfaction about knowledge and training, cooperation with the occupational 

physician (OP), results and efficiency. Ten questions were each awarded a score 

between one and five on a Likert scale, which produced a sum score between 

10 and 50.

The questionnaire concerning problems in carrying out the protocol was a 

modification of the one used by Grol [23] to study problems in following the 

figure 5.1 

paid employment? 

yes

sickness absence?

yes

former sickness 

absence

prognosis employee:

long duration

yes

contact occupational 

physician

discuss referral to 

occupational physician

yes

yes

routine

no

no

no

no

no
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national guideline for diabetes mellitus. The items were: knowledge of the GP, 

role of the OP, acceptance by patients, use in the daily routine, time needed to 

use the guideline in daily practice and whether the time spent on using the 

guideline fitted into the existing remuneration. There were eight questions, 

each scored on a Likert scale from one to five, thus producing a sum score 

between 8 and 40. 

Data collection in the focus groups took place by recording the four focus 

groups, one at baseline and one after the intervention period for each group. 

At baseline we enquired about the expectations of the project and of the 

role of the local health care insurer on the basis of 7 topics (appendix a). At the 

end of the intervention period, we asked whether the expectations had been 

realised, how the implementation had gone, and if they would have other 

expectations in the future. Three of the four interviews were transcribed; the 

tape of the fourth focus group (with intervention group 1 after the intervention) crashed, 

compelling us to use notes taken during the session.

analysis
Before analysing the questionnaires, five missing answers were imputed 

using a multiple (five data sets) imputation strategy in which age, sex, score at 

baseline, final scores, and group assignment were used. Next, multivariable 

linear regression was used to calculate the intervention effect adjusting for 

between-group differences at baseline. To account for potential clustering of 

observations within the GP groups, we used the Huber-White robust variance 

estimation option in Stata. Stata 8.2 was used for all calculations (Stata Corp, 

College Station, Texas, USA). For the analysis of the focus groups we used open and 

framework approaches to analyse the group interviews [24]. Initially, three 

researchers (PvD, WH and TP) openly coded the transcripts and notes to identify 

and interpret relevant themes regarding the research questions. Next, the 

three researchers discussed their coding schemes and interpretations. The aim 

of these discussions was twofold. First, the researchers had to reach consensus 

about the analysis and interpretations. Second, they had to explain their own 

theoretical perspectives, assumptions, and preconceptions. This resulted in a 

thematic framework with four central themes that provided the direction for 

further analyses. One researcher continued by analysing the data against the 

formulated framework. 

rigour
To assure internal reliability for the qualitative part of the research, we 

performed the following procedures. Because of the involvement of the first 

two authors, respectively a medical advisor of the health care involved insurer 
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and a GP in the region, the interviews were held by one or either of them 

plus the third author who did not have a direct relationship with the groups 

involved in this study. The analysis of all text material was initially done by 

these three researchers, independently of each other. Coding and scores were 

compared, and differences were discussed. One of the researchers continued 

analysing against the formulated framework. Finally, results and conclusions 

were presented and discussed in the group of three. To assure internal validity 

during the focus groups at the end, we checked the conclusions of the focus 

groups at the beginning. 

results

results of questionnaires
We were able to use 24 of the 26 questionnaires for analysis. The results of one 

GP in each intervention group were missing at baseline because, ironically, one 

GP was on long-term sickness absence and the questionnaire of another GP 

was lost. Data in the reference group were complete.

table 5.2 Results of questionnaires concerning GPs’ problems with execution of the 

protocol and work satisfaction. The intervention effect was calculated 

using multivariable linear regression, adjusted for differences at baseline. 

Confidence intervals are based on robust variance calculations accounting for 

any within-GP group correlations.
 

mean score 

at baseline

mean score 

after  

intervention 

period

difference adjusted 

difference

95% 

confidence 

interval

problems in  

detecting  

ltsa  

score range 

10-50

inter-

vention 

group

21.7 20.4 - 1.4

- 2.4 -5.3 to 0.6

reference  

group

21.3 22.0 0.7

satisfaction 

in detection 

of ltsa 

score range 

8-40

inter-

vention 

group

25.3 25.9 0.6

0.8 -2.0 to 3.5

reference  

group

22.9 23.6 0.7
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The extent to which GPs experienced problems in detecting high risks for LTSA 

was expressed in mean scores on the second questionnaire at baseline and at 

the end of the intervention period. The mean score in the intervention group 

was 21.7 at baseline and 20.4 at the end. In the reference group these figures 

were 21.3 and 22.0, respectively. After multivariable linear regression analysis, 

the adjusted difference was -2.4 with a 95% CI of -5.3 to 0.6. 

Satisfaction with the way GPs detect high risks for LTSA was expressed in mean 

scores on the first questionnaire: in the intervention group, this score was 

25.3 at baseline and 25.9 at the end. In the reference group these figures were 

22.9 and 23.6, respectively. The adjusted difference after multivariable linear 

regression analysis was 0.8, with a 95% CI of -2.0 to 3.5 (table 5.2 on page 85).

results of focus groups
None of the focus groups within the intervention group was lost to follow-

up. In the focus groups at baseline, group 1 lacked one GP because of sickness 

absence (six participants); group two was complete (seven participants). From the 

focus groups after the intervention, two GPs in group one were absent but the 

GP who was on sick leave at baseline participated (five participants). Two GPs were 

absent in group two (five participants). 

We identified four themes in the data connected with the perspectives 

of this project: organizational context and quality of care management, 

infrastructural support, professional responsibility and commitment, and 

views on the role of the insurer.

organizational context and quality of care management

At the start of the project the researchers informed the GPs, gave them the 

protocol and asked them to elaborate on it. The underlying assumption was 

that giving freedom to GPs would stimulate the implementation process, lead 

to structuring from within, and to professional commitment, and prevent 

distrust originating from a top-down approach. However, this approach did 

not work out as expected as it led to confusion within the group about who 

should do what and why. The first thing that happened in the interview was 

that GPs started to demand clarification and additional information:

‘We comprehensively discussed our participation in this project; 
it seemed attractive to follow the line: what do we regard as good 
quality in health care and in our work situation, what do we need 
to negotiate and organize in order to perform better . . . But at the 
moment it is no longer clear to me where we are at the moment . . . ‘ 
group 2 at baseline
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This confusion indicates that no clear decision-making procedures were 

in place to decide on participation in projects. Although the GPs had had 

discussions about participation in this project, it seems that these choices 

were taken on a more ‘ad hoc basis’. The next quote illustrates this:

‘We all agree that it is OK to participate in some way in a number 
of projects. For a limited time it is OK to put some energy into it.’
group 1 at baseline

The initial approach of freedom, combined with unclear internal procedures, 

led to inadequate communication and an unclear structure. So after the 

laborious start, a system of communication and structure was defined 

between two representatives and the researchers. This proved satisfactory, as 

indicated by one of the interviews at the end of the intervention period:

‘In the beginning of the project a lot was unclear, but this was 
solved by good interaction and a commonly developed structure.’ 
group 2 after the intervention

At the end of the intervention period, the second focus group made 

some remarks about a more structured approach, some kind of quality 

management:

‘One of the other goals of this project was for us to possibly learn 
to undertake these quality investigations or quality projects 
ourselves. We had not paid attention to this aspect.’ 
group 2 after the intervention

An important element regarding organization and quality of care 

management leads to the second theme:

infrastructural support

Although support was not adequate at the start, the GPs appreciated 

the fact that they did not have to fill in special registration forms as the 

feedback information was derived from the electronic patient records by the 

researchers. Also, the possibility of earning recertification points and, for the 

representatives of the two groups, to claim expenses for the hours invested 

in the project, was highly appreciated. The GPs experienced the protocol as a 

good means for structuring a problem that was assumed to be difficult and 

complex: 
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‘Structure gives me peace of mind. At first you think: something 
extra to think about again, but structure means that you don’t 
have to always think: what have I missed, don’t forget to ask, etc.’
group 2 after the intervention

At the beginning, the feedback information was not found very useful, but in 

the interviews at the end this had changed; it wasn´t the figures themselves 

that were considered useful but the internal discussion generated by the 

figures:

‘Discussing the figures affects me more than the figures themselves. 
Oh, those figures are interesting, . . . but the discussion is more 
fruitful.’ 
group 2 after the intervention

professional responsibility and commitment

Despite the uncertainty at the start and the suboptimal organizational 

context, a strong professional drive and enthusiasm was present. Interviews 

at baseline rapidly turned into a comprehensive discussion about the content 

of the protocol. Comprehensive, because most of the interview time was spent 

on this subject and for the interviewers it was difficult to stick to the topic list. 

But this discussion is crucial because it specifies the professional role and task; 

it clarifies the limitations of the protocol, gives a view on the implementation 

problems and creates commitment. After initial scepticism about the role 

of the GP at the end of the first focus group there was consensus in both 

groups that detecting high risks for LTSA is part of the GP’s task. During the 

discussion different approaches for continuation emerged. One stressed the 

responsibility of the patient, another emphasised the active role of the GP. The 

following quotes illustrate both approaches:

‘I try to help the patient to have a good story for the visit with the 
OP, that’s my goal in the first consultation. If the patient grasps it 
and the OP responds positively, I think that is a good result.’
group 1 after the intervention

‘In my experience, apart from the project, . . . I think it is one 
of the tasks of the GP to stimulate the patient to keep in 
contact with the OP, and as a GP I have to monitor this process.’               
group 2 after the intervention
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In the second interview, GPs indicate that they become more focused on the 

factor ‘work’:

‘I have become more aware of the problem of long-term sickness 
absence and I ask for sickness absence and the other items from 
the protocol in a more structured way: when did you return to 
work, how did it go? I try not to give patients the illusion that they 
have to stay home for a long time. Two weeks, then I want to see 
them again.’ 
group 2 after the intervention

However, working with new protocols takes time, which initially is a reason for 

most GPs to object against it. In the second interview, the time spent was no 

longer an issue; there was general enthusiasm and the time argument was no 

longer evident. The GPs indicated that the extra work was minimal and they 

found that the information they gathered was relevant, which gave them an 

extra perspective on treatment:

‘If you pay attention, you find other reasons for sickness absence. 
Sickness absence is not only because of shoulder pain, for example; 
there is often an underlying reason related to dissatisfaction.’ 
group 1 after the intervention

views on the role of the insurer

At baseline we asked the GPs about their expectations regarding the role of 

the health care insurer as a purchaser of quality. They indicated that they 

had hardly any expectations, merely questions and distrust. The interest 

of the health care insurer with regard to LTSA was not clear for them. More 

importantly, the role that GPs have in mind for health care insurers is in 

financing the support for quality projects, not taking part in defining agendas 

or setting priorities:

‘ . . . they want control and a shift in priorities. . . They say that GPs 
should be more involved in the working situation of their patients 
and they don´t find financing other protocols or quality projects 
important at the moment. . .’
group 1 after the intervention

Given the definition of strategic purchasing, this discussion about priorities is 

essential. But the view of the GPs is that the health care insurers are primarily 
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interested in money and that possibilities for cooperation are therefore 

limited to the financing of facilities and support. At the end of the intervention 

period, not much had changed in their opinion, though the support for this 

project, made possible by a grant from the insurer, was appreciated. There 

was irritation about the bad performance of the health care insurer when 

it came to paying on time, getting the right people on the phone, etc. These 

primary processes should be in order before talking about purchasing quality. 

Moreover, the GPs doubted whether the insurer had enough expertise to 

purchase quality:

‘I doubt whether the insurer has the necessary knowledge for 
purchasing quality and whether they have the possibility to 
support this process.’
group 1 at baseline

It is not exactly clear what was meant by ‘the necessary knowledge of the 

insurer’. The GPs were more inclined to cooperate with other parties, such as 

the department of general practice of the academic hospital nearby,  

to implement quality projects. Yet one of them seemed to see some 

perspective in cooperating with the insurer:

‘In realising quality we face several problems and now I think, 
maybe Agis could help us in solving those problems, what do you 
have to offer us?’
group 2 after the intervention

discussion

Our main findings with the questionnaires are that the implementation of the 

protocol did not lead to significant changes in work satisfaction or in problems 

experienced in performing in accordance with the protocol. However, the 

difference on the last item shows almost a significant difference with a 

95% confidence interval of -5.3 to 0.6. The focus groups showed that, after a 

laborious start, the implementation of the protocol went well and execution 

in daily practice was rather easy; it did not mean any extra work and led to 

professional enthusiasm. However, despite these positive experiences with 

respect to the topic of implementation (a protocol on LTSA), there were hardly any 

expectations about the role of the health care insurer, and if there were, they 

were surrounded by distrust and ignorance. And expectations were restricted 



to financing facilities and support in the implementation of protocols, not in 

jointly defining priorities and improving quality of care.

Though the results of the focus groups show that there is satisfaction with the 

implementation and execution of the protocol and more grip on the problem 

of detecting LTSA, this is not confirmed in the results of the questionnaires.

As far as we know it is the first time in the Netherlands that GPs were asked, 

on this ‘micro level’, about their expectations of health care insurers in their 

new purchasing role. This study provided a clearer view on this. Though 

participation of just four groups may seem a limited number, they constitute 

5% of the entire Amsterdam GP population, which is not so bad given today’s 

turbulent times.

The way in which the groups were selected has created bias: the participating 

groups were already interested in the subject and we know that they belong 

to the better organized groups in the Amsterdam area. Our analysis shows 

that the way these GPs are organized is not optimal for the process of quality-

based purchasing. If these GPs are the best organized in Amsterdam, then 

our conclusions are even more relevant for other GP groups who are less well 

organized.

Other studies on providers’ responses to strategic purchasing mainly 

concern larger providers’ organizations such as hospitals, not to individual 

professionals. We found one study in the US where perceptions of individual 

physicians on managed care seemed to be related to the ties they had with 

managed care organizations [6]. Our study is too small and the ties with the 

insurer are too specific to be able to compare our results with those found in 

that study. The themes identified in the focus groups are very similar to those 

identified in other studies about implementation processes of protocols: 

they show that a firmer organizational context enables better performance 

[7], and that proper planning, a systematic approach, possibilities to expand 

professional tasks, and infrastructural support are important [25]. It remains 

to be seen what changes in the opinion of GPs towards the insurer would have 

occurred if the implementation of a protocol on another topic had been less 

successful and requiring more changes in the practice routines of the GP’s

The implementation was relatively successful and this was largely due to 

professional commitment. However, even though the support of the health 

care insurer was appreciated by the GPs, there was no fundamental change 

in the GPs’ attitude towards the health care insurer in its purchasing role. 

Especially the notion of ‘being partners in quality improvement in general 

practice’ is still far from being a reality. 

91
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conclusions

We conclude that GPs have not yet adequately thought through answers to 

the new purchasing role of the health care insurer. If GPs want to continue in 

their role as contracted service providers given the health care reforms, they 

need to develop a countervailing power: they need to invest in organization 

and create a strategic perspective beyond the present one-year term of the 

contracts between GPs and health care insurers. They have to develop an 

informed opinion on whether and how quality-based purchasing could serve 

their quality improvement goals. These strategic and managerial functions 

are most likely not efficiently organised on the level of small GP groups; 

embedding these functions on a higher aggregate level of organized GP care 

seems warranted. For this countervailing power, professional enthusiasm 

and commitment are the key. If quality-based purchasing must meet the 

high expectations as stated, purchasers should identify, support, and join 

this professional drive and build structural relationships with professionals. 

Both health care insurers and GPs should undertake pilot projects in which 

they develop these new mutual commitments and experiment with new 

procedures of purchasing quality. Accompanying research should reveal if 

quality-based purchasing actually supports the implementation of quality 

programmes in general practice. For the Dutch situation, at the start of 

the health care reforms, no level playing field exists in which quality-based 

purchasing can support quality improvement in general practice. There is still 

a large gap between the policy rhetoric of quality-based purchasing and the 

actual involvement and actions of individual GPs. Building partnerships via 

quality improvement will take much more than incidental project funding and 

the goodwill on the part of a few individuals.
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abstract

background
Before initiating quality improvement projects, information on baseline 

performance is needed to identify the opportunities for improvement. In 

cooperation with general practitioners (GPs), baseline performance indicators 

are developed assessing the quality of care in depressive patients related to the 

Dutch guideline for depressive disorder for GPs. The scores on these indicators 

are expected to provide information on quality at baseline.

design
The development of a set of performance indicators followed by a cross-

sectional survey of the electronic patient records used in daily practice, to 

assess quality at baseline.

setting
Two GP groups, six GPs.

methods
We asked GPs to indicate essential process steps in a protocol based on 

the guideline, to be used as performance indicators for quality of care. A 

search was performed in the electronic patient records (EPR) followed by a 

manual scoring of the extracted data for information about these steps. This 

information was presented to the GPs, and they evaluated the use of these 

performance indicators to identify opportunities for quality improvement.

results
Information about the process steps as performance indicators based on 

the guideline, were able to be produced in a valid way from the EPR. The 

GPs evaluated the data obtained by the twofold procedure as adequate 

information to assess quality of care at baseline.

conclusion
Baseline performance information on the care of GPs concerning depressive 

disorder can be extracted from the information present in the routinely used 

EPR, and the GPs were able to develop a set of performance indicators that 

supported their identification of opportunities for quality improvement.
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introduction

The attention paid to implementation strategies of quality programmes 

in professional practice has increased in the past decade [1,2]. Research 

into implementation programmes so far indicates that ‘there are no magic 

bullets’, that contextual factors play an important role in implementation 

processes, and that there is no one strategy that is superior to others [3]. 

One of these contextual factors is the health care system that influences the 

implementation of quality programmes, for instance by the reimbursement 

techniques used and ‘pay-for-performance’ programmes [4,5]. In the past 

ten years in the Netherlands, important changes in the health care system 

have taken place, resulting in the new Health Care Insurance Act that 

came into force in 2006. In this new situation, health care insurers have a 

purchasing function and are obliged to make contracts and agreements with 

providers about the care for their insured. One question to be answered is 

whether health care insurers in their new role as purchasers could support 

the implementation of quality programmes. To answer this question, the 

dominant health care insurer in Amsterdam and local GP groups undertook a 

project in which agreements were made about the implementation of quality 

programmes in general practice. 

One of the quality programmes was the implementation of the national 

guideline for the depressive disorder [6]. In this project, GP groups worked 

according to the so-called Quality Circle, a strategy for getting quality 

programmes implemented in a structured and organized way [7]. In the 

Amsterdam project, GP groups chose a clinical topic, elaborated the topic in a 

local protocol, defined performance indicators describing the quality aspects 

of the protocol, and organized regular feedback to participating GPs based on 

the performance indicators developed. At the start of the programme, baseline 

information about these performance indicators is generated to determine 

which aspects of the guideline in particular need improvement. This baseline 

performance information is therefore an important starting point of the 

quality circle: it directs attention to the right activities and motivates GPs 

to actively implement improvements in their professional practice. In the 

literature it was not easy to find much information on baseline performance 

information, which indicates that the topic might be underestimated [1]. 

There are several ways to find this information [8]. One efficient method is to 

obtain this information from the recorded data in the routinely used EPR, as the 

organization of separate recordings is time-consuming and expensive. Separate 

recording takes up a lot of time and if quality improvement has to become 

routine, information about performance should be gathered routinely as well.
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In the project we evaluated the construction of this baseline performance 

information using the following questions: how was the guideline for the 

depressive disorder translated by the GPs into performance indicators, could 

appropriate information be extracted from the EPR in a valid way by scoring 

on the performance indicators, and has this information added value for the 

participating GPs as a start for quality improvement?

methods

sample
We invited all 44 Amsterdam GP groups to participate in the project; the 

only inclusion criterion was the systematic use of an electronic patient 

record including the use of the codes of the International Classification 

of Primary Care (ICPC). After inclusion, 19 GP groups remained, who were 

invited to participate in the project. Ultimately, six groups participated: four 

groups as intervention groups and two groups as reference groups. From the 

intervention groups, two groups of three GPs each participated by choosing 

the depressive disorder as topic for quality improvement. 

data collection
We asked both groups (n=six GPs) to identify performance indicators from the 

guideline linked to the process of diagnosis and treatment of the depressive 

disorder and traceable in the EPR. The choice for process indicators was made, 

as research indicates that process indicators are directly correlated to quality 

of care [9,10]. 

The production of the baseline information to the GPs was done in a twofold 

procedure: first an electronic search was performed in the EPRs, and then these 

extracted data were scrutinized and scored on items corresponding to the 

performance indicators.

We developed an electronic search script (MuSQLe script, Arcos; Euroned bv, Netherlands) 

to extract information on the chosen performance indicators in the EPR. 

The search was executed in a consistent manner, in four parts of the EPR to 

diminish the chance of missing any information [11]: problem list, journal, 

medication list and ICPC codes. The script searched for all consultations for 

both intervention GP groups over the period 01-07-2000 till 30-06-2001, 

selecting patients aged18-85 for the ICPC codes P03 (gloomy mood) and P76 

(depressive disorder), and for consultations with text words related to depression, 

relevant referrals and for anti-depressant medication (appendix b). All selected 

consultations were carefully read and analysed by two researchers, and scored 
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positively or negatively with regard to the presence of the chosen performance 

indicators. The criteria for a positive score are listed in appendix c. Differences 

in scores were discussed by the scoring researchers until consensus was 

reached. 

To estimate the sensitivity of this twofold approach, over the same period 

and within the same age group we manually scrutinized a sample of all 

consultations by two GPs, looking for relevant consultations that had not 

been selected by the electronic search. We selected all the consultations with 

depression-related information that had been overlooked in the electronic 

search to estimate the proportion of false negatives. With the data from both 

these twofold search procedures it was possible to generate a two-by-two 

table.

The results of the twofold approach were presented to the two GP groups and 

they were asked if the results of the selection and analysis were useful for 

determining items for quality improvement. 

outcome measures
Through this twofold procedure, a list of episodes (one or more related consultations) 

per GP and per GP group was produced, containing all the episodes that scored 

positive on depression disorder, inclusive the scores on the six performance 

indicators that described the quality. These data were presented to the GPs 

as baseline performance information to identify opportunities for quality 

improvement.

results

The data of the two twofold search procedures are presented in table 6.1 (on 

page 103) . On the basis of these data it is possible to compute the specificity and 

the sensitivity of the procedure. By reading and analysing the consultations as 

the second step in the procedure we could remove all false positives (e.g. those 

related to anxiety disorder, P78, or psychoses), thereby making the specificity 1 ( CI 95% 

0.993 to 1). The sensitivity was 0.969 (CI 95% 0.895 to 0.992). It was concluded that the 

twofold search procedure was estimated as valid. 

Both groups decided to concentrate on three aspects of quality improvement: 

the performance as GP, the cooperation with GP colleagues, and cooperation 

with other primary care disciplines and specialists. This approach led to the 

definition of six performance indicators: the diagnostic procedure (in accordance 

with the guideline, or based on the use of other diagnostic instruments like the 4DKL list or 

based on ICPC coding), the notation of the severity of the depression (minor, major), 
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notation about further treatment and support within primary care, notation 

about medication, about referral, and of the indication for a referral.

Diagnostic table of the Electronic Patient Records (EPR) findings for depression/ 

depressive disorder (see appendix b), and consequent manual screening for 

positive and negative episodes for depression/depressive disorder in all 

records of two GPs, within the same age group (18-85) and over the same period 

(1/7/2000 - 31/6/2001). 

depressive episode 

present in epr

depressive episode 

absent in epr

total

positive score on depression 

after electronic search 

and manual screening 

afterwards for negative 

episodes

63 0 63

negative score on 

depression after electronic 

search and manual 

screening afterwards  

for positive episodes

2 550 552 

total 65 550 615

The results of the twofold procedure for the two intervention GP groups are 

presented in table 6.2 on page 104-105.

The prevalence of the depression in one group is higher than expected (25 

promille vs. 10-15 promille nationally), there is much attention for the systematic use 

of a diagnostic procedure (90%), the registration of severity is limited (28%), 

in 54% of the episodes prescribed medication is registered and in 37% of 

the episodes referrals are registered. In only 10% of all episodes containing 

information about depressive disorder the reason for referral is registered, i.e. 

in 28 % of all referrals (table 6.2). 

