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Stellingen 

behorende bij het proefschrift 
Visitatie of medical specialists: 

studies on its nature, scope and impact 

1. Het professioneel eigenaarschap van het visitatiemodel kan slechts worden 
gerechtvaardigd door de gerichtheid van de collegiale toetsing op de 
evaluatie van de inhoud van de zorg. 

2. Het regime van zelf-regulering beperkt de mogelijkheid om correctief op te 
treden in geval van ondermaats presterende artsen, (dit proefschrift) 

3. Het vertrouwen van Nederlanders in de kwaliteit van de academische 
ziekenhuizen vormt een negatieve prikkel voor de integratie van de 
opleidings- en kwaliteitsvisitaties. 

4. Visitatie van medisch specialisten leidt tot meer aandacht voor het 
management van maatschappen, van zorgprocessen en van de 
organisatorische randvoorwaarden in het ziekenhuis, (dit proefschrift) 

5. Praktijkspecifieke, meervoudige implementatiestrategieën zijn effectief in het 
doorvoeren van veranderingen in de medisch specialistische praktijk, (dit 
proefschrift) 

6. Sinterklaas laat zien dat een normatieve benadering, openheid over 
bevindingen, persoonlijke feedback en het toepassen van sancties, een 
positieve ontvangst van de beoordelaar niet in de weg staan. 

7. Het afgelopen decennium hebben medisch specialisten minstens zoveel 
geïnvesteerd in de verbetering van het ziekenhuismanagement als managers 
hebben geïnvesteerd in de verbetering van de medisch specialistische 
zorgverlening. 

8. Life is short, science is long; opportunity is elusive, experiment is dangerous; 
judgement is difficult. (Hippocrates, vertaald door Chadwick & Mann) 
Life is long, science is short; opportunity is abundant, experiment is difficult-
judgement is dangerous. (KL) 

9. Het moment van begrijpen, met hoofd of met hart, bevrijdt een mens even 
van zijn intellectuele dan wel emotionele claustrofobie. 

10. Van teveel achterom kijken krijg je een stijve nek. 

11. Hoe groter het vertrouwen, hoe geringer de behoefte aan planning. 

Heusden, 15 oktober 2003 
Kiki Lombarts 





VISITATIE OF MEDICAL 
SPECIALISTS: STUDIES ON 
ITS NATURE, SCOPE AND 
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Het mooiste wat we kunnen ervaren is het mysterie. 

Het is de bron van alle ware kunst en wetenschap. 

(Albert Einstein} 
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GENERAL INTRODUCTION 

This thesis deals with the phenomenon of visitatie. In The Netherlands, visitatie is one of the 

medical professions' most recently developed and widely used quality assurance tools. 

Over the past decade it has acquired a firm and prominent position within Dutch medical 

quality pol icy making and the international quality management scene. The use of the Dutch 

term visitatie in the international literature may demonstrate the acceptance of the model as 

a serious option in addressing the issue of professional quality assurance. 

Visitatie is not merely a technical exercise. As will be explored in this thesis, it has 

implications for the professionalism of medical doctors, for their concept of quality, for the 

organizat ion of their practices and for the allocation of health resources. This makes 

research into the nature, scope and impact of visitatie relevant and necessary. 

The visitatie studies aim to judge visitatie on its (scientific) merits in order to prevent new 

measures having unintended outcomes entering our health care system. Visitatie was 

brought into existence to, ultimately, improve the quality of patient care. In terms of quality 

management theories this would require that all four steps of the quality cycle (or: plan, do, 

check and act cycle], as once defined by W . Deming, would be systematically and 

periodical ly addressed. The visitatie model has become particularly powerful as a 

diagnostic tool, stressing the evaluation component of the quality cycle (step 3: check]. The 

current design of the visitatie model has left the improvement part (step 4 : act) to the 

medical specialists undergoing the review. Improvement is believed to come around when 

the specialist groups fol low up on the recommendations for improvement as suggested by 

their peer surveyors in the practice-specific visitatie reports. So far, the effectiveness of the 

visitaties, in terms of the implementation of recommendations, has not been systematically 

evaluated. The visitatie studies are a first attempt to address visitatie as a professional 

quality assurance method and the implementation of its resulting recommendations for 

improvement. 

This introduction sketches in broad outline the concept and context of visitatie. Visitatie of 

medical specialists wil l be defined (§ 1 ] and positioned in its national (§ 2) and 

international (§ 3) context. Section 1 .4 presents the visitatie studies and the research 

questions. This introduction wil l be closed by delineating the fol lowing chapters of this 

thesis. 

1 Defining visitatie 

Visitatie of medical specialists, as it wil l be discussed in this thesis, has been defined as 'a 

standards-based, on-site survey conducted by medical peers in order to assess the 

circumstances under which clinical practice takes place, aimed at improving the quality of 

patient care' . (1) In common parlance this type of visitatie is also referred to as 'quality 

visitatie' in order to set it apart form the so called 'teaching visitaties'. As will be discussed 

in chapter two, the teaching visitaties, in place since 1966 , later inspired the development 

of these quality visitaties. This thesis concerns the quality visitaties, unless stated differently. 

Crucial to visitatie is its professional ownership. This means that the developers, as well as 

the managers and the clientele of the program are the medical specialists. Given this 



professional ownership it may come as a surprise to some that visitatie does not evaluate 

the medical aspects of patient care. Nor does it evaluate individual performance of 

medical specialists. Visitatie is most of all a collegial review building on the insight that 

quality enhancement is best achieved through teamwork and the improvement of the systems 

of care. (2-8) Therefore it stresses 'the circumstances under which clinical practice takes 

place'. The Dutch term 'praktijkvoering' is most commonly used to address these 

'circumstances'. The term however is vague and difficult to define. Various attempts, as 

described by Van den Hombergh (9), to translate or avoid the term 'praktijkvoering' have 

been unsuccessful. He concludes that 'the concept is concise and refers to all aspects 

necessary for providing good (clinical) care, to both management and organization, 

encompassing structural as well as process aspects'. In this thesis, for practical reasons, the 

terms 'practice management' or 'practice organization' will therefore be used as equivalents 

to the Dutch term 'praktijkvoering'. 

Hospital based specialist groups or, when self-employed, 'partnerships' are the focus of 

visitatie. (10) This is where visitatie differs from models such as accreditation or certification 

that focus on an organizational entity, i.e. a unit or department, and mostly extend their 

scope to include the whole organization. Furthermore, these models of external assessment 

are uy ueiinii ion baseu on a poss-or-iaii juagemeni Oi me she unuer evaluation, meaning 

that an organization complies with the preset standards, and is therefore granted a 

certificate of achievement, or it does not. (11) Consequently, these evaluation processes 

must be independent (certification) or impartial (accreditation). The visitatie model has no 

room for a pass-or-fail approach. Its goal is education and prevention of adverse outcomes. 

Therefore, all surveys result in recommendations for improvement. The visitatie of health care 

institutions can be considered a compromise between the focus on a whole organization, 

the educational purpose of an assessment and the ownership of the model in the collective 

hands of the institutional members. This thesis does not involve the programs for visitatie of 

institutions. 

Visitatie can be portrayed as a model for external peer assessment, since peers from 

outside the surveyed practice (hospital) conduct the review. Appreciating its collegial 

character and the systems approach to quality, the model has also been applied within the 

context of organizations. Several general as well as academic hospitals have adopted this 

modification of the visitatie model, the so called internal visitaties. (12,13) In the Academic 

Medical Center in Amsterdam the internal visitatie program is currently under evaluation. 

(14) Other modifications of the original visitatie model have occurred; shifting the scope of 

the evaluation. Examples are the visitatie of particular care processes, such as the quality of 

oncological care or renal dialysis. 

2 Visitatie in the national context 

2.1 Visitatie and professional quality management 
At first glance, the attention paid to visitatie, together with the investments, financially and 

otherwise, put in its development, implementation and evaluation, may come as a surprise 

to some. After all, quality assurance has always been one of the core responsibilities of 

medical doctors and one of the primary tasks of their professional bodies. In the process of 



forming and formalising the medical profession, as we know it today, many developments 

were explicitly initiated to assure and improve the quality of patient care. In The 

Netherlands, obtaining control of postgraduate medical training, introducing a system of 

registration of medical specialists (1930), providing a peer review system for teaching 

practices (1966) , establishing medical audit in hospitals ( 1 9 7 0 / 8 0 ) and developing 

national clinical guidelines ( 1 9 8 0 / 9 0 ) , can be considered quality assurance landmarks in 

the history of the medical profession. (15) Oftentimes, these activities were linked to the 

foundation of organizations enabling or supporting them, such as the Organization for 

Med ica l Registration (1963) and the Dutch Institute for Health care Improvement CBO 

(1979) . (16,17) Wha t these accomplishments share, and what sets them apart from later 

initiatives such as visitatie, is their underlying notion of professional quality. Traditionally, 

medical doctors have thought of quality merely in terms of the technical care of an 

individual patient. (18) However, the emergence of quality management as an academic 

discipl ine provoked the redefinition of professional quality assurance to also include the 

organizat ional and interpersonal dimensions of patient care. (19) Since the late eighties, 

this change of paradigm is reflected in the organization and focus of Dutch health care 

quality assurance. Visitatie makes a good example of this shift in focus, focussing on all 

aspects that promote the delivery of quality patient care. 

Others have explored and described in detail the interesting history and development of 

quality management of Dutch medical specialists. (1 0,1 5,1 6,20-22) Their work will not be 

repeated in this thesis. Some of the major movements, however, wil l be addressed in 

chapter two. Clearly, many quality assurance mechanisms have been developed by the 

medical profession. The challenge now is to create synergy between all the profession 

owned activities. Initiatives to create these links have already been established. 

Visitatie experiences in The Netherlands are not limited to medical specialists. Over the 

past decade most health care professions introduced a visitatie program as part of a 

broader quality management policy, which mostly also includes elements such as guideline 

development and continuing professional education. 

The initiatives to introduce peer review in general practice probably have the longest 

history, the first attempts dating back to the sixties. The current visitatie model, which is very 

similar to the one used by the medical specialists, is the result of ongoing improvements 

and multiple (re)designs ever since. The visitatie model of the general practitioners has been 

systematically developed, implemented and evaluated. (9,23) 

Closely related to the development of visitatie within the medical profession, the professions 

of orthodontists (24,25) , maxillofacial surgeons, parodontologists (26) and general dentists 

(27) introduced their visitatie programs. (28) Although still very comparable to the original 

visitatie model introduced by the medical specialists, interesting alterations have been 

made, such as adding an on-site assessment of a patient treatment in case of the visitatie 

program of the parodontologists. 

Several other professions joined together in starting a visitatie program. Collaboration was 

sought in order to find collective funding and professional support for the development, 

implementation and evaluation of the efforts. To improve the quality of paramedical care, 

for example, eight professional associations (i.e. physical therapists, occupational 

therapists, podologists, dieticians, and dental hygienists) managed to have their visitatie 



undertakings funded by the College for Care Insurance (CVZ) and evaluated by an 

independent research institute. (29) The visitatie program was well received by the 

professional associations, who are now incorporating the instrument into their professional 

quality policy. A similar strategy was chosen by a large group of alternative health care 

professions. The Ministry of Health financed the visitatie project and the Dutch Institute for 

Health care Improvement CBO supported its development and implementation by sharing 

knowledge and expertise. Positive results have been reported. (30) In general, all 

professions seem to acknowledge and appreciate visitatie as a professional tool for 

assuring and improving quality. 

2.2 Visitatie and organizational quality management 

The context of the Dutch health care system has made it possible for both medical 

specialists and hospital management to develop their own, separate quality management 

activities. (10) The so called 'Leidschendam quality conferences', firstly held in 1989 , 

fuelled this separate development. Health care stakeholders met in Leidschendam to agree 

upon a national quality policy. Consensus was reached on the responsibilities for the 

delivery of quality patient care. As was later ratified by the Care Institutions Quality Act 

(1996) , the responsibility for the quality of care provided by the hospital lies with (top) 

management, but medical specialists remain responsible for the delivery of quality care to 

individual patients. Ever since the enactment of the Quality Act, there has been an upheaval 

of quality initiatives both in hospitals and within the professions. On the institutional level 

the implementation of quality management systems is high on the priority list. A quality 

system is defined as the 'organizational structure, responsibilities, procedures, processes 

and resources needed to assure and improve the quality of care'. (31) For hospitals its 

implementation is relatively new and must be considered a complex innovation. It 

encompasses both managerial and professional activities, but, as Wagner showed, quality 

assurance activities have been developed mainly by professionals. (32) However, 

organizations with an integrated approach to quality more often report positive effects of 

the quality assurance activities than organizations with a more one-sided approach 

(emphasizing either profession oriented or management oriented activities). (33) Creating 

synergy between profession based and hospital based quality approaches should therefore 

be encouraged. This requires overcoming the classic barrier of the professional - manager 

dichotomy. (34) Today, the emergence of a hospital wide quality management policy, 

linking the professional and managerial approaches, can be observed in most Dutch 

hospitals. Collaboration between medical specialists (and other health professionals) and 

hospital management has resulted in demonstrated quality enhancements. (35) 

The visitaties have played and still play a role in bringing together professional and 

managerial quality activities. The focus on practice management evidently includes the 

evaluation of aspects of the hospital organization. Also, in the assessment process parties 

other than the medical specialists under survey are being invited to participate. (36) Many 

specialist groups have reported to share the visitatie results voluntarily with hospital 

management. (37) In addit ion, new contracts between hospitals and their practising 

medical specialists require that selected visitatie results are shared. (38) On the national 



level, the integration of the speciality based visitaties and the hospital based accreditation 

system, is being propagated. (39) 

3 Visitatie in the international context 

Visitatie of medical specialist is not a model that is widespread outside The Netherlands. 

Although in the literature some visitatie initiatives are reported, no other country knows a 

visitatie model that is as extensive (covering all medical specialties) and as well embedded 

in national health care policy making as the Dutch visitatie program. One exception is the 

UK, where the General Medica l Council launched peer review of practices very similar to 

the Dutch visitatie program. However, the program is conducted in the context of 

revalidation of medical doctors; these reviews aim to assess performance of doctors who 

may be seriously deficient. Early experience of the peer visits has confirmed their feasibility 

and effectiveness. (40) 

Other British visitatie-based systems are the visitatie program for renal departments, recently 

launched by the Royal College of Physicians of London, and the visitatie program run by 

the British Thoracic Society, in place since 1992 . Both programs are associated with 

educational approaches. They seem successful and wider use has been encouraged by the 

participants. (41,42) In Europe, visitatie-based systems have been adopted in Sweden and 

Finland where programs are in various stages of development. (43) Very little has been 

published about the European systems. 

In the United States only two national specialty societies offer visitatie-like programs. (44) 

The American Col lege of Obstetricians and Gynecologists (ACOG) started its voluntary and 

confidential program in 1986 . Since its inception until November 2 0 0 2 nearly 2 0 0 

visitaties have been conducted, representing approximately 6% of hospitals providing 

obstetric inpatient care. ACOG's predecessor is the American Society of Anesthesiologists 

who established its program in 1 9 8 2 . 

In Australia and N e w Zealand quality assurance is a component of most of the programs 

managed by the medical specialty colleges. It is not clear though if visitatie-like activities 

are included. (45) The Royal Australasian Col lege of Physicians offers members a 5 yearly 

quality review that seems comparable to the Dutch visitaties. (46) 

Despite the somewhat ' isolated' use of visitatie, the model has been mentioned 

internationally in the context of two pivotal debates. Firstly, visitatie has been mentioned in 

the ongoing discussion on 'revalidation' or 'recertification' of medical doctors: how can 

medical doctors maintain their performance throughout their working lives and demonstrate 

their competence convincingly to their patients? Throughout the western wor ld, thinking 

about competence of medical doctors has shifted. Doctors now need skills that extend 

beyond updating their medical knowledge in order to practise effectively in modern health 

care. Such skills include communication, team building, management, collegiality and the 

abil i ty to improve. (47) This shift in thinking calls for new assessment methods, which are 

indeed being presented. Multisource feedback (48) and appraisal and assessment (49) are 

two examples. It is in this context that visitatie has been mentioned. (36 ,50 ,51) Visitatie 

could contribute to a medical doctor's demonstration of whether he or she is achieving 

acceptable standards of practice. In the UK, external peer review is considered an essential 

stimulus to effective performance. (52) 



Secondly, visitatie has become part of the discussion on external peer review models used 

for the evaluation of (European) health services. (53] Visitatie has been classified as one of 

the four principal models for external review. Thanks to funding by the European Union, the 

design and use of these models, ranging from doctors-driven visitatie, through accreditation 

and European Quality Awards (EFQM) to industrial certification using ISO standards, have 

been explored and compared. (43 ,54 ,55) The responsibility for quality improvement as 

taken on by professionals is what the visitatie model is noticeably commended for. The 

results of this study on external peer review techniques (ExPeRT) describe that the four 

models have begun to converge. The study participants generally plea for the emergence of 

one common (European) model for evaluation of the health services. In building such an 

integrated model, the challenge is to embrace the strengths of each of the models. Future 

discussions on this topic will benefit from input from the visitatie experiences. 

4 Research questions and outline of the thesis 

The success of visitatie has multiple causes and significant consequences. This thesis 

examines both. It explores the phenomenon of visitatie from different perspectives and using 

diverse research methods. This thesis addresses the following four main research questions. 

1 . How can the rise and spread of visitatie for medical specialists in The Netherlands be 

explained? 

2. How can visitatie be positioned in its legal context? 

3. How can the visitatie results contribute to the improvement of practice management? 

4 . Does the implementation intervention 'Quality Consultation' increase the implementation 

of visitatie recommendations? 

The above questions will be answered consecutively. In short, chapters two till four take 

down the nature and scope of visitatie, positioning visitatie in a political (chapter 2) and 

legal (chapter 3) context and exploring its role and (potential) value as a quality 

management tool (chapter 4). This part of the thesis gives an outline of the development 

and current status and power of visitatie as a professional quality assurance tool. 

The fol lowing specific research questions will be addressed in the chapters mentioned: 

i How did the general health care policy context in The Netherlands contribute to the 

onset of visitatie within the medical profession? (chapter 2) 

ii How did the context of quality policy in The Netherlands contribute to the rise and 

spread of visitatie of non-teaching departments at the end of the twentieth century? 

(chapter 2) 

iii Which were the internal developments within the medical profession that contributed to 

the adoption of the visitatie model and how does the nature of the visitatie model, in 

terms of method and scope, fit in the ongoing process of professionalization? (chapter 2) 

How does visitatie fit in the evolution of quality assurance of medical specialists? 

How was the development of visitatie politically embedded in the medical quality 

policy? 

How did the tension between the specialty societies and their corporate 

organization effect the development of visitatie? 



Which other facil itating factors contributed to the anchoring of visitatie in Dutch 

medical specialistic health care? 

iv Wha t legal consequences can be ascribed to the design of visitatie as a peer review 

system? (chapter 3) 

Wha t are the (potential) external effects of the functioning of an internal (self-

regulatory) system? 

Wha t role does the health care setting in which the visited peers operate legally 

play? 
v. How does practice variation knowledge contribute to the improvement of obstetr ical / 

gynaecological care delivery? (chapter 4) 

The chapters five till seven deal with the impact of visitatie and can best be summarized as 

the evaluation of an implementation study in clinical practice. Previous research has shown 

that implementation of change in clinical practice is complex. (56) This is no different for 

the implementation of visitatie recommendations, given the range of variables that impinge 

upon the implementation process. Although some positive implementation results had been 

reported in the (grey) literature (37,57) and most surveyors involved in the visitatie 

programs expressed to have witnessed the positive effects of the visitaties, many remained 

convinced that actual improvement could be and should be encouraged. This conviction 

turned out to be the start of a joint quality improvement and research effort: under the 

auspices of the Dutch specialty societies of surgeons (Nederlandse Vereniging voor 

Heelkunde), gynaecologists (Nederlandse Vereniging voor Obstetrie en Gynaecologie) and 

pediatricians (Nederlandse Vereniging voor Kindergeneeskunde) the preparations of the so 

called Quali ty Consultation (QC) project started in 1998 . The goal of the Q C project was, 

in a nutshell, to increase the impact of the visitaties by supporting medical specialists wifh 

the implementation of visitatie recommendations. (58) The support was offered by two 

management consultants and financed by the Dutch Ministry of Health. In addressing the 

fol lowing specific research questions this study evaluates the impact of visitatie, in terms of 

the implementation of practice-specific recommendations for improvement: 

i Wha t is the nature of the recommendations for improvement resulting from a visitatie? 

(chapter 5) 

ii How is visitatie perceived by the medical specialists undergoing the peer review? 

(chapter 5, 6 and 7) 

iii How are the recommendations for improvement perceived by the medical specialists 

with respect to barriers for implementation? (chapter 5) 

iv How was the intervention introduced and received by the specialist groups? (chapter 6) 

v Wh ich recommendations were selected for calling in professional support and why? 

(chapter 6) 

vi Wha t types of interventions were offered to support implementation of the chosen 

recommendations? (chapter 6) 

vii How were these interventions looked upon by the participants? (chapter 6) 

viii Wha t is the effect of Quality Consultation in terms of the implementation of visitatie 

recommendations? (chapter 7) 

ix Which factors are obstructing the implementation of visitatie recommendations? (chapter 7) 

The fol lowing chapters of this thesis will now be introduced briefly. 



The emergence of visitat ie: a policy analys is 

Chapter two explores the rise and spread of visitatie within the medical profession, offering 

an insight info the dynamics of professional self-regulation and health care policy making. 

The leading question in this chapter is why the specialty society of surgeons, later fol lowed 

by the 26 other specialty societies, started to systematically peer review all of the 

approximately 100 surgical non-teaching practices by means of visitatie. The answer to this 

question was found in the political-sociological literature on professions. It is described how 

visitatie was used by the medical profession as a strategy to protect its autonomy and 

defend its domain. This independence is crucial since it is believed to give the profession 

the authority to take all actions necessary to fulfill the responsibilities for carrying out their 

professional work. This responsibility includes monitoring and improving the quality of the 

medical work, which is critical to the practice of medicine. 

Visitat ie in a legal perspective 

Chapter three continues the exploration of visitatie by looking into the legal consequences 

of running a professionally owned peer review program. Not surprisingly, visitatie 

originated, and still operates, within the frame and context of self-regulation. By growing to 

its full stature, however, the societal interests in the visitatie programs of the specialty 

societies increased, and so legal issues arose. This chapter explores the relative power of 

self-regulation by dealing with the legal issues of the design of a peer review system, the 

external effects of the functioning of a self-regulatory system and the role of the health care 

setting in which the visited peers operate. 

Using visitatie to improve the qua l i ty of obstetrical a n d gynecological practices 

Although it is undisputed that quality assurance has always been an intrinsic part of 

delivering good medical care, the use of traditional quality assurance approaches alone 

seems no longer sufficient. New approaches, based on new types of knowledge, need to 

be embraced in order to encourage actual breakthroughs in the enhancement of quality. 

Batalden and Stolz (59) hereto introduced the concept of improvement knowledge. They 

argue that the use of improvement knowledge, in addition to medical knowledge, is 

necessary to realize more improvements of a different kind and at a faster pace then 

before. Chapter four is an illustration of how improvement knowledge, in this case 

exemplified by the results of the visitatie program of the Dutch Society of Obstetrics and 

Gynaecology (NVOG), may contribute to the improvement of the quality of obstetrical and 

gynaecological care. Through the comparison of data, the visitatie program has cast light 

on the existing variation between o b / g y n practices. Although some variation is expected in 

virtually all aspects of medicine, the extent of variation reflects, in part, how medical 

doctors practise medicine and make decisions. Knowledge of variation is helpful in 

f lagging potential quality issues. 

H o w doctors perceive visitatie a n d its resulting recommendat ions for 

improvement 

Chapter five begins by describing the results of the visitaties: the practice-specific 

recommendations for improvement. This chapter gives an overview of the number and 

nature of these recommendations. Recommendations are classified and presented in a 

scheme that was hereto developed based on the analysis of 5 0 visitatie reports. In addit ion 



the attitude of medical specialists towards the recommendations for improvement as well as 

towards visitatie as a professional quality assurance instrument were measured. Both are 

believed to be relevant from an implementation point of view, because perception has 

previously been found to influence actual implementation. 

S u p p o r t i n g i m p l e m e n t a t i o n of visitatie recommendat ions: a qual i ta t ive 

e v a l u a t i o n 

Chapter six is a descriptive evaluation of the Quality Consultation project, in which 25 

specialist groups of surgeons, gynaecologists and pediatricians were supported in their 

implementation efforts by a management consultant. Quality Consultation was developed as 

a multifaceted and site-specific intervention. For the effectiveness of both design features the 

literature offers convincing evidence. Numerous (systematic) reviews show that combined, 

rather than single, interventions are more likely to result in significant change. Emerging 

literature emphasizes the importance of taking unique, contextual factors into account when 

promoting change. This chapter reports in detail how Q C was designed and executed to fit 

the implementation needs of each of the participants. 

The success of QC a n d the impact of visitat ie 

In the seventh chapter of this thesis the effects of Q C on the implementation of visitatie 

recommendations have been quantif ied. The implementation results of the 25 supported 

specialist groups were compared to the implementation results of an equal number of 

specialist groups who did not receive this support. The implementation results were 

specif ied into the degree of implementation of the recommendations and the specialist 

groups' assessment of the implementation results as well as the process. Chapter 7 also 

focusses on the experienced obstructing factors in implementing recommendations. 

G e n e r a l discussion 

Like any thesis, this thesis concludes with a general discussion. A reflection will be given on 

the main findings of the studies and potential implications for the further and future 

development and evaluation of visitatie as a professional quality assurance tool will be 

formulated. 
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ABSTRACT 

By examining the introduction and dissemination of external peer review through site-visits 

(visitatie) amongst Dutch medical specialists, this paper sets out to deepen our insight into 

the dynamics of professional self-regulation and health care policy making. W e explore 

how visitatie has been used in the political process between medical specialists and the 

state, serving as a strategy in protecting the autonomy of physicians. In the late eighties 

and early nineties, factors both internal as well as external to the medical profession all 

together determined the start and spread of visitatie. The conflict between state and doctors 

over the specialists' income, the introduction of the market oriented policies, new visions on 

quality assurance, the debate on the future of medical specialistic care and a new legal 

framework on quality assurance, challenged the medical community to find ways to 

reconfirm the public's trust in the self-regulating mechanism of the profession. One answer is 

found in carrying out 3 0 0 to 4 0 0 visitaties yearly. During the past years, many stakeholders 

have perceived visitatie as a credible instrument in assuring quality patient care. The 

dynamics of professionalization and measurable impact of visitatie wil l determine whether 

or not it is here to stay. 



