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The rising prosperity after the Second World War goes hand in hand with poli-
tical, social and economic changes that brought about a dramatic increase in the
demand and supply of medical services. Financing medical services has taken a
growing share of the national income. To ensure equitable access to health care
for everybody, a financing structure needs to be developed that encompasses in-
struments for cost containment and priority setting. This is not only a task of the
government, but also of all people working in health care, including doctors.
However, cost containment should not be allowed to affect the quality of medi-
cal practice. By implication cost containment in health care should allow for
maintaining and, where possible, improving the quality of medical practice. The
question then arises how to guarantee the quality of medical practice when costs
are at issue. It requires among other things a critical attitude of doctors towards
their own (routine) practice, and even more importantly a willingness to chan-
ge.

To define concepts and to provide the study with a more detailed background,
chapter 2 elaborates on the following notions and concepts: optimizing medical
practice, inter-doctor variation, ‘quality of medical practice’, and quality control
in relation to cost containment.
Optimizing medical practice (appropriate utilization) includes weighing the
usefulness of medical activities against their costs. Thus, optimizing implies the
recognition of a relationship between quality and efficiency. Because of the cost
development in health care, optimizing medical performance is presently a
major focus of attention. This has led to efficiency and effectiveness being con-
sidered key notions/aspects of quality. However, in everyday medical practice
the interpretations of efficiency and effectiveness differ widely, which shows
among other things in the inter-doctor variation that has been demonstrated in
many studies. Variation in medical practice in otherwise similar situations imp-
lies that the quality of medical practice is at stake. Thus, variation in style of prac-
tice, i.e. inter-doctor variation, may involve superfluous medical activities, with
concomitant unnecessary costs.

Chapter 3 presents the main objectives and central question of the thesis as well
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as a brief description of how an answer to that question was sought. The objec-
tives, as formulated prior to the study, are:
• to influence the practice of doctors in the direction of a more rational

medical practice (appropriate utilization);
• to develop policy instruments for medical practice that enable to control

budgeted costs;
• to monitor and improve the quality of medical practice while budgeting

the costs.

The overall aim is to effect improvement/change in medical practice. In this case
it concerns changing medical practice of paediatricians in the Academic Hospi-
tal in Groningen. To be able to bring about change requires insight in the factors
that are important in a process of change and in the method(s) with which to
achieve the desired change. Hence the central question of this thesis involves an
analysis of the process of change and of the method of change. The question is:
‘In what way could a process of behavioural change of physicians be implemen-
ted if the changed behaviour is to be incorporated in accepted medical practi-
ce?’ To answer this question, three separate questions were formulated:
1 What are important elements in such a process of behavioural change?
2 In what way did the process of change, in which these elements were employ-

ed, proceed at the department?
3 How was the change incorporated in medical practice?

The first question pertains to the identification of those elements that are essen-
tial for a process of change to be successful. In accordance with the second
question, in order to provide insight in how the process proceeded, it has been
described in detail. The third question involves the quantification of the effect
of the change process on medical practice. This question can be seen as a quan-
titative monitoring of the process.

Implementing behavioural changes in medical practice is a difficult process.
Hence chapter 4 addresses the implementation of processes of change. Health
care has little experience with the structured evaluation of processes of change
pertaining to the behaviour of doctors. Much research has been done, though,
into the use of so-called (valuable) instruments for the implementation of gui-
delines, protocols, etc.; the process of change itself however remained a black
box. Industry is continually being confronted with processes of change. There
is a large body of literature documenting the experience gained with these pro-
cesses. This literature is likely to yield elements that can be useful in changing
medical practice. One such element selected in this thesis is the A VICTORY-
approach. The reason for the selection is that this approach was found to be suc-
cessful with a comparable professional group. ‘A VICTORY’ stands for Ability,
Values, Idea, Circumstances, Timing, Obligation, Resistance and Yield. This
approach assumes these eight concepts to be of major importance for a succes-
sful conclusion of processes of change. A concept the A VICTORY-approach fails
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to mention explicitly is participation. In the literature, the participation of those
directly involved in the process of change is frequently referred to as an impor-
tant factor in obtaining a basis for the implementation of change.
In processes of change it is important to have insight in the motivation for the
existence of the situation prior to the change. As to medical practice, there is
insufficient insight in and knowledge of the motivation underlying different sty-
les of practice. Hence, a successful implementation of guidelines requires that
attention must be paid to, together with the people involved, identifying and dis-
cussing the motivation. In the concept of the learning organisation, the explici-
tation of motives and the concomitant dialogue play an important part in pro-
cesses of change or improvement. Elements of the concept of the learning orga-
nisation are therefore included in the method employed in this study. Within the
conceptual framework of the learning organisation, a situation is created in
which people are invited to articulate their motives, and subsequently to dis-
tance themselves from these motives thus to open their minds to different views
and practices. The next step is to achieve consensus of views and practices. An
important part of this learning process is that the consensus views (guidelines)
are also adopted by the individual people involved. It supposes that doctors
change their behaviour where necessary and adapt it to what in the guidelines is
referred to as good medical practice or appropriate utilization. A particularly
valuable instrument to further the process of change in medical practice proved
to be a combination of education and feedback.