The discussion between the GPs about this baseline performance information 

led to the choice of four priorities in quality improvement: using a more precise 

diagnostic procedure, better and more frequent determining of the severity 

of the depression -because in the guideline version (1994) the severity was an 

important point of departure for the treatment and support and cooperation-, 

more frequent treatment in primary care and more frequent registration of the 

reason for referral and thereby improving the cooperation with colleague GPs 

and specialists. In preparation for making agreements with the health care

table 6.1 
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Registered patients per gp intervention group and combined, numbers and 

percentage of patients 18-85 years, number and percentage of episodes with 

information related to

registered 

patients

patients 18-85 year 

and % of registered 

patients

episodes with information about 

depressive disorder: numbers and 

as % of patients 18-85 year

episodes that scored positive on one or more of the six performance indicators: numbers and  

as a % of the episodes with information about depressive disorder 

diagnostic 

procedure

severity treatment in 

primary care

medication referral indication  

for referral

     group N % N % N % N % N % N % N % N %

1 6,900 4,959 71 84 1.7 79 94 23 27 35 42 45 54 20 24 7 8 

2 4,616 3,636 78 129 3.5 112 87 36 28 64 50 70 54 58 45 15 12 

1+2  11,516 8,595 75 213 2.5 191 90 59 28 99 46 115 54 78 37 22 10

insurer about the quality of care of the depressive disorder, the GPs stated that 

important preconditions for quality improvement on the level of cooperation 

with others are an increase in the number of psychologists and social workers, 

and the reduction of waiting lists for specialists.

discussion

In the literature on quality improvement techniques, the importance of 

baseline performance information is stressed [1], while little attention is paid 

on how to carry out a baseline performance procedure. This descriptive study 

is an attempt to gain insight into this question.

The GP groups were able to formulate a protocol on the basis of the Dutch 

guideline for depressive disorder and were able to define six quality 

performance indicators. The method of gathering information about 

performance took up little extra time for GPs because the routinely gathered 

information in the EPR was used. The twofold method of electronic search in 

the EPR and the manually scoring and analysing of the extracted data that we 

developed yielded a high specificity and sensitivity. Important conditions for 

obtaining the information in this way is a meticulous use of the EPR by the GPs, 

a search in all parts of the EPR, and external support in searching, analysing 

and reporting the performance indicators. 

table 6.2
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With this baseline performance information for GPs, it was possible to 

formulate concrete goals for quality improvement. 

A remarkable finding is the high prevalence of the depressive disorder in 

one of the groups. GPs explained this high prevalence by the fact that a high 

percentage of their patients lived in underprivileged areas.

A weak aspect of this study is its small scale. But it provides insight into how 

two groups of GPs were able to develop and use information at baseline of 

the quality circle, what kind of indicators they defined, and that the twofold 

procedure of extracting and analysing data from the daily used EPR adds 

little extra workload for the GP, as well as producing information with a high 

sensitivity and specifity.

With the increasing attention being paid to professional quality improvement, 

in order to enhance the performance of the Dutch health care system, national 

investments in the further development and utilization of the EPR are 

essential. The EPR has to deliver performance information in an easy way and 

on a daily basis. We also recommend further research into the validity and 

reliability of the information obtained from the EPR.

a depressive disorder and from those episodes, number and percentages with 

positive scores on one or more of the six performance indicators.

Registered patients per gp intervention group and combined, numbers and 

percentage of patients 18-85 years, number and percentage of episodes with 

information related to

registered 

patients

patients 18-85 year 

and % of registered 

patients

episodes with information about 

depressive disorder: numbers and 

as % of patients 18-85 year

episodes that scored positive on one or more of the six performance indicators: numbers and  

as a % of the episodes with information about depressive disorder 

diagnostic 

procedure

severity treatment in 

primary care

medication referral indication  

for referral

     group N % N % N % N % N % N % N % N %

1 6,900 4,959 71 84 1.7 79 94 23 27 35 42 45 54 20 24 7 8 

2 4,616 3,636 78 129 3.5 112 87 36 28 64 50 70 54 58 45 15 12 

1+2  11,516 8,595 75 213 2.5 191 90 59 28 99 46 115 54 78 37 22 10

insurer about the quality of care of the depressive disorder, the GPs stated that 

important preconditions for quality improvement on the level of cooperation 

with others are an increase in the number of psychologists and social workers, 

and the reduction of waiting lists for specialists.

discussion

In the literature on quality improvement techniques, the importance of 

baseline performance information is stressed [1], while little attention is paid 

on how to carry out a baseline performance procedure. This descriptive study 

is an attempt to gain insight into this question.

The GP groups were able to formulate a protocol on the basis of the Dutch 

guideline for depressive disorder and were able to define six quality 

performance indicators. The method of gathering information about 

performance took up little extra time for GPs because the routinely gathered 

information in the EPR was used. The twofold method of electronic search in 

the EPR and the manually scoring and analysing of the extracted data that we 

developed yielded a high specificity and sensitivity. Important conditions for 

obtaining the information in this way is a meticulous use of the EPR by the GPs, 

a search in all parts of the EPR, and external support in searching, analysing 

and reporting the performance indicators. 
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abstract

background
In a project concerning quality-based purchasing, agreements were made 

between a health care insurer and two GP groups about the implementation 

of the guideline for depressive disorder. 

design
Controlled before-after cluster evaluation. The clinical performance before 

and after implementation was measured using six performance indicators 

measured in GPs’ electronic patient records.

setting
Two GP groups (3+3 GPs) as intervention group, two GP groups as reference 

group (7+6 GPs) in the Amsterdam area. The intervention consists of: elaborating 

the guideline into a local protocol, defining quality targets with defined 

performance indicators, negotiating with the health care insurer about this 

and executing the protocol and evaluating the outcome in the GP group and 

with the health care insurer.

methods
The intervention groups were asked to work according to the guideline for 

a year. Outcomes were identified through an electronic search of defined 

performance indicators in the GPs’ electronic patient records. Electronically 

extracted episodes which were thought to contain information required by the 

guideline were independently scored by two investigators. The proportions of 

patients with episodes (one or more related consultations) in which protocol items were 

reported were compared across the groups, accounting for differences at baseline.

results
The adjusted difference on the extracted depressive episodes was 0.34 (95%CI 

-0.06 to 0.74). The adjusted differences on the six performance indicators were: 

diagnostic quality 0.9 (95%CI -2.28 to 0.48), assessing severity 0.64 (95%CI 0.25 to 1.03), 

treatment in primary care 0.001 (95%CI -1.33 to 1.32), medication 0.14 (95%CI -1.1 

to 0.82), referrals to specialist 0.29 (95%CI -1.06 to 0.48), indication for referral 0.09 

(95%CI -0.51 to .33).

conclusion
The intervention in this project contributed slightly to better clinical 

performance regarding the guideline of depressive disorder.
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introduction

Implementation of quality of care in general practice is a widely studied 

problem. The results mentioned in international studies are difficult to 

generalize because of the specific study settings and the contextual aspects of 

the results. Many different implementation strategies have been studied but 

no single strategy is superior to any other. In other words: ’there are no magic 

bullets’ [1]. The quality of health care, its implementation and its guarantee is 

becoming a major issue in the majority of developed countries.

In a recent OECD report (2004), the countries involved report structural failing 

of their health care systems namely: exploding costs in combination with 

stagnation of the improvement of the quality [2]. In this report international 

consensus is mentioned concerning the solution: the introduction of market 

elements in the regulation of the health care system. In the Netherlands 

the system was redesigned for this reason. This means that since 2006 

the purchasing power of the health care insurers has been expanded. All 

the health care insurers try to develop a purchasing strategy with varying 

emphasis on price-competition or on quality-based purchasing. 

Looking at these developments, the question arises as to whether there 

is a relationship between the techniques for implementing quality of 

care by providers and quality-based purchasing. In the literature about 

implementation techniques, we found no studies that address the question 

whether quality-based purchasing by health care insurers could facilitate the 

implementation process of quality of care by providers.

To answer this question, the dominant health care insurer in Amsterdam and 

the local association of general practitioners undertook a project in which 

groups of general practitioners (GPs) in Amsterdam made agreements with this 

health care insurer about clinical topics based on protocols or consensus-based 

designed protocols.

In this project a five-step approach was formulated: 

general practitioners choose a clinical topic based on a guideline or a designed 

protocol; they adapt this to a protocol for the local situation; GPs and health 

care insurer negotiate about conditions and performance indicators; GPs 

implement and execute it; the results are evaluated together. The project 

was evaluated by a controlled before/after design in which the effects on the 

performance of the GPs were measured by quantifying the effects on the chosen 

performance indicators as registered in the electronic patient record (EPR). 

One of the chosen clinical topics was the implementation of the Dutch 

clinical guideline about depressive disorder [3]. There were several reasons for 

choosing this guideline. It is a rather prevalent condition in primary health 
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care and there is consensus about the evidence-based content of the guideline. 

The multidisciplinary cooperation is described in a stepped care model in 

which the GP has a central role. And the depressive disorder is an important 

subject for the health care insurer because of its high prevalence and its 

quality of life aspects (including problems with work ability).

We evaluated the project using the following question: what is the impact 

of this quality-based purchasing project on the performance of the guideline 

depressive disorder, regarding the chosen performance indicators as measured 

in the EPR of the GPs of the intervention and the reference groups?

two methods

design
We used a controlled before-after cluster evaluation to answer the research 

question. 

intervention
In accordance with the approach, the intervention groups were asked to follow 

the five steps: two intervention groups chose depressive disorder as a clinical 

topic to improve the quality of care. In the next step they used the Dutch 

clinical guideline as a basis for a local protocol. Next, the group formulated 

performance indicators and used these to perform a measurement at baseline. 

These baseline data led to the formulation of targets for improvement. Next 

there was a meeting with the health care insurer to make a formal agreement 

on the protocol, the targets and the indicators and the preconditions for 

successful implementation. The next step was working with the guideline 

for the period of one year. During that year feedback was given to each GP 

individually on the indicators, and a further training course was followed, 

including updating of clinical knowledge related to depressive disorder. The 

intervention ended with a meeting with the representatives of the health care 

insurer to evaluate the results and the process. In this way the implementation 

technique used was multifaceted, which is preferred to single implementation 

techniques [4].

participating gp groups
An invitation for research participation was sent to all the 44 GP groups in 

Amsterdam. Criteria for participation were 3,000 - 10,000 registered patients 

as group size and the use of the EPR including the medical module and ICPC 

codes. After assessing the GP groups on these criteria, a list of 19 GP groups 
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remained, six of which expressed the wish to participate and were included: 

four as intervention group (7 + 7 + 3 + 3 GPs) and two as reference group (7 + 6 GPs). 

Of the four intervention groups, two GP groups (3+3 GPs) chose the depressive 

disorder as clinical topic. 

outcome measures
The outcome measures used in the study were: the proportion of registered 

patients, aged 18-85, whose EPR notified episodes that contained information 

about depressive symptoms or depressive disorder, and the proportion of 

these episodes which contained information in the EPR of (one or more of) the 

indicators chosen by the GPs of the intervention group. These indicators were: 

quality of the diagnostic process, severity of the disorder, treatment in the 

primary care setting, medication, referrals to a specialist, and registration of 

the indication for the referral.

data collection
We asked both intervention groups (n=six GPs) to identify performance 

indicators from the guideline linked to the process of diagnosis and treatment 

of the depressive disorder and traceable in the EPR. The choice for process 

indicators was made as research indicates that process indicators are directly 

correlated to quality of care [5.6].

The production of the baseline information to the GPs was done in a twofold 

procedure: first an electronic search was performed in the EPR and then these 

extracted data were scrutinized and scored on items corresponding to the 

performance indicators. 

We developed an electronic search script (MuSQLe script, Arcos; Euroned bv, Netherlands) 

to extract information on the chosen performance indicators in the EPR. 

The search was executed in a consistent manner, in four parts of the EPR to 

diminish the chance of missing information: problem list, journal, medication 

list and ICPC codes [7]. The script searched for all consultations of the 

intervention and the reference GP groups over the period 1 July 2000 till 30 

June 2001 at baseline, and over the period 1 September 2002 to 31 August 

2003 after intervention, selecting patients aged 18-85 years for the ICPC 

codes P03 (gloomy mood) and P76 (depressive disorder), and for consultations with 

text words related to depression, relevant referrals and for anti-depressive 

medication (appendix b). All selected consultations were carefully read and 

analysed by two researchers and scored positively or negatively on the 

presence of the chosen performance indicators. The criteria for a positive score 

are listed in appendix c. Differences in scores were discussed by the scoring 
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researchers until consensus was reached. In the feedback given to the GPs, the 

scores were counted as episodes containing one or more related consultations. 

To estimate the sensitivity of this twofold approach, we scrutinized manually 

over the same period at baseline and within the same age group a sample of 

all consultations by two GPs looking for relevant consultations that had not 

been selected by the electronic search. We selected all the consultations with 

depression-related information that had been overlooked in the electronic 

search to estimate the proportion of false negatives. With the data of both 

these twofold search procedures, it was possible to generate a two-by-two 

table.

analysis 
Multivariable linear regression analysis was used to estimate the differences 

between the groups in the cumulative proportions in the EPR that contained 

protocol-specific information. All analyses were adjusted for the values of the 

outcome measures at baseline. We analysed the outcome measures on all six 

indicators using a random intercept model resorting to ordinary least squares 

linear regression if the intra-cluster correlation proved to be statistically 

insignificant at P>0.05. Data were analysed using Stata 9.1 (Stata corporation, 

College Station, Texas, USA).

results

In intervention GP group 1, one GP was lost to follow-up. The data of the two 

twofold search procedures are presented in table 7.1 (page 116). On the basis 

of these data it is possible to compute the specificity and the sensitivity of 

the procedure. By reading and analysing the consultations as the second step 

in the procedure, we were able to remove all false positives (e.g. those related 

to anxiety disorder, P78, or psychoses) so the specificity was 1,0 (CI 95% 0.993 to 1). The 

sensitivity was 0,969 (CI 95% 0.895 to 0.992) See table 7.1. The conclusion was that 

the twofold search procedure was estimated as valid. 

The outsourcing of these tasks is relevant to the participating GPs because it 

did not create any extra workload and the GPs still get their feedback results.

We found no significant intra-cluster correlation. Therefore the results of the 

ordinary least squares regression analyses are presented in table 7.2 (pag 118).

The adjusted difference on the extracted depressive episodes was  

0.34 (CI 95% -0.06 to 0.74). The adjusted differences on the six performance 

indicators were: diagnostic quality 0.9 (CI 95% -2.28 to 0.48), assessing severity  



0.64 (CI 95% 0.25 to 1.03), treatment in primary care 0.001 (CI 95% -1.33 to 1.32), 

medication 0.14 (CI 95% -1.1 to 0.82), referrals to specialist 0.29 (CI 95% -1.06 to 

0.48), indication for referral 0.09 (CI 95% -0.51 to 0.33). Looking at the adjusted 

difference figures, these results lead to the conclusion that the intervention 

did contribute slightly to a better clinical performance of the intervention GPs 

as recorded in their EPR (see table 7.2 on page 118).

Diagnostic table of the Electronic Patient Records (EPR) findings for depression/ 

depressive disorder (see appendix b), and consequent manual screening for 

positive and negative episodes for depression/ depressive disorder in all 

records of two GPs, within the same age group (18-85) and over the same period 

(1/7/2000 - 31/6/2001). 

depressive episode 

present in epr

depressive episode 

absent in epr

total

positive score on depression 

after electronic search 

and manual screening 

afterwards for negative 

episodes

63 0 63

negative score on 

depression after electronic 

search and manual 

screening afterwards  

for positive episodes

2 550 552 

total 65 550 615

discussion
In both the intervention group and the reference group, a rather high 

prevalence of depressive disorder was reported, respectively 25/1000 and 

31/1000, while in the Netherlands, the average prevalence as reported in GP 

consultations is 10-15/1000 [3]. The clinical performance on the guideline 

depressive disorder as reported in their EPR shows that on the six performance 

indicators the adjusted difference of intervention and reference groups before 

and after intervention, there is a slight effect noticeable after intervention. 

The GPs suggested that because of the high prevalence figures in both 

intervention and reference group, there was probably too little room for 

improvement to show a larger effect. The relatively short execution period 

in relation to the complex intervention could also be an explanation for this 

result. 

116
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Part of the protocol was the carefully reporting of the quality indicators that 

the intervention GPs agreed upon. For this reason, in the study the researchers 

looked for a procedure that was designed as close to the primary process of 

the participating GPs as possible. On this basis, a digital script was designed 

in collaboration with ICT colleagues of the Public Health department of the 

AMC, University of Amsterdam. The researchers followed a two-step procedure 

which yielded a high sensitivity and specificity.

Two preconditions are worth mentioning: first there is the problem of the 

validity of the information in the GPs’ daily-used EPR. Because the information 

is scattered over different parts of the EPR, the problem of losing information 

in digitally extracting procedures can be overcome by using scripts that 

simultaneously search in all the EPR parts: on text words in the journal, on 

the problem list with or without a ICPC code, in the medication module, as 

a referral indicated with or without an ICPC code [7]. Second, an important 

precondition is the right way of using the EPR by the GPs. In this study all 

the GPs (intervention and reference group) used the so-called SOEP notation (subject, 

object, evaluation and plan) and a meticulous registration of the ICPC codes in 

the EPR on a rather high level. This was possible because the GP groups were 

supported in the quality of the ICPC coding by the department of Public 

Health of the AMC, University of Amsterdam for many years. Under these two 

preconditions, there was the assurance that little information was missed 

by the extracting procedure while the GPs noted there daily consultations as 

usual (no extras, no paperwork for research). The search procedure was outsourced to 

the researchers and their assistants. In this way the workload of the GPs was 

spared as they evaluated the feedback (at baseline, half-way, and after one year) of the 

six performance indicators as useful. 

The implementation technique used in this study was multifaceted: disease 

management on the basis of a guideline-based protocol, performance 

indicators and feedback of the clinical performance during and after the 

execution of the protocol. An important aspect of the implementation 

technique in this study was an agreement concerning the quality of the clinical 

topic and on the different aspects of the technique (goals, indicators, targets, 

preconditions) with the health care insurer. 

In accordance with the limitations of the study as mentioned above it is too 

early to draw conclusions about the question as to whether the quality-based 

purchasing activities of the health care insurer had any effect on the clinical 

performance of the GPs. To answer this question, it is necessary to relate 

the above-mentioned results to a process evaluation of the project by the 

participating GPs and the health care insurer.
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It is concluded that it is possible for a group of GPs, using the EPR in a 

meticulous way, to design and implement a protocol regarding the depressive 

disorder on the basis of the national clinical guideline. It is also possible for the 

participating GPs to set goals and formulate performance indicators and react 

to feedback information about these indicators. In outsourcing the work of the 

extracting and reporting of this feedback information, the workload of the

Number of patients with episodes concerning depressive disorders and 

presence of information about the performance indicators in these episodes, 

before and after the intervention, in absolute numbers and in percentages of

 intervention group  reference group

baseline end difference baseline end difference adjusted 

difference

95% confidence 

interval of adj.dif.

N % N % N % N % N % N %

patients 18-85 year 8,595 8,760 165 12,127 11,802 -325   

depressive episodes 213 2.48 194 2.21 -19 -0.26 383 3.16 340 2.88 -43 -0.28 0.34 -0.06 to 0.74

diagnosis 191 2.22 173 1.97 -18 -0.25 383 3.16 330 2.80 -53 -0.36 0.9 -2.28 to 0.48

severity 59 0.69 89 1.02 30 0.33 63 0.52 60 0.51 -3 -0.01 0.64 0.25 to 1.03

treatment primary care 99 1.15 82 0.94 -17 -0.22 251 2.07 193 1.64 -58 -0.43 0.001 -1.33 to 1.32

medication 115 1.34 121 1.38 6 0.04 166 1.37 160 1.36 -6 -0.01 0.14 -1.1 to 0.82

referrals specialist 78 0.91 72 0.82 -6 -0.09 127 1.05 119 1.01 -8 -0.04 0.29 -1.06 to 0.48

indication for referral 22 0.26 13 0.15 -9 -0.11 16 0.13 24 0.20 8 0.07 0.09 -0.51 to 0.33

table 7.2
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the patient’s age 18-85, adjusted difference as effect of the intervention and 

95% confidence interval of this adjusted difference.

It is concluded that it is possible for a group of GPs, using the EPR in a 

meticulous way, to design and implement a protocol regarding the depressive 

disorder on the basis of the national clinical guideline. It is also possible for the 

participating GPs to set goals and formulate performance indicators and react 

to feedback information about these indicators. In outsourcing the work of the 

extracting and reporting of this feedback information, the workload of the

Number of patients with episodes concerning depressive disorders and 

presence of information about the performance indicators in these episodes, 

before and after the intervention, in absolute numbers and in percentages of

 intervention group  reference group

baseline end difference baseline end difference adjusted 

difference

95% confidence 

interval of adj.dif.

N % N % N % N % N % N %

patients 18-85 year 8,595 8,760 165 12,127 11,802 -325   

depressive episodes 213 2.48 194 2.21 -19 -0.26 383 3.16 340 2.88 -43 -0.28 0.34 -0.06 to 0.74

diagnosis 191 2.22 173 1.97 -18 -0.25 383 3.16 330 2.80 -53 -0.36 0.9 -2.28 to 0.48

severity 59 0.69 89 1.02 30 0.33 63 0.52 60 0.51 -3 -0.01 0.64 0.25 to 1.03

treatment primary care 99 1.15 82 0.94 -17 -0.22 251 2.07 193 1.64 -58 -0.43 0.001 -1.33 to 1.32

medication 115 1.34 121 1.38 6 0.04 166 1.37 160 1.36 -6 -0.01 0.14 -1.1 to 0.82

referrals specialist 78 0.91 72 0.82 -6 -0.09 127 1.05 119 1.01 -8 -0.04 0.29 -1.06 to 0.48

indication for referral 22 0.26 13 0.15 -9 -0.11 16 0.13 24 0.20 8 0.07 0.09 -0.51 to 0.33

participating GP’s was not over-stressed as the GPs report the usefulness of 

this kind of information on their clinical performance. However, the study was 

too small to show more than just a slight effect on the clinical performance 

of the GPs after the intervention. For this reason, it is suggested that further 

research be executed with a larger sample, with GP groups with a lower 

prevalence of the depressive disorder, and over a longer period of time.
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abstract

background
In the changing health care system in the Netherlands, a health care insurer 

and general practitioner (GP) groups in Amsterdam performed an experiment 

on quality-based purchasing. Agreements were made concerning the 

implementation of the national guideline for the depressive disorder. We 

assessed the extent to which problems of the GPs with the guideline 

diminished, to what extent the work satisfaction of the GPs increased, and to 

what extent the views of the GPs on the role of the health care insurer changed 

after the intervention. 

design
A controlled before-after study.

setting
Four GP groups in Amsterdam; two groups participated in the intervention (3+3 

GPs), and two groups were the reference groups (7+6 GPs). Also involved was the 

dominant health care insurer in Amsterdam.

methods
GP intervention groups were asked to choose a clinical topic and 

corresponding guideline, elaborate this into a local protocol, negotiate with 

the health care insurer about performance indicators and conditions, 

implement and execute the protocol, and evaluate the results. Questionnaires 

were used to measure effects on problems experienced and work satisfaction. 

The outcome measure is the adjusted difference of the difference in scores 

before and after intervention of the intervention group as well as the 

reference group

Focus groups before and after the intervention were used to answer the 

question about views of GPs on the role of the health care insurer.

results
The adjusted difference on the scores on problems experienced by the GPs was 

-2.7 (CI 95% -7.06 to 1.57) and the adjusted difference on the score on work 

satisfaction was 2.15 (CI 95% -4.62 to 8.92). Results of the focus groups indicated 

that GPs were more satisfied about their performance. Views of the 

intervention GPs on the role of the health care insurer were ambivalent and 

did not change substantially. The intervention GPs accept the purchasing role 
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but claim responsibility for professional content. The negotiating process 

remained unclear for the intervention GPs.

conclusions 
In the questionnaires about experienced problems and work satisfaction, the 

problems decreased and the work satisfaction increased after intervention. In 

the focus group interview, the GPs mention better quality of care: more 

structure in the clinical process, more accurate diagnosis and more 

cooperation in practice. The importance of the purchasing process remained 

vague for the intervention GPs. GPs should invest in better organisation and 

negotiating skills to become a countervailing power for the health care 

insurers. Both parties have to invest in the professionalization of the 

purchasing process.