THE INTRODUCTION AND DISSEMINATION OF 
VISITATIE AMONGST MEDICAL SPECIALISTS IN 
THE NETHERLANDS IN THE PERIOD 1985-2000 

1 Introduction 

In 1989 the first external peer review site-visit (visitatie) of a non-teaching surgical practice 

took place: on behalf of the Dutch specialty society of surgeons a committee of 3 surgeons 

surveyed the first of the almost 100 surgical non-teaching practices in Holland. (1) 

Currently, all of the 2 7 medical specialty societies (see figure 1) in The Netherlands have a 

program operational for external peer review through site-visits, submitting their specialist 

members working in non-teaching settings to a quality survey every 3 to 5 years. On a 

yearly basis, an estimated 3 0 0 to 4 0 0 visitaties are now carried out nationwide. 

Such a rapid introduction and dissemination of a quality assurance mechanism does not 

know its equal in the history of Dutch medical quality assurance. Other quality assuring 

mechanisms typically used by doctors, such as medical audit , took notably longer to get 

firmly established. Although the introduction of medical audit was well embedded in health 

care policy making, it is even legally anchored, the involvement of doctors has always 

been problematic. Therefore its spread has been slow and often ineffective. (2) The 

introduction of such professional activities seems always related to self-regulation on the one 

hand and accountability on the other. 

This article sets out to deepen our insight into self-regulation and policy making by 

examining the (relatively rapid) rise and spread of visitatie within the medical profession. 

W e describe and analyze the phenomenon focusing on the following three questions: 

How did the general health care policy context in The Netherlands contribute to the 

onset of visitatie within the medical professions? 

How did the context of quality policy in The Netherlands contribute to the rise and 

spread of visitatie of non-teaching departments at the end of the twentieth century? 

Which were the internal developments within the medical profession that contributed to 

the adoption of the visitatie model and how does the nature of the visitatie model, in 

terms of method and scope, fit in the ongoing process of professionalization? 

The Dutch word is intercollegiale toetsing which can be translated as medical audit or peer review. 



F i g u r e 1 Overview of the number of registered medical specialists per specialty 

Specialty Number of specialists registered by the 

Medical Specialist Registration Committee 

1 

Anesthesiology 

Cardio logy 

Dermatology 

Gastro-enterology 

Surgery 

Internal Medic ine 

Ear, Nose and Throat surgery 

Pediatrics 

Clinical genetics 

Pulmonology 

Clinical neurofysiology 

Microbio logy 

Neurology 

Neurosurgery 

Nuclear medicine 

Obstetr ics/gynaecology 

Ophthalmology 

Orthopaedic surgery 

Pathology 

Plastic and Reconstructive surgery 

Psychiatry 

Radiology 

Radiotherapy 

Reumatology 

Rehabilitation medicine 

Thoracal surgery 

Urology 

31-12-1999) 

1089 

6 6 2 

3 9 6 

145 

1023 

1707 

4 5 3 

9 9 6 

66 

388 

4 5 7 

214 

651 

109 

85 

8 1 7 

6 2 7 

4 6 6 

335 

176 

2072 

883 

172 

163 

2 9 7 

106 

315 

These three questions are answered respectively in this paper. In addressing the first two 

questions we wil l not discuss the Dutch political context in detai l . W e will refer to others 

who analyzed and described the Dutch situation, in this Journal and elsewhere, and limit 

ourselves to the policy occurrences relevant to the analysis of the phenomenon under study. 

Most attention is therefore paid to the third question, the analysis of the internal 

developments within the medical profession. W e focus on the fol lowing questions: 

How does visitatie fit in the evolution of quality assurance of medical specialists? 

How was the development of visitatie politically embedded in the medical qualify policy? 

At present the Dutch health care system counts 27 acknowledged specialty societies, each linked to one specific 
specialty. In Dutch they are called medisch wetenschappelijke verenigingen which litterally translates as medical 
scientific associations. 



How did the tension between the specialty societies and their corporate organisation 

effect the development of visitatie? 

Which other facilitating factors contributed to the anchoring of visitatie in Dutch 

medical specialistic health care? 

W e end this paper with conclusions and discussion. 

2 Methods 

The answers to the research questions listed above are based on the literature on health 

care policy and quality policy, on document analysis, on interviews with stakeholders and 

on observations made by the authors as priviliged observers. 

In this paper visitatie is studied from the perspective of professionalization of medical 

specialists. The theoretical basis of our analysis is found in the political-sociological 

literature on professions. In studying the concept of professions, the sociologist Freidson 

concludes that it is impossible to define a profession in general, absolute terms. In his view, 

what a profession is, is defined by various groups in society at a certain time and in a 

certain historic context. Despite this contextual and dynamic approach of the concept of 

professions, by Freidson referred to as the 'folkloristic approach' , the essential elements of 

professionalism are left unaffected, as well as the dynamics which are inherent to 

professionalization: maintaining autonomy, high prestige and public trust. (3-6) Fundamental 

to the medical profession is its primacy of medical knowledge expressed through its 

members' claim to the responsibility for their professional work, and thus, for the quality of 

that work. This responsibility implies that the medical profession, whose status as a 

profession has been undisputed, needs to monitor and, if necessary, improve quality. 

Accountability takes it one step further and asks responsible professionals to also explain or 

answer for their actions. (7) The ultimate consequence is that the medical profession, being 

accountable for the quality of care they deliver, needs to develop mechanisms that wil l in 

the eyes of the 'interested parties' justify the way medicine is practiced. It is only by the 

grace of these interested parties that the medical profession can or can not keep control 

over her own work, ergo, set her own standards, train her own people and determine who 

can join the profession. Losing a party's favor implies that others wil l take over one or all of 

these assets. W h o the interested parties are and what they require from professionals in 

order to reconfirm their given support and confidence in the self-regulating mechanism of 

the profession, might change over time. In many countries, the increasing demands to make 

the results of medical interventions transparent to the greater public has triggered the 

medical community to try to influence the conditions for quality assurance. Both the Swedish 

and British endeavors make an example of the success with which doctors succeeded in 

retaining a large degree of autonomy in the initiative and design of medical quality 

assurance. In describing the Swedish and British case histories respectively, Garpenby and 

3 As a staff member of the Dutch Quality Institute in Health Care CBO 11992-1997), MJMH Lombarts was involved in 
the development and implementation of visitatie programs for non-teaching practices. She worked with many 
specialty societies and conducted over 100 visitaties as a professional assistant to the survey teams. 
NS Klazinga was as a staffmember of CBO (1985-1999) and as boardmember of the Royal Dutch Medical 
Association (1989-1994) involved in the policies related to visitatie. 



Dent show the mutually ambivalent relationship between the medical profession and the 

state. (8,9) They illustrate that the institutional power and status enjoyed by doctors is 

largely the consequence of the (constitutional) commitment of governments to the provision 

of quality care to the general public, and that at the same time, these governments are 

dependent on the medical community to ensure such a delivery of care. 

This is not to be taken as if medical professionalism can be reduced to a technical 'deal ' 

negotiated with society. There is a need for professionalism since professional self-

regulation also serves social functions, although medical professionals can and do misuse 

their power. (10) In this paper the technical argument is emphasized since in medical 

matters neither health care consumers nor government regulators are capable of assessing 

every health care product or service. 

Thus, it is against the background of the relationship between the state and the medical 

professions that visitatie wi l l be explored in this paper, since quality assurance is one of the 

strategies of the medical profession to protect its autonomy and defend its domain. This 

independence is crucial since it is believed to give individual doctors clinical freedom and 

the profession collectively the authority to decide about standards of professional practice 

and education, the organization of medical work and discipline. (11) Before starting the 

analysis of the Dutch situation, we wil l shortly outline the Dutch health care system and the 

visitatie model. 

2.1 The context of the Dutch health care system 

The Dutch health care system is based on a public and private insurance scheme that offers 

w ide coverage of all health care costs. Only 10% of all health care costs are financed 

directly by the government out of fax money. Hospital care and care delivered by medical 

specialists make up for 27 .5% respectively 3.7% of the total health care bill (1994) . (12) 

Most hospitals are private, not-for-profit institutions. The Dutch system is defined by highly 

organized health providers, institutions as well as professionals, patient organizations, and 

many consultative structures on health policy, organization, planning and finance. (13) The 

practice of (the 14 .779) medical specialists is usually limited to one hospital exclusively 

and the access to their services is 'controlled' by (7345) general practitioners who serve as 

'gate keepers' (1997) . (14) The majority (approximately 70%) of the medical specialists are 

independent entrepreneurs, per specialty organized in 'partnerships', who are paid through 

a fee-for-service system. (15) On the hospital level, specialists are organized in a medical 

staff through which they participate in hospital management. 

2.2 Introducing visitatie 

A visitatie program (the Dutch word 'visitatie' means 'visit') consists of systematic site-visits 

conducted by peers and is aimed at improving the quality of patient care. It is a doctor-led 

and -owned quality assurance activity, meaning that physicians set the standards, conduct 

the surveys, formulate the recommendations for improvement and decide upon sanctions or 

corrective actions. (16) The collegial surveys, usually lasting one day, take place under the 



auspices of the specialty societies. The functioning of a group of specialists in a partnership 

is taken as the starting point of the survey. (17) The performance of individual physicians is 

not the primary focus of the evaluation. Instead, the collegial surveyors focus on the 

circumstances under which clinical practice takes place, such as medical record keeping, 

process management, the use of guidelines, intra- en interdisciplinary collaboration and 

evaluation of patient satisfaction and treatment outcomes. (18,19) This systems approach to 

improving quality of care is believed to be more effective than the person approach. 

(20,21) Every survey results in recommendations for improvement, based on explicit quality 

standards and the surveyors' experience. The survey findings are confidential and are 

provided only to the specialists being surveyed. Implementation of the recommendations is 

also left to them. 

3 Health care policy in The Netherlands; 
self-regulation under cost constraints 

The first research question focuses on the contribution of the general health care policy 

context in The Netherlands to the onset of visitatie within the medical profession. In general 

terms it is important to note that Dutch policy making is characterized by a massive neo-

corporatist bureaucracy and an emphasis on consensus building. Bringing together all the 

parties in the decision making process has internationally become known under the Dutch 

term as the 'polder model'. (22) 

With regards to government involvement in health care, the Dutch system can be 

positioned, on an international scale, somewhere between countries with a national health 

care system, such as the United Kingdom, and countries where the market approach in 

organizing and financing health care is dominant, as is the case in the USA. Compared to 

the USA, the Dutch health care system can be characterized as highly regulated, but Dutch 

government has considerable less power and influence than its British counterpart. (23) 

Whatever its relative position nowadays, clearly the role of Dutch government has changed 

over the past 25 years. 

From 1974 to 1987 the answer to the growing health care costs was sought, and only 

partly found, in detailed planning and regulation. In this period numerous attempts to call a 

halt to the increasing health care costs were undertaken. At first, actions were directed at 

reducing the number of hospital beds, planning facilities, setting hospital rates, introducing 

basic health insurance and a system of hospital budgeting. The central role of government 

in these days did not leave the medical profession unaffected and self-regulation was put 

on the stand by society. Not coincidentally, medical audit among medical specialists, in the 

context of medical staffs, was launched and formalized in this period. (2) 

3.1 Visitatie is put on the agenda of the specialty societies 

When government's central interventions turned out not to be sufficient in reducing health 

care expenditures, the government directed her policy plans to control volume and 

specialists income. (24,25) The interference with the income of specialists caused a series 

of serious conflicts between the government and the medical specialists. These conflicts did 



not just disappear. Ultimately, the government was wil l ing to change her plans under the 

condit ion that the health care parties (the organizations of medical specialists, hospitals 

and insurance companies) would come up with acceptable measures for reducing the costs 

and improving the efficiency and quality of medical care. In 1989 this resulted in the so-

called Five Parties Agreement. 

Although the medical profession managed (again) to avert drastic interventions from the 

central government, the question of (economic) autonomy and accountability was asked and 

needed to be answered. In this political climate, visitatie of non-teaching practices was put 

on the agenda of medical specialists as a means to assure public trust and maintain 

autonomy. Early 1 9 8 6 , the society of surgeons announced the installation of a Committee 

which was to explore possibilities for visitatie of non-teaching surgical departments. In the 

societies' Newsletter of August 1987 , the start of the collegial peer review program was 

announced by arguing that 'quality assurance should at any costs remain in the hands of 

the profession to prevent administrative interference, who lack insight in these matters'. The 

will ingness to participate in the visitatie program was high amongst the colleagues in non-

teaching practices. (26) The initiative is followed shortly (February 1987) by the society of 

anesthesiologists, whose Board emphasizes the potential great value of visitatie '...also in 

contacts with the Inspectorate of Health'. (27) Also for some other specialty societies 

visitatie becomes a discussion topic in the late eighties. 

The withdrawal of the central government in seeking a solution for the conflictuous relation 

with the specialists, leaving the problem solving to the executing parties in the health care 

sector, was indicative for the new political wind that was blowing by that time. This new 

period in health care policy was ushered in by the publication of the report of the Dekker 

committee in 1987 , named after its chairman and former captain of industry dr. W . Dekker. 

After a phase of centralization, regulation and detailed planning, the government was in need 

of new ideas on how to control volume, restructure the health insurance schemes and 

deregulate. (28) Dekker's report Willingness to Change proposed some major reforms 

pleading for deregulation, introducing the market approach in health care and emphasizing 

self-regulation by health care providers and purchasers. Dekker's plans were ratified by the 

ruling government as laid down in the policy document Change assured (1988). Later policy 

proposals also confirmed the chosen course by building onto the committees' work, such as 

the 1990 report on the introduction of a basic health insurance (by secretary of state for 

health Simons) and the 1991 report Critical choices in health care (also known as the 

Dunning report) on the extent of its coverage. Despite the warm reception of Dekker's reforms, 

they were never fully implemented. However, they did bring some deregulation and 

decentralization and fed the discussion on a more market based health care. Dekker redefined 

the health care sector in industrial terminology, speaking of an 'industry' in which doctors and 

patients are referred to as 'providers' and 'consumers' of health care services. (29) More 

substantially, the roles and responsibilities of the stakeholders in the health care arena have 

been re-arranged since 1987. By abolishing a number of detailed legal regulations (23) the 

government put herself on a distance in favor of the providers and financiers of health care, 

who are now to negotiate on costs, volume and quality of patient care. 



4 Quality policy in Dutch health care; 
a shift in accountability 

In analyzing visitatie, we now refer to the question of how the context of quality policy 

contributed to the rise and spread of visitatie of non-teaching practices. Here too, the 

Dekker report marks the start of a new era in Dutch quality policy. In line with the 

centralization and regulation philosophy of the seventies and early eighties, legal 

regulations were for a long time considered the main instrument in assuring the quality of 

patient care. (30) Dekker broke through this world of thought by outlining a health care 

system in which the quality of patient care is a result of the collaboration and negotiations 

of the key partners in the health care field. Thus, bringing the quality of care within the 

sphere of self-regulation. This shift in roles and responsibilities was discussed among the 

representatives of 4 0 relevant parties during two national conferences in 1989 and 1990 . 

As a result the organizations of health care providers (institutions as well as professionals) 

financiers and patients/consumers reached agreement on a coherent, joint policy on the 

quality of care. (3 1 ) 

4.1 The rise of visitatie 

Ever since these so-called 'Leidschendam conferences' the notion of quality assurance 

caught fire quickly. 'Quality' was put high on the agenda of professionals, health care 

institutions, consumer organizations and insurance companies. Although the insurers were 

made accountable for contracting quality care, the setting of quality standards was left to 

the health care providers on the condition that they would be open to evaluation of the 

implementation of the standards. This is when external models for quality assurance were 

brought into the discussions on establishing a trustworthy health care system. For health care 

institutions quality assurance through certification or accreditation seemed to be the obvious 

means. Nowadays, their existence in the Dutch health care system is undisputable. Health 

care professionals were to develop their own quality assurance mechanisms in contributing 

to a transparent health system. For the medical profession this development took for a great 

part place within the framework of the specialty societies. (32) The expansion of external 

peer review through visitatie of non-teaching practices, was one of the ways in which 

professionals expressed their responsibility for the quality of patient care. In the late eighties 

and early nineties approximately 20 of the 29 professional societies started surveying their 

members working in non-teaching practices, i.e. the societies of orthopaedic surgeons 

(1 989) , internists (1 991) , ear- nose- and throat specialists (1 991) , neurologists (1 991) , 

gynaecologists (1992) , pediatricians (1992) , urologists (1992) and dermatologists (1993) . 

(18) In the execution of the visitaties the government financially supported the specialty 

societies. (33) 

The government has been supportive of all the initiatives taken by the field parties and 

developed a new policy on the quality of care which reinforced the position of the different 

actors. In her 1 991 policy document Quality of Care it is stated that 'the quality of care 

can be better promoted by strengthening opportunities for self-regulation than by means of 

direct control by central government'. (34) The following years the government acts upon 



this pronouncement by introducing a new, general legislative framework which created 

room for self-regulation and, at the same time, gave expression to the government's 

constitutional responsibility for the quality of provided care. In only a few years time, five 

new laws on the quality of professionals ( 1994 , 1995), on patient rights (1995 , 1996) 

and on the quality of health care institutions (1996) were completed. For the development 

of visitatie the Individual Health Care Professions Act (Wet BIG) has been most important. 

This law provides legal protection of registered specialist titles and mentions the need for a 

system of re-registration to be set up by the medical profession. 

Clearly, in the early nineties the modernization of the health care system has also found its 

translation in new visions on maintaining the quality of patient care. The energy with which 

these were propagated and implemented elicited a referral to the post-Dekker decade as 

the 'golden era in Dutch quality assurance'. (35) It should be noted here, that the changing 

views of quality assurance in health care can not be totally ascribed to the new 

administrative approach to organizing the health system. Other developments contributed 

equally in assigning quality assurance a prominent place in the health system's debate, such 

as changes in science and technology, the increasing bureaucracy in and complexity of 

organizations, sub special ization, several incidents concerning dysfunctioning specialists 

and the growing number of health care related professions. (33,36) 

5 Internal developments; empowerment of the 
specialty societies? 

In many European countries, external pressure caused by the reforms in health policy and 

quality assurance contributed to the development of new models for control. (17) The first 

part of this paper sketches how the political and societal changes over the past 25 years in 

The Netherlands created a context in which medical specialists, as well as all the other 

health care parties, were pressured to come up with mechanisms to assure the quality of 

their work in a way that would strengthen public trust in the medical profession. In the 

winter of the planning age this led to the onset of visitatie programs for medical specialists. 

And when the market approach took over, making self-governance the dominant 

administrative view, the first visitatie experiences were cautiously expanded. However, 

external incentives alone can not explain the development of the visitatie programs. In the 

second part of this article we will focus on the developments within the medical professions, 

analyzing how those internal developments triggered and determined the course of visitatie 

events. The questions formulated in the introduction of this paper wil l be leading in this 

section. 

5.1 How does visitatie f i t in the quality policy of medical 
specialists 

Previously, specialists were 'only' accountable to their patients and their colleagues. 

Nowadays , in the more market oriented and political health care arena, they are hold 

accountable on diverse matters (costs, volume and quality) and to diverse parties (i.e. 

central government, patients/consumers, health care institutions). (37) This shift in 



accountability is closely related to physicians' perception of quality. Their natural tendency 

to define quality merely in terms of technical quality (38) now needs to be replaced by a 

quality concept that also embraces organizational and relational aspects of quality patient 

care. In The Netherlands, the definition of the quality of professional practice, as phrased 

by the National Council of Health Care in 1986 , entails all three of these elements. (39) 

This definition is now widely used and accepted by health care professionals, including 

medical specialists. (40) In the UK a similar shift in terms and concepts with regards to the 

(accountability of the) quality of medical doctors can be seen. In 1999 , the Academy of 

Royal Colleges endorsed the colleges to also be responsible for skills that extend beyond 

the acquisition of medical knowledge, such as management, information technology, 

communication, team building and audit. The term continuous professional development was 

introduced to replace the more limited term continuous medical education. (41,42) 

The change of paradigm is also reflected in the history of Dutch medical quality assurance. 

The initiative to and the timing of the development of a particular quality assurance 

mechanism depends on the maturity of a profession and its position in the health care 

system. In 'growing up', a profession wil l first focus on claiming the ownership of the 

education of its members and acquiring acknowledgement for its unique knowledge, skills 

and activities. Only if these are established, the attention might shift to developing internal 

and external quality assurance systems. For the Dutch medical community, quality assurance 

has developed itself fol lowing this 'blueprint': organizing and controlling postgraduate 

medical training, introducing a system of registration of medical specialists (1930), 

providing a visitatie program for teaching practices (1966) , establishing medical audit in 

hospitals ( 1 9 7 0 / 8 0 ) , developing national guidelines ( 1 9 8 0 / 1 9 9 0 ) and implementing 

visitatie programs for non-teaching practices (1990) . (29) In analyzing this developmental 

process other shifts become visible, such as the shift from individual quality assurance (i.e. 

training and registration) to quality assurance based on the joint responsibility of care (i.e. 

medical audit), the shift in focus from structure (again training and registration) to process 

oriented quality assurance (i.e. guideline development), the shift from evaluating 

competence (training, 'teaching visitaties') to evaluating the conditions under which 

practising takes place ('quality visitaties') and, lastly, the shift from 'doctors only' (training, 

registration, medical audit) to doctors 'in collaboration with ' (guideline development, quality 

visitaties). 

The quality assurance activities mentioned here, will not be discussed in this paper. Others 

have done this extensively in the Dutch and international literature, (for example 

2 ,35 ,40 ,43 ) Two issues, however, must be mentioned here since they bear relevance to the 

(course of the) development of the visitatie programs for non-teaching practices: the visitatie 

model for teaching hospitals and the foundation of CBO. 

The specialty training has always been in the hands of the medical community. Since 

1966 , a visitatie program is operational for teaching practices under the auspices of the 

speciality societies aimed at the quality of the training. As is the case in many western 

countries, medical and surgical practices are being assessed on a regular basis in order to 

obtain or maintain their teaching status. The assessors focus on three aspects: the educator, 

the curriculum and the hospital setting. Only compliance with all the requirements, as 

determined through a collegial visitatie, wil l grant or prolong this status. This visitatie model 



later inspired the development of the Dutch visitatie programs for non-teaching departments. 

In common parlance the two models are also referred to as the 'teaching visitaties' and the 

'quali ty visitaties'. 

C B O (literally: the Central Support Organization) was created in 1979 as an organization 

to help clinicians in their self-imposed task of medical audit. (44) It was one of the gains of 

the negotiation process that took place between the government and the medical specialists 

over the introduction of medical audit in the context of hospital medical staffs. Ever since 

the inception of CBO, its functions have broadened and its staff has increased. For medical 

specialists CBO's support activities have expanded to also include the areas of guideline 

development (since 1982) and visitatie of non-teaching practices (since 1992). 

From a quality assurance perspective, developing visitatie for non-teaching practices was 

the next logical step to make by the medical specialists. It introduces an external quality 

assurance model (/nferhospital surveys) and cautiously breaks through the peer character of 

earlier quality models. In involving the nursing staff, referring general practitioners, hospital 

managers and others in the survey, non-doctors also are granted a role in monitoring the 

quality of care medical specialists deliver. 

5.2 How was the development of visitatie politically embedded 
in medical quality policy? 

In 1988 the Central Board of the Dutch Specialists Organization (LSV), the umbrella 

organizat ion for all the specialty societies, published the policy document Tomorrow's 

Specialist in which she sketches the future of medical specialistic health care. (45) The 

document is a reaction to the government's ad hoc measures and cost reductions that are, 

in the eyes of the Board, merely sham solutions to the real problems in health care, with 

potentially very negative consequences for the quality of patient care. The Board pleads for 

a col laborative strategy, involving care givers, consumers and the government, in seeking 

optimum solutions for the problems in the health sector. With regards to the quality of 

medical specialistic care the Board suggests "to implement a visitatie system for non-

teaching departments in order to assess the functioning of departments or operational units 

within the hospital. Attention should also be paid to the performance of individual 

specialists". 

The pol icy document is discussed at a LSV organized conference later that year. Among the 

presenters are the secretary of state for health, Mr. Simons, and the chairman of the LSV 

Qual i ty Committee. In the light of the announced new legal framework on quality, the 

former explicitly approves of the visitatie model as a professional quality assuring 

mechanism. The latter, Dr. Brinkhorst, elaborates on the work of the Quality Committee, 

which was installed in 1988 'to develop an external review system through visitatie, in 

conformity with the visitatie program for teaching sites'. (46) The committee proposes to 

implement two different visitatie systems: the medical staff based (or: integral) visitatie 

system and the specialty based visitatie system. The specialty based visitaties would have to 

be administered and executed by the specialty societies focusing on the typical methodical-

technical aspects of that specialty. The integral visitatie system on the other hand, would 

have to direct its efforts to the more general aspects concerning the medical staff, 



evaluating the quality systems as developed by the medical staffs. These surveys are to be 

conducted by a specialists' delegation under the auspices of the LSV. 

The essential elements for both types of visitatie programs were defined by the quality 

committee. They can be summarized as follows: participation in a visitatie program should 

be voluntary, the program should be consultative in nature and be developed incrementally, 

uniform quality criteria are to be developed and the program must be complementary with 

internal quality assurance activities. Naturally, overlap between the two programs needed 

to be prevented. The realization of (both types of) the visitatie programs required close 

collaboration between the LSV and the speciality societies. 

The LSV took the lead in the integral visitatie program and adopted a stimulating, 

coordinating and facilitating role in the specialty based visitaties. The development of the 

two programs has taken different routes over the past decade: the integral visitaties never 

really took off, the specialty based visitaties however are now well established in medical 

quality policy. In the next section both will be discussed. 

5.3 How did the tension between the specialty societies and 
their corporate organization effect the development of 
visitatie? 

In 1989 , the LSV Quality Committee conducted seven integral pilot visitaties in general 

hospitals in order to evaluate the developed survey method and to assess the motivation and 

perceived added value of the survey. Obviously, the pilot surveys had landed on fertile 

grounds, because the Quality Committee was invited early 1991 to further develop the 

visitatie model in a second series of (10) pilot visitaties. Even before publication of the results 

of this second episode, the importance of visitatie was stressed once more in the LSV policy 

document Quality and Efficiency: "visitatie promotes the quality of medical professional 

collaboration and garantees society the commitment of the medical profession to quality 

assurance". (47) The results of the second phase of the pilot project were reported by the 

Quality Committee shortly after release of this policy document: the survey method and the 

supporting documents were developed and the first draft of the quality norms for medical 

staffs were formulated. Based on her experiences, the Committee recommended to continue 

the visitatie program "since surveying and being surveyed seems to have a quality improving 

effect". (48) The pilot visitaties however were never followed up. Despite all the pleads for 

introducing integral visitaties and specialty based visitaties simultaneously, LSV leadership 

seemed unable to convince its membership of the merits of the integral visitatie. The multi-

specialistic approach, the general character of these visitaties and the unfamiliarity with 

them, might explain the termination of the program. At a LSV organized meeting on visitatie 

policy, with representatives of all specialty societies present, one of the participants stated it 

as follows: "in contrast to the specialty based visitaties, with which doctors are familiar, it is 

hard to form a picture of the integral visitaties". (49) 

Besides these possible explanations, it is likely that the ending of the program was at least 

partly caused by the loss of LSV's dominant position as 'the voice of the medical specialistic 

community'. The reason for this decline dates back to 1990 , when the LSV, as one of the 

participants in the Five Parties Agreement, agreed to collaborate on reshuffling the incomes 

of the various specialties. Consequently, the tariffs of the better paid specialties, i.e. 



cardiopulmonary surgery, were cut back in favor of the lower paid specialties, such as 

pediatrics. Many specialists thought these cuts to be unjustified and therefore left the LSV to 

start up their own representative body; others left because they found the economic issues 

being overemphasized in LSV's policy making. (24) In loosing her leading role as the 

defender of the Dutch specialists' (material] interests, the gap between the LSV and the 

specialty societies widened. (50) The separate specialty societies became more prominent 

in making and defending their own specialty oriented policies. The split facilitated that 

administrative power was shifted into the hands of the specialty societies. The societies 

picked up the administrative gauntlet that was thrown at them, and so also claimed the 

administration of a solid quality assurance policy. The decreasing solidarity between the 

specialty societies made it more difficult for a collaborative effort such as the development 

of the integral visitatie program to succeed. 