Chapter 5 presents a broad outline of the method of change which is based on
the literature. The method of change used at the Paediatric Department of the
Academic Hospital in Groningen, comprises eight stages:
1 collecting information on medical practice;
2 on the basis of this information setting priorities: selecting elements of medi-

cal practice to be changed;
3 outlining current practice regarding the elements selected;
4 reflecting critically on one’s own behaviour;
5 developing criteria for good medical practice;
6 implementing the criteria;
7 providing feedback on the effect of the change to the doctors;
8 evaluating the procedure followed.

The head of the Paediatrics Department and two workgroups featured promi-
nently in the design and implementation of the process of change. The head of
the department acted as a change agent; he steered the process in the right direc-
tion and guarded the objectives. The workgroups consisted of opinion leaders
in the clinic. On the basis of a critical reflection of their own behaviour, they for-
mulated draft criteria for elements of medical practice within the clinic. In addi-
tion, the workgroups played a significant role in steering the process of change.
The meetings of the workgroups can be divided into four kinds of meetings, i.e.
surveying, developing criteria, preparing the implementation, and evaluating
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meetings. The researcher worked in close cooperation with the head of the
department and the workgroups during the entire trajectory. The role of the
researcher consisted of designing and executing the change experiment.

The actual progress of the method of change, the process of change, is described
in chapter 6. Consistent with the second question, this process is reported in
detail. The change process pertained to making people aware of the need for
change, and choosing elements of medical practice to be changed. The doctors
themselves chose two elements from their own practice. The choice was made
during so-called priority sessions. The selected elements are: requests for blood
gas analyses (BGAs) at the Departments of Neonatal Intensive Care (NICU) and
Paediatric Intensive Care (PICU), and the utilization of routine bacteriological
cultures (RBCs) at both departments and Paediatric Oncology. The change pro-
cess included a critical evaluation of current practices as to BGAs and RBCs,
which served as a basis for the formulation and implementation of guidelines
and protocols respectively. The critical reflection and formulation of criteria was
performed within the workgroup setting. Based on a survey of current practices,
the motivation underlying these practices, and the literature, the workgroups
developed criteria for what they considered good medical practice. During the
entire change process, the overt support of the Board of Directors (sponsor), the
influence of the change agent, and the participation of the doctors involved in
the process appeared to be important elements for the change to be effected. The
factors of the A VICTORY-approach were also found to be key elements in chan-
ging medical practice at the Paediatric Department. In particular the factor Yield
played a crucial role. The Yield that played an important role with both elements
of clinical practice was effecting quality improvement and having univocal and
practical guidelines and protocols for the clinic. As to the element ‘cultures’ the
change was not allowed to have negative consequences for the Department of
Clinical Epidemiology. A change (viz. reduction) in the number of cultures on
the basis of a change in protocols is likely to result in a reduction in the work
load of the Department of Clinical Epidemiology. For less cultures means less
work for the laboratory of the Department. Enabling the doctors to learn
together on the basis of their own experience was found to be another impor-
tant factor in the change process. Thereto a situation was created that allowed
for a dialogue in which the views of each member of the workgroup were respec-
ted. In such a situation the doctors were able and willing to share experiences,
uncertainties and opinions in order to learn from one another for future practi-
ce. According to the researcher it was precisely this situation in which people
were enabled to learn on the basis of their own experience, that played an essen-
tial part in the change process. It was also appreciated, and in the opinion of the
researcher with a positive effect on the acceptance of the change, that the pae-
diatricians were consulted regarding the draft guidelines and protocols. Thus
everybody was given the opportunity to make his/her own contribution. In this
way the eventual guidelines and protocols were the product of all doctors.