125

introduction

Due to the uncontrollable cost growth and stagnation of quality of the health 

care systems in developed countries, there is a tendency to redesign the 

systems to achieve better cost containment and quality of care [1]. 

Governments of developed countries express high expectations of the 

introduction or expansion of market elements in their health care systems to 

realize this better performance [2-4].

In this context, the Dutch government introduced a major change in its health 

care system in January 2006. 

The role of central government changed from being a major regulator (on 

volume and prices) to becoming legislator and supervisor on accessibility, quality 

and market functioning. The role of the health care insurers changed from 

semi-governmental executive organizations to private purchasers with a 

greater freedom to purchase health care as a product. The role of the providers 

changed from a government-regulated practice to a market situation in which 

the providers were compelled to start negotiations about the delivery and 

quality of their health care. 

These roles are new, especially to the health care insurers and the providers. 

The health care insurer has to answer the questions: how to purchase the best 

quality at the lowest price, how to perform in a competitive market situation, 

to what extent can we stand out on quality-based purchasing? The providers 

must answer the questions: how can we market the quality of our care in a 

competitive environment and to what extent is there mutual interest with the 

insurers regarding quality of care? 

These new roles require new skills from both health care insurers and 

providers. Moreover, a competitive market situation needs a so-called level 

playing field. A level playing field means a fair division of the countervailing 

power of the parties involved in a defined market. The availability of these new 

skills for providers and insurers, and the possibility to perform them did not 

gain much attention in the preparatory phase of the system change. Therefore 

the status of a functioning level playing field remained doubtful. In such a 

complex and developing situation, it is important to evaluate how the health 

care insurers anticipated on their new purchasing power and how the 

providers anticipated on their new competitive market role.

To generate more insight into these questions, the local GP association in 

Amsterdam and Agis, the dominant local health care insurer in 2001, started a 

project on quality-based purchasing. They agreed on two clinical topics to 

work on as a mutually beneficial way to perform the purchasing process. One 

of these topics was the diagnosis and treatment of the depressive disorder. 
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Groups of general practitioners (GPs) in Amsterdam were asked to make 

agreements with the local health care insurer. 

The project involved a five-step model: 

a  Choosing one of the two clinical topics including a corresponding guideline. 

b Elaborating the latter into a local protocol. 

c Negotiating about the protocol with the health care insurer (mutual interest, 

clinical targets, performance indicators, and preconditions necessary to execute the protocol). 

d Implementing and executing the protocol. 

e Evaluating the results. 

The scale of a GP group was agreed upon in the project as an adequate level to 

purchase a guideline-based protocol and we invited all GP groups to 

participate as either an intervention group or reference group, and to choose 

one of the subjects.

The guideline for depressive disorder was chosen because for GPs it is an 

important and prevalent condition and the guideline is an evidence- and 

consensus-based quality standard [5]. For the health care insurer it also is a 

prevalent condition with important loss of quality of life and substantial costs 

with regard to medication and hospital admissions. 

A process evaluation was carried out to answer the following questions: to 

what extent did the GPs perceive problems with the guideline-based protocol 

before and after the intervention, how was the work satisfaction perceived by 

the GPs before and after the intervention, how did the intervention GPs 

evaluate the working with the model of the implementation process and the 

execution of the protocol, and how did the intervention GPs perceive the role 

of the local health care insurer and the effect of the negotiation process on the 

implementation of the protocol before and after the intervention?

methods

design
The process evaluation was carried out in a before-after design using two sets 

of data, namely: questionnaires for GPs from the intervention group and 

reference group, and focus groups with the intervention group GPs before and 

after the intervention. The questionnaires answered the questions concerning 

the extent to which the problems with the guideline decreased and the work 

satisfaction increased as perceived by the GP. The focus groups were used to 

answer the question of how the GPs perceived working with the model, as well 
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as their evaluation of the purchasing process, their perception of the role of 

the health care insurer, and the effect on the implementation and the 

execution of the protocol.

intervention
The two intervention GP groups were asked to follow the five steps: agree on 

the topic of the protocol; define the shared interests with the health care 

insurer, determine the performance indicators and preliminary conditions, 

implement the protocol, and evaluate the results. For this intervention for a 

period of 16 months, the participating GP could earn 30 points for 

recertification.

sample
All the 44 GP groups in Amsterdam were invited by letter to participate in the 

project. Criteria for participation were 3,000-10,000 registered patients as 

group size and the use of the EPR including the medical module and the codes 

of the International Classification of Primary Care (ICPC). 

Characteristics of GP groups: age and years of experience, median, IQR and 

range.

intervention group reference group

age

median 52 44

iqr 5 9

range 35-58 33-52

years of experience

median 17 10

iqr 5 9

range 1-30 2-21

men 3 7

women 3 6

These criteria led to a list of 19 GP groups who were invited to participate in 

either the intervention group or the reference group. Twenty-five groups did 

not meet the selection criteria. In the end, six groups were included in the 

project: four as intervention groups (7 + 7 + 3 + 3 GPs) and two as reference groups 

(7 + 6 GPs).The other 13 did not participate, primarily for the reason that the 

table 8.1
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project was perceived as being too complex to invest the time and personnel, 

especially in a period of political problems between government, health care 

insurers and the GPs (GP strikes at the end of 2000).Of the four intervention groups, 

two groups (3+3 GPs) chose the depressive disorder as clinical topic in the project. 

The mean age of the intervention group at baseline was 52. The mean number 

of years of experience as GP was 16.2 in the intervention group. In the 

reference group, the mean age at baseline was 43.8 and the mean number of 

years of experience was 11.1 years (see for details table 8.1 on page 127.)

questionnaires
Questionnaires were used to answer the first two formulated questions (page 

124). The questionnaires were filled in by all the six intervention GPs and the 

13 reference GPs. This was done at baseline and after the completion of the 

intervention (one year). The intervention period ran from 1 September 2002 to 

31 August 2003. 

outcome measures

The outcome measure was the adjusted difference of the difference in scores 

before and after the intervention of both the intervention group and the 

reference group.

data collection

The questionnaire that measured work satisfaction while executing the 

protocol or giving care as usual, was constructed on the basis of a literature 

search using the words ‘general practitioner’ and ‘job satisfaction’ over the 

period 1988-2000 [6-9]. Topics were: patient satisfaction as seen by the GP, 

satisfaction about knowledge and training, cooperation with the psychiatrist, 

results and efficiency as perceived by the GP. The questionnaire contained 

eight questions that were scored on a Likert scale from one (totally disagree) to 

five (totally agree). So the sum score for each GP was between 8 and 40.

The questionnaire that measured the problems in executing the protocol was 

a modification of the questionnaire developed by Grol et al. to study the 

problems with the guideline for diabetes mellitus [10]. Items were: GP’s 

knowledge of the guideline, role of the psychiatrist, suitability in daily practice, 

patient compliance, the efficiency of the protocol, applicability of the present 

remuneration and patient acceptance. There were seven questions each scored 

on a Likert scale from one (totally disagree) to five (totally agree), producing a sum 

score between 7 and 35.
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statistical analysis

In the 38 questionnaires there were six missing answers. These missing 

answers were imputed using a multiple imputation strategy in which age, sex, 

score at baseline, final scores and group assignment were used. Next, a linear 

regression analysis was performed to estimate the intervention effect 

adjusting for between-group differences at baseline. To account for potential 

clustering of observation within GP groups, the Huber-White robust variance 

estimation option in Stata was used. Stata 9.2 was used for all calculations 

(Stata Corp. College station, Texas).

focus groups
data collection

Focus groups were held with each intervention group at the beginning and at 

the end of the intervention period of one year. The group sessions were 

recorded on tape and three of the four records were transcribed literally. The 

tape of the fourth record crashed and for that reason the written annotations 

made during the session were used. At baseline in the focus group interview, 

we asked about the expectations of working with the model of the 

implementation process and the execution of the protocol, and the role of the 

local health care insurer on the basis of a list of seven topics (appendix a). At the 

end of the intervention, in interviews we asked whether the expectations had 

been fulfilled, how the implementation process and the role of the health care 

insurer was perceived, and if there were to be any new expectations in the 

future.

analysis

Open and framework approaches were used to analyse the interviews [11]. 

Initially, three researchers (WH, PvD and TP) coded the transcripts and notes to 

identify relevant themes regarding the research questions. Next, the three 

researchers discussed their coding results and interpretations. The aim of 

these discussions was twofold. First, the researchers had to reach consensus 

about the overall interpretation of the data. Second, the researchers had to 

explain and exchange their theoretical perspectives, assumptions and 

preconceptions. This procedure resulted in a thematic framework with central 

themes that provided direction for further analysis. 

rigour

To monitor the rigour of the interviewing process, several aspects were 

considered, using the guideline for quality assurance in qualitive research of 

the Academic Medical Centre of Amsterdam [12]. Because of the involvement of 
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two of the authors (PvD as medical advisor of the health care insurer and WH as GP in the 

region) the interviews were held by either one of them, accompanied by the 

third author (TP), who did not have a direct relationship with the groups 

involved in this study. Triangulation was performed by combining the 

qualitive approach of the interviews with the quantative approach of the 

questionnaires. 

results

The results of the questionnaires and the interviews will be reported 

separately, the triangulation of these results will be discussed in the discussion 

section.

results of questionnaires
All the 38 questionnaires were available for analysis as a result of the 

imputation procedure.

The extent to which the GP experienced problems in executing the protocol in 

the intervention groups or giving care as usual in the reference groups was 

expressed in mean scores at baseline and after the intervention period. 

 

The score at baseline in the intervention group was 17 and after intervention 

15.7, so the difference is -1.3. The results regarding problems experienced in 

the reference group were 15.9 at baseline and 17.3 after the intervention 

period. The difference is therefore +1.4. The adjusted difference after linear 

regression was -2.7 (CI 95%: -7.06 to 1.57). This means that the evidence is 

compatible with a slight effect in the positive direction after intervention. The 

intervention group GPs experienced a decrease in problems after intervention.

The extent to which the intervention group GPs experienced work satisfaction 

while executing the protocol was also expressed in mean scores at baseline 

and after the intervention. The mean score in the intervention group for work 

satisfaction was 36.2 at baseline and 40 after the intervention, the difference 

being +3.8. The mean score in the reference group at baseline was 37.5 and 

after the intervention period presenting care as usual the mean score was 

38.9. So the difference was +1.4. The adjusted difference (intervention minus 

reference) was 2.15 (CI 95% - 4.62 to 8.92). See table 8.2 (page 131).

This means that the evidence is compatible with a slight effect in the positive 

direction. The intervention group GPs experienced an increase in work 

satisfaction after intervention.  
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results of the focus groups
One of the intervention groups held a practice in a small multidisciplinary 

health centre, while the second intervention group was a group practice. Both 

groups worked in a neighbourhood with a low level of social economic status 

(SES) and with a multi-ethnic population. In the interviews held at baseline in 

the first intervention group, two (of three) GPs were represented, and in the 

second intervention group all three GPs were represented. In the interviews 

held after the intervention period in group one, there were three GPs 

represented, and in group two there were two GPs represented. Both non 

attendances were due to sickness leave.

Four themes were identified in the data for classifying the findings of the focus 

groups: quality of care management and organizational context, 

infrastructural support, professional responsibility and commitment, and the 

role of the health care insurer.

table 8.2Absolute scores before and after the intervention on questionnaires about 

perceived problems in working with the guideline depressive disorder and 

work satisfaction, absolute difference and adjusted difference and 95% 

confidence interval after multiple linear regression analysis.

mean  

score t 0

mean  

score t 1

difference adjusted 

difference

95% 

confidence 

interval of 

adj. diff.

problems

score range 

7-35

Inter-

vention 

group

17.0 15.7 - 1.3

- 2.7 -7.06 to 1.57

Reference  

group

15.9 17.3 1.4

work 

satisfaction

score range 

8-40 

Inter-

vention 

group

36.2 40 3.8

2.15 -4.62 to 8.92

Reference  

group

37.5 38.9 1.4
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quality of care management and organizational context

At baseline in both focus groups, the GPs were asked about their expectations 

about working with the model of the implementation process and the 

execution of the protocol. Their expectations concerning the quality of care 

were rather pronounced. The GPs formulated that a better application of the 

clinical guideline would lead to better care for the depressive patient, more 

structure in the cooperation with the group members, and to more 

appropriate referrals to the cooperating specialist.

‘. . . to be clearer to the patient but also to the practice assistant 
when they apply their task in monitoring the repeat medication or 
the follow-up appointments.’ 
group one at baseline

‘All day long you’re working with algorithms and on a busy day 
that is more stressful, so in such a situation I find a good protocol 
very supportive.’ 
group two at baseline 

‘. . . that you’ll be more precise in your referrals, why you refer, 
and to communicate that to the patient. I also think this will help 
the cooperation with my colleagues when we are treating each 
other’s patients.’ 
group one at baseline 

The GPs of group one practise in a multidisciplinary team with a psychiatric 

nurse specialist (PNS) so they expressed high expectations about treating 

depressive patients in this primary care context. The practice team also 

planned a medical training meeting about the depressive disorder, the 

protocol and the model.

After the intervention, the GPs noted that working with the model led to 

awareness and a more structured diagnosis and treatment process. This led to 

a better diagnosis, satisfied patients because they were referred to a specialist 

less frequently, and due to the structure of the clinical process, the workload 

was experienced as being lighter after the intervention. The protocol also led 

to a clearer role and more work satisfaction for the practice assistants. The 

expectations concerning colleague cooperation in treating the patient were 

not fulfilled because the depressive patient values the continuity in the 

relation with the same doctor highly. On the other hand, the working relation 
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with the psychiatric nurse specialist (PNS) appeared to be very important and 

the protocol led to more efficiency: more patients treated in primary care and 

a better utilization of the expertise.

‘ . . .using the checklist of the protocol gave me more control of the 
process. I could assess more easily and more accurately if and to 
what degree someone was depressive. For me that is a clear change 
for the better since the beginning.’
group two after intervention

‘More control of the process gives me more satisfaction and 
diminishes my workload, so it was useful for me to do it.’
group one after intervention 

‘I must say that it’s very good that Piet (first name of the PNS) is working 
in our practice because with his expertise we were able to refer 
fewer patients to the psychiatrist.’
group one after intervention

infrastructural support

In the beginning, the design of the model started with little support from the 

researchers because of the presumed organizational capabilities of the 

intervention groups. In order to keep the research conditions as natural as 

possible (no extra procedures or research paperwork), the whole feedback process, i.e. 

the making of the scripts, the extraction of the data from the EPR, scoring and 

analysing the data and the presentation of the feedback of the results, was 

outsourced to the researchers. The intervention GPs earned 30 re-certification 

points (75% of one year’s duty) for fulfilling the whole intervention. 

This lack of support in starting the intervention led to stagnation at the start 

because there was confusion about how to fulfil and coordinate the tasks. So 

in each intervention group a coordinating member was appointed by the 

group members on the advice of the researchers.

The feedback of the data at baseline, halfway, and after the intervention was 

experienced as very useful and stimulating for the performance of the GPs. In 

the interviews, the GPs stated that the feedback information received in this 

way (extraction from the daily used EPR) could never have been realized without this 

external support of the researchers. On the other hand, it was essential for the 

quality improvement.
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‘ . . . the job that you did: the making of the Musqle scripts, and 
working it out in these figures, we could never have done it 
ourselves. It is a very important investment.’
group one at baseline

After the intervention the GPs were enthusiastic about the feedback 

information. It gave them the feeling that they had more control on their 

performance, the way that they met their own targets on the indicators and 

room for improvement. 

‘I feel that we have better insight into what we are doing than the 
years before.’
group two after the intervention

The GPs of both intervention groups expressed the feeling that their diagnostic 

procedure was better structured, the (repeat-) medication policy was more 

precise, the role of the psychiatric nurse became more important, and the 

cooperation with the specialist was better structured.

Both groups emphasized that the feedback information was very helpful in 

this process but it could never be done in daily practice. This means that some 

form of structural (external) support will be necessary to keep the continuity in 

this quality process.

‘that feedback would be very good. That is to say, if someone could 
work that through at your request. Because you never have time 
left to do it yourself in this way.’
group one after intervention

‘if we want to succeed in doing things better, then you have to 
attune the indicators rather precisely to the needs of the doctors, 
otherwise you miss the effect. This is only possible if the people 
who give the support know exactly what it is about.’
group two after intervention

professional responsibility and commitment

At baseline the GPs stated in the interviews that it was their professional 

responsibility to elaborate the guideline into a local protocol. It was good that 

the health care insurer supported the implementation process but the content 

of the protocol and the choice of the indicators were the GP’s responsibility. 

Others exercised restraint in using the guideline (for instance on behalf of the health 
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care insurer) as a very strict framework for cost-control or as a basis for legal 

consequences.

In the interviews the GPs stated that as a doctor, one tries to be responsive to 

the patient’s needs. In their opinion, that meant that in the first place the 

guideline is a source of knowledge. This means that they want the freedom to 

make other choices for specific patients. The responsibility of seeking off-

guideline pathways on indication are explicitly noted in the preamble of the 

guideline. The GPs see it as their professional responsibility to motivate these 

off-guideline choices but this motivation can only be done free of any financial 

or legal consequences. 

‘can you be restricted by the health care insurer when you choose 
a pathway for the patient other than what is prescribed in the 
guideline? That worries me and I don’t think that I would like that. 
I think when you have a good protocol you have to make very good 
agreements about this professional freedom to make choices 
other than the protocol.’
group one at baseline

‘well, take prescription behaviour; when the insurer pushes you 
with the comment : you prescribe too much of a specific drug, you 
have to reduce that, is one step too far for me.’
group two at baseline

After the intervention these opinions about professional responsibility and the 

commitment of the health care insurer were unchanged in the GPs of both 

groups.

‘I think that when you work more efficiently, the patient will like 
that because your quality will improve and it may be also become 
cheaper so the insurer will like that too. But for us the money is not 
the main thing. When quality means that we diagnose more and 
therefore we use more medication I don’t know if the insurer will 
like that. Maybe because the patients will feel better with fewer 
referrals as a result, but it takes a lot of time for the insurer to 
notice that.’
group two after intervention



136

the role of the health care insurer

In the interviews at baseline, the GPs stated that they perceived the role of the 

health care insurer as being the party to negotiate the preconditions to deliver 

the protocol. For instance, the implementation of the psychiatric nurse 

specialist and the psychologist in the group practice was perceived as an 

important precondition. On the other hand, the GPs feared a controlling and 

intervening role of the health care insurer because of the perceived financial 

interest and the cost-control responsibility of the health care insurer. On the 

other hand, the GPs felt responsibility for the cost-awareness of their 

interventions. 

‘what can I expect from the insurer? I’m not sure. I mean . . .the fact 
that Piet (first name of PNS) is working here is very important for 
me and also the effort that is done to get this feedback information. 
Those are major preconditions for executing the protocol. But I 
would be against a controlling role like: you have to prescribe less 
of a certain costly drug.’
group two at baseline 

‘but I think that the health care insurer has a direct financial 
interest in working with us. But primarily I trust them although it 
is a fragile equilibrium. Because when it has specific consequences 
or other controlling interventions, I would be against that.’
group one at baseline

‘but we are working in a health centre group practice so I realize 
that because of our subsidies we have always been aware that we 
have to account for this extra financial support.’
group two at baseline

A negotiation meeting with representatives of the health care insurer was an 

essential part of the intervention in the project (step three) and after the 

intervention an evaluative meeting was organized. In the interview after the 

intervention, it appeared that the role of the health care insurer remained 

vague for the participating GPs. They didn’t have a clear recollection that they 

had participated in a negotiation process. In the meeting at baseline, they 

formulated different important preconditions such as the primary care 

psychologist in group one, and the missing social worker in group two. But 

afterwards there was no recollection of what had happened to these 

preconditions, or they did not relate them to the negotiation process.
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The supportive function of the feedback information and the coordination of 

the implementation process were recognized as important assets of the 

model.

The opinions of the GPs about the role of the health care insurer, the fragile 

equilibrium between a supportive role in the preconditions and controlling 

roles in the clinical practice did not change significantly. 

discussion

The main findings of the questionnaires are that the intervention had a 

modest effect in the positive direction on experienced problems and work 

satisfaction. In the focus group interviews, the GPs reported more awareness 

of the clinical process with depressive patients after the intervention, a more 

structured process leading to the feeling that their diagnostic capabilities had 

improved, that they experienced better cooperation with their practice 

assistants and with the psychiatric nurse specialist. In the interviews they also 

reported more satisfied patients because of more attentive counselling. As a 

result of these effects, the GPs reported that their perceived workload had 

diminished.

The intervention provided the GPs with feedback information about indicators 

that the GPs had noted as part of the protocol. The procedure to extract, 

analyse and report these data was outsourced so as to influence the effect on 

daily practice as little as possible. The GPs reported that the model did not 

influence their daily practice significantly and that they had the feeling that 

this feedback information supported their qualitative performance. They also 

reported that the external support is an essential feature for maintaining this 

kind of quality in the future. Because they did not see how to produce this 

feedback information themselves in daily practice unless there was more 

supporting software available. The GPs also claimed that they, as professionals, 

are responsible for the content of the protocol and the definition of the 

indicators.

To the GPs, the health care insurer is important for supporting the production 

of the feedback information and the preconditions to execute the model. The 

GPs accepted the role of the health care insurer to purchase care of a certain 

quality and they expressed some specific ideas about that. On the other hand, 

they scrutinized the financial interest of the health care insurer and warned 

against combining the clinical process with external interventions like cost-

control regulations. There was some ambivalence in the opinions of the 

intervention GPs, and these opinions did not change significantly after the 
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intervention. It seems as if this ambivalent perception by GPs of the mutual 

roles of the parties is inherent in a changing situation of the health care 

system.

An essential part of the intervention in step three of the five steps was a 

negotiation process between the GP group and the health care insurer. These 

negotiations concerned the protocol, the quality targets, the performance 

indicators, and the preconditions. After the intervention the GPs did not have a 

clear recollection of this negotiation process nor of the influence on the 

intervention to the quality performed in the clinical process. This may imply 

that the GP lacked the ability to negotiate effectively.

The study is limited because of the small size of the sample. And it is also 

limited because of the inclusion bias. The study GP groups chose to participate 

because they were interested in the subject. On the other hand, the number of 

GPs in the study is about 5% of the Amsterdam GP population, which implies 

that there is an acceptable level of commitment to the subject of the study 

under Amsterdam GPs - especially since the subject of the study was a complex 

one and was executed in a politically turbulent time for the Dutch GPs (GP 

strikes in 2000).

It is not possible to draw strong conclusions about the question if the process 

of implementing a guideline-based protocol on a chronic condition by the GPs 

-like the depressive disorder- is facilitated by a negotiation process with the 

health care insurer. The study shows that the negotiating process at this level 

remained vague for the GPs in the intervention group and they did not 

manage to make agreements with the health care insurer on clinical topics. 

The reason is that this study also shows that even these interested and rather 

organized GP groups lack the skills to market health care topics such as 

guideline-based protocols. The question concerning whether there was 

cooperation or competition between the health care insurer and the GPs 

remained ambivalent after the intervention.

For the health care insurer, the micro level of the GP groups in this study is not 

the optimal level. The optimal scale for a primary care counterpart tends to be 

larger. This means that some of the important preconditions for the 

functioning of market elements in the health care system at this moment are 

not available, namely: purchasing and negotiation skills on both sides, and an 

adequately level playing field on an appropriate scale. In this way the study 

gives new insight into the way GPs and the health care insurer perceive their 

roles in this changing health care system. 
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In relation to this statement, no studies were found in the literature that 

reviewed the question of new market roles for both parties at this micro level 

in the Dutch situation. Other international studies on providers’ response to 

strategic purchasing refer to providers as organizations on a larger scale [13].

These studies also show that firmer organizational contexts make better 

performance possible on quality [14].

To allow the market do its work in order to create more value at the level of the 

primary process between doctors and patients, the provider, especially the GP, 

has to develop more countervailing power and negotiation skills. The GPs have 

to invest in organization in order to get more strategic power on a more 

aggregate level than that of the GP group. 