It needs to be said, that although the integral visitaties left the stage early, the LSV did play 

an important role in stimulating and coordinating the specialty based visitaties as well as 

medical quality assurance in general. In the LSV's publication Quality assurance of Medical 

Specialists 1995 much attention is paid to the visitatie programs and on an operational 

level it contains regulations for a society's visitatie program, a basic questionnaire to be 

used in the surveys, draft quality standards and a standardized report form. (40) This 

standardizing work has been helpful in pulling together the various programs, who initially 

diverged in methodology, goal and scope. 

5.4 The rise and shine of specialty based visitaties 

Dutch medical specialists are organized in partnerships. Besides being an economic unit (for 

approximately 70% of the specialists) these partnerships are the most important operational unit 

for professional interaction. (35) Specialists therefore strongly identify with their group of 

partners. (51) The specialty based visitaties correspond well with doctors' perception of 

medical practice because they take these partnerships as a starting point. Also, most specialists 

are familiar with the specialty based surveys from the teaching setting in which they all spent 

many years of training. This surely facilitated the rapid spread of the visitatie program since no 

outsiders were needed per se to translate the teaching model into a model for non-teaching 

practices. This should not be taken to mean as if the two models only differ with regards to 

their target market. In essence, the purpose of the programs is different. The survey team in 

charge of evaluating a teaching practice is led by the question whether or not the site is 

'equipped' for specialty training. Strict (minimum) quality standards are available to make this 

judgement. However, the survey team conducting a visitatie in a non-teaching practice is 

focusing on the question whether or not it is reasonable to expect that the circumstances under 

which a professional group practices medicine will result in delivering high quality care. (52) 

Other major differences between the two programs relate to the confidentiality of the survey 

findings and the sanctions attached to a visitatie. In short, the results of a teaching visitatie are 

fed back to the colleagues being surveyed and to senior hospital management. The teaching 

status is at stake in this survey and so it can be, ultimately, withdrawn. A practice either passes 

or fails the test. The quality survey, on the other hand, is not built around a pass/fail system. 

Every report contains suggestions for improvement, but so far there are no formal sanctions for 



the non-teaching visitaties. Results are only reported back to the surveyed ones. These 

conceptual differences between the two visitatie programs can best be summarized by 

classifying the teaching visitaties as 'inspection' and the quality visitatie as 'education'. 

Needless to say, in reality this distinction is not absolute: an educational approach also needs 

standards and a normative approach also has educational value. 

In December 1986 , the scientific council of the quality supporting institute CBO proposes 

that all the societies install a quality committee. The proposal, previously approved by the 

LSV, argues that in order to be able to stimulate and support systematic quality improving 

activities, which is the responsibility of a professional society, ". . .a recognizable structure 

and continuity are needed". (53) In 1989 , 14 out of the 32 (35) and in 1993 all of the 

recognized societies, did have such a committee operational. (54) The discussion on the 

role of the specialty societies in assuring the quality of its members, and the installation of 

quality committees, prepared the soil for real actions. The availability of a quality assurance 

infrastructure, likely facilitated the start of the visitatie programs. It were these committees 

who initially worked on the elaboration of the visitatie programs. When the programs 

matured, and consequently became more time consuming, separate Visitatie Committees 

were launched that could dedicate all their efforts to the execution of the visitaties. 

INot surpnsingiy, the society oi surgeons was the first one to report on her visitatie 

experiences. Not only did the program know a positive reception by its participants, it also 

demonstrated quality improvement effects. (55) In the nineties, specialty based visitatie 

showed up in many other publications, in the press and even in an inaugural speech. (56) 

The societies of pediatrics and gynaecologists report their visitatie results on several 

occasions, giving insight in the nature and frequency of recommendations as formulated for 

the various surveyed professional groups. (57,58) The latter also presents her results in the 

context of practice variation and benchmarking pleading for more systematic quality 

improvement based on outcome analysis. (59) Most other specialty specific publications in 

the nineties are mainly descriptive in nature; they emphasize the progress in refining the 

survey methodology, the importance of initially forming a picture of 'the average practice' 

or the efforts to define a 'golden standard'. In a special edition of the Dutch Journal of 

Dermatology and Venereology, devoted to the 1 00 t ' 1 anniversary of the society of 

dermatologists, an article on visitatie is inserted, as one of the 10 contributions. The title a 

historic milestone is illustrative of the perceived importance of the program. (60) 

Several contributions from the staff of the quality supporting institute CBO, who are involved 

in the development and implementation of the visitatie programs of about a dozen medical 

specialties in the mid-nineties, offer an overview of the (differences between the) various 

programs and discuss actual themes. Furthermore, in many specialty linked journals, 

newsletters and policy documents, contributions on visitatie appear, making specialists 

aware of this newly introduced quality assuring activity. The press too is interested in the 

specialists' quality initiative as headlines such as Surgeons commit to quality label show. 

(NRC, 18 December 1993). 

All these publications and a series of articles on medical quality assurance in the popular Dutch 

journal Medisch Contact in 1996, illustrate clearly that visitatie of non-teaching practices 

gained a prominent place in the quality assurance policy of many scientific societies. 



5.5 Which other facilitating factors contributed to the anchoring 
of visitatie in Dutch medical specialistic health care? 

In painting a complete picture of the rise and spread of visitatie of non-teaching hospitals, 

a last facil itating factor needs to be added at this point: the discussions that took place on 

the legalization of visitatie in the context of re-registration of individual medical specialists. 

The discussions were fuelled by the report Quality assurance by re-registration of medical 

professionals that was conceived by the Quality Committee of the Royal Dutch Medical 

Association, the umbrella organization for all medical doctors (including general 

practitioners and physicians in social medicine), in preparation of the national quality 

('Leidschendam') conferences. (61) This report suggests visitatie as one of the elements of 

the re-registration model. The requirements for re-registration are rooted in the Individual 

Health Care Professions Act (Act BIG), one of the five pillars of the legal framework that 

supports quality assurance and self-governance of the health care parties. (62) The Central 

Col lege for licensure and registration of medical specialists is the responsible body for 

defining the legal criteria for the specialty training and registration of medical doctors. 

Triggered by the Royal Dutch Medica l Association's report, this College started looking for 

ways to assess and approve the actual level of performance of individual specialists, in 

continuation of the quantitative requirements for re-registration, in force since 1991 . Given 

the complexity of this assignment, the College took several years (1991 thru 1993) to make 

an extensive inventory of the existing medical quality assuring mechanisms as they were 

used by the specialty societies. Based on this inventory the first draft of the qualitative 

requirements for re-registration was presented at the end of 1994 . Visitatie was given a 

prominent place in the proposals, next to the standards set for continuing medica 

educat ion. Initially, the College proposed to include the results of the visitatie surveys in the 

decision whether or not to re-register an individual specialist. This, however, seemed one 

step too far in the eyes of the specialty societies, as well as in the opinion of CBO. Their 

resistance was partly based on the immaturity of the visitatie programs at that time. More 

fundamentally, the proposal was criticized because quality improvement, requiring an open 

and self-critical attitude, and external regulation, based on a pass-or-fai! approach, were 

perceived incompatible. Furthermore, the essential incompatibility of the group focus of 

visitatie and the individual approach of registration was ground not to embed visitatie in 

the framework of re-registration. Interestingly enough, in discussing the level of performance 

of specialists, it was put forward by several specialty societies that quality audits directed 

to the specialty groups were deemed more useful than individual quality assessments. 

(63 ,64) After debate and consultation, the College adapted her proposal and reformulated 

it in requiring specialists to participate in the visitatie program of one's specialty society. 

(65) Wi th this decision, visitatie is no longer a voluntary, but a mandatory activity for 

specialty societies to organize and for specialists to undergo. Although the discussion on 

the status of visitatie in the qualitative requirements was settled relatively quickly, the 

formulation of the criteria on continuing medical education keep the final approval of the 

entire proposal wai t ing. However, it is expected that the qualitative requirements will take 

effect shortly. In the meantime, most specialty societies carry out their visitatie programs as 

if the College's proposal was already in force. 



6 Discussion 

The professional autonomy of doctors is something that has been constantly negotiated and 

renegotiated between the state and the medical profession. Since the former is 

constitutionally involved in the delivery of health care, doctors' performance is explicitly 

questioned at times. To safeguard their professionalism, doctors must substantively respond 

to the challenges thrown at their feet by society. In this light we have discussed the 

introduction and dissemination of visitatie of non-teaching practices by answering the three 

research questions. Our personal involvement in the development of visitatie al lowed us to 

access certain relevant resources (documents and stakeholders) that otherwise might have 

stayed undisclosed for research. W e believe it also enabled us to interpret the collected 

data with a sense of nuance, being familiar with the political context, the parties involved 

and the interests at stake. Undoubtedly, our professional involvement challenges the 

scientific endeavour of objectivity. In answer to this we painted a detailed portrait of events 

in order to give insight in the (way) sources (were) used. Other descriptive research on the 

topic of introducing (both nationally and internationally) quality assuring mechanisms within 

the medical profession, confirmed our work methods and is in line with our analysis. (66) 

The results of this descriptive research, the strategy found most suitable in answering the 

research questions, are not meant to and can not be generalized to other health care 

systems. W e believe however that the results do contribute to the greater body of 

knowledge on external peer review, on quality assurance and on professionalization. 

Recently much attention is being paid to these issues in the international context, proving 

the actuality of the debate. A clear example of this is the 3 year research project on 

external peer review techniques (ExPeRT), funded by the European Commission; a project to 

which the International Journal for Quality in Health Care devoted a special issue last year. 

(67) It identified visitatie as one of the four principal models of external quality improvement 

in health care and acknowledges that it is gaining popularity outside The Netherlands. (68-

70) Although the delivery (and thus quality) of health services in EU countries remains the 

unique responsibility of individual states, the convergence of the various models into a more 

powerful and comprehensive model, is being discussed. (69.71) Clear insight into (the rise 

and spread of) each of the models is therefore necessary. 

In short, we discussed that concentrated in the late eighties and early nineties, several 

occasions took place that all together determined the start and spread of visitatie, (see 

figure 2: explanatory factors to the rise and spread of visitatie) Internal and external 

incentives to initiate and elaborate the visitatie programs succeeded and reinforced each 

other. The conflict between state and doctors over the specialists' income and the 

introduction of the market approach in the second half of the eighties provoked the medical 

community to internally discuss the future and governance of modern medical specialistic 

care: this is when visitatie of non-teaching practices was mentioned for the first time by the 

medical profession. When the first visitatie experiences were being communicated by the 

surgical society, the instrument turned out to be the answer to many questions asked by 

many different stakeholders. Visitatie entered the political stage as if it had been sent for, 

offering a conclusive reaction to the quest of self-regulation, the national agreements on 

quality assurance and the continuing search for ways to reduce health care costs. 



F i g u r e 2 E x p l a n a t o r y fac to rs to the rise a n d sp read of v is i ta t ie 

E x t e r n a l factors contr ibut ing to the rise 

a n d s p r e a d of v is i tat ie 

Factors w i t h i n the medica l profession 

contr ibut ing to the rise a n d s p r e a d of 

visitat ie 

1 . government's threat to interfere with the 1 . 

income of specialists in the late eighties 

2. introduction of the market approach in 

health care, deregulation and 

decentralization, marked by the publication 2 . 

of the Dekker report in 1 9 8 7 and confirmed 

and fol lowed up by several government 

policy documents 

3. the national quality conferences (the 

'Leidschendam conferences'), assigning the 

responsibility for the quality of care to the 

health care providers in 1989 and 1990 3. 

4 . a new legal framework on the quality of 

professionals, of health care institutions and 

patient rights. Crucial to visitatie was the 4 . 

Individual Health Care Professions Act 

(BIG). 

5. other developments in health care: changes 

in science and technology, increasing 5. 

bureaucracy and complexity of 

organizations, sub specialization, increase 

in number of health care related professions, 6 . 

several incidents concerning dysfunctioning 

specialists 

the development of quality policy in health 

care in general and of medical quality 

assurance in particular, in which visitatie 

was the logical next step 

the debate on the future of medical 

specialisfic health care, in which the LSV 

took the lead. Two LSV policy documents 

were most relevant: Tomorrow's Specialist in 

1 9 8 8 , and Quality and Efficiency in 1 9 9 2 . 

In both these documents the development of 

visitatie is encouraged 

several proposals of the LSV Quality 

Committee on the development of visitatie 

( 1 9 8 9 - 1992) 

the empowerment of the specialty societies 

to develop their own (quality) policy by the 

loss of LSV's dominant position as 'the voice 

of the specialistic community' in the nineties 

the method, scope and the mono-

disciplinary character of the visitatie 

instrument 

the availability of a quality assurance 

infrastructure within specialty societies as 

stimulated and supported by CBO in the 

late eighties 

the familiarity with visitatie as a quality 

assurance mechanism for teaching sites 

the debate on legalization of visitatie in the 

context of re-registration of medical 

specialists, fuelled by the Dutch Medical 

Association in preparation of the 

'Leidschendam conferences' in 1990 

The Dutch m e d i c a l p ro fess ion seems to have s u c c e e d e d in ma in ta i n i ng its p ro fess iona l 

a u t o n o m y . Dur ing the past yea rs , the vis i tat ie p rog rams have been p e r c e i v e d by many 

s takeho lde rs as c r e d i b l e instruments for assur ing the qua l i t y of pa t ien t c a r e a n d w i t h that, 

the p o s i t i o n of the m e d i c a l p ro fess ion as a re l iab le par tner in de l i ve r i ng heal th c a r e has 

b e e n re -es tab l i shed . In terest ing ly enough , this has been a c h i e v e d w h i l e m a i n t a i n i n g the 

v is i ta t ie results c o n f i d e n t i a l . U p till now, there has been min ima l e x c h a n g e of i n fo rmat ion 



about clinical practice and outcomes. So, while it remains unknown to the public what the 

actual quality of the delivered care in the various practices is, and whether or not visitatie 

has a positive impact on that quality, visitatie as a means of quality assurance has gained 

the public trust. As long as there are no signs of serious dysfunctional practices, it is easy to 

take self-regulation for granted. The public might want to believe that good clinical practice 

is also a result of the fact that a system of preventive professional visitaties is in place. It is 

very likely that this positive attitude will change when cases of unacceptably poor practice 

are being identified. There is one situation to underpin this. In 1997 , the press started a 

process to make the visitatie report of a presumed dysfunctional practice public; ultimately, 

disclosure was forced by the Dutch Council of State (the body supervising the legislative 

processes). 

Not surprisingly, medical doctors are very reserved in sharing visitatie results. Their 

willingness to participate in the visitatie programs of their speciality societies has a lot to 

do with the confidential status of the results, the lack of formal sanctions and the fact that 

the visitaties are aimed at 'getting better' in stead of 'eliminating the negative outliers'. If 

the occurrence of incidents of dysfunctional doctors or practices had been the main 

incentive for the development of visitatie, it might not have been so successful. W e would 

have seen a more defensive attitude and a similar visitatie model. Quality improvement 

requires a positive environment to grow and bloom. Nevertheless, in line with the current 

spirit of the age, more transparency is expected with regards to the visitatie results. (72,73) 

The rise of the visitaties in the late eighties, the shine of the programs in the mid and late 

nineties and the foreseen formal anchoring of the instrument in the near future, prove that 

the medical specialistic community takes her accountability for the quality of patient care 

seriously. In other words, for the collectivity of medical specialists, visitatie has come and 

gained the victory. However, although the key players, the representatives of the organized 

specialists and the government, are aware of these positive results of this political struggle, 

the practising physician might be less conscious of its benefits. To him, reality is that he is 

faced with another 'bureaucratic' demand which keeps him from caring for his patients. 

Since the collaboration of practising doctors is needed in preventing that visitatie wi l l leave 

the stage as quickly as it entered it, its added value on a individual and group level is 

crucial. In stead of spending too much time to perfection the structures and supporting 

documents already in place, new directions are necessary. Initiatives taken by some 

specialty societies are a cause for optimism, such as the more process oriented approach 

that the dermatology society is experimenting with, and the pathologists' initiative to 

integrate the professional based visitatie program with the organization based certification 

model for laboratories. The latter is indicative for a more general development in the Dutch 

health system: in tune with the movement of involving doctors in hospital management, the 

integration of the doctors' based visitatie model with the hospital based accreditation and 

certification models is propagated. (74) Furthermore, in discussing new directions, it is 

likely that the perceived value of the visitaties will increase if the survey focus is shifted from 

the circumstances under which clinical practice takes place, to clinical care itself. The time 

seems ripe for this challenge. Deriving feasible measures of outcome that can be used in 

evaluating the effectiveness and efficiency of services seems difficult, but is not impossible, 

as is shown by a recent study on quality assurance in obstetrics. In this study population 

adjusted obstetric interventions and mortality rates are used to compare obstetric practices 



and raise the quality of care. [75] In general it is foreseen that with the further development 

of specific databases on specialty specific topics (i.e. registries for surgical complications, 

obstetrics, total hip replacement) specialty specific indicators will become available that 

can be integrated in the visitatie process. Lastly, to increase the merits of the visitaties more 

attention needs to be paid to the implementation of the recommendations. Currently, three 

specialty societies are experimenting with professionally supporting the implementation of 

recommendations. To improve and encourage the implementation of recommendations, 

several practices are offered a limited number of hours of help by management consultants. 

The support, that is offered under the name Quality Consultation, is subsidized by the 

ministry of Health. It is expected that the impact of the visitaties in terms of complying with 

standards and fol lowing up recommendations will be much greater for those practices and 

specialists participating in the project. Evaluative research will have to show this. (76) 

In conclusion, visitatie has proven itself a sufficient vehicle in the professionalization of 

medical specialists. To also maintain its value as a quality assuring instrument for the 

professionals undergoing the surveys, continuous improvement and embedding in the totality 

of quality improving activities is requested. 
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Chapter 3 

TB n 



VISITATIE BY MEDICAL SPECIALISTS IN A LEGAL 
PERSPECTIVE 

To assure and improve the quality of patient care much is being invested by health care 

providers. In different parts of the world the preferred approaches vary. In the UK the focus 

is on the revalidation of doctors (1-3), in the USA patient safety is emphasized (4-5), in 

Australia clinical indicators enjoy a high profile (6) and in The Netherlands visitatie has 

become an important vehicle for professional quality assurance. (7,8) Visitatie is a peer 

assessment method focussing on the organization and delivery of individual health care by 

means of a standardized on-site visit. It is a doctor-led and -owned quality assurance 

activity, meaning that medical specialists administer and execute the visitatie programs. 

Visitaties are ultimately aimed at improving patient care quality. 

Legally, Dutch institutions and professionals base their actions on various health laws, such 

as the Care Institutions Quality Act, the Individual Health Care Professions Act and the 

Medica l Treatment Contracts Act. Although quality assurance remains to a large extent in 

the formal domain of national authorities, the development of legal frameworks in an 

international context can be expected. (9) This calls for the exchange of knowledge about 

nationally developed systems. This paper concerns the legal perspective of visitatie of non-

teaching medical practices. 

Although the Dutch dict ionary Van Dale defines 'visitatie' as a 'skin-search', the peer review 

method is not that physical and there is no need for medical doctors to feel searched for 

hidden talents or deficiencies. Visitatie of non-teaching medical practices, introduced by the 

Dutch Society of Surgeons in the late eighties, is now a well-established professional quality 

assurance system in all of the 2 7 Dutch medical specialty societies. (10) By growing to its 

full stature, the societal interests in visitatie have increased. Once started as a 'peers only' 

Q A program, visitatie has grown to become an activity involving many actors and even 

more stakeholders. 

Studying the phenomenon of visitatie, many legal questions arise. This paper deals with the 

main legal aspects of: 

1 . The design of visitatie as a peer review system (i.e. who sets the standards, what is 

their legal strength, who carries out the assessment and what skills and expertise are 

required) 

2. The (potential) external effects of the functioning of an internal system (i.e. can doctors 

be forced to submit themselves to a visitatie, can the visitatie results be publicly 

disclosed, what sanctions - collectively and individually - can be attached to the 

visitatie results and is there a possibility of appeal?) 

3. The role of the health care setting in which the visited peers operate (i.e. how does the 

organization influence a doctor's position, what is the meaning/role/responsibi l i ty of a 

partnership in a visitatie?) 

The visitatie context 

Visitatie of non-teaching practices focusses on the quality of patient care. More specifically, 

the conditions for realizing quality patient care (practice keeping) and the systematic 



assurance and improvement of that care (the quality management system) are stressed in the 

survey. The visitatie programs of the 2 7 speciality societies show considerable 

resemblance. (1 1-13) Most societies installed a Plenary Visitatie Committee, usually 

operating under the auspices of the Quality Improvement Committee, taking care of the 

development, execution and maintenance of a visitatie program as approved by the 

general meeting of specialist members. This committee develops all the necessary visitatie 

documents, proposes quality norms to the general meeting, recruits and selects (peer) 

surveyors and approves and ratifies the practice specific visitatie reports. For the actual on-

site survey, per practice an ad hoc visitatie team of (2 to 4) peers is formed. Criteria for 

the selection of peer surveyors, the composition of the ad hoc survey teams and other 

procedures are formulated by each specialty society and documented in the visitatie 

regulations. 

Visitatie in the format discussed here, is a method of inter collegial assessment or peer 

review. Depending on which perspective one chooses to study visitatie, it can be 

characterized as either an internal or external review system. External since peers from 

outside the surveyed practice (hospital) conduct the survey, but internal since the assessment 

takes place within the boundaries of one specialty and one professional society. However 

visitatie is alluded to, it is clear that both the evaluation procedures and the visitatie norms 

are developed by, for and within the separate specialties and that the execution of the 

reviews is a matter of the medical profession. Legally it is relevant to know who sets the 

norms, who conducts the surveys and what sanctions are available. The starting point is 

that peers set the norms as well as perform the assessments. Therefore, sanctions should 

also be determined and appl ied by the profession; the field of competence is limited by the 

boundaries of the profession. 

Next to the relatively new visitatie of non-teaching practices, also referred to as the 'quality 

visitaties', reviews of teaching practices have been in place since the sixties. In contrast to 

the quality visitaties these surveys aim at the quality of the training, the trainer and the 

training site and are conducted to obtain or maintain a teaching status. Obviously, the 

quality of patient care is equally important for teaching sites. Therefore, the Dutch 

organization of medical specialists [Orde van Medisch Specialisten), the umbrella 

organization for all the specialty societies, together with the Dutch Institute for Health care 

Improvement CBO, are currently developing an integrated framework for the visitatie 

programs for teaching and non-teaching practices. This could result in a 'baseline visitatie' 

for all practices, comparable to the current system of quality visitaties, complemented by a 

'teaching section'. Although the ' integrated' visitaties are not common property yet, several 

specialty societies have conducted one or more of them over the past few years. 

Developing visitatie norms 

Based on the visitatie experiences and aggregated quantitative visitatie data, quality norms 

are being developed incrementally per specialty. In the first trajectory the implicit quality 

perceptions of the peer surveyors are made explicit by means of formulating practice 

specific recommendations. These recommendations are then presented to the Plenary 

Visitatie Committee who determines whether the recommendation has a local meaning only 



or should be extended and made valid to the whole profession. In the latter case the 

Committee formulates a quality norm to be presented, approved and ratified by the general 

meeting. The second trajectory builds on the available quantitative visitatie data. For 

certain aspects of medical practice organization quality norms are set based on the 

analysis of a number of visitatie reports. A study of the Dutch Society of Obstetrics and 

Gyneco logy exemplifies this approach. (14) The Dutch Society of Internal Medicine has 

conducted similar exercises. The visitatie experiences of the Dutch Society of Surgeons 

resulted in publication of the document Quality Norms for Surgery Practices. (15) This 

document was authorized by the society's members in 1996 , and has since been used for 

review of all surgery practices, teaching as well as non-teaching. 

The visitatie norms translate in concrete terms the concept of 'responsible care' as 

mentioned and meant in both the Care Institutions Quality Act and the Individual Health 

Care Professions Act (article 40) . (16-19) Also, they give meaning and substance to the 

concept of 'good care providership' as meant in the Medical Treatment Contracts Act. 

Although the development, ratification and use of the visitatie norms are matters of the 

profession, they do have a legal dimension. The purport of 'good care providership' and of 

the rules for conscientious and careful medical practice as articulated in the various Quality 

Acts, is to offer footing to judges when faced with quality of care evaluations. Keeping this in 

mind, reliability of the visitaties and the possibility for an appeal become relevant issues. (20) 

Reliability 

Scientific studies researching the reliability of visitaties are not yet available. Nevertheless, 

measures are being taken to assure and increase the reliability. Firstly, the visitatie process 

is being standardized. Each specialty society uses a visitatie questionnaire that needs to be 

fi l led out by the reviewed peers before the visitatie takes place. This questionnaire is the 

leading document for the interview with the specialist group. For the interviews with other 

parties, such as the hospital administrators, the medical staff representatives and the nursing 

staff, interview guidelines are avai lable. Other important documents are the pre-structured 

visitatie report and the avai lable visitatie norms. Where norms are lacking surveyors hold 

on to the 'golden rule' that within the ad hoc visitatie team consensus needs to be reached 

on the practice-specific recommendations for improvement. 

For the reliability of the visitaties, the quality of the surveyors is crucial. Many specialty 

societies have a so-called 'Col lege of surveyors': a relatively small group of specialists who 

perform at least 2 or 3 visitaties per year. Within this group the required experience and 

expertise can be build up. Further, surveyors can be trained in gathering objective data. 

Lastly, a number of specialty societies collaborate with a professional facilitator who 

oversees the accuracy of the procedures and drafts all the visitatie reports. This is beneficial 

to the uniformity, the reliability and the comparability of the various visitatie programs. 

Despite all the measures taken, and even apart from them, surveyed peers may not agree 

with the conclusions as laid down by the ad hoc visitatie team and approved by the 

Plenary Visitatie Committee in the visitatie report. The surveyed specialist groups can than 

turn in a motivated plea with the Plenary Visitatie Committee. This Committee, considering 

the objections, wil l adjust and ratify the report. 