Chapter 7 deals with the quantitative effect of the change on the requests for
BGAs. Two approaches were chosen, at a micro level and at a macro level respec-
tively. The micro level approach involves a period of almost one and a half years,
while the macro level approach involves a period of four years. To be able to
judge the quantitative effect of the change at a micro level, the number of BGAs
per patient per day were measured during four periods. All of the patients were
artificially respirated, as BGAs are in particular requested for these patients. The
four periods are: 1, prior to the change process; 2, during the formulation of the
guidelines; 3, during the implementation of the guidelines; and 4, five months
after the implementation. In addition the patients condition was included to be
able to correct for its effect on the doctors’ request behaviour. For the NICU the
KERO-score method was used and for the PICU the PRISM-score method. The
patients’ condition was found to have no effect on the request behaviour. Both
NICU and PICU showed a marked decrease in the number of requests, which
implies a considerable reduction in costs. The decrease was sustained until and
during the last period. Likewise, the analysis at macro level (a period of four
years) revealed a sustained reduction in the number of BGA requests. This despi-
te the presence of influences that may have been expected to have an adverse
effect, such as the increase in the number of hospital days and in the number of
physicians. Moreover, there is some indication of a positive side effect, in that
other medical activities also showed a decrease in the number of requests.

Chapter 8 describes the quantitative approach of the change in the culture pro-
tocol and the effect of the change of that protocol. On the basis of information
on the use of the culture results in clinical decision making, the experience of
members of the workgroups (and their departments), and the literature, the
workgroup was strongly inclined to reduce the number of cultures in the old
protocol. Before actually doing so, the workgroup wanted to have insight in the
informative value of the individual cultures in the old protocol. To this end the
various results of the cultures per culture set were compared. The old protocols
of the NICU and PICU consisted of culture sets of five cultures each, i.e. ear, thro-
at, inguinal, umbilicus and faeces cultures (NICU), and armpit, nose, throat,
urine and faeces cultures (PICU). These cultures were regularly collected from
patients. The comparison of the results was the decisive factor in reducing the
protocol to a set of two cultures: faeces and throat cultures. The financial bene-
fits due to the new protocols were again considerable. In all, the two change tra-
jectories result in a reduction in costs of almost 200,000 Dutch guilders on an
annual basis.

Chapter 9 highlights the various moments of choice that presented themselves
during the process of change and the study. The choice to have the doctors invol-
ved participate during the entire trajectory proved right and necessary. On the
one hand because medical expertise is essential to determine the contents of the
change, and on the other hand, because, as the literature shows, changing beha-
viour is a learning process.
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Both changes (BGA and cultures) proved to be sustained changes. They have
been integrated in the culture of the organization. This showed among other
things in doctors themselves initiating new projects.

The level to which a method such as used here can lead elsewhere to change and
sustainability of that change, is determined by the way in which the key elements
of the method are used. These key elements are:
• the recognition that the values and norms of the people involved, the

dissemination of information to those involved, the opposition of those
involved, showing the people involved the added value of the change,
and the irreversibility of the change process (summarized in the A
VICTORY approach) can play an important role in the change process;

• the participation of the people involved in the entire process of change, in
its design and implementation;

• the creation of a safe atmosphere, thus allowing uncertainty to become a
subject of discussion;

• the recognition that social influences can play an important role in
change processes, and subsequently the use of these influences;

• the use of intervention methods like education and feedback.

However, during the change process location or organisation specific adapta-
tions have to be made to these key elements for the method of change described
above to be an effective management tool.

The present study shows that the A VICTORY approach can be successful in
effecting behavioural changes that are cost effective and sustained. It must be
remembered, however, that behavioural changes can be effected only if every-
body experiences the reason for the change as a problem, and the solution to the
problem enjoys wide support.
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