The purchasers like health care insurers have to support this organization of 

professional commitment by building structural relationships over a longer 

period with these providers.

Further research is necessary to explore the answers to the questions above 

and those that will arise in the further development of the market elements in 

the Dutch health care system, in order to find out how the purchasing process 

of health care insurers can promote the (implementation of) quality in primary 

care.
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abstract

background
Since 1991, steps have been systematically taken to radically redesign the 

Dutch health care system in order to introduce managed competition and 

more market elements into the Dutch system in 2006. During this period the 

position of the Dutch health care insurers has radically changed. Research 

was performed into the following questions: what is the coping strategy 

of the Health care insurer to fundamental changes in its position? To what 

considerations and strategic choices does this coping strategy lead? How is the 

market position estimated?

method
A case study was performed at Agis Zorgverzekeringen. A literature search was 

performed, reports and documents were studied. This information formed the 

basis for a topic list for semi-structured interviews with 10 key figures working 

for the health care insurer. The interviews were held in 2003. From January 

2006 onwards, the formulated expectations and choices were confronted with 

the actual proceedings after the change in the health care system.

results
The health care insurer is coping proactively in the face of a fundamental 

change in its market position. The following strategic choices were made: 

explicit focus on the needs and demands of the insured, profiling in the 

market on quality-based purchasing, an average premium, and an integral 

care concept. The market position was estimated as successful in 2003. The 

proceedings after January 2006 shattered the formulated expectations.
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introduction

The change in the health care system in the Netherlands that came into 

force in 2006 started with the report: ‘Readiness for change’ from the so-

called Dekker committee in 1987 [1]. This report made clear that the health 

care system regulated by the government and focused on the supply side 

demonstrated serious shortcomings. The system failed to control costs, did not 

respond adequately to the increasingly articulate consumer, and did not have 

incentives for innovation and quality improvement.

The main recommendation of this report was to transform the centrally 

regulated system into a system managed by the needs and demands of 

consumers by introducing more market elements. The role of the government 

needed to be restricted to creating the framework and maintaining a 

supervisory role [2].

With the changes in 2006, this process of transformation has concluded for 

the time being with the new health care insurance act. The roles of the parties 

involved, consumers, providers, health care insurers and government, have 

changed basically.

The former private health insurance companies and public health insurance 

funds have been transformed into private and competing health care insurers. 

For the sick funds, this meant a transition from a semi-public executive 

organization to an open company, for profit or not-for-profit.

The question is whether health care insurers are adequately equipped for 

their new role and what kind of strategic considerations play a role. In this 

study we describe in which way one of the greater former sick funds, Agis 

Zorgverzekeringen, managed this transition. This health care insurer was 

a sick fund with its roots in an urban environment and with a strong local 

orientation. The transition from this situation to a new position under the 

new health care act in a competitive environment is relatively large.

a short overview of the developments in the period 1986-2006
The implementation of the new Health Care Insurance Act was the result of 

a transition period from about 1990 till 2006 in which several reforms were 

made [3]. In this period we may distinguish three periods: the attempt to build 

one social insurance system, the division of the insurance system into three 

compartments and partial solutions, and finally the major change in the health 

care system, the implementation of the new Health Care Insurance Act.
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the attempt to build one social healthcare insurance system (1986-1994)

In this period a number of structural differences between the sick funds and 

private health care insurance companies decreased. This was called the ‘small 

health care system change’. For instance, the obligation to accept all residents 

irrespective of their health risk was implemented by the private health 

insurance companies. The attempt to build a social health insurance system 

in the period 1989-1991 failed because it became clear that this would lead to 

substantial income effects. And this was at that time, in political terms, not a 

feasible option.

the division into compartments and partial solutions (1994-2004) 

After the failure of the attempt to build a social health insurance system, 

the whole system was divided into three compartments to make it possible 

to implement changes without having to change the whole system. The first 

compartment is the care, the second is the cure and the third are the so-called 

additional insurances. This division made it possible to restrict the changes in 

the health care system to the second compartment and to work step by step 

towards one health care insurance in this compartment. In 1992 the sick funds 

were allowed to operate throughout the country, whereas till then they had 

worked in restricted areas. The obligation to make contracts with providers 

was abolished, first for the individual providers in 1992 and then for hospitals 

in 2004. The old income-dependent premiums became partly nominal in 

1989 and the level of this nominal part was released in 1991 to create the 

possibilities for competition. So an incentive for the sick funds was created 

to organize the management efficiently and to purchase good care with a 

good relationship between price and quality. In this period, the financial risk 

for the sick funds was increased together with the ongoing development of a 

system for risk adjustment. Another measure to increase cost control was the 

lowering of other claims, like cosmetic surgery, dental care and physiotherapy. 

To restrain the influence of the provider side, claims in the insurance policy 

were formulated in a general way. For instance, care by GPs is not included 

in the policy but ‘general medical care’. In 1999 the execution of the second 

(cure) compartment was separated from the execution of the first (care) 

compartment and sick funds got a license for this first compartment for five 

years and freedom of contracting.

This second department will become more restricted because mental health 

care has been transferred to the new Health Care Insurance Act. The so-called 

third department comprises the additional voluntary insurances, offered by 

all health care insurers. These usually reimburse costs for alternative medicine 

and therapies that are not insured under the basic insurance. This third 
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compartment is a free market and not restricted by rules of the government 

and has become more and more an important marketing instrument for 

health care insurers.

development and implementation of the health care insurance act (2005-2007)

These small steps resulted in a new Health Care Insurance Act  with the 

following characteristics. It provides a compulsory insurance for all Dutch 

inhabitants and health care insurers who comply with the law, are obliged 

to accept everyone (risk selection is prohibited) and are obliged to provide the care 

necessary for their insured [4]. The premium is around 50% nominal and 

health care insurers may not differentiate the premium. As counterpart for 

the obligation to accept everyone, the risk adjustment system will stay in 

operation and will be further developed [5]. An additional law provided the 

possibility for an extra allowance to compensate the effects on incomes.

We performed a study in the period 2002-2003 on the position and reaction 

of a large health care insurer concerning these developments. The relevance of 

this subject is indicated by a project in those years between GPs and this health 

care insurer concerning the synergy between quality improvement in general 

practice and quality-based-purchasing. We performed this study with the 

following questions in mind: what is the reaction of a big health care insurer, 

a former sick fund, to the fundamental changes in the health care system, 

which strategic considerations play a role in the choice of its policy, and 

what are estimations of the management team concerning the perspective 

of the company with regard to the market position and the importance of 

a good market share. In the discussion section we take into account which 

consequences the policy choices in the study period had on the performance 

under the new health care act in 2006.

methods

To answer the three questions, we performed a case study at Agis 

Zorgverzekeringen. Agis is the result of a merger of three former sick funds 

that operated on a non-profit basis and with a large market share in urban 

areas. Given their starting position, the transition to a competing health care 

insurer demanded drastic changes.

We used three data sources. We performed a literature search on the search 

terms ‘health insurance’, ‘quality of care’ and ‘quality-based purchasing’, and 

we searched internal and external documents (the grey literature). This search 
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in the literature led to more insight into the strategic choices of companies 

operating in a competing environment [6] and to insight into the evidence 

which exists about strategies regarding quality-based purchasing [7].On the 

basis of these findings we made a topic list (appendix d). We used the topic list 

for 10 semi-structured interviews with key figures working for this health care 

insurer (list of interviewed persons in appendix e). The interviews were held by the first 

and the third author together. The second author is employed with Agis and 

was a ‘privileged observer’.

results

From the interviews, five notions come forward that determine strategic 

choices: re-orientation on the social position and responsibilities, orientation 

on needs and demands of the insured, quality-based purchasing and 

competing on quality, price policy and the optimal nominal premium, and 

cohesion between the first compartment (care) and the second (cure) in an 

integral concept of care. 

The search in the literature led to more insight into the strategic choices of 

companies in a competitive environment [6] and what evidence exists about 

strategies regarding quality-based purchasing [7].

re-orientation of the social position and responsibility
In answering the first question, the interviews showed that the gradual 

change in the health care system led to a fundamental re-orientation on the 

social position of the health care insurer. Sick funds were public companies 

executing central regulations with a local orientation. This local orientation 

leads to a responsibility for public health and a firm cooperation with the 

local authorities. In the new market situation, the dominant incentive and 

orientation is market share on the insurance market and not an orientation 

on public health or public interest. Principal choices in market strategies 

are competing on price (cost leadership) or competing on quality (differentiation), 

or mostly a mix between these two [6]. A health care insurer operates in 

two markets: the insurance market and the provider market. Agis chose the 

combination of purchasing care of high quality against a reasonable price on 

the provider market, and performing specific risk management strategies. 

They hoped that this would lead to a premium that was attractive by virtue of 

its good price-quality relationship.

To perform risk management, the working process of a health care insurer 

offers several coherent possibilities (fig 9.1 on page 150).
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risk management strategies

The government has emphasized in several documents that health care 

insurers are ‘directors’ of health care [1,3]. But in the interviews it becomes 

clear that orientation mainly on the demands of the enrollees does not comply 

with the role of director.

‘We are not a director at all, because parliament still determines 
the insurance policy and capacity in the long term.’ 
respondent one

‘We are not a director, we are more some kind of action movement 
for the interests of 1.8 million insured. Our task is to organize good 
care at a reasonable price for them. That is our legitimate task . . .’ 
respondent one

‘We do not represent some kind of public interest, we represent 
our customers. By being market leader in a number of regions in 
the Netherlands, those two things are easily intermingled. One 
should not participate in such a conflict of roles . . . Representing 
public interest is the perception most parties have of the health 
care insurer.’
respondent one

The strategy is twofold: first, much more primary attention for the needs and 

demands of the insured, second being number one in purchasing: good quality 

at a reasonable price. This strategy is a mix between product differentiation 

and price competition:

figure 9.1

Insured Health Risks Complaints Health care system:

diagnosis, therapy

Risk Process 

Transactions health 

care insurer

Feedback

premium

Feedback

Bron: Agis.
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‘That is partly because we believe in it, and to say that ‘Agis petrol’ 
is different from petrol of other health care insurers. We try to give 
Agis a clear image and the power to distinguish us from others. 
If we do not follow this twofold strategy we have to compete on 
price, and that is impossible for us with a high market share in 
urban, and expensive areas.’
respondent one

The mission statement of this health care insurer is to be a ‘not-for-profit social 

health care insurance company’. Then the strategic problem is how to develop 

power in a market-oriented health care system.

orientation on the needs and demands of the insured

The first expression of this orientation is attention for special target groups, a 

group of insured with special characteristics. For these target groups, special 

so-called market teams were organized and this means a crucial turnaround 

from orientation on ‘insured’ to an orientation on ‘patients’ with a special 

focus on the chronically ill. Agis expected these groups, as heavy users of the 

health care system, to be sensitive for the quality of purchased care and not 

only sensitive for the price.

The market teams have the task of formulating a business case per target 

group, including the purchasing strategy.

‘Do we have to focus on all insured, or on insured who ‘use’ our 
policy intensively? Or otherwise stated, do we have to focus on 
patients who are causing the costs?’
respondent two

‘The fact that we approach people with a chronic illness to be 
insured with us has never happened before. The advantage is 
that for instance each diabetes patient brings two or three more 
people with them. . .’ 
respondent three

This target group policy is supported by using patients’ experiences in the 

purchasing strategy:

‘One of our initiatives is pay for performance (P4P).We want to make 
our tariffs dependent on the judgement of the patient regarding 
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the care that was given. That kind of information should give us 
criteria that can be used in the purchasing process.’
respondent eight

This strategy has been operationalized by developing a questionnaire for 

patients. In cooperation with the department of public health of the university 

of Amsterdam [8], the consumer health plan survey (CAHPS) was validated for the 

Dutch situation. Also, investments on the local level are made in regular talks 

and contacts with organizations of patients and consumers:

‘My role as regional manager is defined from the purchasing 
perspective and that means that I have to guard the patients’ 
perspective and keep in touch with patients’ organizations to hear 
what they find important in health care.’
respondent four

Information from patients’ experiences is also used to develop activities and 

services to create a special bond between Agis and those insured patients and 

activities that are focused on strengthening the position of the patient, e.g. 

empowerment strategies. There is, for instance, an initiative of the ‘patient 

information line’ (PIL), a telephone service by a doctor where patients can get 

support in important decisions regarding their health.

‘The PIL delivers a number of services, the most important being 
‘decision support’ for the patient. The PIL doctor also works via the 
internet.’ 
respondent eight

Another aspect of this risk management is encouraging healthy behaviour in 

the insured and creating special programmes for this. 

managing by quality-based purchasing
In the strategy of offering high quality at reasonable costs, quality-based 

purchasing has a central place. Agis thinks that it has an advantage in the 

market because traditionally, as a sick fund they invested years in a good 

relationship with providers and it has the image of being strongly focused on 

the providers and having good local contacts and networks. The purchasing 

strategy is determined by the focus on target groups, like patients with 

diabetes, asthma, cardiovascular diseases. With this purchasing strategy for 

the chronically ill, they also involve the patient movement or union. 



153

‘In the case of a programme for the chronically ill we will always 
get the patient organization inside. In this we distinguish ourselves 
from other parties which don’t. We are on the side of the consumer 
because that is our right to exist and in the future this will be of 
more and more importance.’
respondent one

This quality-based purchasing has to result in selective contracts, preferably 

with ‘best practices’. Selective contracting is only possible in a provider market 

with over-capacity, and given the expected scarcity in the forthcoming years 

it will be difficult to contract selectively. P4P (pay-for-performance) techniques 

should then play an important role. Especially in contracting diabetes care, 

this P4P is already operational, with good performance providers being able to 

earn a bonus. But focusing on the chronically ill means attracting lots of those 

patients, and a good risk adjustment system is then crucial. 

‘If we ensure an effective and efficient care for groups of 
patients, we will be an attractive health care insurer for them 
and many of those patients will come to us. That leads to the 
demand for adequate risk management systems, now and in the 
future.’
respondent four

The obligation to accept everyone, combined with target group policy 

focused on the chronically ill, demands an adequate risk adjustment system. 

In the Netherlands a risk adjustment system exists which is internationally 

in high esteem. Ex ante risks are identified by, for instance, the use of 

pharmaceuticals, ex post the costs of patients with extreme high costs are 

equalized between health care insurers [5]. For Agis, this risk adjustment 

system, and its ongoing development, is of crucial importance because of 

market leadership in relatively high-cost areas and the presence in these areas 

of four academic hospitals. 

‘We are absolutely right to demand of the government that 
the new market situation does not lead to positive or negative 
selection mechanisms; it is the responsibility of the government 
to safeguard this, not our responsibility. By attracting the ‘wrong 
groups’ we have an extra argument to say to the government that 
they have to take care of compensation.’
respondent two
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With this strategic vision, Agis is of the opinion that it can build a firm position 

in the market. If this strategy, based on profiling by focusing on the high risks 

in the insurance market, fails, then price competition will be the next step. But 

Agis does not want to make this choice at all, because this will be much more 

difficult. 

‘We do now have real examples with which we can prove that 
it is possible to purchase quality. But if we are confronted with 
insufficient compensation mechanisms then we would likely have 
to stop and fall back on price competition.’
respondent two

This way of quality-based purchasing and contracting supposes that a set of 

indicators is available to measure quality in processes and outcomes. This set 

is still under construction and not yet clearly outlined [9]. In the future, the 

insured may be directed to this ‘quality-based purchasing’ care by preferred 

provider policies combined with a discount on the premium and special 

additional insurances. 

‘We would like to contract an inner circle of preferred providers 
with agreements for several years, we give them a place in our 
marketing strategy and combine it with a decent premium.’
respondent one

In this strategy, special attention exists for primary care and the position of 

the general practitioner. 

‘I intend to look especially to primary care in this inner circle. 
Because that’s where the beginning and end is. In primary care, 
professionals have a way of thinking and looking at problems 
which generates less expensive solutions.’
respondent two

This strategy, focused on selecting providers who offer the best quality, 

implies a thorough knowledge of the provider market. And Agis thinks they are 

ahead of their competitors because of their history.

‘By making the choice to be a social company and by staying in 
dialogue with the provider field in a businesslike and constructive 
way, we think we will manage that. The challenge is to get providers 
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on the same track to spend the premiums more efficiently and 
effectively. We think we may achieve this by taking the professionals 
as starting point, their knowledge and their experience, and to 
identify best practices.’
respondent four

price policy and the optimal nominal premium
Health care insurers get a risk-adjusted capitation payment for their insured. 

Since 1989, this risk adjustment capitation does not cover 100% of the costs 

because a nominal premium was introduced that was paid directly by the 

insured to the health care insurer. For the first two years, the level of the 

nominal premium was nationally fixed, and from 1991 health care insurers 

were free to set this nominal premium. Through efficient purchasing and cost 

control, it is possible to set a competitive nominal premium and the level of 

this premium is in some way an indicator for the quality and performance of 

the health care insurer. It plays an important role on the insurance market in 

winning or losing the insured especially if it is combined with the possibility to 

change health care insurer every year. Before the implementation of the new 

health care act, the nominal premium was about 12% of the total premium. In 

2003 Agis stated that its nominal premium should be mid-range. 

‘We do not want to be the cheapest nor the most expensive, we do 
want to present ourselves as a solid health care insurer. We don’t 
want to be competitive only on price, but realize the advantages 
for our insured especially by good purchasing.’
respondent two

With the introduction of the new Health Care Insurance Act, it was envisaged 

that this nominal premium would be almost 50% of the total premium. At that 

time there was no consensus as to the effect this would have on the choices of 

insured [10], though it was the intention to let this nominal premium play an 

important role in the market.

integral vision cure, care cohesion and additional insurance

We indicated above that not only had a regulated market been introduced 

in the cure but also in the care (AWBZ). This was done by issuing licences for 

five-year periods and by creating more freedom in contracting. The AWBZ will 

be restrained in the coming years by transferring a number of facilities to the 

local authorities and to the cure (basic health care insurance). The division between 

cure and care was a point of attention in the development of the new health 
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care system, and respondents in the interviews find the coherence between 

these two systems important, especially for the chronically ill. Because the 

chronically ill are an important target group, Agis makes a point of seeking an 

integral approach of these two systems and is therefore an important part of 

their strategy. 

‘We favour integrating the care (AWBZ) with the cure (Health Care 

Insurance Act), because the division is not logical. We organize 
internally the execution of the care and the cure in one organization. 
Because it is easier to add those two budgets and divide them in 
the back office.’
respondent one

‘We would like to integrate care and cure as soon as possible. An 
integral performance leads to a more healthy assessment of costs 
involved. In the present regulations it is cheap for Agis to admit 
older people into a nursing home as soon as possible and in social 
terms that is a perverse incentive.’ 
respondent five

The additional insurance is a free market, additional to the basic insurance 

with premiums dependent on the coverage (mean premium €40-100 a month) in 

2006. This market is not under control and there is not much known about it 

but this additional insurance is an important marketing instrument. There is 

no obligation to accept everyone and respondents in the interviews fear that 

this is an instrument that may be used indirectly for risk selection [11].

discussion
An important result of this case study is that the health care insurer reacts 

in a proactive manner to the fundamental changes in the position. The first 

element of the new strategy is profiling on quality of the purchased care. This 

opinion is based on an analysis of the insured population and properties of 

their working area. Important new elements are a stronger commitment to 

the insured and retreating from the responsibility for the public interest (no role 

of director without the necessary instruments and legitimization). The relationship with the 

local authorities needs to be redefined [12]. With respect to the insured, there 

is a shift in orientation from the insured in general to target groups of insured 

patients with a chronic illness. This is congruent with the second foundation 

of the strategy, namely purchasing the best quality of care because intensive 

users such as chronically ill patients will appreciate this. In the interviews 
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there was hardly attention paid to a vision and strategy regarding collective 

contracts. The impression is that there was hardly any formulated plan in 

this area of collective contracts. The health care insurer wants to use the new 

possibilities of the market to select the best providers for chronic diseases 

(like diabetes) and create pay for performance contracts. The focus thereby is 

on primary care and the general practitioner, especially in the function as 

medical coordinator of the latter and the cost profile. To recognize these ‘best 

practices’ through performance indicators is an important condition but these 

indicators are still under construction. Therefore, pilots in purchasing are 

being undertaken to gain more knowledge while working in these pilots. As a 

consequence, the third element is the level of the premium. Agis does not want 

to compete at the lowest price but wants to set the premium in the mid-price 

range. It wants to direct the insured from different target groups to preferred 

providers. The fourth element is the integration of cure and care. 

The study shows that key figures estimate that a strategy based on these four 

elements should be successful. This optimism is based on the composition of 

the insured population (mean high risks which makes price competition unfavourable) and 

on the good relationships with the provider field. 

The question is: what results did the chosen strategy have after 

implementation of the new health care insurance act in 2006? The 

opportunity to switch to another health care insurer was taken by far more 

people than was envisaged. Almost 18% chose another health care insurer, 

whereas in the few years prior to 2006 this percentage was respectively 3% 

with the sick funds and 8% with the private health care insurers. One can state 

that the chosen strategy of Agis has failed. Agis lost the most insured of all 

health care insurers: 400,000 (or 25%), 133,000 of whom in a collective contract. 

Two causes were important: very keen price competition and the possibility 

for the insured to participate in collective contracts. 

In a reaction, Agis sought economies of scale by seeking cooperation with two 

other health care insurers in a bid to spread the financial risk and reduce the 

operational costs. An internal analysis was made of this big loss and in 2006 

a new strategic purchasing policy for the period 2007-2010 was formulated 

[13]. It is remarkable that the most important elements of the strategy in 2003 

-focus on target groups and quality-based purchasing- were maintained 

despite the loss on the insurance market. The cooperation with other health 

care insurers did not succeed and it was not attempted again. This was, among 

other things, inspired by a light recovery in the number of insured in 2007 

in a market that was far less mobile, and the improvement of the financial 
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situation. This last point is a remarkable paradox, financial reservations 

were held for a bigger volume than needed at that time and led to a stronger 

emphasis on the price in 2007. Still, in June 2007 a merger was announced 

with one of the biggest health care insurers in the Netherlands and part of a 

European concern [14].

Three effects can be observed: keeping to the original mission despite a 

substantial loss of insured, a better position in price competition, and limiting 

the financial risk by the wish for upscaling. 

The importance of this study is that, through the composition of the group 

that was interviewed and the topic list used, at the time of the interviews a 

good impression is given of the strategic arguments of a big Dutch health care 

insurer in a strongly changing environment. The results are not generalisable 

because we did not interview other health care insurers and a comparison 

is not possible. However, for the project on quality improvement in general 

practice and quality-based purchasing which was performed between GPs and 

this health care insurer, the results are relevant because results on the project 

with the GPs are partly explained by the position of the healthy care insurer.

The strategy has the important starting point that care can be managed 

by quality-based purchasing . Custers (2005) studied the possibilities for this 

strategy in the Netherlands and concluded that given the present state of 

the Dutch health care system, these possibilities are still under restraint [15]. 

The main restrictions are determined by the fact that forms of quality-based 

purchasing will only work where there is an over-capacity of providers. The 

scarcity among general practitioners and hospitals will not change in the 

near future, and two possibilities remain in the short term: managing quality 

by bonuses (pay for performance) and making investments in quality possible 

through subsidies. More recently, Custers stated that the possibilities to 

manage quality in the present health care system are constrained especially 

by a lack of the right incentives for health care insurers [16]. In a review on 

quality-based purchasing, Dudley describes that there is increasing interest for 

various forms of quality-based purchasing but the evidence that it works is not 

clear and dependent on contextual factors [7]. They stress the importance of 

quality-based purchasing and a programme for further research is presented. 

This means that the strategy of the health care insurer to gain experience 

with quality based purchasing in small steps is relatively well supported in 

the literature. Also in the Netherlands, further research on quality-based 

purchasing strategies will be necessary including the development of valid and 

standardized information about performance.
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conclusion

The health care insurer that was the subject of this study reacts in a proactive 

manner to the fundamental change in its social position. The strategy of focus 

on the insured through its target group policy, quality-based purchasing, a 

mid-range level of the premium and integration of cure and care failed in the 

first year of the new health care insurance act. After an internal analysis, the 

scope was upscaled first, which failed initially, and the original strategy was 

chosen again: quality-based purchasing for special target groups combined 

with a fair premium. Further research in the Dutch environment into the 

strategies and effects of quality-based purchasing is advised. 