Self-regulation and its external impact 

Characteristic of the visitatie norms is that they originate within the frame and context of 

self-regulation. It concerns rules, with a binding pretence, for a certain group. In general, 

the power of self-regulation depends on the format chosen. In the case of visitatie the 

format is one of internal group regulation. The context is the specialty society, within which 

a majority decision is binding for its members. This is how quality norms can be laid down, 

and also how sanctions can be dictated, from financial or other obligations to suspension 

or termination of the membership. Of course, one can duck out of this regime by leaving 

the society. This shows the weakness of self-regulation compared to generally binding 

legislation: membership, of any society, cannot be forced upon people. However, some 

societies have a monopolistic character: to be able to use a tennis court one has to be a 

member of the tennis club. Also, certain legal or societal mechanisms can make 

membership de facto mandatory: subscription in a register can be made dependent on the 

membership of an organization. Through the membership of their specialty society many 

medical specialists submit themselves voluntarily to self-regulation. 

Voluntary or mandatory participation for visitaties? 

A number of specialty societies have made visitatie a mandatory activity for their members; 

others have chosen, as yet, for voluntary participation, hoping and expecting that by 'peer 

pressure' all colleagues will be surveyed once every five years. As argued before, 

specialists who are a member of a specialty society can be forced by a legally valid 

decision to resign themselves to visitatie. Principally, without losing their subscription in the 

specialist register, they could withdraw from the specialty society's jurisdiction by 

terminating their membership. However, this 'escape' has been superseded by a higher 

legal institution: the Central College for licensure and registration of medical specialists, the 

responsible body for defining the legal criteria for the specialty training and registration of 

medical doctors, will soon require specialists, under penalty of exclusion of the register of 

specialists, to participate in the visitatie program of one's specialty society. (21 ,22) This 

decision was preceded by discussions with the specialty societies. The initial proposal of 

the Col lege, to also include the results of the visitatie surveys in the decision whether or not 

to re-register an individual specialist, did not (yet) pass the debate. This should not be taken 

as if the mandatory visitatie is the only qualitative requirement the College put forward for 

the individual re-registration of physicians: specialists should also have participated 

sufficiently in accredited continuous medical education activities. Lastly, the quantitative 

requirement of 'regular practice keeping', in power since 1 9 9 1 , will remain in force 

without abatement. 

Public disclosure of the visitatie reports 

Considering visitatie as a form of internal quality assurance one could defend the statement 

that there is no need to make visitatie results public, ergo outside the circle of professionals. 

Today, the survey findings are still confidential; the results are provided only to the 



specialists being surveyed. However, some initiatives and incidents announce change with 

regard to the confidential status of the visitatie reports. 

Firstly, local arrangements on voluntary disclosure of visitatie reports are common. The 

Dutch Society of Surgeons reported in 1993 that 78% of the reviewed surgery partnerships 

shared the results of the visitatie with their hospital management. (1 3) Given the shared 

responsibility and mutual dependency of doctors and hospital administrators in delivering 

quality patient care this is not surprising. 

Secondly, in 1997 , the press managed to have a visitatie report of a presumed 

dysfunctional practice publicly disclosed. (23,24) In this case, the Inspectorate of Health 

investigated the practice and used the visitatie report as drawn up by the Dutch Society of 

Obstetr ics/Gynecology. Since the Inspectorate is a public body, operating under the direct 

responsibility of the Minister of health, TV-reporters claimed disclosure of the report based 

on the Act on Public Administration. The interest of public disclosure was weighted against 

other interests such as the continuous willingness of medical doctors to participate in the 

visitatie program and the potential harming effect of disclosure on an individual doctor. The 

judge ruled against the confidential status of the visitatie report; this decision was confirmed 

in further appeal . (25) 

Lastly and most recently, confidentiality is under pressure since in the new collective 

agreements between hospital administration and its medical staff, on which the individual 

contracts with the hospital's practising independent specialists are based, the requirement to 

share selected visitatie results has been added: "the medical specialist must cooperate in 

the hospitals' quality management policy, which implies, amongst others, participation in 

visitatie, On request of the hospital administrative board and /o r the board of the 

medical staff the medical specialist will to the best of his ability provide information 

concerning the results of the visitatie, ". (26-27) 

Surely, the rationale behind all these actions rests on the belief that the release of data will 

lead to improved quality and facilitate patients to make better informed choices. Therefore, 

in the context of implementing quality improvement measures, the debate on the (limited) 

disclosure of the visitatie results seems advisable and necessary. However, the disclosure of 

the visitatie results might have the unintended effect that specialists grow shy and mask or 

cover up shortcomings; this would set the cart before the horse. 

One could wonder if disclosure of the visitatie results (of non-teaching practices) can be 

enforced since the enactment of the Care Institutions Quality Act in April 1996 . Article 5 of 

this Act requires health care institutions to document their quality management efforts in a 

yearly report, including 'the frequency with which quality assessment was performed, the 

methods used and the results achieved'. This stipulation, however, does not need to be 

interpreted as if the visitatie reports as such are to be published. Irrespective of this, the 

Inspectorate of Health, based on her supervising task as documented in the Care Institutions 

Qual i ty Act, may claim access to the visitatie reports at any time. 

Finally, the visitaties of teaching practices come under a different regime: since the hospital 

itself needs to comply with the requirements for teaching institutions as set by the Central 

Col lege for licensure and registration of medical specialists, the visitatie reports are self-

evidently made known to the hospital administrators. 

f j | 



Sanctions and the organizational context 

Lastly, the question is whether sanctions can be imposed on negative visitatie results, and if 

so, which sanctions. For teaching practices the teaching qualification can be conditionally 

extended or even withdrawn. For non-teaching practices it is more complicated. Options 

are to force a practice to take certain measures, to develop protocols, to put the physicians 

through educational activities or to enforce them to arrange professional support. Potential 

sanctions with regards to individual doctors have been mentioned before: besides 

individually focussed measures such as coaching, supervision or (continuous) medical 

education, the most severe sanction that can be imposed is to expel a member from his or 

her specialty society. Individual sanctions are not always straightforward: can shortcomings 

be unambiguously ascribed to the individual professional, or are the specialist group 

a n d / o r the health care institution also (at least in part] to blame? In other words, before an 

individual doctor can be punished, based on the visitatie results, it must be firmly 

established that he is to blame for the failure in question. Particularly the legal 

consequences of visitatie need to be considered fully. 

Closure 

It is impossible to imagine professional quality assurance today without visitatie. However, 

more time needs to be al lowed to further develop and enhance the mechanism, in terms of 

setting the norms and refining the procedures. In this article a few important legal aspects 

of visitatie have been explored. The enactment of visitatie procedures and norms is a form 

of self-regulation. For their members the medical specialty societies make legally binding 

decisions. But non-members too are obl iged by law to submit themselves to visitatie. 

This judicial exploration invites one to further investigate certain visitatie aspects. 

Particularly interesting are the legal consequences of visitatie for practices as well as for 

individual professionals. The (public) disclosure of the visitatie results and the sanctions 

imposed to practices and individuals require special attention. As long as a mist surrounds 

the precise consequences of visitatie, it is our opinion that the specialty societies should be 

left room for further development of the visitatie system. Than, a well-balanced system of 

baseline visitaties for all practices completed by addit ional visitaties for i.e. teaching 

practices or practices with specific top clinical functions will be in store for medical 

specialists and society at large. 
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PRACTICE COMPARISON OFFERS CLUES FOR 
IMPROVEMENT OF PRACTICE MANAGEMENT: 
VISITATIE OBSTETRICS AND GYNAECOLOGY AS 
AN EXAMPLE 

Improving health care requires knowledge. An important part of this concerns professional 

knowledge: knowledge about human beings, knowledge of the human body and its 

functioning, and of diagnostic and therapeutic methods and techniques. Batalden and Stolz 

argue that, in addi t ion, a different kind of knowledge is necessary to improve daily 

practice management in health care, so-called improvement knowledge. (1) This would 

enable health care providers to use their professional knowledge in such a way that more 

and faster improvements can be realised. Improvement knowledge consists of four elements: 

knowledge of variation, system knowledge, knowledge of (work and change) psychology, 

and theory of knowledge. 

In this article, we show how the knowledge of variation, by means of practice 

comparisons, can contribute to the improvement of the quality of o b / g y n care. W e base 

this on the results of the visitatie program of the Dutch Society of Obstetrics and 

Gynaecology (NVOG). 

Visitatie of non-teaching practices 

In 1993 and the first half of 1994 , 1 8 visitaties were performed as part of the N V O G 

visitatie program for non-teaching practices. The aim of these visitaties or on-site visits is to 

arrive at a diagnosis of the quality of the o b / g y n practice management of a partnership 

and to formulate recommendations for improvement, based on this diagnosis. 

The visitaties of non-teaching practices are aimed at improving the quality of patient care. 

This is different from the visitaties of teaching sites, which focus on the quality of the 

specialty training. Another difference is that the teaching site visitaties may result in 

wi thdrawal of the teaching status; in contrast, there are no sanctions available to non-

teaching visitaties. However, the Central Col lege for licensure and registration of medical 

specialists recently decided that visitatie results wil l become one of the qualitative criteria 

for registration renewal of specialists. (2) 

In diagnosing opportunities for improvement, the visitatie committee evaluates whether the 

conditions are sufficient to enable high quality care. To this end, the visitatie committee 

(usually three colleagues and a facilitator) spends an entire day interviewing everyone 

involved in o b / g y n care, such as the nursing staff, obstetricians, the medical director, 

pediatricians, urologists, anaesthesiologists, and referring general practitioners. The use of 

cl inical guidelines, interdisciplinary and intradisciplinary collaboration, (repeat) referral 

policy, continuing medical education and (the method and results of) performance 

evaluation are discussed. The range of discussion topics makes clear that visitaties are not 

primarily focussed on patient care itself: a visitatie is not intended for making reliable 

statements regarding the quality of patient care at the level of individual doctor-patient 

relationships. (3) Patient care, however, is certainly part of the discussions with the 



partnership, for instance in the sense of interpreting documentary materials supplied by the 

partnership prior to the visitatie. The (supplied) quantitative data of a practice to be visited 

can be charted by the N V O G prior to the visitatie, for the sake of comparison with other 

practices. The visitatie committee can use the ensuing inter-practice comparisons as starting 

point for an on-site discussion about quality improvement. 

Practice comparisons: interpretation of variance 

The visitaties of 1 8 o b / g y n practices, conducted as previously discussed, resulted in a 

large volume of quantitative data. If we compare the 1 8 clinics on the basis of these data 

(see the example in figure 1 ], we can draw one conclusion only: there is a large variation 

in practice management. There is a tendency to think about this variation in terms of ' good ' 

and ' bad ' : a preferred norm is established (often by using, not always correctly, the mean) 

and the distance to one's own situation is measured. The greater the distance, 'the worse 

we are do ing. ' However, it makes more sense to think of this variation not in terms of black 

and white but rather as the result of two types of causes: coincidental and special. (4) 

Physicians are trained to read and interpret variation; they are trained in studying patterns. 

Some patterns form a signal; they are indicative of the cause: for example, a temperature 

list will suggest certain infections. It is a medical skill to recognise whether a pattern is 

important or not, when a signal (a special cause) is seen or when 'noise' is detected (a 

coincidental cause). 

It appears to be a not very difficult but useful new task for specialists to apply the 

knowledge that they acquired during their training and of which they also have experience 

as clinician or researcher to the field of quality care as wel l . This article challenges them to 

do so. 

F i g u r e 1 Number of deliveries per gynaecologist per year in 1 8 surveyed non-teaching 

practices (A-S), 1 9 9 3 / 1 9 9 4 

A B C D E F G H J K L M N O P Q R S 



Variance in practice management with regard to abdominal or 
vaginal hysterectomies 

Table 1 depicts practice management with regard to abdominal and vaginal hysterectomies 

for the 18 o b / g y n practices that underwent visitaties. The table shows a large variance in 

the practice management of the 1 8 practices. Within a period of one year, a total of 1776 

abdominal and 9 5 9 vaginal hysterectomies was performed by all 18 practices combined. 

The range is w ide : one clinic performed only 1 vaginal uterus extirpation, whereas the 

practice with the highest number of vaginal hysterectomies performed 1 39 uterus 

extirpations in the same year. The numbers for abdominal hysterectomies are 1 3 and 21 1 

per practice respectively. 

On average, gynaecologists at the 18 visited practices performed 12 vaginal and 24 

abdominal hysterectomies in the year of the measurement; depending on the practice, 

however, the numbers varied from 0 to 35 vaginal and from 7 to 4 4 abdominal 

hysterectomies per gynaecologist per year. Part of this variation can, of course, be 

corrected for by standardising the adherence areas of the practices (because the larger the 

adherent population, the more hysterectomies can be expected to be carried out, in 

absolute numbers). But even if the adherent population of all practices is standardised at 

5 0 , 0 0 0 people, then a range of a minimum number of 1 8 and a maximum number of 72 

abdominal hysterectomies per partnership per year can still be determined (calculated for 

14 partnerships). Furthermore, an interesting feature in the table is the proportion of 

abdominal versus vaginal uterus extirpations; at one clinic, 33% were carried out 

abdominally, whereas at another, 99%. 

T a b l e 1 Practice performance in 1 8 surveyed non-teaching specialist groups of 

gynaecologists with respect to abdominal and vaginal hysterectomies; year numbers 

Total Average numbers (extremes); 
SD 

abdominal hysterectomie 

• percentage of total number 

of hysterectomies 

• per gynaecologist 

• standardized for adherent 

population* § 

vaginal hysterectomie 

• per gynaecologist 

1776 99 (13-21 1); 44,9 
66 (33-99); 19,1 

24 (7-44); 8,8 

563 40 (18-72); 13,3 

959 53 (1-139); 42 

12 (0,3-35); 8,2 

Adherent population of 50.000 people 

Calculated over 14 specialist groups 



Relation between variation and quality improvement 

The question is how knowledge of variation in gynaecological practice management can 

be applied towards improving health care. To that end, we need to know the cause of the 

observed variation. 

Previously, it has been suggested that variation is the result of two types of causes, 

coincidental and special. Figure 2 shows that, on the basis of statistical analysis, it can be 

stated with a confidence interval of 95% that for the non-marked numbers, the variation 

cannot be ascribed to coincidence. This implies that, for 1 3 out of the 1 8 practices, the 

variation therefore needs to be explained by a 'special ' cause. Variation with a special 

cause requires action: initially, identifying that cause. One cannot decide whether further 

action is desirable or necessary until this cause is known. 

F i g u r e 2 Percentage abdominal hysterectomies on total number of hysterectomies per year 

in 18 surveyed non-teaching practices (A-S), 1 9 9 3 / 1 9 9 4 . The marked numbers are based 

on variance which can be ascribed (p=0.05) to coincidence. 
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A B C D E F G H J K L M N O P Q R S 

Basically, there are two categories of special causes of variation in practice management: 

the patient populations may not be comparable and the management may differ from 

practice to practice. 

Differences among populations. Factors that are of importance in the choice for either 

abdominal or vaginal uterus extirpation in the population of patients that need to undergo a 

hysterectomy are, for example, the nature and severity of the disorder, the age of the 

patients and the likelihood of complications. W e may assume that, if the composition of the 

concerned population of women varies strongly among the 18 practices, this explains at 

least part of the variation in figure 2. N o solid conclusions can be drawn on the basis of 

the data that were collected during the visitaties. However, it is highly unlikely that the 



observed variation would disappear completely, if the data were to be corrected for the 

composit ion of the patient population. It is therefore probable that the variation in practice 

management with regard to the carrying out of abdominal and vaginal hysterectomies can 

partly be explained by differences in policy. 

Differences in policy. Policy differences offer partnerships opportunities for reflection and 

perhaps also starting points for improvement. The latter is the case if there are indications 

that one policy is better than another. A policy difference, however, does not necessarily 

imply that one policy is better than the other. Here, the designation 'policy' is used very 

broadly, as 'the way in which and the surroundings within which the gynaecologist shapes 

the activities'. This, therefore, includes indication assessment, as well as taking continuing 

education, the presence or absence of protocols for diagnostic and therapeutic activities, 

supervision of residents (not-in-training) and so forth. 

The performance of the partnerships is characterised by intensive mutual collaboration and 

feedback. The combination of training (including continuing education), personal 

experience and the personality of the various partners wi l l , in practice, colour this 

col laboration and feedback and lead to reasonably constant indication assessment, specific 

to this partnership. For that reason, there wi l l rarely be any sudden annual variations in the 

numbers of carried out procedures. Different partnerships wil l produce different numbers 

(also fairly constant for the partnership) as a result of the combination of background, 

educat ion, experience and so forth, unique to them. 

Comparisons among practices may be able to chart the current differences in cooperation 

and , possibly, voids within Dutch gynaecology partnerships. After analysis of the possible 

special causes, the comparisons may lead to less variation in practice management. 

W e emphasise that we do not argue that the mean should also be the norm. A visitatie 

committee wi l l , therefore, not be able to pass negative judgement on the quality of the care 

provided by that partnership on the basis of an outlier value; such an outlier, though, is a 

reason for the visitatie committee to inquire after, for instance, the indication protocol for 

either abdominal or vaginal hysterectomy and to verify if this indication protocol matches 

what the profession considers to be appropriate. The N V O G attempts to hold a mirror to its 

members about their practice management, in this development phase of the visitatie 

program, among other things by comparison with other practices. 

The 'mirror' offered in figure 2 provides partnerships with insight into their practice 

management with respect to hysterectomies and may be a reason for the gynaecologists 

concerned to pay more attention to it. Some of the non-marked practices will have to reflect 

on the question why they carry out more than 70% of the hysterectomies abdominally. Does 

the indication perhaps need to be revised? Are all members of the partnership sufficiently 

trained in both techniques? Are the necessary facilities available and how important is the 

gynaecologist's preference in the policy choice between abdominal of vaginal? A (future) 

explanation may, for example, be that vaginal hysterectomies are carried out less frequently 

because laser ablations or endometrium destructions in menorrhagia cases are appl ied by 

means of a different method. 

But other practices are also requested to scrutinise their own actions. In addit ion, they may 

pose the question whether their practice management meets their own (quality) standards. 



One can also ask how the numbers of practices H and P should be interpreted (see figure 

2). Can they perhaps play a role in the process of benchmarking (i.e. comparison of 

(processes in) the practice concerned with other, comparable (processes in) practices with 

more desirable results)? In short, figure 2 evokes more questions than it answers - which is 

exactly its function. 

What is said about hysterectomies is also appl icable to other data that were collected 

within the framework of the N V O G visitatie program. Graphic overviews of, for instance, 

the number of clinical admissions, the number of day cases, the number of new and the 

number of follow-up outpatients, the number of (trans)vaginal repair and (or) incontinence 

operations per year and the average adherent population per gynaecologist, without 

exception, indicate a large variation in practice management. Table 2 provides an 

overview. 

T a b l e 2 Key characteristics of 

gynaecologists; year numbers 

surveyed non-teaching specialist groups of 

Characteristic Total Average number 

number (extremes); SD 
Number of 

surveyed 

practices 

General 

gynaecologists 

adherent population ob/gyn 

adherent population per 

gynaecologist (*1000) 

74 4 [2-7); 1,2 

1000) 1.901 136 (60-350); 77 

32 (20-64); 10,5 

14 

14 

Clinic 

total number of admissions 36.955 

• clinical admissions 27.860 

• admissions in day care 9.095 

admissions per gynaecologist 

admissions per 103 adherent persons 14.027 

(trans)vaginal repair surgery per 

gynaecologist 

incontinence surgery per gynaecologist 

2.309 (456-4400); 1086,8 16 

1.857 (1228-3200); 549,5 15 

568 (318-1200); 227,6 16 

563 (1 14-864); 175,4 16 

1.002 (409-1409); 250,8 14 

15 (7-25); 5,5 14 

4 (0-18); 4,1 14 

Ambulatory care 

new patients 

follow-up patients 

new patients per 105 adherent persons 

follow-up patients per 1 05 adherent 

persons 

64.935 3.608 (1 141-6800); 1707,6 18 

197.378 10.965 (3320-21.1 17); 5195,5 18 

20.613 1.472 (468-2794); 593,5 14 

61.333 4.380 (1361-7546); 1690,1 14 



It should be noted that obstetrics, which traditionally works more with numbers, thanks to 

the Nat ional Obstetrics Registration, has progressed much further than gynaecology in 

offering insight into its own actions, by means of comparisons of results among the various, 

comparable practices. 

Wha t all these quantitative data have in common is that they indicate 'what' has 

happened, but provide no information as to the 'how' and 'why'. The example of the 

hysterectomies shows that x% were performed abdominally and y% vaginally. It does not 

give any information about why a hysterectomy was carried out and how the operation 

went. Have there been any complications? How long did the patient's stay last? And so 

forth. Currently, there is a strong emphasis on this type of process measurement (so-called 

'performance measurement') in countries like the United States, Canada and Australia, also 

within the framework of the various visitatie programs. It is expected that the Dutch visitatie 

programs wil l also end up asking for attention to measurements of care (provision) 

processes. After al l , if it turns out that we are not satisfied with the results, we will have to 

implement changes in the process. 

Compare with whom? 

Suppose that a partnership wants to know how many women with a caesarean section in 

their medical history deliver vaginally. After measurement, it turns out that 20 out of 100 

women who previously underwent a caesarean section, deliver vaginally the second time. 

This 20% number has little significance if it is not compared with other numbers. If the 

partnership compares the number with last year's 15%, it may be pleased with the 

accomplished improvement. If the 20% are contrasted against a mean of 75% in 

comparable partnerships, it will rather be a reason to investigate why the number is so 

much lower than in other partnerships. (5) It appears advisable to keep track of one's own 

practice management both in time and in comparison with other partnerships. The data 

from the N V O G visitatie program provide the comparison with other partnerships. During 

the visitaties, these data and the observations regarding possible developments in one's 

own practice are discussed (see table 2). 

Concluding remarks 

The quantitative data collected thanks to the N V O G visitatie program give insight into part 

of the provided care. Thus, they offer visited gynaecologists starting points for thinking 

about their own practice management and, possibly, improving it. The data, after al l , show 

that there are large differences in practice management. The differences may be partly 

explainable by differences in the composition of the patient population, but it is more likely 

that the cause is a different practice management. The task now set aside for (visited) 

gynaecologists is to arrive at (a more systematic form of) improving the quality of the care 

by studying the relationship between this practice management and the results of care. 
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ABSTRACT 

Object ive : 

To deepen our insight into the Dutch system of visitatie, a doctor-led and -owned external 

peer review mechanism through site-visits, a process evaluation was performed. The study 

focussed on (1) the practice-specific recommendations for improvement as the measurable 

outcome of the peer review process, (2) the attitude of medical specialists towards visitatie 

and (3) towards the recommendations. 

Methods: 
The visitatie results were classified according to the 32 aspects of the Professional Medical 

Practice Scheme. Medica l specialists' attitudes were measured by postal survey. 

Questionnaires were sent to 205 gynaecologists, pediatricians and surgeons. 

Results: 

Analysis of the 4 6 4 recommendations shows that the current bottlenecks in medical practice 

management lie in the 'functioning of the specialist group' (33% of all recommendations], in 

'management of care processes' (30%), in the hospital context (25%) and in specific quality 

assurance/improvement issues (8%). Respondents show a very positive attitude towards 

visitatie. A more positive attitude to visitatie correlated modestly with a more positive 

attitude to the recommendations. Time, resources, lack of knowledge a n d / o r skills and the 

assessed self-efficacy are perceived as the main barriers for implementing the 

recommendations for improvement. 

Conclusion: 

Medica l specialists' positive attitudes towards visitatie hold promise for the implementation 

of the recommendations for improvement, an essential final step in the process. In order to 

achieve improvements tailor-made implementation strategies need to be offered. Specialty 

societies and hospital managers could play a role in facilitating improvement. 



INSIDE SELF-REGULATION: PEER REVIEW 
(VISITATIE) BY DUTCH MEDICAL SPECIALISTS 

Developments inside and outside the medical profession have compelled Dutch medical 

specialists to introduce a system of external peer review through site-visits (visitatie) over a 

decade ago. (1) Ten years after the introduction of this system which has yielded several 

hundred site-visits and thousands of recommendations for improvement, it can be justifiably 

said that visitatie (the Dutch word 'visitatie' means 'visit') has been accepted as a serious 

instrument in the quest for assessing and improving professional performance. (1-4) This is 

emphasized by the fact that visitatie is now one of the requirements in the re-registration 

process of individual medical specialists. (2) It is to the issue of specialty based visitatie, as 

an approach to professional quality improvement, that this paper is addressed. The results 

of a process evaluation of visitatie are being reported. 

Over the past few years much attention has been paid to the issue of professiona 

performance. The international trend to focus on professional performance has resulted from 

the changing social-political climate and the consequent increasing demands to make the 

results Oi medicai interventions transparent to the genera! public. In different parts oi trie 

world the approaches vary. In the UK the focus is on the revalidation of medical specialists 

(5-15), in the USA the stress is on patient safety (16-17), in Australia clinical indicators 

enjoy a high profile (18-21) and in The Netherlands visitatie has become the vehicle for 

professional quality assurance. Accreditation is still on the quality agenda of most Western 

countries. Although approaches vary around the wor ld, the success of most depends on the 

contribution and involvement of medical doctors. And, where the medical community is 

given the lead, it is not surprising that peer review becomes an important part of quality 

assessment. 

Visitatie 

During the late eighties and early nineties all 2 7 acknowledged specialty societies in The 

Netherlands introduced visitatie for non-teaching practices. (1) These visitaties focus on the 

assurance and improvement of the quality of patient care. Every 3 to 5 years specialist 

groupsl are being surveyed by a collegial survey team. The teams assess if the conditions 

under which medical practice takes place are likely to result in the delivery of quality care. 

To design a review method that in the hands of medical specialists, assures public trust in 

the quality of patient care as well as in the self-regulating mechanism of the medical 

community, and stimulates and leads to quality improvement, requires constant debate, 

diplomacy and negotiations. Visitatie in its current format is the result of a developmental 

process which has many characteristics of the typical Dutch 'polder approach' , in which 

On hospital level medical specialists of the same specialty are organized in specialist groups. The daily provision of 
care, including i.e. taking calf, patient related meetings, as well as the strategic issues are primarily dealt with by 
the group. Medical specialists (groups) can be employed by the hospital or be paid on a fee-forservice basis. The 
latter are referred to as 'partnerships', who also operate as economic units. Approx. 70% of all medical specialists 
are independent entrepreneurs. 



consensus building is emphasized. Issues such as the disclosure of the visitatie 

recommendations, the selection of surveyors, legalization of visitatie in the context of re-

registration of medical specialists and the scope and involvement of non-doctors in the 

survey, have all been fundamentally and repeatedly discussed. 