160

reference list

1 Committee on Structuring and Financing Health Care. 

 Readiness to change. Bereidheid tot verandering. 

 Den Haag: VWS; 1987. 

2 Ministry of Health Care, Welfare and Sport. 

 Demands first. Vraag aan bod.

 Den Haag: VWS; 2001. 

3 Social Economic Council. 

 Towards a healthy system of health care insurances. Naar een gezond stelsel van 

ziektekostenverzekeringen. 

 Den Haag: SER; 2000. 

4 Public law.

 Health Care Insurance Act. Zorgverzekeringswet.  

 Den Haag: Ministerie van VWS; 2004.

5 Committee on the development of the risk adjustment model. 

 Advice to the Ministery of Health, Welfare and Sport. Advies aan de Minister 

 van VWS. 

 Den Haag: VWS; 2003.

6 Johnson G, Scholes K. 

 Exploring Corporate Strategy. 

 6th ed. Hemel Hampstead: Prentice Hall; 2002.

7 Dudley RA. 

 Strategies to support quality-based purchasing, a review of evidence. 

 Report: Technical review 10 AHRQ oub 04-0057;2004.

8 Poll A, Stam P, Vriens B. 

 Development and application of the CAHPS questionnaire for strategic 

purchasing. Ontwikkeling en gebruik van CAPHS-vragenlijsten voor strategische zorginkoop.

 Amersfoort: Agis Zorgverzekeringen; 2004.



161

9 Delnoij D, Asbroek A, Arahb O, Custers T, Klazinga N. 

 Setting course, developing a Dutch framework for performance indicators 

in health care. Bakens zetten, naar een Nederlands raamwerk van prestatie-indicatoren voor 

de gezondheidszorg.

 Den Haag: VWS; 2002. 

10 Netherlands Bureau for Economic Policy Analysis. 

 Premium height and competition in the new health care system. Premiehoogte 

en concurrentie in het nieuwe zorgstelsel.

 Den Haag: CPB; 2001. 

11 Netherlands Bureau for Economic Policy Analysis. 

 Risk selection? Verzekerde selectie?

 report No: 84. Den Haag: CPB; 2004 

12 Plochg T. 

 Local health systems in the 21st century who cares? 

 Eur J Public Health 2006; 16:559-564.

13 Monissen D. 

 Trading in Care, strategic purchasing policy Agis 2007-2010. Handelen in Zorg. 

Strategisch inkoopbeleid Agis 2007-2010. 

 Amersfoort: Agis Zorgverzekeringen; 2006. 

14 Eureko. 

 Eureko/Achmea and Agis Zorgverzekeringen have the intention for a fusion. 

Eureko/Achmea en Agis Zorgverzekeringen hebben de intentie tot fusie. 

 Zeist/Amersfoort: Eureko/Agis; 2007. 

15 Custers T, Klazinga N. 

 Value for money. Waar voor je geld.

 Medisch Contact. 2005;60:115-117. 

16 Custers T, Onyebuchi A, Klazinga N. 

 Is there a bussiness case for quality in The Netherlands? A critical analysis of the 

recent reforms of the health care system. 

 Health Policy 2007;82:226-239. 



162



quality-based purchasing of GP care 

is there a level playing field? 

a project evaluation

10



164

Paul van Dijk

Wouter Hogervorst

Thomas Plochg

Gerben ter Riet

Niek Klazinga



165

abstract

background
The local health care insurer and GP groups in Amsterdam carried out a project 

on quality-based purchasing through the implementation of guidelines and 

protocols.

aim
To assess whether this project led to a level playing field for quality-based 

purchasing regarding roles and positions of both parties, and whether it 

resulted in professional commitment of GPs.

design
A before-after design.

setting
Health care insurer and 6 GP groups (32 GPs) in Amsterdam.

methods
Analysis of interviews and minutes of meetings, questionnaires.

results
The project has not yet led to a level playing field though there are some 

promising developments. The role and position of the health care insurer 

changed over the period of the execution of the project, especially regarding 

the greater orientation on the insurance market. The position of the GPs 

changed from only distrust to curiosity. Professional commitment of GPs, 

measured attitudes towards professional autonomy, and guidelines did not 

change over time.

conclusion
Quality-based purchasing is still in its infancy. Investments on both sides 

should be made in the development of strategies, knowledge, skills and 

negotiating power. The different perspectives of the insurance market and 

provider market should be reconciled in some way. The health care insurer 

should work on strategies to reconcile these perspectives. GPs should invest in 

a better organization and ‘negotiating power’ and in a realistic understanding 

of the insurance market.

key words
Quality-based purchasing, GP, health care reforms. 
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introduction

Much has been achieved in improving health care in the past decades in 

many countries, but further improvement is necessary to keep health care 

affordable, accessible, of good quality and efficient [1]. This is especially true 

when countries and their health care systems have to meet the challenges in 

the forthcoming years: ageing of the population, technological innovations, 

greater demands, etc. So, policy makers are searching for ways to improve the 

performance and efficiency of health care systems, together with improved 

cost control. One of the strategies to achieve this is the reinforcing of the 

purchasing function of the health care financier, which is seen as an important 

instrument to maintain quality and to improve performance at acceptable 

and transparent costs [2]. It should work this way when purchasing changes 

from a passive form (just reimbursing providers) to a proactive and strategic form in 

which three questions have to be answered: what to purchase, how, and from 

whom [2]. Depending on the health care system, purchasers adopt this role in 

a monopoly position (governments, health care authorities) or in a market situation 

where they have to compete with each other [3-5]. Changing from a passive 

purchaser’s role to an active one requires the development of new know-

how and skills on the part of both purchasers and providers. For instance, 

know-how about the needs and demands of the population, and skills about 

contracting and financing arrangements. Ideally, this purchasing process 

has to lead to good health outcomes in the population and therefore quality 

should be an integral part of strategic purchasing. We consider quality as 

an integral component of efficiency [6], important for cost containment, and 

a linking pin to providers, because they attach great importance to quality 

of care. This linking pin is important because providers feel threatened by 

the development of strategic purchasing [7], and to achieve an efficiently 

performing health care system both parties are dependent on each other [8].

situation in the Netherlands
In the Netherlands, major changes in health care have taken place in recent 

years [5], culminating in the new Health Care Insurance Act that came into 

force on January 1, 2006. This provided a compulsory health care insurance 

for all Dutch residents. The system is operated through private health care 

insurers who are obliged to accept every resident. A system of risk equalisation 

makes the acceptance obligation possible and prevents direct or indirect 

selection. Half of the premium is nominal, and half of the premium is income-

related and collected by the employers. The Act comprises a standard package 

of essential health care, providing essential curative health care tested against 
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the criteria of demonstrable efficacy, cost-effectiveness, and the need for 

collective financing. [9]

In this new system, health care insurers have the purchasing role for their 

insured population. They have to operate in two markets: the insurance 

market and the provider market. In the insurance market they compete on the 

basis of their insurance schemes and premiums, and the competition is keen, 

especially for collective contracts with employers. These are attractive because 

of the possibility to include large groups of insured with low health risks 

and because the new Act provides the possibility to give a maximum of 10% 

reduction on the premium. In the provider market, health care insurers are 

developing selective contracts on the basis of quality and price. 

Not everybody agreed with these changes, however, with objections being 

made to the growing role of health care insurers as a threat to professional 

autonomy. Especially GPs were worried because of the uncertainty about the 

consequences of the new financing system for them. Prior to 2006, there was 

a private and a public insurance market (compulsory insurance under a certain income 

level) with, respectively, fees for service and capitation payments for GPs. Now 

for every insured person, they receive a basic capitation, combined with a fee 

for service for every consultation. Additionally there is a possibility of financial 

arrangements for modernisation and innovation, for which local negotiations 

are necessary. 

project in Amsterdam
In the build-up to these developments, the Amsterdam Association of GPs 

and the health care insurer Agis, the insurer with the largest local market 

share, initiated a project on quality-based purchasing performed between 

2001 and 2005. Because there are no evident strategies to support quality-

based purchasing, it was a matter of trial and error along the lines of the 

best available evidence [1]. In this local project, the health care insurer and 

the local GP association agreed upon the implementation of two quality 

improvement programmes as part of quality-based purchasing. These were: 

the role of the GP in the prevention of long-term sickness absence (LTSA), and 

the diagnosis and treatment of depression in accordance with a guideline 

of the Dutch College of General Practitioners. An important argument for 

choosing these two subjects was the perceived potential for strengthening 

the position of the health care insurer in the market of collective contracts 

where large companies play a leading role. The consideration was that the 

reduction of sickness absence is beneficial for employers, and that mental 

health problems, including depression, are one of the main causes of long-

term sickness absence. Almost every GP in Amsterdam is organized in a group 
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in some way, and the health care insurer and the local GP association invited 

all 44 GP groups by letter to participate in the project, either to participate 

in an intervention group, and implement one of the two programmes, or to 

participate in a reference group. The only precondition for participation was 

the use of an electronic patient record system incorporating ICPC codes. On 

request, an explanation of the project was offered by the two researchers. 

Intervention groups were asked to make formal agreements concerning 

further implementation in five steps: selection of one of the two subjects 

(depression or long-term sickness absence), translation to a local practice protocol, 

negotiating with the health care insurer about conditions and outcome 

measures, implementation, and evaluation. This recruitment resulted in four 

groups of in total 20 GPs (two groups with seven and two groups with three participants) 

who expressed the wish to participate in the intervention. Two groups chose 

for the depression guideline, and two groups for the protocol about the role 

of the GP in LTSA. Two other groups of six GPs each chose to be the reference 

group for both quality improvement programmes. The intervention group 

worked with the chosen topic for a year.

Evaluation took place concerning the following questions: did the project lead 

to a level playing field regarding mutual roles and positions of health care 

insurer and GPs, and did professional commitment of GPs change over time, 

regarding their opinions on professional autonomy and the use of guidelines?

methods

design
To answer the questions, we used a combined design of qualitative and 

quantitative methods. At baseline we held an interview with the CEO of 

Agis, responsible for the purchasing strategy of the company. Before and 

after the project, we held interviews with the managers of Agis responsible 

for contracting agreements with the GPs. For these managers and GP 

representatives of the intervention groups we organized meetings at the start 

and at the end of the project in which they discussed conditions and outcome 

measures and evaluated the project. We attended these meetings and took 

minutes of them. We used questionnaires before and after the intervention 

to assess whether attitudes of GPs towards professional autonomy and 

guidelines changed.
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sample
The CEO is solely responsible for the purchasing process, two Agis managers 

are specifically responsible for GP contracting in the Amsterdam area. We 

asked each participating intervention group to appoint a representative, 

four in total. As far as the 32 GPs were concerned, there were 12 women and 

8 men in the intervention group, in the reference group men and women 

were equally divided: 6 and 6. The mean age of the intervention group (n= 20) 

at baseline was 48.4 and the mean years of GP experience was 15.3. In the 

reference group (n=12) these figures are respectively 43.8 and 11.1 (table 10.1).

GP intervention and reference groups, demographics and years of experience.

intervention group reference group

age

median 49 44

iqr 10 9

range 34-58 33-52

years of experience

median 17 10

iqr 10 9

range 1-30 2-21

men 8 6

women 12 6

total 20 12

outcome measures
Outcomes are various aspects of the mutual roles and the change over time. 

In addition, the GPs’ attitude towards professional autonomy, in general 

and related to the position of the health care insurer, was enquired about in 

questionnaires before and after the project. The attitude towards the use of 

guidelines was enquired about in a second questionnaire.

data collection
We had one semi-structured interview based on a topic list (appendix a) with 

the CEO of the health care insurer. We had two open interviews with the two 

contract managers of the health care insurer, responsible for purchasing 

GP care, at onset and at the end of the project. At onset they were asked for 

table 10.1



170

their point of departure in purchasing and their expectations of this project, 

and at the end they were asked whether these expectations had been met. 

We took minutes of the meetings with representatives of the intervention 

groups and managers of the health care insurer, at onset and at the end of 

the project. Because the representatives of the four intervention groups were 

combined, there were three meetings at the beginning and two at the end. 

We developed a questionnaire which asked GPs for their views on professional 

autonomy. On the basis of the literature [9,11-13], we distinguished four aspects 

in three domains. The four aspects are: clinical decision-making, treatment 

of the patient, organization of care, and special interest for costs. The three 

domains are: the GP group, patients associations and the health care insurer. 

The higher the score, the more inclined to be accountable, transparent, willing 

to cooperate and to use guidelines. There were 39 questions with scoring 

possibilities of 1-7 on a Likert scale. The questionnaire about attitude towards 

guidelines is a modification of the questionnaire Grol used to measure the 

attitude of Dutch GPs towards the first guidelines of the Dutch GP association 

on their introduction [1]. The higher the score the more GPs have a positive 

attitude towards the use of guidelines. We modified this instrument by asking 

for the attitude towards guidelines on the level of the GP group rather than the 

national level. Data collection started in the first half of 2001 and ended in the 

second half of 2004.

analysis
To analyse the interviews and minutes of the meetings [15] we initially used an 

open approach. Three researchers (PvD, WH and TP) openly coded the transcripts 

and notes to identify and interpret relevant themes in the light of the research 

questions. Then, the three researchers discussed their coding schemes, and 

interpretations were made. The aim of these discussions was twofold. First, 

the researchers had to reach consensus about the analyses and interpretations 

made. Second, they had to explicate their own theoretical perspectives, 

assumptions, and preconceptions. This resulted in a framework with four 

central themes. The first author continued by analysing the data against the 

formulated framework. In the analysis of the scores on the questionnaires, 

first five missing answers were imputed first, using a multiple (5 data sets) 

imputation strategy in which age, sex, score at baseline, final scores, and 

group assignment were used. Next, multivariable linear regression was used 

to calculate the intervention effect, adjusting for between-group differences 

at baseline. To account for potential clustering of observations within the GP 

groups, we used the Huber-White robust variance estimation option in Stata. 

Stata 9.2 was used for all calculations (Stata Corp, College Station, Texas, USA). 
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 rigour
To reassure internal reliability, the semi-structured interview with the CEO of 

the health care insurer was held by the second and the third author, because 

the first author was involved as employee of the insurer. The open interviews 

with the contract managers of the health care insurer were held by the first 

two authors and analysed by them. The conclusions of these open interviews 

were presented to the third author, who is not involved in any way, and were 

discussed with all three until consensus was reached.

results 

results on roles and positions, based on interviews and meetings
In analysing the mutual roles and positions arising from the interviews and 

meetings, we identified four central themes around which the role-finding and 

positioning evolved. The first one is ‘what to purchase?’. This theme addresses 

the balancing of needs and demands, dealing with scarcity amongst providers 

and the extent of competition on the insurance market. Special attention 

was paid to the dilemma of the insurer having to operate in two markets: 

the insurance market and the provider market, which has consequences 

for what to purchase. The second theme is ‘how to purchase?’, i.e. the skills 

and culture in purchasing. The third is the cost-effectiveness of purchasing 

decisions, short-term investments versus long-term ones. The last theme is 

purchasing responsibilities. For Agis, the main differences in role and position 

at the start of the project and after the project, are that the elements are more 

‘pronounced’. For GPs, the differences in their role and position before and 

after the project were marginal.

 ‘what to purchase?’ operating in two markets

The first and dominant dilemma for the health care insurer in all interviews is 

how to combine two markets: the insurance market and the provider market. 

However, the position on the insurance market is dominant. This position is 

not easy because there is a great market share in relatively high-cost areas 

(especially the metropolitan Amsterdam region), and therefore the premium is relatively 

high. To keep the premium competitive, one of the strategies is to obtain 

efficiency in services purchased, and efficiency has to be achieved through 

contracts with providers. But efficiency is not achieved in a market situation 

characterized by scarcity. So insurers have an interest in enlarging the 

‘supply side’ and creating the possibility for selective contracts and preferred 

providers:
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‘Health care insurers are going to create more providers, away 
from the shortage because then there is choice and the possibility 
for preferred provider contracts and more efficiency.’ 
CEO Agis 

Therefore, the contract managers contracting GPs focus strongly on the 

professional perspective. The insurer wants to purchase care based on 

professional guidelines and protocols, presuming that that is an efficient way 

of providing care. But this raises a dilemma. Needs and demands of the insured 

are not always in line with professional views on quality and efficiency. So 

high-level professional care may not be attractive to the public:

‘There is a lot of (professional, PvD) thinking about things that members 
don’t want at all. . . . . . We had a discussion about massage with the 
physiotherapist, everyone likes it but . . . according to professional 
guidelines we say in general it is not efficient anymore after six 
weeks, but that is not a friendly message to our members . . .’
contract manager at onset

Note that this manager speaks of ‘members’, trying to stress the image of 

the company as a not-for-profit traditional sick fund working for its insured 

members. In the period of three years between the two interviews with 

the contract managers, there has been a shift to the clients’ perspective. 

The insurer has developed structural contacts with national and local 

organizations of patients about what to purchase. Recently, a Dutch version 

of the Consumer Health plan Assessment Survey (CAHPS) [16] was introduced, 

whose outcomes are going to play a role in the purchasing process. 

Still, for GPs it is a complicated message that the health care insurer wants 

to purchase good quality which must be ‘sold’ on the insurance market. It 

becomes more complicated when the primary interest of the insurer in the 

protocols implemented in this project is not clear. Though the substantiated 

choice for these two guidelines -the insurance market for collective contracts- 

was communicated at the beginning of the project, this has not been absorbed 

by the GPs:

‘The direct interest of, for instance, reducing unnecessary 
prescription of expensive antacida is clear, but the direct interest 
of reducing LTSA has not become clear for us. You can imagine that 
that is an interest in the long run: less sickness absence means 
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less spending on health expenditures. But such reasoning is not 
obvious for us . . .’
representative GP at t 1

‘how to purchase?’ skills and culture

When the insurer emphasizes purchasing of professional quality, the reaction 

of GPs is that they doubt whether the insurer has the know-how to do it right. 

They don’t trust the insurer in their professional domain but this has somehow 

changed in the second interview. After the intervention, GPs conclude that the 

insurer could be of interest for realizing their professional quality of care. Push 

from outside helps . . .

‘Making agreements about the implementation of guidelines gives 
structure, gives me peace of mind and therefore there is room for 
further developments, I think this is an advantageous situation 
for both parties.’ 
meeting group 1, after the intervention

It could lead to a more business-like relationship, something that the insurer 

aims for, contracts should be more specific, including agreements about 

performance indicators and specific financial arrangements for a better 

organization and assuring quality. After the project, one group indicated 

that an advantage of the purchasing process could be that quality in general 

practice could be secured in the long term. There are often quality projects 

with good results but they expire and don’t have an organizational guarantee:

‘It is much better if someone from outside has the time to carry on 
with a project and give it continuation, . . .’ 
representative GPs at t 1

Surprisingly, this aspect of support for quality improvement did not play a 

prominent role in the meetings between GP representatives and health care 

insurer at the start of the project. Though support in the implementation is 

welcome, GPs are reluctant when it comes to being judged on results:

‘Professional guidelines are not designed to make health care 
cheaper . . .’ 
representative GP at onset
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GPs stress that knowledge should first be developed about inter-doctor 

variation, the relation between population and performance indicators, and 

the evaluation of performance indicators. The insurer agrees with these 

remarks as it wants results to be transparent in the first place.

An organizational question in ‘how to purchase?’ is whether the relatively 

small GP groups are the right level to contract with. For GPs this is an adequate 

level, but for the health care insurer it means negotiating with 150 or more 

groups, which raises ‘some kind of a problem’. So the health care insurer 

prefers, in principle, a more aggregated level, though various factors may 

influence this, e.g. the local situation (rural areas vs. large cities) and the stability of 

GP groups:

‘There is no need to always force a higher level, e.g. in small villages 
there is sometimes no other option . . .’ 
contract manager at t 1

An extra complication for GPs is the fact that they have to deal with more than 

one health care insurer, thereby resulting in different contracts. For GPs, the 

insurer with the greatest market share is most important so they ask the other 

companies to follow the contract of this market leader.

cost-effectiveness of purchasing decisions short term investments vs. long term 

investments

Despite the discussion about performance indicators and the notion that 

guidelines are not made with cost containment in mind, GPs acknowledge 

that cost control is a legitimate goal for the health care insurer. But they also 

emphasize that costs made in the GPs field means less costs in another field 

of health care, or could mean profits in the long run. For instance, prescribing 

drugs in an adequate way prevents people from having to be admitted to 

hospital. Good glycaemic control in diabetes mellitus prevents complications 

in later years. But for the health care insurer, the problem of the benefits in the 

long run raises another problem because the insured may change from insurer 

and the return on investment may fall to a competitor after a number of years. 

Another complication arises when investments are done in fields that are not 

in their sphere of control. E.g. reducing waiting lists may decrease sickness 

absence, leading to advantages for employers and sickness absence funds, but 

not for the health care insurer. So in general there is a reluctance to invest in 

‘products’ when profits in the long run are uncertain, e.g. prevention:
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‘You run the risk of investing five years in someone’s prevention 
and then they say, well it’s cheaper over there, I’ll go to another 
insurer, bye-bye . . .’ 
CEO of Agis

However, it is important to develop and maintain the relationship with GPs 

because of their role as gatekeeper to more expensive forms of health care.

purchasing responsibilities

The health care insurer states that the responsibility for developing and 

securing quality is the task of professionals. When quality guidelines are 

developed and accepted by the GP professional association, then there is a task 

for a health insurer:

‘The task of a health care insurer is to follow professionals and 
monitor whether they are keeping to their own guidelines . . .’ 
CEO of Agis

Such monitoring can only bear fruit when both parties trust each other and 

cooperate in a firm local network:

‘It works only when you cooperate on a local level, have a 
confidential base and when both parties are dependent . . .’ 
CEO of Agis

For GPs, this vision is not obvious, as they consider the role of the health care 

insurer as a facilitator and financer of the implementation of professional 

quality. The health care insurer is not considered a partner in implementing 

quality programmes. For the health care insurer, setting priorities in ‘what to 

purchase’ is an important responsibility. They must be sure that all the care 

that is needed for their insured is available, attainable and of good quality.

results of questionnaires on attitudes towards professional 
autonomy and use of guidelines
Of the 32 questionnaires, 26 were available for analysis: the baseline results of 

4 GPs in the intervention groups were missing; follow-up results of 2 GPs in the 

reference group were missing. After multiple imputation, all 32 questionnaires 

were used for analysis.
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 The degree of experienced professional autonomy for the two groups was 

expressed in mean scores on the questionnaire at baseline and at the end of 

the intervention period. At baseline, the mean scores were 108.1 and 103.2 

for the intervention group, respectively the reference group. At one-year 

follow-up, these figures had changed to 107.6 and 104.4, respectively. After 

multivariable linear regression analysis, the adjusted difference between the 

groups was -2.2 (CI 95% - 11,4 to 7.1) Restricting the analysis to the domain of the 

health care insurer concerned (4 questions, maximum score 28, minimum 4) yielded an 

adjusted difference of 0.6 (CI 95% -0.7 to 1.9). The attitude of GPs towards the use 

table 10.2 Mean scores, absolute and adjusted differences in GP attitudes towards 

professional autonomy in general and within the domain of the health 

care insurer, and mean scores, absolute and adjusted differences on the 

questionnaire on attitudes towards the use of guidelines. The higher the 

score on the questionnaire on professional autonomy, the more inclined to 

be accountable, transparent, willing to cooperate and to use guidelines. and 

the attitudes towards the use of guidelines. A high score on the questionnaire 

on the use of guidelines, means a positive attitude towards the use of 

guidelines.

mean score 

at baseline

mean score 

after 

intervention 

period

difference adjusted 

difference

95% 

confidence 

interval

professional 

autonomy  

in general

score range 

39-283

intervention 

group

108.1 107.6 -0.5

-2.2 -11.5 to 7.1

reference  

group

103.2 104.4 1.2

professional 

autonomy, 

within the 

domain of 

the health 

care insurer 

score range 

4-28

intervention 

group

19.3 18.5 -0.8

0.6 -0.8 to 1.9
reference  

group

17.5 17.2 -0.3

attitude 

towards 

guidelines 

score range 

8-40

intervention 

group

30.1 29.3 -0.8

-1.5 -3.6 to 0.6
reference  

group

31.5 31.4 -0.1
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of guidelines was expressed in mean scores on the second questionnaire: in 

the intervention group at baseline and at the end, these scores were respec-

tively 30.1 and 29.3. In the reference group, these figures are 31.5 respectively 

31.4. The adjusted difference after multivariable linear regression analysis was 

- 1.5 (CI 95% -3.6 to 0.6). See table 10.2 on page 176.

discussion

The role and position of the health care insurer changed, resulting in a 

greater orientation on the insurance market, which is crucial for survival. 

The provider market is still important as care of good professional quality 

is regarded efficient, contributing to acceptable premiums. Roles and 

positions of GPs changed marginally. They show especially distrust at the 

beginning of the project and some curiosity at the end of the project. There 

is acknowledgement that cost containment is important, that agreements 

about quality with the health care insurer causes GPs to ‘focus’ on work and 

may lead to better results with an acceptable workload. There is growing 

awareness that they have to consider improving the relationship with the 

health care insurer and consider the benefits this may bring, and the chances 

the purchasing process may offer them. The fact that the attitude of GPs on 

professional autonomy did not change supports this growing awareness. But it 

is not at all clear how to reconcile the perspectives of the insurance market and 

the provider market. An important phase difference between the two parties 

is that the health care insurer realizes this dilemma, while the GPs do not. 

The combination of qualitative and quantitative results provides a clear 

insight into the roles and position of both parties, though the number of 

participating GPs is not large. Our conclusions are presumably even more 

relevant for other GPs as the selection has led to the participation of relatively 

well organized and motivated GPs. It is not possible to relate our results to 

other studies as we could not find comparable studies. 

In quality-based purchasing, GPs and health care insurer have a common 

interest and should invest in further study to make this common interest 

operational. For the health care insurer, it means that in reconciling the two 

market perspectives, they have to invest in making clear to providers the role 

that patient demands and patient experiences may play in the purchasing 

process, if quality-based purchasing is to be a sustainable policy approach. It 

also means that they should consider financing a better organization in the 

provider field.
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GPs have to organize themselves so that they become a more powerful 

and professional negotiating partner. They have to develop a realistic 

understanding of the insurance market. Local and national GP organizations 

have an important task to support GP groups in this development and to 

stress not to react primarily in a defensive way, but through awareness of new 

chances.

Given the first experiences with the new Dutch health care law, it is obvious 

that the insurance market is absolutely ‘leading’ and is determined by the run 

on cheap premiums and collective contracts: in 2006, 18% of the population 

switched health care insurer and 46% chose for some kind of collective 

contract [17]. So this last part of the insurance market is indeed becoming 

very important. Though the switch to another health care insurer in 2007 

was far less pronounced than in 2006, the expectation is that the insurance 

market will remain unstable and ‘dynamic’ in the forthcoming years. In these 

dynamics, the insurer discussed in this article lost 25% of its market share in 

2006 and won back 2% in 2007. The necessity for a better balance between the 

perspective of the insurance market and that of the provider market is evident. 

If it is not possible to combine the two perspectives, and if the insurance 

market stays as dynamic as it was in 2006, quality-based purchasing will come 

seriously under pressure. Further research to evaluate the consequences for 

quality in health care under the new Health Care Insurance Act is necessary 

during the forthcoming years.

conclusion

Quality-based purchasing as a strategy became part and parcel of the overall 

market changes in which the insurer had to compete heavily to maintain 

its position. Thus besides strengthening the cooperation with the GPs and 

professionalizing the purchasing function, quality-based purchasing as a 

strategy was more and more linked to the interests of the insurer to compete 

on the insurance market. This implied that the perspectives of the insurance 

market and provider market were combined, and consequently that the items 

focused on quality-based purchasing should be recognized as a selling point 

on the insurance market, both for individual citizens looking for an attractive 

insurance scheme and for employers looking for collective contracts. Thus 

the tension between demands as expressed by citizens and employers, and 

needs as expressed by the professionals increased. This direct influence 

of the insurance market on the nature of quality-based purchasing on the 
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providers market is a direct concern for the health care insurers and an 

indirect one for the GPs. Both parties could invest in developing strategies to 

reconcile the various perspectives. The existing ‘phase difference’ needs to be 

bridged. At present, quality-based purchasing is still in its infancy and further 

professionalisation of the purchasing process is warranted both by the GPs and 

the insurer. However, to give quality-based purchasing a fair chance and build 

on its potential merits, maintaining the existing cooperative spirit between 

the insurer and GPs in Amsterdam on the provider market, demands creative 

handling of the major dynamics on the insurance market.
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introduction

To see whether quality-based purchasing is a feasible option under 

the new Health Care Insurance Act in the Netherlands, we performed 

an evaluation study on a quality-based purchasing project with the 

dominant health care insurer and GP groups in Amsterdam in the 

period 2001-2005. The concept of quality-based purchasing was put 

into practice by choosing clinical topics for quality improvement, and 

implementing a corresponding guideline or protocol: the guideline 

on diagnosis and treatment of the depressive disorder, and a protocol 

about GPs detecting high risks on long-term sickness absence (LTSA). 

We worked in the project according to five steps:

a Selection of a clinical topic, choice of a corresponding guideline or choice to 

develop a protocol.

b Translation into a local, setting-specific practice protocol.

c Negotiations of GPs with the health care insurer about performance indicators 

and conditions.

d Practice performance measurement according to the agreed-upon perform-

ance indicators through GPs’ electronic patient records.

e Assessment and discussion of the results.

The main question in this evaluation study was whether an approach could 

be developed in which synergy exists between quality-based purchasing 

by the insurer and quality improvement in general practice, especially in 

realizing specific health care topics agreed upon beforehand by health care 

insurer and GPs. This main question was specified in six sub-questions: 

what techniques are reported in the literature on managing (quality of) care 

in general and through purchasing in particular (chapter 2), is the routinely 

recorded information in GPs electronic patient records (EPR) a reliable source 

for feedback information and practice performance measures (chapters 3 and 6), 

what is the GP performance on the chosen guidelines or protocols (chapters 4 and 

7), what problems do GPs experience when implementing the guidelines and 

what is the effect on GPs’ work satisfaction and change in perception on the 

role of the health care insurer (chapters 5 and 8), what is the strategy and position 

of the health care insurer throughout the project (chapter 9), and finally what 

changes can be distinguished in the roles and positions of both parties, and 

what are the effects of the quality-based purchasing project on GPs’ attitudes 

towards professional autonomy and the use of guidelines (chapter 10). 



186

results

managed care technique
In the literature study on managed care techniques, we found that most of the 

managed care techniques that are mentioned in the international literature 

are used in several forms in the Netherlands as well, including the growing 

interest in the notion of quality-based purchasing. The themes formulated 

by Robinson and Steiner (see page 41) could be applied in the Dutch situation. 

The themes a (organizational context), b (substitution), d (consistent practice) and e (areas 

of care) form the basis for the choice for general practitioners as providers, and 

chronic condition as domain of care. The critique of Porter supports the choice 

for the location of the project to be as near as possible to the primary process: 

purchasing with a group of general practitioners. Because the focus in the 

Amsterdam project was primarily based on quality, the following techniques 

are chosen to be applied: clinical guidelines, disease management, and clinical 

feedback (chapter two). 

use of the epr
The electronic search in the EPR and our two-step analysis of these data yielded 

a high sensitivity and 100% specificity. It was possible to produce feedback 

information on the indicator measures of both clinical topics, LTSA and 

depression. This feedback information was appreciated by the participating 

GPs as being useful (chapters three and six).

clinical performance
The clinical performance for the two chosen topics differed from each other, 

especially with respect to the different possibilities for improvement. For the 

subject of long-term sickness absence (LTSA), we developed a protocol since a 

national guideline did not exist when the project was initiated, and coding 

and registration in compliance with the International Classification of Primary 

Care (ICPC) was not yet adequate. For depression, a national guideline and a 

specific ICPC code existed. During the implementation of the protocol about 

the detection of high risks for LTSA, GPs registered items about work and 

sickness absence more often, and in the interviews they indicated that working 

with the protocol made them aware and appreciative of the problem. This 

could be a starting point for a greater role of GPs in occupational health and 

making a contribution to the prevention of sickness absence. An important 

theme in discussions with GPs is that they work in the interest of their clients 

and not that of employers, and that paying attention to sickness absence 

seems to be foremost in the interest of employers. However, sickness absence 
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in itself harms employee’s health [1-3] and should be of concern for GPs. Also, 

employers are being forced by developments in the labour market to focus 

more and more on health promotion and prevention than just on sickness 

absence [4]. The results of this study may be followed up by the development 

of a national guideline which stresses not only the prevention of sickness 

absence but pays attention to clients’ health in relation to their working life. 

Such a guideline could be translated into agreements between health care 

insurers and GP groups about further implementation, taking the Amsterdam 

experience as an example. Larger-scale studies, including effects of GPs’ 

interventions on work functioning and on sickness absence, should reveal 

under which conditions a further contribution of GPs towards occupational 

health is useful. For the health care insurer, the possibility to combine the 

perspective of the market for collective contracts with specific contract 

elements on the provider market with GPs is still attractive in 2007.

For the guideline for depressive disorder, the outcomes before and after the 

project changed slightly in a positive direction, including information about 

the diagnostic process, about the protocol items and the prevalence of the 

depressive disorders. In the interviews, GPs indicated that they were more 

scrupulous in diagnosing the depressive disorder and that they had the feeling 

that they made real progress. Although potentially the link with collective 

contracts with employers could also be made here  

-depression being a major cause of sickness leave- this was far less evident 

than in the case study in LTSA (chapters four and seven). 

implementation problems, work satisfaction, and perception of 
the role of the health care insurer by gps

In both clinical topics, there were no significant differences in scores on the 

questionnaires before and after the intervention in problems experienced 

or work satisfaction. The results of the interviews, however, indicate fewer 

problems and higher work satisfaction. On both topics, GPs expressed 

enthusiasm about working with the guideline and protocol. There are two 

possible explanations for this difference. First, there is the methodological 

problem of whether results from focus groups may be compared with 

results of questionnaires since answers and reactions in focus groups are the 

results of a group process and more or less socially accepted. Thus the use 

of focus groups may lead to different answers than individual answers on 

questionnaires. Second, the questionnaires may be inappropriate to measure 

possible changes. As to the role of the health care insurer, in both topics there 

was initially mainly distrust on the part of the GPs. After the project, we could 
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perceive changes in this attitude. Notions exist amongst the GPs concerning 

how cooperation with the health care insurer could support their professional 

work and development. But they have to develop a countervailing power to 

achieve this and considering the relatively small scale of GP groups, that does 

not seem to be a realistic option. One worry of GPs is that they will be judged 

on their performance. They consider the large variety in circumstances as a 

barrier for a fair judgement. Another concern is that the health care insurer 

wants to take part in setting priorities for their professional work, as this is 

one of the key items of the purchasing process (chapters five and eight).

strategy and position of the health care insurer
The health care insurer involved in this project has developed a four-element 

proactive strategy to cope with the new circumstances: focusing on special 

groups of insured, aiming to purchase best quality, a mid-price premium, 

and integration of cure and care. This strategy is relevant for the cooperation 

with GPs and the results it is intended to provide. Such a strategy is almost 

compulsory, because a ‘mid-price’ premium seems to be inevitable since 

historically the main part of this health care insurer’s insured have been 

located in high cost areas and as a result, no substantial reserves are present 

to subsidise the premiums for a longer period of time. This makes a low-

premium strategy as a means to distinguish yourself unfeasible. When we 

look at the results of this strategy in 2006, one could say that it failed. Agis 

experienced a great loss of insured, partly through a weak position in the 

market for collective contracts and partly as a result of price dumping by 

their main competitors. The situation at the beginning of 2007 had become 

a little bit more favourable. By not joining in the price dumping campaign, 

they could promise fair premiums that increased less in 2007 than those of its 

competitors. This resulted in winning back 40,000 insured in 2007 (chapter nine).

roles and positions of both parties, and attitudes of gps towards 
professional autonomy and the use of guidelines
The most obvious change was in the position of the health care insurer, 

towards a more focused orientation on the competitive insurance market. This 

market became more important and has become crucial for survival since the 

new Health Care Insurance Act was enacted in 2006. The position of the GPs 

changed slightly since they became more aware of their position in the new 

system and they realized that a purchasing process could serve their interest 

of quality improvement. But they do not have an adequate organization as 

yet that matches their new role and position in a way that makes them a 

countervailing power with respect to the insurer. A better organisation might 



189

offer a foundation for matching negotiating skills. At this moment there is an 

important phase difference: the health care insurer is conscious about its new 

role but does not yet have a clear vision on what to purchase and how to do 

this, the GPs are not yet aware about their new role but it is quite clear what 

they have to offer. Both parties should invest in the operationalization of their 

common interests and especially reflect about reconciliation of the two market 

perspectives: the insurance market, which is important for the health care 

insurer, and the provider market, which is important for GPs and for the health 

care insurer to purchase efficient care of good quality. According to the survey, 

attitudes of GPs towards professional autonomy did not change, neither did 

the attitude towards the use of guidelines. This is surprising because in the 

interviews the item of professional autonomy was discussed whenever the 

role of the insurance company came into view. An explanation could be that 

in talks between representatives of the health care insurer and GPs the former 

stated that professional quality is the domain of the professionals, while in the 

interviews with the GP groups fear existed that the health care insurer would 

want to determine priorities for GPs. Despite all the rhetoric, the necessary 

trust simply does not yet exist to build a sustainable and productive relation 

via quality-based purchasing (chapter 10).

methodology

overall study design and realization of the project
In our study we used qualitative and quantitative methods in a before-

after design so that we could evaluate the project on different items. For 

the quantitative methods, we used reference groups so as to compare the 

results with the intervention groups. There were two reasons for the use of 

both methods. First, research in other countries reveals that little is known 

about the impact of quality-based purchasing (QBP) on clinical performance 

and ‘additional research is needed . . . and this should include comparisons of 

alternative approaches of QBP and quality assessment of the barriers to and 

facilitators of quality improvement in response to QBP incentives’ [5]. Secondly, 

in this study the process of quality-based purchasing is connected to the 

implementation of professional guidelines, a complex process determined by a 

multitude of variables, where no single approach is superior to another [6].  

We aimed to map as many of these variables as possible. A variable which has 

become very important given the development of the health care system into 

a regulated market is the position of the insured persons. If we could redesign 

the study or continue it, we would explicitly take into account the experiences 
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of the patient or consumer. For instance by using the Dutch version of the 

Consumer Assessment of Health Plan Survey (CAHPS), the so-called CAHPS Quote 

index (CQ index), and include the results as an outcome measure [7].

sample and recruitment
The implementation of the model and participation in the research required 

a great deal of effort from the participating GPs. They all had to participate 

in the group interviews and invest time in the daily use of the guideline or 

protocol, their representatives had to guide the whole group through the 

process and had to participate in the meetings with the health care insurer. 

These criteria in the recruitment stage led to a selection of well-motivated 

and relatively well-organized groups. The recruitment of GP groups in 2001 

was done in the first place in writing, after which we had contact by phone 

to check their potential interest. If a group was interested in participation, 

we made an appointment to give a further explanation of the project. Most 

groups showed no interest and apart from the argument that there was a lack 

of time, it proved that most groups did not want to get involved in the project 

for two main reasons. First, the health care insurer participated in this project 

and at that time there was a conflict between GPs on the one hand and health 

care insurers and government on the other hand, so this was an argument 

not to participate. Secondly, it proved also that the subject had little appeal: 

quality policy and implementation was not an important item at that time. 

Since then though, a lot has happened, and the topic of quality of GP care 

has become more and more important. The patient movement is developing 

performance indicators for primary care [8], the National Association of 

General Practitioners has initiated the certification of practices [9], and health 

care insurers are developing a CAHPS for general practice. Quality-based 

purchasing is on the national agenda [10] and if we were to undertake a 

similar project at this moment, our expectation is that more groups would be 

interested today.

data collection
We used the regular electronic patient system as a source for our data 

collection and not a separate registration. The main argument for this is that 

in a project of quality improvement, the feedback and performance data 

should be gathered routinely. Data collection from the patient’s registration 

system and the two-step analysis led in our study to a high specificity and 

sensitivity and has the important advantage that GPs do not have to register 

separately. There is no need for distribution, monitoring and collecting 

of registration forms and no after-care for missing data. And for GPs, 
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participation is more attractive without the burden of extra registration. 

Of course there is the question of whether routinely collected data could be 

used for research and quality improvement, which has ‘opportunities and 

challenges’ [11]. By using these data like we did in this project, those challenges 

and opportunities became clear. For instance by discussing the feedback data 

with the GPs, it became clear what can and cannot be inferred from the data. 

In a purchasing process it is important that both parties realize what the 

problems and restrictions are of the collected performance indicators. For an 

adequate data collection from routine systems, technical and methodological 

support should be available. In our study this was provided in a special way 

because four of the six groups had their registration system embedded in 

a regional GP registration network, linked to the Department of General 

Practice of the AMC. In this construction, data management is performed well, 

performing queries is rather easy, and unexpected and unlikely data can be 

analysed quickly and easily.

The questionnaires are composed on the basis of existing questionnaires 

and the literature. Those about work satisfaction and professional autonomy 

showed enough relevancy to warrant further development and validation. 

Professional work satisfaction is connected to, among other things, workload 

and quality of care, and should be monitored on an ongoing basis [12]. 

Professional autonomy is under pressure by the increasing demand for 

accountability. So in future research the measurement tools used in our study 

can be useful instruments.

The topic lists in the focus groups were very helpful. At the beginning of the 

focus groups it became clear that a lot of questions existed about the project. 

If we had not had the topic list as agenda, the time of the focus groups would 

have been taken up by answering questions. On the other hand, the questions 

about the project led to a comprehensive discussion about the content of 

the guideline or protocol to implement, which is necessary for professional 

commitment. This was especially important in the case of the protocol about 

LTSA.

analysis
We tried to apply triangulation by using qualitative and quantitative methods 

in which we could distinguish whether results of focus groups and interviews 

are congruent with each other. The participation of researchers not directly 

involved in the research field, in the analysis of the EPR data and interviews, 

proved to be fruitful. There were many discussions about the interpretations, 

which resulted in the analysis and interpretation becoming better defined. 
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We have already pointed out that combining quantitative and qualitative 

methods yielded added value. 

validity
data

In the discussion about the quantitative outcome measures, we have 

mentioned the sensitivity and specificity of the search method in the EPR. By 

using ICPC codes and text from the EPR, the material for both topics is well-

defined. The analysis of the collected consultations from the EPR was done 

by three researchers, two by two. if there were different interpretations of 

the scores these were discussed until agreement was reached. The internal 

validity of the qualitative method was promoted by conducting interviews and 

attending meetings by two researchers, and by analysing the material with 

three researchers including comprehensive discussions about coding schemes 

and interpretations.

role of the researchers

The two lead researchers were an employee of the involved health care 

insurer and a general practitioner in one of the participating groups. This 

could be an impediment to objectivity in this study through the confusing 

roles of employee and researcher. In many talks with each other and with 

other researchers, we tried to separate these roles as adequately as possible 

and to avoid discussions that resembled negotiations. But we would like to 

emphasize the other side of the coin. The positions of the lead researchers 

and their intimate knowledge of the context made the study possible and 

has led to insights that would otherwise have been very difficult to realize. 

Without adequate knowledge about GPs, about their involvement and specific 

organizational aspects, and without knowledge about the position of the 

health care insurer and its movements in the changing health care system, this 

study on the borderline between professionals and health care insurer could 

never have been performed. 

generalisability
If we were to apply our project approach of quality-based purchasing to other 

clinical topics and guidelines (generalisability of topics), results would be dependent 

on several factors. Relevant factors seem to be whether an important 

opportunity for improvement exists, the subject of the guideline is generally 

accepted as being important, and the GPs involved consider the subject as 

being ‘their’ subject. If we look for instance at the case of the depressive 

disorder, both groups showed a high prevalence, compared to national 
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prevalence figures, and the possibilities for improvement were therefore 

limited. 

If we consider generalisability to other GP groups, we think the results are 

valid for other GP groups. Because of the open recruitment, the groups 

that participated were relatively well organised and had some experience 

with quality projects and projects in implementing guidelines. One of our 

conclusions is that GPs have to organize themselves better, and this conclusion 

seems applicable to the majority of the Dutch GP groups whom we know to be 

less well organized than those who participated in this study.

The generalisability to other health care insurers will depend on their 

strategic mission. If we consider the first evaluation results of the new Health 

Care Insurance Act as stated by the National Authority for Health Care, they 

conclude that all health care insurers should focus much more on quality. Thus 

our results should be equally relevant for other health care insurers if they 

were to decide to follow the path of quality-based purchasing.

conclusions investing in synergy

Investments should be made on four aspects: developing a shared vision and 

priorities, moving towards quality, reconciling two market perspectives, and 

professionalization of the purchasing process.

shared vision and priorities
For a purchasing process focused on purchasing quality, both parties must 

be clear about what they demand and what they have to offer. The purchaser 

must know what to purchase, with regard to the needs and demands of 

the insured population, the GPs must know what they have to offer in the 

purchasing market. Together they should set priorities, determined by 

the specific needs of the regional population. For instance, in areas with a 

relatively older population, other priorities should be set than in areas with 

many young urban professionals or students. These priorities should lead to 

an agreement for 3-5 years, because realizing quality is not something that 

happens in one year, which is in general the present duration of contracts.

It is therefore necessary that the health care insurer invests in developing 

an overall purchasing strategy, on the basis of an analysis of their insured 

population and calculation of health risks. From there on, priorities can be set 

and communication can be organized with regard to the provider field. As for 

GPs, It is rather clear what they have to offer: a description of their basic tasks 

is laid down, they have a comprehensive set of protocols, and quality assurance 
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systems for general practice have been developed and are being implemented 

at this moment. This last topic should resolve the problem of only partial 

transparency regarding the extent to which basic tasks are executed and to 

what extent individual GPs or groups of GPs keep to these guidelines. This last 

item is also related to the fact that the scale of organization of most of the 

GP practices is very small, although the situation is changing. In 1980 70% of 

GPs worked in a solo practice, while in 2003 this number had dropped to 40% 

[13]. A larger scale of organization is necessary to develop a vision and to set 

priorities, apart from the fact that a larger organization is a better negotiating 

partner in the purchasing process.

moving towards quality, moving towards the insured and 
towards patients
If quality-based purchasing is a real option for both sides, then both have 

to move in a clear direction. The purchaser should move to the position in 

which the purchasing strategy is primarily based on quality arguments at 

a reasonable price, and not primarily on costs, while the GPs should move 

towards a better organization and long-term strategy to translate their 

‘quality’ into agreements that can be purchased. In this way both parties have 

a common point in quality, though with different responsibilities. Developing 

and maintaining (medical) quality is a responsibility of the professionals. Making 

quality possible and checking whether professionals comply with quality 

agreements is, among others, a responsibility of the purchaser. It has to be 

decided at what level quality should be measured and how it should play a role 

in the negotiating process. This has consequences for the level of negotiating. 

That brings us to the third movement, the one towards the insured and 

patients, the ones who finally experience quality and should benefit from it. 

Apart from the fact that this must be ‘logical’ and ‘basic’, it becomes a matter 

of urgency for both parties in a health care system where the market plays 

an increasing role to involve the insured and the patients as an interested 

party. At this moment the instruments are at hand to measure experiences 

of patients with the health care system. This brings us to another necessary 

investment, the reconciling of two market perspectives.

reconciling two market perspectives
In this study we identified three problems in combining the insurance market 

with the provider market. First, what the insurance market demands is not 

always in line with professional quality standards and guidelines. On the 

national level, the patient- and consumer organizations support working 

according to guidelines, on the patient level it seems to generate a lot of 
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discussions. Second, according to the first experiences with the new Dutch 

Health Care Insurance Act, it seems that quality ‘does not sell’ on the insurance 

market. During the first two annual rounds of insurer market competition, 

there was a big run on prices but the quality of purchased care hardly played 

a role, partly caused by insufficient information supplied by health care 

insurers [14]. Therefore investments should be made in marketing techniques 

to sell quality. Finally, there is a ‘quality paradox’. Focusing on quality-based 

purchasing does not yield results in the short term, the return on investment 

is typically in the long run. The possibility for the insured to change health 

care insurer every year is not an incentive to invest in quality. This return on 

investment may benefit other health care insurers. It is therefore important 

that this paradox is resolved, for instance by facilitating contracts with insured 

persons over a longer period of time, or creating compensation agreements 

when the insured leaves the health care insurer prematurely. 