As is shown in figure 1, the resulting visitatie model is a design in which the bureaucratic 

requirements for the participating medical specialists are kept to a minimum. Other 

(non)professionals are given a role in the assessment of medical specialists. Retrospection is 

stimulated and a relatively safe environment is offered to the participants. These characteristics, 

however, are also the Achilles' heel of the Dutch model. W indow dressing, the confidential 

status of the results and the lack of sanctions describe the downside of the current design. 

This paper sets out to deepen our insight into visitatie. W e will address the following 

research questions: 

1 . Wha t is the nature of the recommendations for improvement resulting from a visitatie? 

2. How is visitatie perceived by the medical specialists undergoing the peer review? 

3 How are the recommendations for improvement, resulting from the visitatie, perceived 

by the medical specialists with respect to barriers for implementation? 

F i g u r e 1 Key characteristics of the Dutch visitatie model for non-teaching practices 

Origin 

Owner 

Purpose 

Scope 

Focus 

Funding 

Survey team 

Surveyors 

Standards 

Visitatie cycle 

Self-assessment 

Visitatie process 

The Netherlands; first visitatie by the specialty society of surgeons in 1989. 

Each specialty society administers and executes its own visitatie program. 

Attunement is coordinated by the umbrella organisation of all societies (OAAS). 

The assurance and improvement of the quality of patient care. 

Specialist groups [incl. partnerships). 

Practice management; circumstances under which clinical practice takes 

place. 

The Department of Health pays specialty societies per visitatie via the OMS. 

2-4 peers from different hospitals. High status is given to the surveyor's role. 

Selected (criteria: 1. respected colleagues; 2. at least 5 years in practice and 

3. no existing compromising personal or professional tie with colleagues 

under review) and trained in basic quality improvement concepts and 

interviewing techniques and skills. 

Each specialty society sets its own discipline specific quality standards. Some 

hospital broad standards are shared by all specialty societies. 

Every 3 to 5 years. Site-visits usually last 1 day. 

Specialist groups fill out a self-evaluative questionnaire and provide additional 

preliminary information. 

Paper evaluation prior to site-visit. Site-visit: interviews (specialist group, 

hospital management, medical staff, referring gp's, nursing staff, residents), on-

site observation, review of some medical records and verbal preliminary 

report. 



F i g u r e 1 (continued) 

Results Every visitatie results in recommendations for improvement, laid down in 

visitatie report. There is no pass/fail judgement system and no certificates. 

Evaluation All visitatie reports are being checked by the specialty societies Quality 

Committee. An appeal is possible. 

Confidentiality Most societies provide visitatie findings only to the reviewed medical 

specialists. Many specialist groups share results voluntarily with hospital 

management. New contracts between hospitals and their practising 'medical 

specialists require that selected visitatie results are shared. 

Sanctions No formal sanctions. Some specialty societies introduced revisits after 1 or 2 

years, in case safe or state-of-the-art practising is seriously doubted. Others 

classify their recommendations in 'general', 'severe' and 'severe with required 

a follow-up report'. 

Legal context Participation in the visitatie program of one's specialty society is one of the 

requirements for re-registration of individual medical specialists. 

Methods 

Analysing the recommendations for improvement. 
In analysing the visitatie results we focussed on the recommendations for improvement as 

the measurable outcome of the peer review process. To categorize these outcomes we 

constructed a comprehensive scheme describing the various components of a professional 

medical practice (PMP). W e therefore reviewed the (quality management) literature looking 

at the various schemes addressing organizational and professional quality. (3,22-34) None 

of the existing schemes complied with all the criteria we had set: in describing a Dutch 

medical specialist practice, the scheme needs to: 

1 . Emphasize that the specialist groups are important operational units for professional 

medical practice. 

2. Reflect the quality improvement perspective which underlies visitatie. 

3. Acknowledge that medical care delivery is a result of (multi-specialistic and multi-

disciplinary) cooperation and interaction. 

4 . Stress that medical care is delivered in the physical, organizational and policy context 

of a hospital, and that the quality of the delivered patient care is the responsibility of 

both the professionals and the institution they practise in. 

5. Be recognizable for medical specialists and therefore include and focus on their 

regular/dai ly activities. 

In table I the scheme is presented, showing 32 aspects divided over 5 major components. 



Measuring medical specialists' attitudes towards visitatie and 
towards the recommendations 

From an implementation point of view it is interesting to measure medical specialists' 

perception of the recommendations for improvement, since it is believed that this perception 

influences actual implementation. (35,36) Further we expected that the attitude towards the 

recommendations would be influenced by the medical specialist's opinion of the visitatie 

instrument; the method producing the practice-specific recommendations. (37,38) Therefore 

we also measured medical specialists' attitudes to visitatie and assumed that a more 

positive perception of visitatie would be related to a more positive attitude to the 

recommendations. To determine medical specialists' attitudes towards visitatie and towards 

the recommendations for improvement, as well as the association between these two 

variables, a postal survey was undertaken. We invited 52 groups of surgeons (16), 

gynaecologists (16) and pediatricians (20) to participate in our study. All these groups had 

been mandatorily surveyed by their respective specialty societies in the period September 

1998 to November 1999 . All groups had been visited once or twice before. When the 

visited groups received their final visitatie reports from their professional society, the study 

was announced and participation was recommended in an accompanying letter. Since 

confidential data were needed to compose (part of) the (specialist group specific) 

questionnaires, the approval of the medical specialists to use these data was asked. All but 

two specialist groups (one surgery, one pediatric) col laborated. In the period March 1999 

to September 2 0 0 0 a total of 205 questionnaires were sent to the participating medical 

specialists. The purpose of the questionnaire was clarified by a cover letter which also 

emphasized that the respondents' specialty society could not access the data. The 

questionnaires were anonymous except for the work location (hospital) of the respondents. 

A prepaid envelope for returning the questionnaire was enclosed. Non-responders were 

reminded through (up till 3) phonecalls. Results were entered onto a database and analysed 

using SPSS. Correlation analysis was carried out to determine the relation between attitudes 

to visitatie and attitudes to the recommendations. 

Design of the questionnaire 

For the development of the visitatie attitude scale, initial survey statements were mainly 

identif ied through our experience in and knowledge of the field of visitatie . Additionally we 

consulted the literature on doctors' attitudes to specific quality assurance interventions. (39-

43) The recommendations attitude scale was based on the literature on behavioural change 

and implementation. (35-37 ,41 ,44-48) This part of the questionnaire was practice-specific: 

all respondents were asked to answer 12 statements per recommendation, which were 

hereto copied from the original visitatie reports into the questionnaire. The statements 

As a staff member of the Dutch Institute for Health care Improvement CBO 11992-19971, MJMH Lombarts worked 
with many specialty societies on the development and implementation of visitatie programs for non-teaching 
practices. She conducted over 100 visitaties as a professional assistant to the survey teams, trained medical 
specialists-surveyors and lectured on the topic. 

NS Klazinga was as a staff member of CBO (1985-1999) and as board member of the Royal Dutch Medical 
Association |1989-1994] involved in the policies related to visitatie. 

El 



reflected the different aspects of behavioural change, presented in a 'tunnel format', asking 

respondents respectively if they understood, recognized and agreed upon the 

recommendation, how they assessed the level of difficulty of implementation, if they were 

prepared, motivated and competent to implement the recommendation, if they (thought they) 

could obtain the necessary resources for implementation, and if they had the time and 

serious intention to implement the recommendation. 

The statements for both attitudinal scales were commented on and face validated by a team 

of practising medical specialists (a surgeon, a gynaecologist and a pediatrician), all 

experienced in conducting visitaties and all occupying leading positions within their 

specialty societies. Construct validity of the 17 statements of the visitatie attitude scale was 

assessed by factor analysis. This resulted in the elimination of one statement. The remaining 

16 statements all together formed the attitudinal scale on which further analysis is based. 

For every respondent the score on the visitatie attitude scale was calculated by totalling the 

responses to the 16 statements (theoretical scale range 16-80). 

All statements were responded to on a 5-point Likert scale ( l=strongly disagree, 5 = 

strongly agree). Both attitudinal scales were found to be reliable (Cronbach's alpha visitatie 

scale = 0 . 8 0 en Cronbach's alpha recommendation scale = 0 .87) . 

Respondents were asked to only evaluate their own practice-specific recommendations. 

Dependent on the number of respondents per specialist group, recommendations were 

being evaluated one or more, up till 6, times. 

Results 

Recommendations resulting from visitatie 
For the 5 0 specialist groups a total number of 4 6 4 recommendations for improvement were 

formulated. All these were classified according to the PMP scheme above. This 

classification was done by three reviewers (amongst whom the first author) all experienced 

visitatie surveyors. To determine the degree of consensus amongst them (interrater 

reliability), the following procedure was fol lowed. First, the researcher explained the PMP 

scheme to the other two reviewers. Then, the 3 reviewers independently coded 105 

recommendations (35 of each specialty). The results were compared and discussed among 

the reviewers, fol lowed by a second series of 105 recommendations. The Kappa to 

measure interrater reliability for coding recommendations was 0 .80 for the first series and 

0 . 8 6 for the second series. The improvement can be ascribed mainly to bringing the 

reviewers into agreement with the classification of the pediatric recommendations (Cohen's 

kappa increased from 0 .73 to 0.86) and of the surgery recommendations (increase from 

0 .77 to 0 .82) . Right from the start, there was only minor disagreement on the classification 

of the recommendations made by gynaecologists (K measured 0 .91 and 0 .90) . Given the 

high level of agreement between the reviewers, the remaining 2 5 4 recommendations were 

classified by one researcher (first author). 



T a b l e I Visitatie recommendations for improvement classified according to the 32 aspects 

of the Professional Medica l Practice Scheme. Reported in percentages for overall (total) and 

per specialty: pediatrics (p), obstetrics/gynaecology (g) and surgery (s). 

Aspects of a professional 

medical practice 

Total P 

nr [%] nr [%] nr [%] nr [%] 

1 functioning of the specialist group 

1. 1 shared purpose 

1.2 group structure and decision making 

1.3 supporting systems 

1.4 group climate and communication 

2 management of care processes 

2. 1 monospecialty continuity, collaboration 

and coordination of care: 

2.1 .1 morning report; call report 

2 .1 .2 rounds 

2 .1 .3 unity in medical management 

2.2 vertical and transmural division of 

labour, collaboration and coordination 

of care: 

2.2 .1 residents (not-in-training) 

2 .2 .2 other supporting staff 

2 .2 .3 first and third line providers 

2.3 horizontal division of labour, 

collaboration and coordination of care 

2.3 .1 multi-specialty collaboration 

2 .3 .2 multi-disciplinary collaboration 

2 .3 .3 consultation 

2.4 organisation of care processes 

3 hospital setting 

3. 1 specialty based accommodation 

3.2 medical equipment 

3.3 hospital wide facilities 

3.4 human resources management 

3.4.1 quantitative 

3 .4 .2 qualitative: knowledge and 

skills of support personnel 

3.5 (admin., financial} control 

61 [13 ] 27 [13 ] 

25 [5] 16 [8] 

55 [12 ] 36 [17 ] 

13 [3] 4 [2] 

9 [2] 0 

7 [2] 2 [1] 

32 [7] 9 [4] 

1 8 [ 1 1 ] 1 6 [17] 

2 [1] 7 [8] 

10 [6] 9 [10] 

5 [3] 4 [4] 

7 [4] 2 [2] 

3 [2] 2 [2] 

15 [9] 8 [9] 

15 [3] 
14 [3] 
14 [3] 

29 [6] 
2 [0] 
0 
18 [4] 

33 [7] 
10 [2] 
12 [3] 

31 [7] 
12 [3] 

2 
3 
6 

1 1 
0 
0 
6 

22 
4 
5 

20 
3 

[1] 
[1] 
[3] 

[5] 

[3] 

[11] 
[2] 
[2] 

[10] 

[1] 

5 
10 
8 

10 
2 
0 
6 

10 
6 
4 

8 
5 

[3] 
[6] 
[5] 

[6] 
[1] 

[4] 

[6] 
[4] 
[2] 

[5] 
[3] 

8 
1 
0 

8 
0 
0 
6 

1 
0 
3 

3 
4 

[9] 
[1] 

[9] 

[6] 

[1] 

[3] 

[3] 
[4] 

[4] 4 [2] 14 [8] 

4 quality assurance/improvement 

4. 1 (rejregistration 

4.2 CME 

4.3 teaching others 

4.4 documentation operational procedures 

4.5 documentation, analysis or meetings 

of patient related outcomes 

0 
13 [3] 
0 
4 [1] 
11 [2] 

0 
5 [2] 
0 
3 [1] 
0 

0 
6 
0 
1 
5 

[4] 

Ml 
[3] 

0 
2 
0 
0 
6 

[2] 

[6] 



T a b l e I Continued 

1 [0] 

0 

1 [0] 
3 [1] 
6 [1] 

1 [0] 

0 

0 
1 [0] 
6 [3] 

0 

0 

0 
2 [1 
0 

0 

0 

1 

o 
0 

Aspects of a professional Total P G S 

medical practice nr [%] nr [%] nr [%] nr [%] 

4.6 customer service and management 
4.6.1 incident reporting 

and management 
4.6.2 quality monitoring 

and improvement 
4.6.3 patient information/education 
4.6.4 privacy and professional attitude 

4.7 general quality evaluation of 
medical performance 

5 miscellaneous 
5. I visitatie 4 [ 1 ] 3 [ 1 ] 0 
5.2 others 1 1 [2] 7 [3] 3 [2] 

Table II shows that the average number of recommendations varied per specialty; the 

surgery groups receiving on average the least (6.2) and the pediatricians the most (10.8) 

recommendations for improvement. 

The classification of the recommendations is being reported in tables I and III. Table III 

summarizes the 4 6 4 recommendations per category and per specialty; table I reports the 

results in detai l . In the latter the recommendations are divided into the 32 aspects of the 

PMP-scheme. 88% of all recommendations are relatively equally spread over the first three 

components: functioning of the specialist group (33%), management of care processes 

(30%) a n d / o r hospital facilitation (25%). 8% of all recommendations address specifically 

the issues of quality assurance/improvement. The spreading of recommendations over the 

32 aspects of the PMP scheme differed significantly per specialty. 

T a b l e II Overview of the number of recommendations for improvement per specialist group 

Specialty Number Total Min. nr. Max. nr. Average 

of specialist of recom- of recom- of recom- number 

groups mendations mendations mendations of recom-

involved mendations 

Surgery 15 93 2 12 6.2 

Gynaecology 16 165 6 18 10.3 

Pediatrics 19 206 4 17 10.8 



Table III Visitatie recommendations for improvement classified according to the 5 main 

categories of the Professional Medica l Practice Scheme. Reported in percentages for overal 

(total) and per specialty. 

Aspects of a professional Total Pediatrics Gynaecology Surgery 

medical practice 

1 functioning of the specialist group 33 40 21 39 

2 management of care processes 30 19 40 38 

3 hospital setting 25 28 28 12 

4 quality assurance/improvement 8 8 8 10 

5 miscellaneous 3 5 2 2 

Attitude towards visitatie 

In total 168 questionnaires were returned, 159 of which were available for analysis, an 

overall response rate of 82%. The responses on the visitatie attitude scale generally show a 

very positive attitude towards visitatie. The theoretical scale range was 16-80. The average 

score was 6 5 . 1 9 (minimum 5 1 , maximum 76) and the median score 6 5 . No significant 

difference was observed between the three specialties. The responses to the individual 

statements are shown in table IV. 

T a b l e I V Medical specialists' opinions about visitatie, overall (total) and per specialty: 

pediatrics (p), obstetr ics/gynaecology (g) and surgery (s). Percentage of respondents 

(strongly) agreeing (Likert scale score 4 and 5|. 

Visitatie statements Total 

(n= 
159 

77.4 

88.1 

P 

(n= 

57) 

75.4 

78.9 

G 
(n= 

62) 

77.4 

95.2 

S 
(n= 

40) 

80.0 

90.0 

1 . Visitatie almost always results in practice improvement. 

2. I am well informed about the purpose of visitatie, 

the way a visitatie committee conducts a survey and 

the visitatie policy of my specialty society. 

3. The visitatie recommendations are carefully formulated. 86.8 77.2 95.2 87.5 

4. All medical specialists should participate in visitatie, 93.7 87.7 9Ó.8 97.5 

also when this is not mandatory. 

5. At the end of the survey day, the visitatie committee 65.4 70.2 62.9 62.5 

has a realistic picture of the reviewed practice. 

6.* Visitatie is not threatening to the professional 91.8 96.5 91.9 85 

autonomy of individuals. 

7. Visitatie reveals 'blind spots' and old routines. 70.9 68.4 67.7 79.5 

8.* To participate in visitatie is not a waste of time. 98.1 98.2 96.8 100 

9. It is crucial that visitaties are conducted by peers. 92.4 87.7 93.4 97.4 



T a b l e I V Continued 

Visitatie statements Total P G S 
(n= (n= (n= (n= 

159 57) 62) 40) 

10. Visitatie is a good method to assess and improve the 91.1 91.2 88.5 95.0 

quality of a practice. 

1 1 . Visitatie increases the trust in the medical profession. 73.4 75.4 77.0 65 

12. It is crucial that during a visitatie others involved in 94.9 96.5 95.1 92.5 

the practice, such as colleagues, gp's, assistants, 

hospital management and nurses, are being 

interviewed. 

13. The assurance and improvement of professional 99.4 100 100 97.5 

quality is an important task of the specialty societies. 

14.* I am convinced of the use of visitatie. 93.0 94.7 86.9 100 

15. My specialty society is perfectly capable of 88.5 82.5 95.1 87.2 

conducting visitaties. 

16.* Visitatie reports can not be easily misused [for 43.6 56.1 46.7 20.5 

example by hospital management, the Inspectorate 

or health care insurers). 

* these statements were negatively formulated in the questionnaire. 

In summary table IV shows that respondents express a very positive attitude towards the 

existence of visitatie as a quality management activity (statements 4,6,8-1 0,1 2-1 4), that 

they are positive about the way their speciality society is organizing and executing the 

visitaties (statements 2 ,3 ,15) and that although generally positive, their opinion of the 

expected added value of visitatie for their own practice or the profession is less welcoming 

(statements 1 ,5 ,7,1 1,1 6). Medical specialists were most critical about the potential misuse 

of the visitatie report by, among others, hospital management, the inspectorate or health 

care insurers. This was the only statement where the three disciplines widely differed in their 

opinions. Pediatricians were least (56.1%) and surgeons most (20.5%) suspicious about the 

potential misuse of their visitatie results. Gynaecologists scored in between with 46 .7% 

agreement on the statement. 

Attitudes towards the recommendations for improvement 

The responses to the individual statements on the recommendation attitude scale are shown 

in table V. The percentages mentioned are based on a total of 1485 observations. The 

results show that 86% of the respondents understands the practice-specific recommendation, 

68% recognizes it and 6 1 % also agrees with the recommendation. A majority of the 

respondents says to be wil l ing (82%) and motivated (80%) to implement the 

recommendation, and 70% has the explicit intention to do so. Respondents are negative 

about the chances of actual implementation of their peers' advice when it comes down to 



the perceived level of difficulty of implementation (38%), the availabil ity of (financial) 

resources (46% respectively 47%) and time (56%). 63% is confident that the knowledge and 

skills necessary for implementation are available in their own group. Overal l , 53% of the 

respondents assess that the recommendation will actually be implemented by the time the 

next visitatie, normally after 5 years, is scheduled. 

Correlation between visitatie attitudes and recommendation 
attitudes 

For every medical specialist a score for both attitudinal scales (visitatie attitude scale and 

recommendations attitude scale) was determined to facilitate correlation analysis. 

Correlat ion analysis verified our hypothesis: a more positive attitude to visitatie correlated 

modestly with a more positive attitude to the recommendations (Pearson correlation 

coefficient 0 . 3 5 6 , p<0 .01 ) . This correlation was stronger for the gynaecology respondents 

(Pearson correlation 0 . 4 4 4 , p<0 .01) than for the pediatricians and surgeons (Pearson 

correlation respectively 0 . 3 3 0 and 0 .306 , p<0 .05) . 

T a b l e V Medica l specialists' evaluation of the recommendations they received for their 

practice; overall (total) and per specialty: pediatrics (p), obstetr ics/gynaecology (g) and 

surgery (s). Percentage of respondents (strongly) agreeing (Likert scale score 4 and 5). 

N = 1 4 8 5 observations. 

Statements asking for 
factors facilitating implementation 

Total 

1 . This recommendation is clear to me. 

2 . * This recommendation does not surprise me. 

3 . * It is justified that this recommendation was 

formulated for my/our practice. 

4 . * I find this recommendation easy to implement. 

5. I am wil l ing to implement this recommendation. 

6 . * I am motivated to implement this recommendation. 

7. M y group has the knowledge and skills to implement 

this recommendation. 

8. M y group has access to the resources necessary to 

implement this recommendation. 

9 . The group wil l not a l low the implementation of this 

recommendation be impeded by financial reasons. 

10. I wil l implement this recommendation, together with 

others if necessary. 

1 1 . * The current workload makes it possible for the group 

to implement this recommendation. 

1 2 . The next visitatie will show this recommendation 

implemented. 

86 
68 
61 

38 
82 
80 
63 

46 

47 

70 

56 

88 
69 
67 

38 
82 
81 
54 

40 

43 

70 

63 

83 
65 
53 

37 
80 
75 
67 

50 

46 

66 

50 

90 
70 
64 

38 
88 
85 
74 

54 

59 

80 

52 

53 5 0 52 6 0 

these statements were negatively formulated in the questionnaire 



Discussion 

To our knowledge there is very little evidence about the effectiveness of the various external 

(peer) review systems. However, the ideas of evidence-based health care have moved into 

the mainstream of health policy and are also affecting the field of quality assurance. (49) 

This might explain the increasing international attention for research on the perception, 

functioning and outcomes of external review systems. (50) The specific interest in visitatie 

can be further understood by considering its professional ownership, since there is belief 

and evidence that the involvement of doctors in quality assurance activities is crucial for its 

success. This is one of the reasons why we feel that, although this paper describes the 

experiences with visitatie in the Dutch health care system, the application of (elements of) 

the visitatie model in other health care systems is worth while considering. 

The importance of a well functioning specialist group, good management of care processes 

and effective collaboration between hospital management and medical specialists are 

common concerns in health care. 

Methods 

The selection of the respondents in our survey was based on the regular visitatie cycle of 

the three specialty societies involved. Given the random selection and the high response 

rate we believe the results of this survey may be generalized to the total group of Dutch 

surgeons, pediatricians and gynaecologists in non-teaching practices. Generalization to 

other specialties is difficult since they might differ with regards to the experience of 

surveyors, the maturity of the visitatie program, the standards, the visitatie process etc. 

W e assume that a (slightly) positive bias of the responses to the visitatie attitude scale is 

plausible. Measuring the attitude to a professional society-led activity would also to a 

certain degree reflect the respondents' opinion of the professional society itself. In The 

Netherlands, most medical specialists are found to be very loyal to their professional 

bodies as can be illustrated from their high degree (> 85%) of membership. It is also likely 

that the retrospective measure of the respondent's attitude captures to some extent his 

personal experience of the visitatie process. Assuming this was mostly a positive one, this 

might have further increased the positive evaluation. Lastly, in analysing the 

recommendations for improvement we used the visitatie reports as the only source. Possible 

verbal advice given on-site by the surveyors is not included. 

The results will to a certain degree reflect the surveyors' focus. Depending on their 

background or interest, surveyors may have a clinical, managerial or improvement focus. 

The structural involvement of supporting staff of the Dutch Institute for Health care 

Improvement CBO in the visitatie program of the pediatric society might also have had its 

impact on the formulated recommendations. If the different specialty societies conduct their 

surveys from a different perspective, ergo set different priorities in evaluating certain 

aspects of a medical practice, this could for the three specialties explain the variance of the 

identified areas for improvement (table I, III). In other words, one should be careful in 



stating that pediatricians are better in managing care processes (only 19% of all 

recommendations) than the gynaecologists (40%). It could be that the gynaecologist 

surveyor is simply paying more (in depth) attention to these aspects of medical practice. 

This argument stresses the responsibility of the specialty societies to select these aspects of 

practice management that are believed, or better are proven, to contribute substantially to 

the improvement of the quality of patient care. Assuming that medical specialists wil l spend 

more of their (limited) time on the aspects of practice management that their professional 

organizat ion is currently evaluating, these aspects should be selected in the light of their 

relative importance to the delivery of quality care. (51 ) Also surveyors and surveyed 

medical specialists must act upon the fact that much of the variation in quality is determined 

by local factors. Therefore, in prioritizing what quality improvement activities to (first) invest 

time and energy into, the unique local context should be taken into account. 

Improving specialist group functioning 

In this study 33% of all recommendations pertain to the improvement of the 'functioning of the 

specialist group'. Visitaties have been designed to evaluate and focus on the specialist group in 

stead of on the individual medical specialist. This is justified by the fact that patient care as a 

team effort has taken over from individually delivered health care. Medical practices have 

become complex environments in which quality patient care can only be achieved by joint 

efforts. The group focus can further be understood by realizing that medical specialists strongly 

identify with their peer group, that the group is crucial for professional interaction and that, for 

a majority of the medical specialists, it also is an economic entity. Although the specialist group 

has not (yet) been granted a formal task with regards to delivering quality patient care (this 

responsibility legally lies with the individual medical specialist and/or the hospital) the 

importance of a well functioning group is repeatedly being stressed by the medical profession, 

hospital administrators and others. In various legal cases dealing with a presumed 

malpractising medical specialist the finger was pointed at the specialist group for collectively 

failing to deliver sufficient patient care. One disciplinary medical college even stated that 'as a 

general rule members of a specialist group are not only jointly but also severally responsible for 

good management and division of tasks within the specialist group'. (52) Group management 

not only includes the smooth operation of daily activities. It also means that the prevention 

and /o r correction of mistakes made by individual members of the team are primarily taken care 

of within the boundaries of the specialist group. So, for good reason specialist groups have 

been considered the 'spine' of most Dutch (general) hospitals. (53) 

Despite the emphasis on the responsibility of the specialist group in dealing with individual 

(under)performance, this issue can not be neglected by the specialty societies executing the 

visitaties. In order to continuously assure public trust in the quality of patient care as well as 

in the self-regulating mechanism of the medical community, the professional bodies wil l have 

to come up with answers for those situations where the surveyors come across below 

standard performance. Other stakeholders are also concerned about the (non) quality of 

delivered care. Visitatie might have to be integrated in a more comprehensive system of 

quality improvement also including individual appraisal and assessment. (54,55) The 

specialty societies might want to drive these quality assuring initiatives. 



Towards assessing outcomes of care? 

In this study 30% of all recommendations for improvement relate to the management of care 

processes. The attention for process management is not unexpected since visitatie programs 

are built on the insight that most quality problems, including patients not being treated 

effectively (16 ,17 ,56-59) , arise from failures in the processes and systems of care rather 

than from individual error (16 ,17 ,60-68) . 

However, looking at the recommendations more in depth we notice that most of them 

pertain to the structural conditions necessary to deliver care, such as hiring more support 

personnel; improving the hospital infrastructure; planning or institutionalizing daily reports, 

patient related or organizational meetings; writing a business plan; improving attendance to 

(i.e. ICU) meetings; registering complications or (re)arranging tasks or responsibilities with 

regards to the diagnosis and treatment of patients. Indeed, all these recommendations 

should be implemented to increase the likelihood of delivering quality patient care. 

However, one has to measure in order to be certain. To make sure that visitatie will 

maintain its added value on a individual and group level, the next step in the development 

of the instrument could be to shift the focus towards a more outcome oriented peer review. 

'Best practice' management, benchmarking and introducing the use of clinical indicators, 

could be appropriate instruments in dealing with the further development of visitatie. Some 

Dutch initiatives are cause for optimism, such as a recent study on quality assurance in 

obstetrics in which population adjusted obstetric interventions and mortality rates are used 

to compare obstetric practices and raise the quality of care. (69) 

The hospital setting 

The interdependency of medical specialists and hospital organizations in delivering quality 

patient care becomes evident when medical specialists recommend their peers to improve 

the quality of the hospital setting. In our study 25% of all recommendations (table III) pertain 

to the hospital context and facilities, including accommodation, equipment and supporting 

personnel. Measured by the type of recommendations, surgery practices provoke the least 

criticism when it comes to the equipment and support of running a practice. (1 2%) 

Surveyors of the other two specialties however, dedicated 28% of all recommendations to 

the improvement of the hospital setting. Pediatricians, for example, were advised to develop 

facilities for the different age groups (i.e. a teenager unit), to cover the psychological, 

social or specialized nursing care (i.e. neonatal care) or to expand the specialist group. 

Gynaecologists too seem to be in need of extra space; extra delivery rooms were advised 

frequently. The enormous increase of hospital deliveries over the past few years might 

explain the accommodational problems they are facing. Some managers might take the 

necessity of the visitatie recommendations with a grain of salt, considering them the result of 

a peers favouring activity. Some medical specialists, for their part, will try to get the 

surveyors' support in realizing improvements. Nevertheless, the (confidential) visitatie reports 

do trigger discussion between medical specialists and managers. The Dutch specialty 

society of surgeons reported that 78% of the reviewed surgery partnerships shared the 

results of the site-visit with their hospital management. (31) 



Positive attitudes towards visitatie 

The results of the questionnaire survey clearly show a positive picture of medical specialists' 

attitudes towards visitatie. Nevertheless, w e do observe them to have some doubts about the 

value of the instrument in actually improving quality of care (table IV, statements 1,5,7). In 

order to be valuable to medical specialists, visitatie, as any review mechanism, should 

address actual practice. Some surveyed medical specialists state that indirect review 

(appraising filled out questionnaires and communicating about it) alone is insufficient, and 

only direct monitoring (of professional and managerial) skills will be good enough to capture 

information about actual practice. In our study we found that almost 35% is not convinced 

that the survey committee is capable of painting a realistic picture of the reviewed practice 

and that nearly 30% of all respondents does not agree with the statement that visitatie 

reveals 'blind spots' and old routines. Van den Hombergh reported comparable findings for 

practice visits amongst Dutch gp's. (34] One way of improving these results could be to 

involve experts from other disciplines, such as business, logistics, sociologists and quality 

management, in 'diagnosing' the strengths and weaknesses of certain aspects of practice 

management. Although the involvement of other disciplines might enhance the news value of 

visitatie, in terms of revealing 'blind spots', it would end the peer character of visitatie. 

From recommendations towards change 

Since the goal of visitatie is to improve practice, implementation of the practice-specific 

recommendations for improvement, should be pursued. Successful implementation is 

determined by a wide range of factors. In our study we looked at factors that related to the 

knowledge, skills and attitudes of the medical specialists and to the social, organizational 

and economic context they work in. Table V shows that all factors turned out to be potential 

barriers to some degree a n d / o r to some surveyed specialist groups (all scoring less than 

100%), but as main barriers we identified (access to) resources, time avai lable, lack of 

knowledge a n d / o r skills and the assessed self-efficacy. Implementation strategies should be 

designed to overcome the (practical) problems expressed through this evaluation and to 

help empower the specialist groups to collaboratively improve the practice and quality of 

patient care. In facilitating implementation different actors may have a role, such as the 

specialty societies and hospital management. Hospitals may support medical specialists in 

the perceived lack of organizational competence and help them overcome organizational 

and financial barriers. This is more than just an option since hospital management and 

medical specialists (legally) share the responsibility of delivering quality patient care. 

Conclusions 

More than ten years after its introduction w e found that Dutch medical specialists are 

positive about visitatie as a quality assessment and improvement tool. Their welcoming 

attitudes hold promise for implementing the practice-specific recommendations for 

improvement, without which visitatie can only be called partially successful. Analysis of the 

recommendations show that the current bottlenecks in medical practice management lie in 



the functioning of the specialist group, the management of care processes and shortcomings 

in the hospital setting. In order to achieve improvements in these areas, barriers such as 

time, resources, lack of knowledge a n d / o r skills and the assessed self-efficacy need to be 

resolved through tailor-made implementation strategies. Specialty societies and hospital 

managers could play a role in facilitating improvement. 

Given the importance of specialist groups in Dutch hospitals, the group focus of visitatie is 

justified. However, to maintain public trust in the quality of our health care and in the self-

regulation of the medical professions we foresee the need to further develop visitatie. W e 

mentioned two options. One is for the specialty societies to shift their evaluative attention to 

clinical outcomes and performance measurement. Another is to open up the serried ranks of 

the profession for other disciplines knowledgeable about (an aspect of) medical practice 

management. 
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ABSTRACT 

Objective: 
To improve the quality of patient care by supporting the implementation of practice-specific 

visitatie (external peer review) recommendations. 

Design: 
A descriptive evaluation of an intervention strategy (Quality Consultation). Data collection 

through part icipatory observation, telephone interviews, and a postal survey. 

Setting: 
Twenty-five specialist group practices (67 specialists) from the specialty societies of 

surgeons, pediatricians, and gynaecologists, supported in their implementation efforts by 

two experienced management consultants. 

In te rvent ion: 

Approximately 20 h of management consultancy. The Quality Consultation took a site-

specific multifaceted implementation approach; its toolkit consisted of various management 

and quality improvement support methods. 

M a i n measures : 

Choice of recommendations supported; type of interventions offered; degree of 

implementation; appreciat ion of implementation result and process; and impact of 

management consultants as assessed by participants. 

Results: 
The leve! of participation was high and evaluation of the consultants and the impact of their 

support positive. Most implementation projects were related to strategic issues or the 

functioning of the specialist group. Every specialist group was offered multiple interventions, 

both participatory and non-participatory. The degree of implementation was rated 4 .0 on a 

5-point scale; the scores for the implementation result and process were 6 .6 on a 1 0-point 

scale. 

Conclusions: 

Visitatie seems to inherently enforce the development of management of medical specialistic 

care. This might also be true for other external peer review models. The development of 

effective specialist groups deserves high priority in order to implement visitatie 

recommendations successfully. Management consultants can be instrumental in this process. 



SUPPORTING DUTCH MEDICAL SPECIALISTS 
WITH THE IMPLEMENTATION OF VISITATIE 
RECOMMENDATIONS: A DESCRIPTIVE 
EVALUATION OF A TWO-YEAR PROJECT 

Introduction 

To assure and improve the quality of Europe's health services, various systems of external 

peer review are used. Next to health care accreditation, the International Organizat ion for 

Standardization's ISO 9 0 0 0 standards and the European Foundation for Quality 

Management's (EFQM) Excellence Mode l , visitatie has been identified as one of the four 

main models of external peer review. (1-4) In 2 0 0 0 the International Journal for Quality in 

Health Care dedicated an issue to the role of these 4 models in improving health care (5). 

The visitatie model originated in The Netherlands (visitatie is a Dutch word meaning 'to 

visit'). It was introduced in the late 1980s and early 1990s by the medical specialist 

community as a way of ensuring the quality of patient services and to reconfirm the trust of 

the public, financiers, and government in the self-regulating mechanism of the profession. 

(6) The 2 7 medical specialty societies in The Netherlands developed and executed the 

visitatie system: a doctor-led and doctor-owned peer review system aimed at assessing the 

quality of medical practice of hospital-based specialist groups. In Dutch hospitals, medical 

specialists, who mostly (> 70% of all medical specialists) operate as independent 

entrepreneurs, are organized in groups by specialty. 

Under the visitatie system practices are surveyed every 3 - 5 years following strict 

procedures. Consequently, over the past decade all Dutch specialist groups have undergone 

one or more collegial quality surveys. The findings of these surveys are documented in a 

confidential report that for every practice concludes with recommendations for improvement. 

(7,8) Wi th the report, the direct involvement of the surveyors with their reviewed peers 

usually ends; implementation of the recommendations is left to the medical specialists who 

underwent the review. Although there are as yet no formal sanctions for non-compliance 

with the recommendations, specialty societies expect that their members will act upon the 

recommendations and implement the suggested changes. Although positive implementation 

results have been reported by various specialty societies, (9) implementation of the visitatie 

recommendations is not self-evident. Therefore three specialty societies have developed an 

intervention strategy to improve implementation of these recommendations. Members of the 

societies of surgeons, gynaecologists and pediatricians received support for their 

implementation efforts from management consultants. (10) In the period 1999 - 2001 the 

intervention, called 'Quality Consultation', was offered to 25 medical specialist groups. 

This paper reports, in the format of a descriptive evaluation, the experiences with Quality 

Consultation and discusses its wider implications for the visitatie model and use of 

management support in implementing change. 



Quality Consultation: a project to support medical specialists 
with implementation of visitatie recommendations 

Given the range of variables that impinge upon the implementation process, implementation 

of visitatie recommendations is complex. Wh ich strategy is appropriate to a specific 

specialist group depends on the presence, absence or extent of many factors. These 

include: the nature of the recommendation; acceptance of the recommendation by the 

specialists; the willingness and motivation of the specialists to change existing routines; their 

knowledge and skills to make changes; the specific local (organizational) context; and the 

time, resources, and management support available. An increasing number of researchers 

emphasize the importance of a 'diagnostic analysis' of the target group and target setting 

before initiating an implementation strategy. (1 1,12) Therefore, an implementation strategy 

was developed honouring the conviction that no one intervention should be used for all 

problems and specialist groups, and that interventions should be targeted where they are 

likely to effect change. (13) Consequently, the Quality Consultation (QC) implementation 

strategy is a site-specific multifaceted implementation approach offered to specialist groups. 

Q C can be summarized as follows: (10) 

Q C starts with practice-specific recommendations for improvement as formulated by 

peers on behalf of the specialty society. 

To support implementation of one or more visitatie recommendations, specialist groups 

are offered ~ 2 0 hours of management consulting. The consultants are familiar with the 

medical and quality improvement fields, and with the organizational and social 

development of hospital-based medical specialist groups. 

All recommendations are el igible. The participating specialist group and the consultant 

decide in a first meeting on which recommendation(s) the implementation efforts are to 

be directed towards. 

The Q C toolkit consists of various management and quality improvement support 

methods. Which interventions are applied depends on the recommendations to be 

implemented and is determined in the first meeting with the complete specialist group. 

Participation in the Q C project is voluntary and without cost; the specialty societies 

recommend their members to participate in the project. 

The practice-specific results of the QC are confidential. 

This Q C project took place under the auspices of the three participating specialty societies 

of surgeons, gynaecologists and pediatricians, and was executed by 2 experienced 

management consultants, one of whom is an author of this paper (M.J.M.H.L). The three 

specialty societies had well established visitatie programs: visitatie procedures were 

documented, surveyors were trained and relatively experienced, and participation in the 

visitatie program was obl igatory for all members. The Dutch Ministry of Health supported 

the project financially. 

Through a descriptive evaluation of the project we aim to capture the experiences; in 

particular we address the fol lowing questions: 

1 . How was the intervention strategy introduced and received by the specialist groups? 

2. Wh ich recommendations were selected for calling in professional support and why? 

3. W h a t types of interventions were offered to support implementation of the chosen 

recommendations? 

4 . How were these interventions looked upon by the participants? 



Methods 

Selecting, approaching and meeting specialist groups 
Selection of the specialist groups was directly linked to the regular visitatie planning of the 

three specialty societies involved. The project leaders randomly invited groups of surgeons, 

gynaecologists, and pediatricians, who had been surveyed by their respective specialty 

societies in the period September 1998 to November 1999 , to participate in the Q C 

project. The invitations continued until the maximum number of 25 participating groups had 

been recruited. 

At the time of the visitatie, the survey team did not know whether or not a specialist group 

would be invited to participate. Not until the final visitatie report, as approved and laid 

down by the specialty society, was about to be sent to the visited specialist group was its 

participation status made known to the society. When the specialist group that had been 

visited received its visitatie report from the professional society, the project was announced 

and participation was recommended in an accompanying letter. An article published in the 

Dutch journal Medisch Contact introducing the Q C project was also added to inform the 

specialists. (10) Two to 4 weeks after the letter announcing the project had been sent, one 

of the consultants contacted the specialist group to inquire about their interest in 

participating. If interest was expressed, a first meeting with the whole specialist group and 

the consultant was planned. This meeting was used by the consultant to introduce him- or 

herself, to explain the Q C project in more detail, to stress the confidentiality of the 

consultancy process and results, to inquire about the specialist group's visitatie experiences 

and their opinions about the recommendations, and to determine how to spend the ~ 20 

hours of consultation available to the group. For both the selection process and the first 

meeting protocols were available. Detailed minutes were made of the first meeting and 

were available for analysis. 

Data collection by the management consultants during the project 

During the first meeting a practice-specific implementation project and strategy were 

chosen. The project was executed according to plan in the period thereafter. The process 

and progress were documented in diaries. Also, practice-specific reports, minutes, and 

correspondence between consultant and the specialist group were available for analysis. 

Finally, the two consultants frequently discussed the progress of all projects among 

themselves and this sometimes led to adjustments in the project's approach. 

Data collection through a postal survey and telephone interviews 

As part of a larger study on the effectiveness of visitatie, a postal survey was undertaken 

which included questions to determine the participants' opinion on the implementation of 

the recommendations for improvement. The specialists were asked to assess the actual 

degree of implementation of the recommendations supported. The implementation rate was 

scored on a 5-point action scale, which stated that: 1) no action had been taken to 

implement the recommendation; 2) the recommendation had been discussed, but no actions 



were planned; 3) actions had been planned, but not yet executed; 4) the recommendations 

had been partially or 5) fully implemented. Respondents were also asked to express their 

appreciat ion of the implementation result as well as of the implementation process. 

Appreciat ion was rated on a 1 0-point scale. Finally, an open question was incorporated 

into the questionnaire inviting respondents to list perceived barriers to and encouraging 

factors for the implementation of recommendations. The questionnaires were sent 1 year 

after the first contact with the consultant; by that time all projects had been finished. 

In addi t ion, to evaluate the effect of QC on implementation of recommendations, as well as 

its added value to the specialist group, and the expertise, involvement and service (defined 

as keeping one's appointments) of the consultants, telephone interviews were conducted. 

One specialist from each of the specialist groups whose implementation projects had ended 

in the autumn of 2 0 0 0 was contacted by the colleague representing their specialty society 

in the Q C project. A protocol for the semi-structured phone interview and a standard report 

form were avai lable. 

Results 

Participation 
In total 31 specialist groups were invited to participate in the Q C project. They were 

geographical ly spread throughout The Netherlands. All of the 10 pediatric specialist 

groups, eight out of nine O B / G Y N specialist groups, and seven out of 1 2 surgery 

specialist groups invited agreed to participate. The reasons for non-participation varied. 

The non-participating O B / G Y N specialist group did not reach consensus on participation 

within the specialist group. One surgery specialist group stated that no recommendations at 

all were formulated in the visitatie report. The other 4 specialist groups received one or a 

few recommendations, but, although positive about the Q C project, none of these required 

professional help to implement them. Two of these specialist groups stated the opinion that 

'to call in professional consultants would be a waste of money and time, which would be 

better spent on supporting other specialist groups'. One specialist group commented 'the 

recommendations do not make professional support necessary; it is just that a few 

colleagues are lacking the wil l to implement them'. 

The consultants met with the remaining 25 specialist groups. All pediatricians in the groups 

were employed by a hospital; the gynaecologists and most surgeons (except for one 

specialist group) were paid on a fee-for-service basis. All specialist groups were non-

teaching practices. They varied with regard to size of the specialist group, the number of 

patients seen, the number of recommendations for improvement formulated for their practice, 

and on a number of other factors. (Table 1 ) 

; 



Tab le 1 Characteristics of the specialist groups participating in the Quality Consultation 

Project 

Surgery' Obstetrics & Pediatrics 

(n=7) gynaecology (n=10| 

Average number of specialists 

per group |range| 

Average number of patients admitted 

per year (range) 

Average number of patients in day 

care per year (range) 

Average number of new ambulatory 

patients (range) 

Average number of follow up ambulatory 

patients (range) 

Average number of visitatie 

recommendations as formulated in 

visitatie report 

1 All data based on visitatie reports. Surgery visitatie reports do not include al! of the listed data. 
2 The data of one specialist group are missing in this calculation. 

4.6 
(3-8) 

-

-

-

-

6.6 
(2-12) 

4.6 
(3-7) 

1829 

(260-2970)' 
619 
(85-1054)' 

4574 

(502-7850)2 

10.912 

(1912-14.878)' 

1 1.8 

(6-18) 

3.3 
(1-5) 
769 
(127-1201) 
91 
(5-175) 

1421 

(708-2042)2 

3535 
(1 137-4874) 

1 1.9 

(4 17) 

Introduction and reception of QC: sharing visitatie-experiences 

The first meeting of the specialist group with the consultant served three major goals. First, 

to explain the goal and design of the Q C project to the participating specialists. The 

consultant noted that the selection process and the goal of Q C were initially misunderstood 

by some specialist groups. Two specialist groups thought that they were selected based on 

their negative visitatie report. One had the impression that the Q C project was being used 

by the specialty society to check on the degree of actual implementation, and another 

specialist group thought that the support was offered because of their lack of 

implementation progress. Secondly, the specialists were asked about their visitatie 

experiences. The statements made in reply were about the perceived meaning of visitatie as 

a quality assurance instrument, the process of visitatie, the atmosphere during the visitatie, 

the approach and focus of the survey team, and the results and impact of the visitatie. 

Reactions included welcoming as well as critical attitudes towards all aspects of the 

visitatie. (Table 2, p92] The third goal of the first meeting was to reach consensus on how 

to use the limited consulting time available to the specialist group. 



T a b l e 2 Statements pertaining 

Aspect of visitatie 

commented on 

Meaning of visitatie 

Process of visitatie 

Atmosphere during the visitatie 

Approach of the survey team 

Focus of the survey team 

Results and impact of the visitatie 

to the visitatie experiences as expressed by the specialists during the 

Positive/confirming comments 

- 'It's a serious matter.' 

- 'it's good that visitatie exists.' 

- '1 find it a privilege that two colleagues are will ing to 

spend all day in our practice, that we can take a 

whole day off to talk about it and that everybody in 

the hospital approves of that.' 

- 'Preparing for the review incited to self-reflection.' 

- 'Preparing for the visitatie was clarifying.' 

- 'It was fun and exciting.' 

- 'It's a small wor ld, we all know each other, it's not like you're 

going up for an exam.' 

- 'It's a good experience.' 

- 'It's intense, but also like having the day off.' 

- The survey team was found 'sincere' and 'thorough' 

by some specialist groups. 

- 'At the end of the day the survey team had a good 

picture of our practice.' 

- 'We were given clear feed back.' 

- 'Thanks to the previous visitatie report we were able 

to expand our specialist group. ' 

• 



meeting with the consultant. 

Negative/Critical comments 

- 'The visitatie is of more value to the specialty society: their goal is to check whether or not 

we operate within normal ranges.' 

- 'There is no real purpose for the specialist group, unless you want to bring something 

to the attention of hospital management.' 

- 'Preparing was time consuming.' 

- 'We are in the midst of major changes and had rather postponed the survey.' 

- 'It left a bad taste in my mouth.' 

- 'They (the surveyors) feel better about their own practice by putting us down. ' 

- 'The surveyors were not interested in our practice nor in us.' 
- ' W e d i d n ' t fpp l i m p U r c t ^ ^ \A / „ , . ™ „ UnrAki U „ „ „ J TU„ . . . . . . J i J - ' i fL; , „ ; ,L 

our circumstances.' 

- 'It was a superficial survey.' 

- 'They (the surveyors] were not critical enough, if you want you can hide things.' 

- 'They were too sweet to us.' 

- 'The surveyors were biased by the reputation of our specialist group. This coloured the whole day and 

made it emotionally charged. That was a pity.' 

- 'The hospital manager's statement was too easily copied into the visitatie report and served as the only 

argument for recommending change.' 

- 'The visitatie would improve if more attention would be paid to actual patient care. ' 

- 'It would be nice to be able to discuss certain problems with colleagues from other specialist groups, 

such as complications and relapses.' 

- 'They only looked at the admission rates, but didn't say anything about the quality of care delivered.' 

- 'The visitatie didn't result in real eye-openers.' 

- 'The visitatie report startled us. From the previous two visitaties we received positive reports; this report 

was a lot more critical.' 

- 'The visitatie had had no impact at al l . ' 

- 'We have done nothing with the report so far.' 



Selecting recommendations: choice of implementation projects 

In the process of choosing an implementation project, the specialist group and the 

consultant discussed the practice-specific recommendations for improvement at the first 

meeting. The reasons given for choosing a specific implementation issue were that: ( 1 | the 

subject represented an acute problem/crisis situation; (2) the issue was formulated as a 

serious recommendation by the speciality society; (3) the specialist group had identified the 

subject as a high priority before, but had not implemented it as yet because of a lack of 

time, knowledge, skills, or consensus within the group; and (4) the subject was not 

identified as a high priority, but the QC project offered a good opportunity to now deal 

with the subject or solve the problem. (Table 3) 

The participation of one specialist group was ended after the first meeting, because 

professional support was deemed unnecessary given the practice-specific recommendations. 

This left 24 specialist groups to be supported. 

A reason given for turning down a recommendation as subject for an implementation 

project was that the recommendation was not recognized. For example, one specialist 

group received the recommendation to improve their discharge letter to the referring general 

practitioner: 'the previous visitatie report mentioned neat appearance of discharge letters. 

W e don't understand this recommendation.' Some recommendations they did not agree 

with: for example: ' W e don't deem it necessary to have a daily morning report.' Others 

were not understood, not found relevant, not taken seriously (e.g. improving communication: 

'That's kicking in an open door, it's probably recommended to every specialist group'), not 

found suitable (e.g. improving attendance at patient-related meetings) or were found to be 

too extensive (e.g. merging of practices) for professional support. 

Also, implementation was felt to be beyond the control of the specialists (i.e. 'lack of 

supporting personnel') or implementation was not within the specialists' responsibilities (e.g. 

to make sure the hospital formally contracts with the midwives working in the hospital). 

Many recommendations were said to have been implemented by the time the first meeting 

with the consultant took place. 

Although the aim of the Q C project was to support implementation of visitatie 

recommendations, the final choice of an implementation project was not always linked 

directly to one or more recommendations. Frequently, changes had occurred in the time 

span between the visitatie date and the date of the first meeting, for example the long-term 

absence of a colleague, the escalation of a conflict, or a situation of two or more merging 

hospitals, which put the recommendations in a different light or even superseded them. In 

choosing implementation projects priority was given to the issues with the highest expected 

added value to the practice. In 15 cases, the implementation subjects chosen were directly 

related to one, two or part of a practice-specific visitatie recommendation. In nine specialist 

groups, the choice of the implementation issue cannot be traced back to the list of 

recommendations. 



T a b l e 3 Reasons cited by specialist groups for type of implementation projects chosen by 
specialty 

Reasons cited for 

subject choice 

Surgery 

specialist 

groups 

In = 6) 

Gynaecology 

specialist 

groups 

Pediatric 

specialist 

groups 

[n= 10) 

Represented an acute problem 

Severity stressed by specialty 

society in visitatie report 

Previously identified as high 

priority, not yet implemented 

Quality Consultation project 

offers opportunity to address 

low priority issue 

As Table 4 (p96) shows, most implementation subjects concerned either strategic issues or 

issues related to the functioning of the specialist group. An example of the latter is a 

specialist group of 4 specialists (two full-time and two part-time) working together only 

recently as a group. Three of the specialists had joined the practice in the last 2 years. 

Priority had been given to the introduction of the new colleagues and the daily operations 

of the practice. Consequently, most non-acute and non-clinical problems were neglected or 

solved on an ad hoc basis. Meetings were inefficient and ineffective. Managerial and 

organizational tasks were unequally divided, with the full-timers taking care of most of the 

work and the longest serving specialist being the one to whom responsibility for these tasks 

was usually assigned. Personal ambitions were never exchanged. In short, the specialists 

expressed their dissatisfaction with the lack of structure and system within their practice as 

well as the need to develop team qualities. Another example of an implementation project, 

this time with a strategic character, was the forced integration of three specialist groups (12 

specialists in total) located in three hospitals. The perceived quality differences between the 

three groups ('we deliver better care'), actual problems such as the shortage of staff at one 

location, and inherent personal differences hampered the development of a single, 

combined specialist group. Facilitating the realization of an integrated group was selected 

as the project's goal . Other topics, chosen less often, included the improvement of practice 

registration, patient record keeping (the medical specialists' records varied in 

completeness), or collaboration with others such as hospital management (the specialists 

wanted to address an existing discord with the hospital's CEO) or Operating Room 

personnel (opinions differed about the organization and planning of the operating theatre). 

One specialist group requested that the consultant support them in a financial negotiation 

with the hospital. (Table 4) 



T a b l e 4 Specialist groups' choices of implementation subjects 

Chosen implementation subject Number of 

specialist groups 

Strategic issues 

• Facilitating specialist group policy by making/writing plans 

for new practice policies 

• Consulting on regional collaboration 

• Supporting the integration of various specialist groups 

Organizational issues concerning the structuring of and 

collaboration within the specialist group 

Improvement of practice registration 

Improvement of patient record keeping 

Investigation of lack of personnel and exploration of potential solutions 

Support of financial negotiations 

Collaboration with others 

• Hospital management 

• Operating Room personnel 

• Regional general practitioners and midwives 

Type of interventions offered 

Every specialist group participating in the Q C project was offered multiple interventions. 

(Table 5) Interventions could be either participatory or non-participatory. Non-participatory 

interventions were activities undertaken by the consultant directed towards the implementation 

of change, which did not require the specialist group to act or even to be directly involved. 