Purchasers and providers together should develop communication strategies 

to the insurance market, to make clear what benefits quality-based purchasing 

yields. Health care insurers should provide adequate information about the 

quality they have purchased, GPs have to consider whether they want to play a 

role in this communication, in exchange for preferred provider contracts. The 

last option is attractive because a quality message from the doctor as well as 

from the health care insurer would be far more effective than from just one 

of them. As yet, there are no specific PR techniques at hand to communicate 

adequately about this quality message.

The strategy of the health care insurer in our study, aimed at quality-based 

purchasing, combined with a relatively high price, led to a loss of 25% of its 

insured population. This strategy was maintained for 2007 and it resulted in a 

slight recovery with a gain of 40,000 insured and a competitive premium. 

professionalizing the purchasing process
The purchasing process requires knowledge, skills and organization. In 

managing quality of care by purchasing, the purchasing process in itself is 

important [15]. GPs should use models to translate the characteristics of their 

patient population into an offer to the purchaser. Therefore knowledge and 

a vision are needed on the developments in the population and on their own 

(future) possibilities. The primary condition for this is a good organization on 

an adequate scale. By determining the adequate scale of the organization, 

several factors play a role. It should be large enough to make a quality system 

possible and to organize adequate performance indicators [16]. The scale 

should be large enough to be economically efficient and make investments in, 

for instance, ICT possible, and large enough to receive real financial benefits 
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by preventing frequent use of more expensive facilities, like hospitals. And it 

should be small enough to be recognizable for patients and for professional 

commitment, which is essential for good quality. Between 10,000 and 40,000 

patients seems to be an adequate scale. For the negotiating process however, 

this scale generates problems. In the case of Agis, it means that the company 

has to negotiate with 50-80 groups! Therefore a larger scale is necessary for 

global contracts and appointments, the scale between 10,000 and 40,000 

could be used for special agreements, making possible new developments 

like pilots for pay for performance agreements. The health care insurer should 

develop a purchasing strategy, translate objectives into contracts, define 

performance indicators and organize the dialogue and communication with 

the providers. The dialogue is primarily about defining interests and setting 

priorities, negotiating performance indicators and conditions, and discussing 

and adjusting performance indicators. Negotiations about conditions should 

be about tariffs, but might also be about investments in organization and 

quality systems. General conditions can be negotiated at a relatively large 

scale, while for special contracts, negotiations on a smaller scale should be 

possible. And finally, a purchaser cannot straightforward ask for quality if its 

own intrinsic quality is not in order: adequate and fast service to the insured, 

and payment in time to providers, etc. [15].

There is not yet a level playing field in which synergy exist between quality-

based purchasing and quality improvement in general practice. Without 

further investments, quality-based purchasing favouring both parties may not 

get a fair chance. Investments should be made in developing a shared vision 

and priorities, in new marketing techniques to sell quality on the insurance 

market, in communication with patients and the insured, in instruments to 

measure outcomes with patients, and in further professionalization of the 

purchasing process itself.

central question

Finally we come to a conclusion regarding our central question:

Is it possible to develop an approach for quality-based purchasing in which 

the health care insurer and GP groups make agreements on contracting and 

realizing specific health care topics? Otherwise stated: is it possible to make 

agreements on the implementation of a quality policy in the GP practice with 

an agreed outcome? How does this approach work for two specific clinical 
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topics in practice, and does the model need readjustments after this practice 

experience? 

We conclude that this approach could be developed recognizing that there 

is not yet a real synergy between the main actors. Piloting quality-based 

purchasing in a broader context, using the possibilities of the new Health Care 

Insurance Act, could demonstrate whether this synergy could develop further 

and could contribute to a market situation in health care where quality-based 

purchasing becomes a key item in competition. Our five-step approach could 

serve as a starting point for this.

recommendations

government and national policy
If quality has to play a prominent role in the further development of our 

health care system, then it has to be measurable and transparent, so valid 

information has to be obtained from professionals and their organizations. 

The primary responsibility for the development of systems that could produce 

this information lies with providers; they have to invest in data systems 

that are able to produce internal feedback information about quality, as 

well as performance indicators that can be used in negotiations with health 

care insurers. The government, as guardian of the health care system, has 

the responsibility to make this possible especially across the borders of 

organizations, specialists and disciplines. At the national level, a solution 

should be reached for the quality paradox, as is now happening with the 

prevention paradox. Many effects of investments in quality and prevention 

become clear in the long run. The present market approach has its focus on 

the short term: increase the number of insured and decrease costs. In some 

way, focus on quality (and prevention) should be encouraged for instance by 

modifications to the risk adjustment system [17]. Additional compensation 

might be a solution if quality programmes are offered. Another policy could 

be to restrict the possibility for the insured to change health care insurer 

every year so that the investor acquires the return of investment. Apart from 

regulation, an important aspect is to direct and influence the public debate 

about the New Health Care Insurance Act: from emphasizing free choice and 

price, to emphasizing quality aspects.

health care insurers
Health care insurers should define a clear purchasing strategy so that 

providers know what they can expect. At the same time, health care insurers 
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should develop communication strategies for the insurance market on the 

issue of quality-based purchasing. An added value in this communication 

could be partnerships with GPs to make them partners in communication to 

the insurance market. It demands an ‘agency function’ of GPs and a special 

form of preferred provider contracts.

The development of systems, including the EPR in general practice, that are 

capable of producing performance indicators for internal and external use, 

is a ‘long and winding road’. Health care insurers should not wait to ask for 

performance indicators but ask for them now, as demands for performance 

indicators quickens the development of adequate systems.

Health care insurers could also invest in generating feedback information 

from their own registration systems. They have administration records with 

huge amounts of data, including consumption and features of their insured. 

So these huge numbers could produce reliable information about effects of 

quality-based purchasing on costs and volume.

Health care insurers could invest in internal techniques and strategies in 

which they may get a clear picture of the financial effects of quality-based 

purchasing in the long term .

general practitioners and their organizations
First and foremost, GPs should invest in their organization, on such a scale that 

they are on the one hand a countervailing power to health care insurers, and 

on the other hand small and flexible enough to make innovations possible, to 

guarantee professional commitment and to stay recognizable for patients. 

On a large scale, basic contracts could be negotiated, with basic tariffs and 

primary conditions. On a smaller scale, preferred provider contracts could be 

agreed in which new approaches, pilots and aspects of the ‘agency function’ 

have their place.

further research
Further research into the consequences and mechanisms of the purchasing 

process should include both a quantitative and a qualitative approach 

and should involve the perspective of the insured and patients. With 

quantitative methods, effects can be measured on, for instance, performance 

indicators; qualitative methods are important for gaining more insight into 

characteristics of professionals and consumers and their motivation, which 

should make good quality possible.

The major change brought about by the introduction of the new Health 

Care Insurance Act deserves a thorough evaluation concerning the effects 

on quality. Themes to be studied could be the relationships between several 
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kinds of contracts and delivered quality, the care for the chronically ill and the 

quality of disease management programmes. Evaluation can be started up 

very soon and specifically address the consequences of the new system for the 

quality of health care. It might be embedded in national research programmes 

and be funded partly by a ‘premium-bound’ research fund and partly by 

the government [18]. Health care insurers, premium payers and government 

together have a vested interest in evidence that the premiums are well spent.

At the same time, research into the validity of the use of the EPR for internal 

quality systems, and from there on for performance indicators, should 

be continued, not only for general practitioners but also for specialists, 

occupational physicians, hospitals and mental health care.

Quality-based purchasing between health care insurers and GPs is not yet 

a reality, but the path towards that goal is unwinding and the results of the 

study described in this thesis can help to guide further developments.
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summary

In the past few years, great changes have taken place in the Dutch health care 

system, ultimately resulting in the Health Care Insurance Act that came into 

force in 2006. The overall adagium is ‘less government, more market’. The big 

challenge is to improve quality, keeping up attainability, and controlling costs. 

In this thesis we try to answer the question of whether under this present 

system synergy may develop between quality-based purchasing by health care 

insurers and quality improvement by general practitioners.

chapter 1
This offers a general introduction to the subject and describes the most 

relevant changes in the Dutch health care system and the changing 

positions of health care insurers and important developments with general 

practitioners (GPs). We describe the design of the project in Amsterdam in 

which general practitioners and the dominant health care insurer agreed 

on quality improvement regarding mutually beneficial clinical topics. 

Implementation was done via a five-step approach. The local association of 

general practitioners and the health care insurer chose two clinical topics: 

diagnosis and treatment of the depressive disorder, and the role of the GP 

in the prevention of long-term sickness absence (LTSA). We performed an 

evaluation study of this project and the design of this study, and the central 

question and six sub-questions are described in chapter one.

chapter 2
Based on the literature and important reviews, we overview the managed 

care techniques as used especially in the US and make a comparison with the 

techniques that are used in the Netherlands. This is relevant in the perspective 

of our study because the central point is how care is managed or directed 

towards good quality at reasonable costs. The main conclusion is that the 

techniques in the US are already being used in the Netherlands as well. This 

is remarkable because the general viewpoint is that both systems are very 

different. For our study, the conclusion is that disease management techniques 

based on guidelines, supported by feedback and a bonus system, form a 

promising combination towards better quality, especially in general practice 

concerning care for the chronically ill.

chapter 3
The basic performance on the clinical topic of LTSA is described here. We 

designed a protocol in which GPs could detect in four to five questions whether 
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patients have a high risk for long-term sickness absence. First they ask whether 

patients have paid employment, if yes, they ask for current sickness absence 

and for any previous sickness, and the patient’s own prognosis. The literature 

shows that previous sickness absence and the patient’s own prognosis are 

highly predictive for long-term sickness absence. The question is to what 

extent information about these elements from the protocol are present in 

the electronic patient records (EPR) of the GP. There is still little known about 

the extent to which GPs are informed about their patients’ work status and 

sickness absence. We used the EPR because in the perspective of permanent 

quality monitoring, it is important to know whether routinely gathered 

information is valid and useful. On the basis of an electronic script, we 

gathered all patients with consultations containing information related to 

work and sickness absence, we read and analysed all these consultations on 

the presence of the items from the protocol. The results of this are presented in 

this chapter. In 25% of the consultations with patients information about work 

is present, in 9% about sickness absence and in 4.5% about previous sickness 

absence. The sensitivity and specificity of the search method were 0,983 and 1 

respectively.

chapter 4
In the intervention group, GPs worked with the LTSA protocol for one year and 

the results as measured in their electronic patient records are presented in this 

chapter. Via an electronic script, all consultations in the EPR with information 

about work were selected and checked on the presence of the protocol items, 

in the intervention group and in a reference group. This was done at baseline 

and at the end of the intervention period. The number of patients with 

information about the protocol items did not change, there was significantly 

more information reported about sickness absence, previous sickness absence 

and about referrals to the occupational physician. The adjusted differences 

in proportions were respectively 7.5, 4.5 and 2.9%. Assuming that recorded 

information reflects actual practice we conclude that there are effects on 

care for patients. However, by using the EPR data for measuring the effects, 

there is always slight uncertainty as to whether we measured a change of the 

registration performance or a change of the clinical performance of the GPs. 

Although a better registration is an important aspect of quality improvement. 

Further research should reveal whether the EPR is a reliable source for 

measuring performance.
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chapter 5
The effects on GPs about problems they experience in detecting high risks 

for LTSA and effects on their work satisfaction, and the results of the process 

evaluation of the implementation of the LTSA protocol are described in 

chapter 5. We designed questionnaires that measured problems that GPs 

experience in detecting LTSA, and that measured their work satisfaction on 

this item. GPs in the intervention group and in a reference group answered the 

questionnaires and we found no effect of the intervention on the scores on 

either item. The process evaluation took place via focus groups at baseline and 

at the end of the intervention period. We asked GPs how the implementation 

had worked out and how they perceived the role of the health care insurer. 

Scores on both questionnaires showed no difference at baseline and at the end 

of the intervention. In the focus groups, GPs indicated that implementation 

of the protocol had gone rather easily and they were enthusiastic about the 

unexpected information they gained from their patients in working with the 

protocol. Their views on the role of the health care insurer did not change, 

there is much distrust and they have no idea what they can expect. If GPs 

want to play a countervailing role they have to invest in developing vision and 

strategy, and they must organize themselves in a better way.

chapter 6
The basic performance on the depressive disorder guideline is presented in this 

chapter. The adherence to the guideline is expressed as information from the 

EPR about the various process steps in the guideline, so-called performance 

indicators. We asked the participating GPs which performance indicators 

were important for them in assessing their quality of care. Six performance 

indicators were formulated: making the diagnosis correctly, determining the 

severity of the depressive disorder, whether treatment was in primary care or 

not, medication, referral to a specialist, and the reason for this referral. Also 

the prevalence of the depressive disorder could be stated. We electronically 

searched the EPRs and checked all selected consultations on the presence of 

these performance indicators. By reading, we could remove all false positive 

consultations and acquired a specificity of 1, while the sensitivity of the 

method was 0,969. We reported this information back to the GPs and they 

found it useful information for guiding the quality improvement process. The 

prevalence of the depressive disorder is rather high, 25/1000 vs. nationally 

15/1000. This is probably connected to the deprived areas where their practice 

is located. In 90% of the episodes there is much attention for a systematic use 

of the diagnostic procedure the diagnostic process, in 40-50% antidepressant 

medication is provided.
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chapter 7
The results of working with the depressive disorder guideline is expressed 

in the performance indicators as stated in chapter six. Two groups of three 

GPs each worked with the guideline, two groups with 13 (7+6) GPs served as 

a reference group. There were slight effects in the positive direction of the 

performance between these intervention groups and the reference groups 

before and after the intervention (implementation of the guideline). Most probably 

the high prevalence of the depressive disorder in these GP groups is due to the 

fact that the possibilities for quality improvement are not so great.

chapter 8
The results of the questionnaires with GPs regarding problems experienced, 

and work satisfaction in working with the guideline of depressive disorder, 

are described. We also held focus groups with the intervention GP groups 

and asked them about the implementation process and about their view on 

the role of the health care insurer. There were slight effects in the positive 

direction of the intervention on scores on problems experienced and work 

satisfaction. Results of the focus groups indicated that GPs were more satisfied 

about their performance. Views on the role of the health care insurer did not 

change and remained ambivalent. The GPs accept the purchasing role but 

claim responsibility for professional content. The negotiating process was 

unclear to them. This quality-based purchasing did not lead to a level playing 

field. GPs should invest in better organization and negotiating skills to become 

a countervailing power for the health care insurer. Both sides have to invest in 

the professionalization of the purchasing process.

chapter 9
In this chapter we look at the health care insurer, its position and strategy 

in the changing environment. Relevant questions were: what is the coping 

strategy of the health care insurer to fundamental changes in its position, 

to what considerations and strategic choices does this coping strategy lead, 

and how is the market position estimated. We performed a case study at 

Agis Zorgverzekeringen. A literature search was performed, reports and 

documents were studied. This information formed the basis for a topic list for 

semi-structured interviews with 10 key figures working for the health care 

insurer. The interviews were held in 2003. After January 2006 the formulated 

expectations and choices were compared with the actual proceedings after 

the change in the health care system. The main results are: the health care 

insurer is coping proactively to a fundamental change in its market position. 

The following strategic choices were made: explicit focus on the needs and 
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demands of the insured, profiling in the market on value-based purchasing, 

a mid-range premium and an integral care concept. The market position was 

estimated as being successful in 2003. The proceedings after January 2006 

shattered the formulated expectations with the loss of 25% of their insured 

population.

chapter 10
In this chapter we assess whether this project led to a level playing field for 

quality-based purchasing, regarding roles and positions of both parties and 

regarding professional commitment of GPs. We analysed the meetings of 

the representatives of the GPs and health care insurer that were held before 

and after the intervention. The project has not yet led to a level playing 

field though there are some promising developments. The role and position 

of the health care insurer has changed, especially regarding the greater 

orientation on the insurance market, attitudes of the GPs changed from one 

of distrust to curiosity. Professional commitment of GPs, measured by asking 

for attitudes towards professional autonomy and guidelines did not change 

over time. Overall, we conclude that quality-based purchasing is still in its 

infancy. Investments on both sides should be made to develop strategies, 

knowledge, skills and negotiating power. The different perspectives of the 

insurance market and provider market should be reconciled in some way, the 

health care insurer especially should think about strategies to reconcile these 

perspectives. GPs should invest in a firmer organization and ‘negotiating 

power’ and in a realistic understanding of the insurance market.

chapter 11
This chapter offers a review of the results of the study and offers the general 

discussion.

It reports about the chosen managed care technique in the project: disease 

management, clinical feedback and bonussystem. The electronic patient 

record (EPR) routinely used by the GPs appeared to be a valid source of data 

when combined with the two-step analysis: electronic search on text words 

followed by manual screening of the extracted episodes. The results of the 

clinical performance differ on the two clinical topics considered in the project: 

long-term sickness absence (LTSA) and the depressive disorder. The clinical 

performance as registered in the EPR improved substantially on LTSA, while the 

effect on the depressive disorder was slightly positive in the right direction. 

The effect with GPs on the perceived problems with both clinical topics, and 

on work satisfaction, was studied by questionnaires. Before and after the 

intervention no differences on these issues were registered. The perception 
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by the GPs of the role of the health care insurer was evaluated in focus groups 

held with the intervention GPs. Before the intervention the GPs expressed 

distrust towards the health care insurer, while after the intervention the 

GPs scrutinized the role of the health care insurer, but were more positive 

towards it. The attitude towards professional autonomy was not changed 

after the intervention, and we conclude that this is positive in the relationship 

with the health care insurer. The methodology of the study consists of a 

combination of quantative and qualitative methods in a before-after design. 

This combination is appropriate for a study of quality-based purchasing and 

the implementation of quality in primary care. The way the recruitment of the 

sample was organized led to the participation of well-motivated and relatively 

well-organised GP groups. We concluded that the results are generalisable to 

other GP groups, and, depending on their strategic mission, to other health 

care insurers. 

The study recommends to GPs and the health care insurer to invest in synergy 

on four aspects: a shared vision and priorities, quality, transparency and 

(the scale of) organization. For the health care insurer the shift from insured 

enrollees to patients consuming care, is an important shift on priorities 

when it comes to purchasing quality. Another important aspect is the ‘quality 

paradox’. Focusing on quality-based purchasing does not yield results in the 

short term, the return on investment is typically in the long run. The study 

supports the international notion that the purchasing process in health care 

is still in its infancy. It needs professionalization on the side of the GPs as 

well as on the side of the health care insurer. With regards to the managed 

competition of the Dutch health care system the study shows that there is not 

yet a functioning ‘level playing field’. So it lacks an important precondition 

to a system based on managed competition. This means that the competing 

parties have to invest in more knowledge through better information by 

developing performance indicators; better skills to market and negotiate and 

an appropriate (scale of) organization.

Reviewing the central question of the study we conclude that there is not yet 

a synergy between quality-based purchasing and the improvement of quality 

in primary care. But in a broader context this synergy could be developed. The 

chapter ends with recommendations on the importance of valid information 

to support quality-based purchasing, techniques to guarantee the return on 

investment for purchasers in the long run and an appropriate organization 

and scale for GPs. Recommendations for further research are mentioned at 

last.
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samenvatting

In de afgelopen jaren hebben er grote veranderingen plaats gevonden in het 

Nederlandse gezondheidszorgsysteem die uiteindelijk hebben geresulteerd 

in de nieuwe Zorgverzekeringswet die in 2006 is ingevoerd. Leidraad in de 

nieuwe wet is ‘minder overheid, meer markt’. De grote uitdaging is stagnatie 

van de ontwikkeling van kwaliteit van zorg te doorbreken, toegankelijkheid 

te borgen en de kosten onder controle te houden. In dit proefschrift proberen 

we de vraag te beantwoorden of het huidige systeem kan leiden tot synergie 

tussen zorginkoop op kwaliteit door zorgverzekeraars en kwaliteitsverbetering 

bij huisartsen.

hoofdstuk 1
Dit is een algemene introductie en hierin beschrijven we de belangrijkste 

veranderingen in het Nederlandse gezondheidszorgsysteem en de 

veranderende positie van zorgverzekeraars en belangrijke ontwikkelingen 

bij huisartsen. We beschrijven de opzet van een project in Amsterdam 

waarin huisartsen en de dominante zorgverzekeraar het eens werden 

over kwaliteitsverbetering op twee klinische thema’s. De implementatie 

gebeurde via een vijf stappen methodiek. De twee klinische thema’s waren: de 

diagnostiek en behandeling van depressie en het opsporen van hoge risico’s 

op langdurige arbeidsongeschiktheid (LAO) in het dagelijks spreekuur van 

de huisarts. We deden een evaluatie studie van dit project. De opzet van de 

studie, de centrale vraagstelling en zes deelvraagstellingen zijn beschreven in 

dit hoofdstuk.

hoofdstuk 2
Op basis van de internationale literatuur en in het bijzonder een aantal 

belangrijke reviews, presenteren we een overzicht van managed care 

technieken zoals (vooral) gebruikt in de VS, en maken we een vergelijking met 

technieken die in Nederland voor sturing van zorg zijn en worden gebruikt. De 

relevantie is gelegen in beantwoording van de vraag in hoeverre sturing van 

zorg kan plaats vinden die resulteert in goede kwaliteit tegen redelijke kosten. 

De hoofdconclusie is dat de technieken die in de VS worden of zijn gebruikt 

ook in Nederland worden of zijn gebruikt. Dit is opmerkelijk omdat de twee 

gezondheidszorgsystemen nogal verschillend zijn. Ter onderbouwing van ons 

project concluderen we dat disease management technieken ondersteund 

door feedbackgegevens en een bonussysteem een veelbelovende combinatie 

vormen voor kwaliteitsverbetering, vooral voor de zorg aan chronisch zieken in 

de huisartsenpraktijk.
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hoofdstuk 3
De nulmeting over het onderwerp ‘opsporing van hoge risico’s op LAO’ wordt 

in dit hoofdstuk beschreven. We ontwierpen een protocol waarmee huisartsen 

in vier tot vijf stappen kunnen nagaan of er bij de spreekuurpatiënt een 

hoog risico op LAO bestaat. Op de eerste plaats moet de huisarts vragen 

of de patiënt betaald werk heeft, en zo ja of er wordt verzuimd, of er 

ziekteverzuim in het verleden bestond en wat de prognose van de patiënt 

zelf is omtrent de duur van het verzuim. De literatuur geeft aan dat eerder 

verzuim en de eigen voorspelling van de patiënt over de duur van het verzuim 

een hoge voorspellende waarde hebben voor langdurig verzuim. Tot slot 

werd in geval van het aanwezig zijn van hoge risico’s op LAO gevraagd een 

verwijzing naar de bedrijfsarts te overwegen. De vraag is in welke mate 

informatie over deze stappen van dit protocol aanwezig is in het huisartsen 

informatie systeem (HIS) van de deelnemende huisartsen. Er is nog weinig 

bekend over het feit of huisartsen zijn geïnformeerd over de arbeidssstatus 

van hun patiënten en over hun ziekteverzuim. We gebruikten het HIS als 

informatiebron vanwege de voordelen van dit systeem bij een behoefte aan 

constante kwaliteitsmonitoring. De vraag is dan of het HIS valide en bruikbare 

informatie verschaft. Op basis van een query werden alle consulten van 

patiënten verzameld die werkgerelateerde informatie bevatten, alsmede 

informatie over ziekteverzuim. Alle aldus verzamelde consulten werden 

door ons gelezen en gescoord op de aanwezigheid van informatie over de 

elementen uit het protocol. In 25% van de consulten met patiënten uit de 

relevante doelgroep (15-65 jaar) is op enigerlei wijze informatie over werk 

aanwezig, in 9% is informatie over ziekteverzuim aanwezig en in 4.5% 

informatie over eerder ziekteverzuim. De sensitiviteit en specificiteit van onze 

zoekstrategie bedroeg respectievelijk 0.983 en 1.

hoofdstuk 4
In dit hoofdstuk beschrijven we de resultaten van het werken met het 

protocol ‘opsporing van hoge risico’s op LAO’. In de interventiegroep werkten 

huisartsen gedurende een jaar met het protocol. De resultaten zijn gemeten 

in het HIS en worden in dit hoofdstuk weergegeven. In de interventiegroep en 

in een controlegroep werd via de query gemeten in hoeverre de aanwezigheid 

van de informatie over de protocolitems voor en na de interventie toe- of 

afnam. Het aantal patiënten met werkgerelateerde informatie veranderde 

niet, wel werd na de interventieperiode bij hetzelfde aantal patiënten, er meer 

informatie gevonden over de indicatoren ziekteverzuim, eerder ziekteverzuim 

en over verwijzing naar de bedrijfsarts. Deze verschillen in percentages tussen 

de beide groepen bedragen respectievelijk 7.5, 4.5 en 2.9 %. De verschillen zijn 
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gecorrigeerd voor de uitgangswaarden van beide groepen. Er vanuitgaande 

dat de registratie ook de feitelijke praktijk weerspiegelt, concluderen we 

dat de zorg voor patiënten betreffende dit onderwerp is verbeterd in de 

interventiegroep. Probleem daarbij is dat er enige onzekerheid blijft bestaan 

in hoeverre nu veranderde registratie is gemeten of ook veranderde zorg. 