Five non-participatory interventions can be identified. (1) Some specialist groups received 

general educational materials on practice management or organization, e.g. on strategic 

planning, team collaboration, decision-making principles, or on 'how to chair a meeting'. (2) 

For most specialist groups the consultant wrote practice specific documents such as strategic 

policy plans, practice agreements concerning the organization of the specialist group, 

discussion papers on regional collaboration, and integration plans for merging specialist 

groups. (3) Specialist groups were consulted on their project by letter or e-mail. (4) In a few 

cases the consultants would formulate detailed minutes of a meeting that had taken place 

with the specialists and send it to them (5). Finally, the consultant met with someone other 

than one of the specialists as part of the implementation project, for example with the 

hospital's Chief Executive Officer, regional midwives, or with the Operating Room manager. 

Besides the non-participatory interventions, all specialist groups were offered participatory 

interventions, requiring the participating specialists to be actively involved in the 

implementation project, in the absence or presence of the consultant. Involvement was sought 

in the fol lowing ways. (1) By filling out evaluative questionnaires concerning the functioning 

of the practice or specialist group, or by reflecting on one's own ambitions, goals and 

values. (2) By making an inventory of one's personal viewpoint on how to take action on 

topical practice and specialist group matters, for example developing subspecialties or the 



call for participation in hospital management. Both these activities took place in the course 

of preparing a practice-specific document or conducting a group meeting. (3) Specialists 

were involved in implementation projects by co-writing group specific papers (see above). 

(4) Interactive interventions consisted of meetings with the specialist group and the 

consultant (who usually led the meeting) and (5) occasionally with the specialist group and 

participants from outside the group, such as hospital's Chief Executive Officer. Meetings 

could last 1 h or take up a whole day, discussing the future a n d / o r organization of the 

practice/special ist group, trying to solve a problem, or giving each other feed back on 

professional behaviours. (6) The last participatory intervention was the phone conversation 

with the consultant, used as either a reminder (e.g. to fill out and return questionnaires) or 

an active consultation for advice, discussion or feedback. 

Of the 24 projects, 22 were finished with support of the consultant. In one case the 

consultant ended the collaboration due to a lack of commitment on the part of the specialist 

group; in the other case the specialist group repeatedly failed to keep its appointments and 

consequently the project terminated. 

Five specialist groups requested that the consultant's support be prolonged after the limited 

number of subsidized hours had been used up. Wi th these specialist groups the consultants 

entered a regular commercial consultancy process; the subsequent addit ional interventions 

are not included in table 5. 

Assessment of interventions by participants 

To shed light on the actual implementation of recommendations and the contribution of the 

consultants in achieving the results, both a questionnaire survey and a telephone evaluation 

were undertaken, (see Methods). 

The 15 specialist groups whose implementation subjects were directly related to one, two 

or part of a practice specific visitatie recommendation assessed the actual degree of 

implementation of the recommendation supported. Thirty-eight specialists filled out a 

questionnaire; all specialist groups except one were represented by at least one 

respondent. The average score for the responding 14 specialist groups was 4 . 0 on a 5-

point scale, where the score of 4 represented the fact that recommendations had been 

partially implemented (Table 6). The appreciation of this result was reported by the 

respondents in the form of a 6 .6 score on a 10-point scale. The process of implementation 

was also rated with a score of 6 .6 score. Furthermore, half of the specialist groups 

explicitly mentioned the professional support of the consultant to be a facilitating factor in 

the implementation of the recommendations. 



T a b l e 5 Overview of interventions provided or initiated by consultant and accepted by the 

specialist groups 

Specialist group Non-participatory 

interventions' 

Participatory 

interventions" 

Total 

interventions 

per specialist 

group (n) 

4 5 3 4 5 6 

Pediatric groups 

P 1 

P 2 

P 3 

P4 

P5 

P 6 

P 7 

P 8 

P 9 

P 10 

P total 

OB/GYN groups 

Surgery 

All grou 

G 1 1 

G 12 

G 13 

G 14 

G 15 

G 16 

G 17 

G 18 

G total 

Groups 

S 19 

S 20 

S 21 

S 22 

S 23 

S 24 

S total 

as total 

Y 

~ 
~ 
~ 
Y 

Y 

~ 
~ 
Y 

~ 
4 

Y 

Y 

~ 
~ 
~ 
~ 

Y 

3 

Y 

Y 

Y 

~ 
Y 

Y 

Y 

Y 

Y 

~ 
8 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

7 

Y 

Y 

~ 
Y 

Y 

Y 

Y 

Y 

~ 
Y 

8 

Y 

Y 

~ 
Y 

Y 

Y 

Y 

6 

Y 

~ 
~ 
Y 

~ 
~ 
~ 
~ 
Y 

~ 
3 

~ 
Y 

~ 
~ 
~ 

Y 

2 

~ 
~ 
~ 
Y 

~ 
~ 
~ 
Y 

Y 

Y 

4 

~ 
~ 
Y 

~ 
~ 

^ 
1 

Y Y 

~ 
Y Y 

- Y 

Y Y 

Y Y 

4 5 

Y 

Y 

Y 

Y 

~ 
4 

Y 

Y 

~ 
Y 

Y 

4 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

~ 

_ 
~ 
Y 

~ 
~ 
Y 

~ 
~ 
~ 
~ 
Y 

Y 

Y 

Y 

Y 

Y 

Y 

~ 
Y 

Y 

~ 
Y 

~ 

~ 
~ 
~ 
Y 

Y 

~ 
~ 
~ 
Y 

~ 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

Y 

7 3 

1 

Y 
Y 

~ 
~ 
Y 

Y 

~ 
5 

Y 

Y 

Y 

Y 

Y 

5 

Y 

Y 

~ 
~ 
Y 

Y 

~ 
4 

Y 

Y 

Y 

Y 

~ 
4 

_ 
~ 
~ 
~ 
Y 

Y 

Y 

3 

-

~ 
~ 
Y 

Y 

2 

Y 

Y 

Y 

Y 

~ 
Y 

Y 

6 

Y 

Y 

Y 

Y 

Y 

5 

_ 
~ 
Y 

~ 
~ 
~ 
~ 
1 

~ 

~ 
~ 
Y 

~ 
1 

Y 

Y 

~ 
Y 

Y 

Y 

Y 

6 

Y 

Y 

Y 

Y 

Y 

Y 

6 

11 20 18 9 7 17 1 9 I I 22 

6 

5 

6 

6 

6 

6 

5 

9 

4 

61 

3 

7 

6 

5 

4 

6 

6 

7 

44 

6 

4 

7 

42 

147 

Y, intervention provided; ~, intervention not provided; OB/GYN, obstetrics/gynaecology. 
1 Non-participatory interventions: 1, receiving educational materials; 2, having practice-specific paper drafted; 3, 

receiving written/e-mail consultations; 4, having minutes of meeting(s) drafted; 5, consultant met/spoke with others. 
2 Participatory interventions: 1, written evaluation of practice/self-evaluation; 2, list personal viewpoint on 

practice/policy matters; 3, draft practice-specific (policy) paper; 4, group meeting with consultant; 5, group 
meeting with consultant and others; 6, phone conversation with consultant. 

3 The consultant met with all specialist groups at least once to establish the project choice. These first group meetings 
are not included in this overview. 

4 The participation of one specialist group was ended after the first meeting. 



T a b l e 6 Implementation results as reported by specialist groups 

Level of implementation 

Appreciation of implementation result 

Appreciation of implementation process 

A v e r a g e 

4 . 0 

6.6 

6 .6 

score M i n i m u m 

2 

2 

1 

score M a x i m u m score 

5 

9.8 

9.8 

1 Fifteen of the 25 specialist groups chose implementation subjects directly related to one, two, or part of practice 
specific visitatie recommendations. Fourteen specialist groups (38 respondents) assessed the implementation level, 
and evaluated the implementation process and results. 

2 Scale: 1, no action taken to implement recommendation; 2, recommendation discussed, but no actions planned; 
3, actions planned, but not yet executed; 4, recommendations partially implemented; 5, recommendations fully 
implemented. 

3 Scale: 1 to 1 0; where 1 = not appreciated at all, and 1 0 = highly appreciated. 

In addit ion, 15 specialist groups were approached for a telephone evaluation of the QC 

project. In the case of one specialist group the consultant ended the collaboration as noted 

above, and so the telephone evaluation did not result in usable data. Of the 14 remaining 

specialist groups, 10 specialist groups stated that the Q C had had a positive effect on the 

actual implementation of visitatie recommendations. Four specialist groups reported no 

direct implementation effects. Three of them said this was due to the fact that most 

recommendations had already been implemented before the Q C projected started. The 

fourth specialist group found that the recommendation was so complex that only serious time 

investments of the specialists involved might lead to measurable implementation effects. 

Although no positive implementation effects fol lowed the Q C for four specialist groups, all 

specialist groups were positive about Q C in terms of the added value it had had for the 

practice/special ist group. The added value was described as the consultant thinking or 

writing along with the specialist group about its future, structuring meetings, gaining insight 

into the functioning of the specialist group, discussing and solving practical problems, 

setting up appointments, mediating difficult processes or conferences, setting priorities, and 

addressing performance or conduct issues. Positive effects were reported on the integration 

of the specialist group, the practice/special ist group organization, the division of tasks, 

and the conceptualization of plans for new practice policies. Two specialist groups 

explicitly mentioned that the authority and the presence of the consultant forced commitment 

on the part of the group and so led to results. The respondents evaluated both consultants 

very positively. They were unanimously positive about the involvement ( 'good', 'stimulating', 

'non obtrusive') and the service they provided. All but one specialist group were positive 

about the consultants' expertise. 

Discussion and conclusions 

Compared with other studies, the added value of the project evaluation outlined in this 

paper lies in the detailed description of getting medical specialists involved in an 

implementation strategy and the interventions offered to them. The nature of the evaluation 

is descriptive and exploratory, and due emphasis is therefore given to the views, 

experiences, and meanings of the participating medical specialists. (14,15) The study aims at 



a better understanding of the social phenomena of implementing change in specialist groups. 

This study has its limitations. First, in the Q C project one of the researchers also took on the 

role of consultant. The consultant was one of the many factors influencing the course and 

the success of the projects executed. Consequently, the researcher's process of observation, 

including watching and recording what the participants said and d id , was inevitably 

selective. Nevertheless, to profit from the advantages of participatory observation, several 

actions were undertaken to triangulate and validate the findings. The two consultants 

documented their projects' progress separately and frequently exchanged their findings, 

which were discussed with the second researcher (second author) and were also fed back 

to the specialist groups during the projects. Also, telephone interviews were conducted by 

representatives of the participating speciality societies and an anonymous postal survey was 

undertaken to capture the participants' opinion. Another restriction of the study were the 

imited resources avai lable. More recommendations might have been implemented if more 

time had been available for each specialist group. Furthermore, we assume that the 

involvement of the three specialty societies and the fact that no costs were charged to the 

part ic ipat ing specialist groups were crucial in achieving the high degree of participation 

(25 out of 31 specialist groups). 

Finally, because of the non-experimental character of this study, the limited number of 

specialist groups involved, and the great number of variables relevant to implementation of 

the recommendations, no general conclusions can be drawn on the effectiveness of 

management consultancy for these implementation tasks. 

In reviewing the four research questions formulated at the beginning of this paper, we may 

summarize our findings with two conclusions. The first is that specialist groups overall 

showed welcoming attitudes to the management support that was offered to them. The level 

of participation was high, the evaluation of the consultants and the impact of their support 

positive, and the atmosphere in which consultants and specialists worked together was 

mostly friendly and constructive. It is likely that many specialists were not familiar with the 

variety of services offered by a management consultant. The free introduction to the 

consultants' work and the experience of benefiting from their interventions may have 

contributed to a clearer view of the value of management consultants' specific knowledge 

and skills. More importantly, the wi l l ing collaboration of most specialists suggests that the 

consultants responded to a need. Reflection on the 24 projects reveals that no two were the 

same. Depending on the issue selected, the local context of the specialist group, and the 

combination and characteristics of both the specialists and the management consultant, all 

specialist groups were offered a unique mix of participatory and non-participatory 

interventions. Routine application of specific management tools or interventions was not 

deemed suitable by the consultants; it seems there was no room for standardized 

management consultancy practice. Instead problems were tackled by developing a tailor-

made multifaceted approach for each specialist group. In terms of implementing change, it 

is not clear which barriers were removed by the interventions offered. The support may 

have counteracted a lack of time, a lack of specific implementation knowledge or skills, the 

absence of a coordinating person, or other barriers to implementation of visitatie 

recommendations. It is important to investigate further which factors limit and which 

encourage implementation. 

The second conclusion is that at this period in time the key element in professional quality 



improvement lies in the development of effectively run specialist groups. Explicit attention to 

clinical processes and outcomes failed to occur in the Q C project. In our view this can be 

ascribed to the visitatie model, and to the managerial and organizational problems 

hospital-based medical specialists are facing today. 

What sets visitatie apart from other models used in improving health care services 

(accreditation, EFQAA, ISO) is its exclusive professional ownership. The professional claim 

on visitatie is accepted by other parties in the health care industry in the expectation that 

self-regulation will ultimately lead to better clinical care. Underlying this is the assumption 

that physicians wil l focus on clinical issues when they are given the lead in quality 

assurance activities. The experiences in the Q C project suggest that this is an incorrect 

assumption. None of the projects, selected by medical specialists and based on the 

collegial assessment of their specialist group, addressed the improvement of clinical care. 

Instead, practising specialists focussed on managerial and organizational topics. In large 

part this can be put down to the design of the visitatie model. Visitatie was never set up to 

address clinical outcomes. Right from the start the systems approach to quality improvement 

was embodied in the definition of visitatie, which was written down in the early 1990s and 

still stands today: ' ...to assess the circumstances under which clinical practice takes place' 

(16). The specialty societies were encouraged in their choice by the Dutch Institute for 

Health care Improvement. At the time visitatie was introduced, the medical specialist 

community may have felt more comfortable in leaving the clinical performance of individual 

medical specialists out of the model. Nowadays, many medical specialists express the 

opinion that the value of visitatie would be increased by focussing on clinical processes 

and outcomes. The question is whether or not visitatie, and external peer review in general, 

can be an appropriate method for systematic clinical evaluations. Or should it be better 

reserved for measuring the organizational processes underpinning clinical practice? Other 

models, such as accreditation, have proven themselves successful in this area. In The 

Netherlands, it is likely that over time clinical indicators will be part of the visitatie system 

so that this also includes clinical outcomes. In a joint effort, Dutch medical specialists, 

hospitals, financiers and the Department of Health are ambitiously aiming at the year 2 0 0 6 

for achieving this. 

Secondly, in explaining the lack of emphasis on clinical evaluation in professional quality 

improvement, we find that the managerial and organizational problems medical specialists 

are facing today may be dominant to such a degree that they hinder systematic clinical 

improvement. The reality of many specialist groups can still be characterized by such 

features as ad hoc decision-making, lack of consensus, burn-out or otherwise unhappy 

doctors, complaining support staff and patients, inefficient meetings, chaos or too much 

bureaucracy. (17-19) Administrative pressure is increasing and the customary informal work 

methods and communication are no longer satisfactory. In the media and various legal 

cases, the lack of effective collaboration within specialist groups and its (presumed) 

negative impact on patient care have been stressed. (20) Obviously, improving the 

managerial infrastructure of specialist groups deserves high priority. In the development of 

effectively run group practices, the individualistic orientation and behaviour of doctors (21) 

needs to make room for a more collaborative approach to medicine. (22,23) At the same 

time medical specialists are challenged to incorporate management skills into their 

professional lives. These transitions should not be dismissed as small achievements. The 



group's members need to reconcile decisions about organizational, social and financial 

matters, personal (life style) preferences, personality and ethics. (19 ,24] As we described 

above, in the Q C project much has been invested in dealing with these issues. 

The Q C project is not the first and not the only initiative in the field of management of 

specialists. However, its explicit focus on specialist groups is quite unique and seems to fill 

a gap . But what should the future hold with regard to the development of effective specialist 

groups? Structural support of specialist groups as a standard follow up service of a visitatie 

is not attainable and not necessary in the long run. Turning to independent professional 

consultants might, however, remain useful in particular situations and for specific problems, 

e.g. when mediation skills are required or when strategic interests are at stake. Besides 

practice-specific interventions offered by expert consultants, specialist groups might benefit 

from management training. In the future, adding this sort of training to the medical curricula 

should be considered. Finally, specialist groups need to be able to rely and build on 

sufficient managerial and secretarial assistance. (25) 

W e feel that the further enhancement of the managerial and organizational qualities of 

medical specialist groups is a joint responsibility of specialists and hospital management. 

Their empowerment might very well be a prerequisite for enhancing the achievement of 

professional and organizational goals, and thus for the successful running of a hospital. 

(26) The role of hospital administrators can be a facilitating one: others have stressed that 

the best way to manage professionals is to support them in managing themselves. (27,28) 

The ultimate goal of the Q C project was to improve the quality of patient care by 

implementing visitatie recommendations. As outlined in this paper, professional quality 

improvement through visitatie does not focus on clinical issues but rather emphasizes the 

realization of well run specialist groups. Although this might be seen as an important step 

towards quality improvement, more research is needed to understand if and how the 

management of care affects patient outcomes. (29-31) We assume that other external peer 

review models also inherently enforce the development of management of medical specialist 

care. For these models to be effective, specialists need to have the necessary minimum 

knowledge and skills to implement change. 
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ABSTRACT 

Object ive : 

To evaluate the effect of external management support (Quality Consultation -QC) on the 

implementation of visitatie recommendations and to gain insight in the factors obstructing 

implementation. 

Design: 

Data collection through a postal survey amongst 2 0 5 medical specialists, representing 5 0 

hospital based specialist groups in The Netherlands. 

Sett ing: 

Under the auspices of the specialty societies of surgeons, pediatricians and gynaecologists, 

25 groups were offered ~ 2 0 h of management consulting to support the implementation of 

visitatie recommendations and 25 specialist groups did not receive the management 

consulting. The specialist groups were randomly allocated to the intervention/non

intervention groups. 

In te rvent ion: 

The management consulting (QC) took a site-specific multifaceted implementation approach. 

M a i n measures : 

Self-reported degree of implementation of visitatie recommendations, assessment of 

implementation result and process; experienced obstructing factors in implementing 

recommendations. 

Results: 

The response rate was 54% (n=l 10). The supported specialist groups were more successful 

in implementing visitatie recommendations. 66 . f % of the supported specialist groups 

partially or fully implemented the recommendations, against 5 3 . 8 % of the non-supported 

groups. The implementation result and process were also rated significantly higher for the 

supported groups. The supported groups reported significantly less (p < 0 .005) obstructing 

factors. The experienced obstructing factors are strongly related with the degree of 

implementation (spearman rho 0 . 5 7 ~ 32.5%), the assessment of the implementation results 

(spearman's rho = 0 .65) and the process (spearman's rho = 0.62) . 

Conclusions: 

This study suggests that Q C is a powerful strategy in implementing visitatie recommendations. 

The results confirm the successfulness of combined and site-specific strategies. It is advisable 

that interventions to improve implementation of visitatie recommendations are targeted at the 

set of 14 obstructing factors investigated in this study. The Q C approach has a moderating 

effect on the identified set of obstructing factors, but the effect seems largest for the barriers 

lack of implementation knowledge/skil ls and support, assessed self-efficacy and expected 

(limited) gains/advantages of implementation efforts. 

. .: 



SUALITY CONSULTATION OFFERED TO DUTCH 
EDICAL SPECIALISTS ENHANCES 

IMPLEMENTATION OF VISITATIE 
RECOMMENDATIONS: RESULTS OF A 
MULTIFACETED SITE-SPECIFIC INTERVENTION 

The end of any form of external (peer) review should be the beginning of change. Change 

however is not self-evident. Many strategies have therefore been developed to promote the 

implementation of change. Research has produced much evidence and many clues about 

which implementation strategies work and which don't. (1) From all the research, the 

message is clear: no one approach is convincingly superior. The challenge is to creatively 

integrate all the evidence and experiences and offer context-specific approaches. (2-4) One 

example of such an approach is Quality Consultation (QC). It is a multifaceted site-specific 

intervention that is being offered to Dutch medical specialist groups to support them in 

implementing visitatie recommendations. 

Visitatie is a doctor-owned external peer review model. The key characteristics of visitatie 

are described in figure 1 . In The Netherlands, where visitatie originated, the visitatie system 

produces hundreds of collegial site-visits to specialist groups and thousands of 

recommendations for quality improvement yearly. (5) Without implementation of the 

recommendations visitatie can not be called successful. Therefore, the specialty societies of 

surgeons, pediatricians and gynaecologists developed Q C as an intervention to further 

enhance implementation. Members of these societies received support for their 

implementation efforts by experienced management consultants. In the period 1999-2001 

the intervention was offered to 25 specialist groups. Q C can be summarized as follows: 

Q C started where visitatie ended: with the practice-specific recommendations for 

improvement as formulated by medical peers on behalf of the specialty society. 

Specialist groups were offered approximately 20 hours of management consulting to 

support implementation of one or a few visitatie recommendations. 

All recommendations were eligible for support. The specialist group and the consultant 

together decided in a first meeting to which recommendation(s) the implementation 

efforts were to be directed. 

The Q C toolkit consisted of various support methods, both non-participatory (activities 

undertaken by the consultant which did not require the specialist group to act or even 

to be directly involved, such as sending educational materials and writing practice-

specific documents) and participatory (requiring the participating specialists to be 

actively involved in the implementation activity, such as meetings with the consultant, 

filling out evaluative questionnaires and co-writing documents). All specialist groups 

were offered multiple interventions. Which interventions were applied depended on the 

recommendations to be implemented, the local context, the specialist group and the 

consultant. 

1 On hospital level medical specialists of the same specialty are organized in specialist groups. The daily provision of 
care, including i.e. taking call, patient related meetings, as well as the strategic issues are primarily dealt with by 
the group. Medical specialists (groups) can be employed by the hospital or be paid on a fee-for-service basis. The 
latter are referred to as 'partnerships'. Approx. 70% of all medical specialists are independent entrepreneurs. 



Participation in the Q C project was voluntary and without cost for the specialist groups; 

the specialty societies recommended their members to participate in the project. 

The practice-specific results of the Q C were confidential. 

For the 25 specialist groups Q C was offered under the auspices of the three participating 

specialty societies. The support was conducted by 2 experienced management consultants, 

one of whom is an author of this paper (MJMHL). The Dutch Ministry of Health financially 

supported the intervention. Q C has been qualitatively evaluated and described in detail 

elsewhere. (6) This paper's objective is to evaluate the effect of the intervention Q C . In 

particular we address the fol lowing questions: 

1 . Wha t is the effect of Quality Consultation in terms of the implementation of visitatie 

recommendations? 

2. Wh ich factors are obstructing the implementation of visitatie recommendations? 

As part of this second question we explicitly looked at the medical specialists' attitude 

towards visitatie. In general it is known that the attitudes of professionals may interfere with 

implementation. W e assume that a positive attitude towards visitatie is related to more 

successful implementation. 

F i g u r e 1 Key characteristics of the Dutch peer assessment (visitatie) model 

International context 

Owner 

• Funding 

• Purpose 

• Standards 

• Scope 

• Survey team 

• Visitatie cycle 

• Visitatie process 

Results 

• Confidentiality 

• Sanctions 

• Legal context 

Visitatie has acquired a position next to health care accreditation, the 

International Organization for Standardization's ISO 9 0 0 0 standards 

and the European Foundation for Quality Management (EFQM) 

excellence model. (14-15) 

Each of the 2 7 Dutch specialty societies administers and executes its 

own visitatie program. Attunement is coordinated by the umbrella 

organization of all societies. 

The Department of Health pays specialty societies per visitatie 

The assurance and improvement of the quality of patient care 

Each specialty society sets its own discipline-specific quality standards. 

Some hospital broad standards are shared by all specialty societies. 

Specialist groups (inch partnerships) in non-teaching practices 

2-4 peers from different hospitals. 

Every 3 to 5 years. 

Paper evaluation prior to site-visit. Site-visit: interviews, on-site 

observations, review of medical records and verbal preliminary report. 

(16) 

Every visitatie report contains practice-specific recommendations for 

improvement. There is no pass/fai l judgement system (i.e. certificates, 

awards). (17-18) 

Visitatie findings are only provided to the reviewed specialist groups. 

N o formal sanctions. Some specialty societies revisit a practice after 1 

or 2 years, in case safe or state-of-the-art practising is seriously doubted. 

Participation in the visitatie program of one's specialty society is one of 

the requirements for re-registration of individual medical specialists. 



Methods 

Sample 
Of all the specialist groups of surgeons, gynaecologists and pediatricians that had been 

mandatorily surveyed by their respective specialty societies in the period September 1998 

to November 1999 , 58 specialist groups were invited to participate in a visitatie 

implementation study. The specialist groups were randomly allocated to an intervention and 

a non-intervention group. The intervention group was formed by 31 specialist groups who 

were offered a limited number (~ 20) of hours of management support with the 

implementation of one or several visitatie recommendations. 25 specialist groups (10 

pediatric, 8 o b / g y n and 7 surgery) agreed to participate. The other 27 specialist groups 

are referred to as the non-intervention group. All but 2 of these specialist groups (one 

surgery, one pediatric) were wil l ing to participate. 

For the (remaining) 5 0 specialist groups (205 medical specialists) a total of 4 6 4 

recommendations were formulated. Surgery specialist groups received significantly less 

recommendations (average number of 6.2) than gynaecologists (10.3) and pediatricians 

(10.8) . (7) For the intervention group the consultant and the specialist group together 

decided to which recommendation(s) the Q C intervention was to be directed. 

Measures 

To determine the implementation results a postal survey was undertaken. In the period 

February 2 0 0 0 to June 2001 a total of 205 questionnaires were sent to the participating 

medical specialists. The questionnaire was anonymous except for the work location 

(hospital) of the respondents. Non-responders were reminded through (up till 3) phone calls 

a n d / o r facsimile message. 

Design of the questionnaire 

The questionnaire consisted of three parts. The first part relates to the first research question 

of this paper: the effect of Quality Consultation in terms of the implementation of visitatie 

recommendations. This part of the questionnaire was practice-specific: the recommendations 

for improvement were copied from the original visitatie reports into the questionnaire 

fol lowed by 3 questions. In the first question the specialists were asked to assess the actual 

degree of implementation of the recommendations. The implementation rate was scored on 

a 5-point action scale stating that no action had been taken to implement the 

recommendation; the recommendation had been discussed, but no actions were planned; 

actions had been planned, but not yet executed; the recommendations had been partially 

or fully implemented. The second and third questions involved assessing the implementation 

resultas well as the implementation process, using a 10-point scale (1 to 10). 

Secondly, in reference to the second research question, the questionnaire aimed at 

determining perceived barriers to the implementation of visitatie recommendations. W e 

constructed an implementation obstruction scale consisting of 14 statements related to 



implementation barriers. This part too was practice-specific. Each recommendation was 

fol lowed by the 14 statements. The statements were based on what is known from the 

literature about factors limiting implementation of innovations. They were formulated in terms 

of the actual situation, performed actions and experienced behaviours. The implementation 

obstruction scale was found to be reliable (Cronbach's alpha 0.81) . The statements were 

responded to on a 4-point scale (1 = strongly agree, 4 = strongly disagree). 