We tekenen daarbij aan dat betere registratie een belangrijk aspect van 

kwaliteitsverbetering is. Verder onderzoek is nodig naar de waarde van het HIS 

voor betrouwbare informatie over prestatie indicatoren.

hoofdstuk 5
In dit hoofdstuk wordt beschreven in hoeverre werken met ‘protocol LAO’ 

effect heeft op ervaren problemen en op de werksatisfactie bij het in kaart 

brengen van hoge risico’s op LAO. Beide items werden in kaart gebracht door 

twee door ons ontworpen vragenlijsten. Ook worden in dit hoofdstuk de 

resultaten beschreven van de procesevaluatie die wij uitvoerden door met 

de interventiegroepen interviews te houden vóór en na het werken met het 

protocol. Wij vroegen de huisartsen naar hun ervaringen met de invoering 

en het werken met het protocol en hoe zij aankeken tegen de rol van de 

zorgverzekeraar. De scores op de vragenlijsten veranderden onder invloed van 

de interventie niet. Uit de interviews bleek dat het werken met het protocol in 

de praktijk relatief gemakkelijk was gegaan, de huisartsen waren enthousiast 

over de onverwachte informatie die zij van hun patiënten kregen.  

De opvattingen over de rol van zorgverzekeraar waren na afloop niet 

veranderd, er is veel wantrouwen en huisartsen hebben geen idee wat ze 

kunnen verwachten. Als huisartsen een ‘countervailing’ rol willen spelen, dan 

zullen ze moeten investeren in visie ontwikkeling en in strategie, en moeten 

zorgen voor een betere organisatie.

hoofdstuk 6
De nulmeting voor de standaard ‘Depressie’ geven we in dit hoofdstuk weer. 

Het volgen van de richtlijn wordt uitgedrukt in de informatie die in het HIS 

beschikbaar is over de processtappen die in de richtlijn zijn beschreven, 

ook wel prestatie-indicatoren genoemd. We vroegen de huisartsen eerst 

welke prestatie indicatoren zij zelf belangrijk vonden om kwaliteit van zorg 

te kunnen toetsen. Er zijn zes prestatie indicatoren geformuleerd: het op 

een goede manier stellen van de diagnose, het bepalen van de ernst van de 

depressie, of er in de 1ste lijn behandeld werd, of er medicatie is gegeven, 

of er is verwezen naar een specialist en wat de reden voor deze verwijzing 

was. We zochten middels een electronische query in het HIS en berekenden 

de prevalentie van de depressieve stoornis. Deze was gemiddeld 25/1000 
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bij de interventie huisartsen. Vervolgens hebben we de aldus verzamelde 

consulten gescoord op aanwezigheid van informatie over de geformuleerde 

prestatie-indicatoren. In deze beoordeling van de consulten konden we alle 

fout positieve uitkomsten verwijderen wat resulteert in een specificiteit van 

1 (CI 95% 0.993-1) van deze ‘tweestaps’ methode. De sensitiviteit van deze zoek 

methode was 0.969 (CI 95% 0.895-0.992). Deze informatie werd gerapporteerd 

aan de huisartsen die het nuttige informatie vonden voor het werken aan 

kwaliteitsverbetering. De prevalentie van de depressieve stoornis was 

in de deelnemende praktijk hoger dan het Nederlands gemiddelde wat 

waarschijnlijk te maken heeft met het gegeven dat de deelnemende praktijken 

veel patiënten hebben uit achterstandsgebieden. In 90% van de consulten 

blijkt er gestructureerd gediagnosticeerd te worden, in 40-50% is medicatie 

voorgeschreven.

hoofdstuk 7
De resultaten van het werken met de richtlijn ‘Depressie’ op de prestatie-

indicatoren zoals geformuleerd in hoofdstuk 6 worden hier beschreven. Twee 

groepen huisartsen vormden de interventie groep (3+3 huisartsen) en 2 groepen 

vormden de controlegroep (6+7 huisartsen). In de interventiegroepen was er 

een lichte verschuiving in de scores op de prestatie-indicatoren in de goede 

richting, in vergelijking met de controle groepen. De hoge prevalentie van de 

depressieve stoornis in deze groepen (25/1000 tegenover een landelijk prevalentie van 

15/1000), maakt grote verschuivingen niet zo goed mogelijk, de mogelijkheden 

voor kwaliteitsverbetering zijn niet zo groot.

hoofdstuk 8
Ook hier wordt aan de hand van vragenlijsten in kaart gebracht wat de 

effecten van het werken met de richtlijn ‘Depressie’ zijn op de ervaren 

problemen en de werksatisfactie. In de evaluatie hielden we interviews 

vóór en na de interventie-periode waarin we de huisartsen vroegen naar 

hun ervaringen met het werken met de standaard en hun kijk op de rol van 

de zorgverzekeraar. De resultaten van de vragenlijsten toonden een lichte 

verschuiving naar minder ervaren problemen en een grotere werksatisfactie. 

Uit de interviews bleek dat de huisartsen tevredener waren over hun manier 

van werken. De opvattingen over de rol van de zorgverzekeraar veranderden 

niet en waren ambivalent. De huisartsen accepteren de inkooprol van de 

zorgverzekeraar maar claimen de verantwoordelijkheid voor de professionele 

inhoud. Het onderhandelinsproces was hen niet duidelijk en dit project 

van zorginkoop op basis van kwaliteit leidde niet tot een ‘level playing 

field’. Huisartsen zullen moeten investeren in een betere organisatie van de 
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beroepsgroep en in grotere onderhandelingsvaardigheden om tot een goede 

‘countervailing power’ te komen. Beide partijen moeten investeren in een 

professionalisering van het inkoopproces.

hoofdstuk 9
De positie en strategie van de betrokken zorgverzekeraar in een snel 

veranderende omgeving is in dit hoofdstuk onderwerp van analyse. Vragen 

die we beantwoorden zijn: op welke wijze gaat deze zorgverzekeraar om 

met fundamentele veranderingen in haar positie, welke overwegingen 

spelen daarbij een rol en tot welke strategische keuzes leidt dit en hoe wordt 

de marktpositie ingeschat. Wij deden een case studie bij de betrokken 

zorgverzekeraar, Agis Zorgverzekeringen. Aan de hand van literatuur, 

documenten en rapporten maakten we een lijst van items die werden 

gebruikt bij interviews met sleutelfiguren werkzaam bij deze zorgverzekeraar. 

De interviews zijn gehouden in 2003 en de daarin geformuleerde 

verwachtingen en keuzes worden vergeleken met de situatie na de invoering 

van de Zorgverzekeringswet in 2006. De belangrijkste resultaten zijn dat 

de zorgverzekeraar actief inspeelt op een fundamentele verandering in de 

marktpositie. Er zijn de volgende strategische keuzes gemaakt: expliciete 

nadruk op de vragen en behoeften van de verzekerden, het profileren op 

zorginkoop gebaseerd op kwaliteit, een gemiddelde premie en een concept 

van integrale zorg. De marktpositie werd in 2003 optimistisch ingeschat. Na 

de invoering van de Zorgverzekeringswet werden de hoopvolle verwachtingen 

gelogenstraft door het dramatische verlies van 25% van het aantal 

verzekerden.

hoofdstuk 10
Vanuit een bredere blik, proberen we in dit hoofdstuk de vraag te 

beantwoorden in hoeverre dit project heeft geresulteerd in een ‘level playing 

field’, met betrekking tot de rollen en posities van beide partijen en de 

professionele betrokkenheid van de huisartsen. We analyseerden de verslagen 

van gesprekken die aan het begin en eind van het project zijn gehouden tussen 

vertegenwoordigers van huisartsen en van de zorgverzekeraar. Onze conclusie 

is dat het project niet heeft geleid tot een ‘level playing field’ maar dat er wel 

een paar veelbelovende ontwikkelingen zijn. De rol van de zorgverzekeraar 

is veranderd in het bijzonder met betrekking tot een grotere oriëntatie op 

de verzekerdenmarkt. De houding van de huisartsen veranderde van alleen 

maar wantrouwen naar nieuwsgierigheid. De professionele betrokkenheid 

die we in kaart brachten middels vragenlijsten naar opvattingen over 

professionele autonomie en de houding t.o.v. richtlijnen veranderden niet 
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onder invloed van dit project. We concluderen dat inkoop van kwalliteit 

nog in de kinderschoenen staat. Beide partijen moeten investeren in 

strategieontwikkeling, kennis, vaardigheden en onderhandelingskracht. De 

perspectieven van de verzekerdenmarkt en de inkoopmarkt moeten op een of 

andere manier bij elkaar worden gebracht, de zorgverzekeraar zal hieraan in 

het bijzonder aandacht moeten besteden. Ook de huisartsen zullen moeten 

investeren in hun betekenis voor de verzekerdenmarkt.

hoofdstuk 11
In dit laatste hoofdstuk geven we een overzicht van de resultaten van de 

studie en verwoorden we de belangrijkste discussiepunten. In de resultaten 

wordt gerapporteerd over de in het project, gebruikte managed care techniek, 

nl. disease management ondersteund door klinische feedback informatie + 

bonussysteem. Het door de huisartsen in de praktijk gebruikte huisartsen 

informatiesysteem (HIS) bleek een valide bron van informatie, als dit wordt 

gebruikt in een tweetraps analyse: electronische extractie van consulten met 

behulp van tekst woorden, gevolgd door een handmatige analyse van deze 

geëxtraheerde consulten. De klinische resultaten verschilden tussen de twee 

klinische onderwerpen die in het project werden beschouwd: het opsporen 

door de huisarts van hoge risico’s op langdurig arbeidsongeschiktheid (LAO) en 

de standaard depressieve stoornis.

De klinische resultaten verbeterden substantieel en relevant ten aanzien 

van LAO, terwijl ten aanzien van de depressieve stoornis er een licht positief 

effect was in de goede richting. Het effect van de interventie op de ervaren 

problemen met de twee klinische onderwerpen en op de werksatifactie 

van de huisartsen is geëvalueerd met behulp van vragenlijsten. Voor en 

na de interventie werd geen verschil verschil waargenomen ten aanzien 

van deze onderwerpen. De perceptie door de huisartsen van de rol van de 

zorgverzekeraar is geevalueerd met behulp van focus groep interviews, 

gehouden met de interventiegroep huisartsen voor en en na de interventie. 

Voor de interventie uitten de huisartsen vooral wantrouwen naar de 

zorgverzekeraar. Na de interventie waren de huisartsen nog wel op hun hoede 

maar waren positiever over de rol van de zorgverzekeraar. De houding t.o.v. de 

professionele autonomie was na de interventie niet veranderd en we vatten dit 

op als een positief signaal in de verhouding met de zorgverzekeraar. De in de 

studie gebruikte methode is een combinatie van kwantitatieve en kwalitatieve 

methodes in een voor-en-na design. Deze combinatie is geschikt voor een 

studie naar zorginkoop van kwaliteit en de implementatie van kwaliteit in de 

huisartsgeneeskunde. Door de wijze waarop de deelnemende huisartsen zijn 

gerecruteerd, resulteerde in de deelname van goed gemotiveerde en relatief 
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goed georganiseerde huisartsengroepen. Wij concluderen dat de resultaten 

generaliseerbaar zijn naar andere huisartsengroepen en, afhankelijk van hun 

strategische missie, naar andere zorgverzekeraars.

Om synergie tussen beide partijen te krijgen moet worden geïnvesteerd 

op vier terreinen. In de ontwikkeling van een gedeelde visie en 

prioriteiten, in een gedeelde opvatting over kwaliteit, in het verzoenen 

van twee marktperspectieven, n.l. dat van de verzekerdenmarkt en dat 

van de aanbiedersmarkt en tot slot moet worden geïnvesteerd in de 

professionalisering van het inkoopproces. Twee aspecten dienen in het 

bijzonder te worden vermeld. Op de eerste plaats de verschuiving in aandacht 

bij de zorgverzekeraar van verzekerden naar patiënten die zorg gebruiken. Op 

de tweede plaats is er de z.g. kwaliteitsparadox, de oriëntatie op zorginkoop 

van kwaliteit leidt niet tot resultaten op korte termijn, het terug verdienen van 

de investeringen geschiedt eerst op langere termijn

De studie ondersteunt de internationaal verwoorde notie dat het zorginkoop 

proces nog in de kinderschoenen staat, zowel aan de kant van de huisartsen 

als aan de kant van de zorgverzekeraar. De studie laat zien dat ten aanzien 

van de gereguleerde markwerking die in het Nederlandse zorgstelsel 

wordt voorgestaan de belangrijke voorwaarde van een functionerend 

‘gelijk speelveld’ nog niet is voldaan. Dit betekent dat de marktpartijen 

moeten investeren in kennisverwerving met behulp van prestatie 

indicatoren, in betere vaardigheden ten aanzien van het marketings- en 

onderhandelingsproces en in een adequate (schaal van) organisatie. 

Ten aanzien van de centrale vraagstelling van de studie concluderen wij dat er 

op dit moment nog geen synergie is tussen de zorginkoop van kwaliteit door 

verzekeraars en de implementatie van kwaliteit door huisartsen. Maar dat er 

aanwijzingen zijn dat deze synergie zich wel zou kunnen ontwikkelen. 

Het hoofdstuk eindigt met een aantal aanbevelingen over het belang van 

valide informatie ter ondersteuning van het zorginkoopproces gericht op 

kwaliteit, over technieken om het als zorgverzekeraar geïnvesteerde vermogen 

terug te verdienen en over de adequate organisatie-graad en -schaal met 

betrekking tot de zorginkoper-zorgaanbieder relatie. Tot slot worden er 

aanbevelingen gedaan met betrekking tot verder onderzoek.
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appendix a  

topics of focus groups

1 work pleasure and work satisfaction

 Acting professionally, feeling for quality, transparency.

2 changes in daily routine  

Break in daily routine, fitting in.

3 satisfaction of patients 

Compliance with the agreements.

4 expectations about relation between investment and result 

For GP on the patient level, for insurer on the organizational level.

5 expectations of the insurer 

Threatening, partnership, accountability

6 understanding the quality of their work 

Role of feedback information, discussion in the group and relation with colleagues.

7 other relevant expectations.
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appendix b  

words that were searched for in the epr
Depression, depressive, gloomy mood, blue feelings, down, low-spirited, out of 

spirit, anhedonia, loss of interest and loss of pleasure.

Referral, referred to, psychiatrist, psychotherapist, Mental Health organisation, 

Regional institute for mental health care, names of the specified institutions in 

Amsterdam.

words that were searched for in the epr dutch

Depressie, depressief, zwaarmoedig, somber, in de put, neerslachtig, geen zin 

meer, nergens zin in, interesseverlies en verlies van plezier

Verwijzing, verwezen naar, psychiater, psychotherapeut, GGZ, RIAGG, Mentrum, 

BuitenAmstel, de Meren.
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appendix c  

scoring criteria corresponding to the defined performance 
indicators to assess quality of care for the depressive disorder
The contacts extracted including only information on medication are scored as 

negative.

In the scoring the following will be recorded: 

• The patient identification number(PIN).

• The gender.

• Year of birth.

• The episodes extracted by electronic search on the text words in appendix A, 

which are scored positively. An episode is a set of one or more related consulta-

tions. The starting date and the end date of the episode are recorded, as well as 

the number of consultations included. 

the positive or negative scoring will be based on seven items
episode is related to depressive mood or disorder

Positive scoring when the following words are recorded in the journal text: 

depression, depressive disorder, depressive mood, dysthimia, dysthimia disorder. 

Preferably registered on the evaluation line (E-line) of the EPR or in a specialist 

report. Positive scoring also when the ICPC codes P03 and P76 are recorded with or 

without a connection to the problem list in the EPR.

Negative scoring when related diagnoses or ICPC codes are recorded: anxiety 

disorder, P78 (unless part of a depression), alcoholism, psychoses. 

quality of diagnostic procedure

Positive scoring when the anamnestic questions according to the guideline 

are recorded in the journal text. Positive scoring when any other diagnostic 

instrument is recorded: e.g. the 4 DKL list or the global depression scale (GDS). 

Positive scoring when ICPC code P76 is presented in the problem list. 

severity registration

Positive scoring when any registration of severity is recorded in the journal text: 

light, mild, severe, major, minor. Or other text words which could be related to 

severity.

support, treatment and follow-up in primary care

Positive scoring when text words are recorded about support consultations, 

subjects of conversation related to mood, course of complaints or mood, and 

recorded tasks for self-management.
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Positive scoring when any registration is made about follow-up or referral to a 

primary care colleague such as the social worker, psychiatric nurse specialist (PNS) 

or psychologist. 

Positive scoring when dates or times or frequencies of follow-up appointments 

are recorded, such as check-up within 14 days or another period of time.

medication

Positive scoring when the following words are recorded: antidepressants, 

paroxetine or seroxat, amytryptiline or tryptizol/sarotex, fluoxetine or prozac, 

fluvoxamine or fevarin, sertraline or zoloft, mirtazepine or remeron, citalopram 

or cipramil. With or without a dosage registration or frequency of repeating 

prescriptions.

Preferably recorded on the plan line (P-line) in the journal of the EPR or as part of a 

specialist report.

referrals

Positive scoring when the following words are recorded: psychiatrist, 

psychotherapist, or individual names of these specialists, RIAGG, AMC/de meren  

or De Meren, Mentrum, Buitenamstel, which are all names of the main mental 

health organisations in Amsterdam. 

Positive scoring when medical specialists reports are present.

indication for referral

Positive scoring when a reason is recorded for a referral decision: psychotic, 

delusions, hallucinations, manic depression, bipolarity, severe anxiety disorder, 

suicidal threats or attempt, worsening of the depression, failing treatment results 

in primary care.
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appendix d topic list

personal background
• Name, gender, function.

• Background, work experience and education.

introduction in the research topic, methods, privacy
your expectations about this project

• Success factors.

• Problems.

• Negotiations with the general practitioners.

• The effects.

• Learning process for the health care insurer.

strategic purchasing and contract management

• What managed care techniques are your favourites?

• Feedback and performance indicators.

• Availability of management information.

• Expected profit.

• Which production agreements do you expect to make?

• How do you finance?

• In which form do you contract?

• Will the health care insurer meet its obligations?

• How do you expect to deal with the tension between quality and cost control?

the health care insurer as director

• Do you want to play the director’s role and manage on quality?

• What is the opinion your organization has about this?

• How would the different parties perceive a more comprehensive director’s role?

• What is the relation of a role of director of health care with the changes in the 

health care system?

• Which director’s role is feasible (chances/ bottle necks)? 

is the health care insurer capable of playing this role?
• organizational

• which reorganizations have been performed already?

• what does this mean for the strategy (collective contracts, regional orientation)

• what does this mean for the internal organization (relation between purchasing, market-

ing and sales)?

which expectations do you have of the changes in the health care 
system? 
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appendix e  

list of persons that were interviewed   

• respondent one 

 Member of the board of directors.

• respondent two 

 Head of staff in strategic management.

• respondent three 

 Advisor on innovation and purchasing.

• respondent four 

 Region manager.

• respondent five 

 Head of Care department.

• respondent six 

 Head of R&D Department.

• respondent seven 

 Head of Department of Marketing and Sales.

• respondent eight 

 Head of Department of Customer service.

• respondent nine 

 Medical Advisor.

• respondent ten 

 Head of Cure Department.
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dankwoord

Dit laatste hoofdstuk van ons spannend jongensboek kostte tijd en 

zweetdruppels, maar heeft ons vooral veel inspiratie en plezier opgeleverd: bij 

het kijken naar ons werk met een wetenschappelijke blik, bij het kijken naar het 

gecompliceerde proces van zorginkoop en bij de systematische beschrijving ervan. 

Dat hebben we met velen kunnen delen en velen hebben ons daarbij geïnspireerd.

Onze promotoren en co-promotoren hebben ons enthousiasme natuurlijk met 

enige regelmaat gefrustreerd, dat is hun rol. Wij mompelden dan maar weer 

met de moed der wanhoop: ‘het wordt er altijd beter van’. En dat is het natuurlijk 

altijd geworden, dankzij Bert, Niek, Frank en Gerben. Peter Buijs en Thomas 

Plochg hebben als co-auteurs ieder op hun eigen wijze een belangrijke inbreng 

gehad. Thomas in het bijzonder in zijn rol als de mysterieuze derde interviewer en 

analyticus in dit proefschrift.

In dit proefschrift komt onder meer de argwaan van de deelnemende huisartsen 

naar de zorgverzekeraar ter sprake, dat staat niet voor het enthousiasme 

waarmee zij hebben geparticipeerd. We willen hen daarvoor bedanken.

De oude garde van ZAO, later Agis, en de Amsterdamse Huisartsen Vereniging 

hebben dit onderzoek zowel materieel als immaterieel mogelijk gemaakt. We 

hadden wel eens discussie in hoeverre het onderwerp van onze studie niet 

gedateerd zou zijn tegen de tijd dat we dat zouden hebben afgerond. Het 

tegendeel lijkt waar, dank voor jullie steun en commitment en doe met de 

resultaten je voordeel.

De leden van de promotiecommissie hebben we rond Kerstmis opgezadeld met 

een dik pak papier, in de reacties gaven zij aan een interessante discussie te 

verwachten. We hopen dat we dat waar kunnen maken en bedanken hen voor de 

energie die zij in deze promotie hebben willen steken.

De afdeling huisartsgeneeskunde heeft deze twee ‘oude’ jonge onderzoekers met 

hun curieuze onderwerp gastvrij opgenomen en de vrijdag AMC is een deel van 

ons leven geworden. In het bijzonder willen we Henk Brouwer en Jacob Mohrs 

bedanken voor hun hulp bij het ontsluiten van de data in het HIS evenals Wendy 

van den Berg, en voorheen Saskia Dukkers, die als onderzoeksassistenten een 

belangrijke rol hebben gespeeld. Kumar Jamdagni zorgde als ‘native speaker’ voor 

de correctie van de engelse teksten.
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Onze vier paranymfen: maatjes in zeer verschillende opzichten uit zeer 

verschillende werelden, het is voor ons een eer dat jullie deze jonge onderzoekers 

willen vrijhouden van organisatorische klussen zodat wij ons rustig op de 

verdediging kunnen voorbereiden!

Tegen onze Turkije club, de mannenpraatgroep en collega’s in de GAZO en bij Agis 

kunnen we nu zeggen dat ‘het af is’, gelukkig hoeft de vervelende vraag ‘hoe het 

er toch mee staat’ niet meer te worden gesteld. 

Tegen ‘the ladies at home’ en de kinderen willen we zeggen: blij dat het af is?! 

Onze inspiratie blijft, wij zijn niet echt veranderd en het zal wel weer leiden tot 

nieuwe activiteiten waarbij jullie kritisch volgen hardstikke belangrijk blijft.
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