Lastly, the questionnaire focussed on the attitude of respondents towards visitatie. W e used 

a visitatie attitude scale consisting of 16 visitatie statements. All statements were responded 

to on a 5-point Likert scale (1 = strongly disagree, 5 = strongly agree). The instrument was 

found to be valid and reliable. (7). 

Statistical analysis 

Results were entered into a database and analysed using SPSS. Analyses of the 

implementation results and the obstructing factors were performed on both specialist group 

and individual level, comparing the results for the intervention and non-intervention groups. 

The specialist group results were determined as the average of the results of the individual 

members of the specialist group. Intraclass correlation coefficients were determined. 

Medica l specialists' attitudes towards visitatie were analysed on an individual level. 

Correlations were calculated using spearman's test. 

Results 

Response 
From the total sample of 205 surveys mailed, 1 10 were returned, an overall response rate 

of 54%. The response rates were 60% (n = 61 ; representing 23 specialist groups) for the 

respondents in the intervention group and 47% (n = 4 9 ; representing 22 specialist groups) 

for the non-intervention group. This significant difference can be explained by the high 

response rate for the pediatricians in the intervention group. The response rate for this 

group was 82% versus 5 1 % for the gynaecologists and 46% for the surgeons in the 

intervention group. Based on explicit statements of participating medical specialists, we can 

explain 35% of the non-response. The reasons for not returning questionnaires were 

absence due to retirement (n = 1), maternity leave (n = 1) or sickness (n = 1); the 

discontinuance of a partnership (n = 2) or a practice (n = 1) and a lack of time (n = 4) or 

interest (n = 2). Seven respondents filled out the questionnaire on behalf of their colleagues 

(n = 21) . W e assume the rest of the non-response can be mostly ascribed to a lack of time, 

especially given the length of the questionnaire, a n d / o r interest. 

Implementation status 

The degree of implementation of the visitatie recommendations is shown in table 1 . The 

percentages mentioned are based on a total of 4 0 2 observations (one score per specialist 

group per recommendation). For each recommendation, the average of the answers given 



by the individual specialists were used since, as expected, the answers they provided were 

highly correlated: the range in intraclass correlation coefficient was 0 . 6 0 to 0 . 6 8 . 

The results show that the specialist groups supported by the management consultants (the 

intervention group) report being significantly (t-test p=0 .0002 ) more successful in partially 

or fully (scores 4 and 5) implementing the visitatie recommendations than their colleagues 

working in non-supported practices; 6 6 . 1 % versus 53.8%. This positive effect on the 

implementation degree has been reported by two of the three specialties. For pediatricians 

the implementation rates (scores 4 and 5) are 68 .9% (intervention group) versus 48 .7% 

(non-intervention group) and for surgeons 68 .3% versus 51 .5%. For gynecologists the score 

was 61 .0% (intervention group) versus 6 3 . 2 % (non-intervention). Further, the supported 

specialist groups show significantly higher rates than their peers in non supported practices 

on both the assessment of the implementation results (t-test p = 0 . 0 0 0 3 ) and the rating of the 

implementation process (t-test p= 0 .0006 ) . (Table 2) The data analyses on individual and 

specialist group level show comparable results. 

The above results indicate at least a general correlation between Quality Consultation and 

the implementation of recommendations. Additionally we searched our data set for more 

specific evidence of the potential positive effects of management support. Within the 

intervention group we compared the results for supported recommendations with non 

supported recommendations. Of the 14 practices available for this comparison, 1 1 

practices reported a higher rate of implementation for supported recommendations. Lastly, 

we compared practices in the intervention and non-intervention group with regards to the 

implementation results of one specific type of recommendation (the recommendation to write 

a practice oriented policy plan). Three out of three supported practices reported partial or 

full implementation of the recommendation (average score 4 .8) ; in the non-intervention 

group one out of seven practices (from 2 practices no data were available) reported the 

same result (average score 2.7). Further, the intervention group rated the implementation 

results with a 8.4 and the process with a 8.1 . For the non-intervention groups these 

numbers were 4 . 7 and 4 . 9 . These specific intra- en inter practice comparisons suggest a 

positive effect of management support on the implementation of specific recommendations. 

Obstructing factors 

Table 3 shows the experienced implementation barriers for the non-intervention and 

intervention group. The percentages mentioned are based on a total of 3 8 9 observations 

(one score per specialist group per recommendation). The results show that the specialist 

groups in the intervention group report significantly (p < 0 .005) less obstructing factors than 

the groups in the non-intervention group. There is a strong relation between the experienced 

obstructing factors and the implementation status (spearman correlation coefficient 0 .57) ; 

over 32% of the variance of the implementation status can be explained by the factors 

listed in table 3. The relation between the set of obstructing factors and the assessment of 

the implementation results and process is even stronger; it explains 42% (spearman's rho = 

0.65) respectively 38% (spearman's rho = 0.62) of the variance. 



T a b l e 1 Implementation status of recommendations, as reported by specialist groups. 
Overa l l (total) and per specialty: pediatrics, obstetr ics/gynaecology and surgery. For 
intervention (I.) and non-intervention (N.I.) groups. Numbers are percentages. 

The 5 categories 

expressing the 

degree of 

implementation 

1. 

2. 

3. 

4. 

5. 

No action has been taken wrf 

implementation 

The recommendation has been 

discussed within the specialty 

group and/or with others, but no 

follow up has been planned yet 

Implementation activities have 

been planned, but not yet 

executed 

The recommendation has been 

partially impemented 

The recommendation has been 

fully impemented 

Total 

(n=402) 

1. / N.I. 

2.9 

12.4 

18.6 

30.6 

35.5 

9.4 

16.9 

20.0 

29.4 

24.4 

Pediatrics 

(n=l 97) 

1. / N.I. 

1.7 

13.5 

16.0 

34.5 

34.5 

15.4 

15.4 

20.5 

25.6 

23.1 

Gynaecology Surgery 

(n=131) 

1. / N.I. 

4.9 0 

9.8 20.4 

24.4 16.3 

26.8 38.8 

34.2 24.5 

(n=74) 

1. / N.I. 

2.4 9.1 

14.6 15.2 

14.6 24.2 

26.8 24.2 

41.5 27.3 

T a b l e 2 Assessment of the implementation results and appreciation of the implementation 
process, as reported by specialist groups. Per specialty: pediatrics, obstetrics/ 
gynaecology and surgery. For intervention (I.) and non-intervention (N.I.) groups. Numbers 
are mean scores on a 1 0 point scale. 

Implementation 

status 

Assessment of the 

implementation results 

Assessment of the 

implementation process 

Pediatrics 

1. / N.I. 

6.7 5.4 

6.8 5.9 

Gynaecology 

1. / N.I. 

6.6 5.9 

6.8 5.9 

Surgery 

1. / N.I. 

6.2 6.0 

6.7 6.3 



T a b l e 3 Reported experienced obstructing factors in implementing practice-specific 

recommendations; overall (total) and per specialty: pediatric (p), obstetr ics/gynaecology (g) 

and surgery (s). Intervention (int.) and non-intervention (non-int.) group. Percentage of 

specialist groups where the mean score > 3 .5 . 

Statements asking 

for obstruct ing 

i m p l e m e n t a t i o n factors 

Total 

I. / N.I. 

P 

I. / N.I / N.I. . / N . 

2. 

3. 

13. 

thi' will be able to ii 

recommendation. 

My partners/colleagues have a 

negative attitude towards the 

implementation of this recommendation 

I am lacking certain knowledge 

and /o r skills to implement this 

recommendation. 

I do not expect that implementation 

of this recommendation will actually 

improve my practice(keeping). 

I have negative experiences with the 9 .7 

subject of this recommendation. 

I find it difficult to change 

my routines. 

I did not have enough time 

to implement this recommendation. 

Colleagues, hospital management 

and /o r supporting staff are not 

cooperative in implementing 

this recommendation. 

I was not assigned sufficient 

expertise support to implement this 

recommendation. 

The available (financial] 

means to implement this 

recommendation are not 

sufficient. 

28. 

34 

35 .3 

I disagree with this recommendation. 28 .8 

This recommendation is not 2 6 . 7 

applicable for our situation. 

The advantages of implementing 25 .8 31 .4 

this recommendation do not 

outweigh the expected disadvantages, 

efforts or discomfort. 

Implementation of this 8.9 8.5 

recommendation will limit my 

(professional) autonomy 

I am not convinced that my group 

Tp.e 

20 .3 17.0 

17.4 24 .2 

29.1 

2 3 . 9 

29.1 

33 .8 

33 .8 

36 .5 

34.3 4 4 . 4 32 .5 4 5 . 9 

19.7 2 9 . 7 

28 .8 39 .9 33 .3 39 .2 

9.7 

14.8 

34.7 

47.9 

13.1 

16.3 

38.6 

54.2 

10.3 

17.1 

32.5 

44.4 

10.8 

14.9 

33.8 

45.9 

34 .0 29.1 3 1 . 

36 .4 39 .2 32 .5 28 .4 

2 5 . 6 3 6 . 7 35.1 30 .0 

26 .8 4 6 . 9 35.1 20 .0 

2 0 . 7 26 .5 2 7 . 0 2 6 . 7 

4 . 9 6. 10.8 13.3 

30.5 53.1 48.6 26.7 

17.6 20.7 24.5 24.3 3.3 

13.4 20.4 18.9 16.7 

19.5 46.9 35.1 30.0 

9.8 22.4 8.1 3.3 

6.1 16.3 27.0 20.0 

39.0 46.9 32.4 36.7 

48.8 61.2 56.8 63.3 

30.5 38.8 24.3 33.3 

40.2 49.0 40.5 50.0 

Mean score 3.6 3.5 3.6 3.5 3.7 3.4 3.6 3.7 



Attitude towards visitatie 

The responses on the visitatie attitude scale generally show a positive attitude towards 

visitatie. The theoretical scale range was 16-80. The mean score was 6 4 . 9 (minimum 5 4 , 

maximum 77) and the median score 64 .9 . No significant differences were observed 

between the three specialties nor between the intervention and non-intervention group. 

However, the responses to the individual statements do vary and are shown in table 4 . 

Respondents' attitudes towards visitatie were not correlated with the implementation status of 

the recommendations. 

Discussion 

Methods 
This study has its limitations. Firstly, the implementation results are self-reported and 

therefore subject to bias. Under ideal circumstances we would have appl ied both self-report 

and objective measures to determine the results. (8) However, obtaining the addit ional data 

was not possible in the context of this project. Secondly, inherent to the Q C design, the 

implementation projects and the multiple interventions offered were not ad randomly 

selected. Selection was done by the specialist groups and the management consultant 

together. Lastly, response rates were excellent for the pediatricians in the intervention group, 

but modest for others. Although most specialist groups are represented in the study, the 

modest response rates may have introduced a selection effect. In general, respondents with 

a negative attitude towards their implementation efforts or results may not have participated 

in the survey. Also, participants in the intervention group with a less positive attitude to the 

Q C intervention or the management consultant that supported them may not have 

responded. 

W e are well aware that this study was not designed as a trial. No causative relations can 

therefore be established between Q C and the implementation of visitatie recommendations. 

Quality Consultation effective in realizing change 

Our study suggests that Quality Consultation is a powerful strategy in implementing visitatie 

recommendations. Wi th a relative difference of over 22% between the implementation rates 

of the intervention and non-intervention group, the results seem to confirm the successfulness 

of combined and site-specific strategies, as has been established before (9). It is also 

consistent with previous findings about the effectiveness of facilitators in changing practice 

(10-12). 



T a b l e 4 Spec ia l i s ts ' o p i n i o n s a b o u t v is i ta t ie . O v e r a l l (total) a n d per spec ia l t y : ped ia t r i cs 

(p), o b s t e t r i c s / g y n e c o l o g y (g) a n d surgery (s). Presentat ion for the in tervent ion (I.) a n d the 

non- in tervent ion (N. I . ) g r o u p . N u m b e r s a re b e t w e e n parentheses. Percen tage of responden ts 

(strongly) a g r e e i n g (Likert sca le score 4 a n d 5 ) . 

Vis i ta t ie 

s ta tements 

Total 
1. 
(61) 

81.7 

85.3 

Total 
N.I. 
(49) 

85.7 

95.9 

P 
1. 

(28) 

82.1 

85.7 

P 
N.I. 

(17) 

88.2 

94.1 

G G S S 

I. N . I . I. N . I . 

( 1 9 ) ( 1 8 ) (14 ) (14 ) 

1 . Visitatie almost always results 

in practice improvement. 

2 . I am well informed about 

the purpose of visitatie, the way 

a visitatie committee conducts a 

survey and the visitatie policy of 

my specialty society. 

3. The visitatie recommendations 

are carefully formulated. 

4 . All specialists should participate 

in visitatie, also when this is not 

mandatory. 

5. At the end of the survey day, 

the visitatie committee has a 

realistic picture of the reviewed 

practice. 

6 . * Visitatie is not threatening to 

the professional autonomy of 

individuals. 

7. Visitatie reveals 'blind spots' 

and old routines. 

8 . * To participate in visitatie is 

not a waste of time. 

9. It is crucial that visitaties are 

conducted by peers. 

10. Visitatie is a good method to 

assess and improve the quality 

of a practice. 

1 1 . Visitatie increases the trust in 

the medical profession. 

1 2. It is crucial that during a visitatie 

others involved in the practice, 

such as colleagues, GP's, assistants, 

hospital management and 

nurses, are being interviewed. 

1 3. The assurance and improvement 

of professional quality is an 

important task of the specialty 

societies. 

78.3 

87.9 

76.7 

100 

93.4 

90.0 

80.0 

96.7 

87.8 

100 

90.0 93.9 

64.6 

95.9 

93.9 

89.9 

79.6 

100 

96.7 100 

82.1 

85.7 100 

68.4 83.3 100 85.7 

89.5 100 78.6 92.9 

89.5 83.3 53.9 92.9 

88.9 100 91.7 100 

61.0 77.6 67.9 82.4 61.1 72.2 46.2 78.6 

]5.7 100 100 94.4 

75.0 

100 

89.3 

85.7 

71.4 

92.9 

82.4 

94.1 

88.2 

94.1 

70.6 

100 

100 100 

.6 85.7 

73.7 52.9 84.6 57.1 

100 94.4 100 100 

94 7 100 100 92 9 

89.5 83.3 100 92.9 

84.2 83.3 92.3 85.7 

100 100 100 100 

94.7 100 92.9 100 



T a b l e 4 Continued 

Total 
1. 
(61) 

95.1 

80.O 

41.7 

Total 
N.I. 
(49) 

89.8 

89.8 

37.5 

P 
1. 
(28) 

92.9 

67.9 

53.6 

P 
N.I. 
(17) 

88.2 

88.2 

62.5 

G 
1. 
(19) 

100 

94.7 

36.9 

G 
N.I. 
(18) 

88.9 

94.4 

33.3 

S 
1. 
(14) 

92.9 

84.6 

23.1 

S 
N.I. 
(14) 

92.9 

85.7 

14.3 

Visitatie 
statements 

14.* I am convinced of the use 
of visitatie. 

1 5. My specialty society is perfectly 
capable of conducting visitaties. 

16.* Visitatie reports can not be 
easily misused (for example by 
hospital management, the 
Inspectorate or health care insurers). 

Mean scores (per respondent) 4.0 4.1 4.0 4.2 4.1 4.1 4.1 4.0 

* these statements were negatively formulated in the questionnaire. 

Although our study shows that the multifaceted Q C is likely to be effective in realizing 

change, it remains unclear which combination of interventions is effective and 

complementary as well as which components of the multifaceted strategy are effective under 

different settings. Given the substantial heterogeneity of the 25 Q C projects (including 

variables related to the practice-specific visitatie recommendations, the specialist group, the 

local context, the consultant and the interventions) it will be extremely difficult to reveal 

QC's 'black box'. 

W h a t we do know is that the Q C approach has a moderating effect on the selected 

obstructing factors, since the supported specialist groups consistently report to experience 

less barriers in implementing the visitatie recommendations. This mitigating effect is visible 

throughout all the identified factors (table 3), but seems largest for the barriers lack of 

implementation knowledge/ski l ls and support, assessed self-efficacy and expected (limited) 

ga ins/advantages of implementation efforts. 

Contrary to our expectations, medical specialists' attitudes towards visitatie were not 

correlated with the implementation results. Apparently, factors other than the acceptance of 

the visitatie model determine the implementation success. From this study we learn that the 

set of 14 obstructing factors we investigated in relation to the implementation of visitatie 

recommendations, turn out to be a good selection in approaching the success of 

implementation. It explains a great deal ( -32% of the variance) of the (lack of) 

implementation results. Following these findings, it is advisable that in supporting the 

implementation of visitatie recommendations, interventions should (also) be targeted at the 

set of obstructing factors investigated in this study. 

Investing in management capacities seems to lead to improved implementation of visitatie 

recommendations. For further and future implementation, the discussion remains in which 

format these capacities should best be offered. Given the costs involved, offering Q C to 

specialist groups as a standard fol low up service of a visitatie might not be attainable. 

Turning to independent management consultants might remain useful however, in particular 

situations and for specific problems, for example when mediation skills are required or 



when strategic interests are at stake. Besides site-specific interventions, specialist groups 

might benefit from some training in the field of implementing change. Lastly, we suggest that 

hospital management becomes more involved in the implementation endeavours of specialist 

groups, preferably by facilitating them in terms of time, staff and other resources. (1 3) This 

seems particularly appropriate since visitatie relates for a great deal to the managerial and 

organizational aspects of delivering quality care (7). 

Conclusion 

The multifaceted site-specific Q C strategy seems to be powerful in implementing visitatie 

recommendations. Although it remains unclear which (combination of) interventions or 

components of Q C effect change, one potential explanation is the moderating effect that 

Q C seems to have on implementation obstructing factors. Contrary to our expectations, the 

attitude of medical specialists towards visitatie was not related to the implementation results. 

For the end of visitatie to be the beginning of real change, we recommend that the focus of 

any strategy to implement visitatie recommendations also includes the identified obstructing 

factors. 
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GENERAL DISCUSSION 

In this thesis the phenomenon of visitatie of medical specialists in Dutch health care has 

been explored from different perspectives and using various research methods. The visitatie 

studies answered the four main research questions, as were introduced in chapter 1 : 

1 . How can the rise and spread of visitatie for medical specialists in The Netherlands be 

explained? 

2. How can visitatie be positioned in its legal context? 

3. How can the visitatie results contribute to the improvement of practice management? 

4 . Does the implementation intervention 'Quality Consultation' increase the implementation 

of visitatie recommendations? 

This concluding chapter presents the results, discusses the limitations and qualities of the 

visitatie studies and formulates the policy and research implications. 

1 Main study results 

The main results of the visitatie studies are: 

1 . Visitatie has been successfully exploited by the medical profession as a means to 

defend professionalism, and (thus) the self-regulatory privileges which have to be 

constantly negotiated and renegotiated between the medical profession and the public, 

(chapters 2 and 3) 

2. Visitatie is based on a systems approach to quality assurance. Visitatie results in 

practice-specific recommendations for improvement. The average number of 

recommendations varies per specialty. Recommendations deal with the 'functioning of 

the specialist group' (33% of all recommendations), the 'management of care processes' 

(30%), the hospital context (25%) and specific quality assurance/improvement issues 

(8%). These numbers vary per specialty, (chapter 4 and 5) 

3. Medica l specialists show welcoming attitudes towards visitatie, measured by a postal 

survey. N o significant difference was observed between surgeons, gynaecologists, and 

pediatricians. Specialists seem more critical when visitatie is discussed in an interview 

setting, (chapter 5 and 6) Medica l specialists also express positive attitudes towards 

the recommendations for improvement, when measured shortly after receiving their 

practice-specific visitatie reports. At that time, lack of resources, time, knowledge 

a n d / o r skills and the assessed self-efficacy are perceived as the main barriers for 

implementing the recommendations for improvement. A more positive attitude towards 

visitatie correlates modestly with a more positive attitude to the recommendations for 

improvement, holding good promises for implementation, (chapter 5) 

4 . Quali ty Consultation (QC) was designed and delivered as a multifaceted site-specific 

implementation intervention. Support mostly addressed managerial and organizational 

issues. Each specialist group was offered a unique mix of interventions. Q C was 

positively received and evaluated by participants, (chapter 6) 

5. Q C seems a powerful intervention in implementing visitatie recommendations. 

Specialist groups who benefited from the support of a management consultant reported 

to be more successful in implementing visitatie recommendations than their colleagues 



in non-supported specialist groups. The implementation result and process were also 

rated significantly higher for the supported groups, (chapter 6 and 7) A set of 14 

factors obstructing the implementation of visitatie recommendation has been identified. 

The supported specialist groups reported significantly less obstructing factors, 

suggesting that Q C has a moderating effect on them. The experienced obstructing 

factors are strongly related with the degree of implementation, the assessment of the 

implementation results and process. 

The main results wil l be subsequently discussed. 

1.1 Visitatie and professionalism 

The rise and spread of visitatie has been explained in the context of protecting medical 

professionalism. In chapter 2 it was explored how visitatie has been used in the political 

process between the medical community and society at large. The self-regulating rights of 

the profession, one of the distinctive characteristics of professionalism, were at stake in 

these negotiations. It was substantiated that a number of factors both internal as well as 

external to the medical profession all together determined the introduction and acceptance 

of visitatie as a credible instrument in assuring quality patient care. Although the technical 

argument was emphasized in the analysis, this should not be taken as if self-regulation, and 

professionalism in general, can be reduced to a 'deal ' between society and medical 

doctors. Professionalism demands putting patients' interests first, setting and maintaining 

ethical standards and serving society on health matters. (1,2) Great responsibilities are 

involved, as was adstructed in chapter 3. However, the claim for self-regulation is built on 

the assumption that the enablers for the delivery of quality patient care lie within the realm 

of the medical doctor himself - through his knowledge, training and compliance to ethical 

standards - and that mechanisms within the profession itself, such as visitatie, will assure 

high levels of quality. Despite the current public's trust in visitatie as a means of professional 

quality assurance, the question is if this model of professional accountability can stand the 

test of time. There are reasons for concern. The first is of a moral nature. 

Most western countries have their own examples of failing professionalism, such as the 

extensively discussed Bristol cases in the UK and the recent Utrecht incidents in our own 

country. In both cases babies unnecessarily d ied. Clearly, the public can not be blamed for 

losing trust in professionalism if these practices reflect the profession's values and 

conscience. It increases the pressure put on the profession to act upon individual 

misconduct and to seriously consider disclosure of quality assurance data. 

The second reason that challenges the professional model is that mounting evidence is 

strongly suggesting that factors beyond the direct reach of doctors affect quality, such as 

organizational characteristics. (3) The increasing complexity of health care organizations 

and the relative roles of its players need to be acknowledged. (4) In addit ion, doctors 

today are confronted by an explosion of changes in health care. Medical specialists are 

still the main component of the health care system, but in their capacity as doctors they no 

longer direct the play at all times. (5) Obviously, one can not be hold accountable for 

factors that one can not control or at least influence. 

Society wil l further increase the pressure on the medical profession to be responsive to the 

needs of the patients it serves. Doctors are experiencing frustration as changes threaten the 



nature and values of medical professionalism. The international medical community has 

responded to this call for a renewed sense of professionalism. After publication of chapter 

2 (December 2001 ) , dealing with the start and spread of visitatie as a means to protect 

professionalism, a document was published in two leading medical journals [The Lancet 

and the Annals of Internal Medicine) revisiting professionalism to encompass its profiles 

within the new world order. The document, titled 'Medical professionalism in the new 

millennium: a physicians' charter', confirms that professionalism is the basis of medicine's 

contract with society, requiring public trust in doctors. (1) It formulates a set of ten 

professional responsibilities, including commitment to professional competence, to improving 

quality of care and to professional responsibilities. The charter explicitly states that medical 

doctors "both individually and through their professional associations, must take 

responsibility for assisting in the creation and implementation of mechanisms designed to 

encourage continuous improvement in the quality of care.", ".. .obl igations include engaging 

in internal assessment and accepting external scrutiny of all aspects of their performance.", 

"...must strive to see that all their members are competent and must ensure that appropriate 

mechanisms are avai lable for physicians to accomplish this goa l . " . 

Thus, the traditional professional accountability model will most likely be replaced. If not 

already. 15 Months after its publication the charter has engendered a high level of interest 

and activity, i.e. citations in several hundred newspapers, over 6 5 . 0 0 0 requested reprints, 

7 0 . 0 0 0 hits on related web sites and translations in six languages and another four 

planned. (6) Although the charter changes the concrete format of professionalism, it stays 

true to the value that professionalism is the basis of the contract which the medical 

community has with society. Likewise, it is reasonable to assume that visitatie in its current 

format wil l only be valid temporarily. Holding on to its professional dominance, new 

negotiations wil l indeed follow, i.e. requiring more openness, more patient involvement and 

more individual appraisal . To be true to the claims of the new professionalism, visitatie must 

be demanding even whi le being supportive. In the context of the new professionalism this 

need not be threatening to the medical profession; instead it will strengthen professionalism. 

1.2 Visitatie results: recommendations for improvement 

In the introductory chapter of this thesis visitatie has been defined as 'a standards based 

on-site survey conducted by medical peers in order to assess the circumstances under which 

cl inical practice takes place, aimed at improving the quality of patient care'. That 'the 

circumstances' are crucial for the delivery of quality patient care has long been 

acknowledged. The final part of Hippocrates' first aphorism states that 'it is not enough for 

the physician to do what is necessary, but the patient and the attendant must do their part 

as well and the circumstances must be favourable'. (7) 

Wha t these circumstances encompass in the context of visitatie, has been explored in 

chapter 5. As stated in chapter 1, the 'circumstances' refer to a set of aspects that are 

condit ional for delivering quality patient care. Based on the analysis of 4 6 4 visitatie 

recommendations, it was possible to define the domain of the 'circumstances' of a medical 

practice. They can be described in 5 main categories and a total of 32 aspects. 

Recommendations deal with 1 . the 'functioning of the specialist group' (33% of all 

recommendations), 2. the 'management of care processes' (30%), 3. the hospital context 



(25%), 4 . specific quality assurance/improvement issues (8%) and 5. some miscellaneous 

issues (4%). The numbers vary per specialty. Comparable data are hard to find. One recent 

study (2001) was found reporting on the results of 8 7 visitaties of gynaecology practices. Lips 

et al (8) classified a total of 8 4 4 recommendations. Although a different classification scheme 

was used, the general picture is similar to the results found in this study. In' addition, De Boer 

et al (2000) reported the results of 9 0 pediatric visitaties. In general terms they describe that 

most recommendations deal with the practice organization. (9) Finally, the results of the 

American 'visitatie program' run by the American College of Obstetricians and Gynecologists 

(ACOG - see chapter 1) report on the results of the first 100 surveys. The College found 

departmental and systemic deficiencies, i.e. departmental structure, collaborative practice, 

policies and procedures and documentation, to be the most common problems. (10) 

The choice to focus visitatie on the circumstances of a medical practice was based on the 

adoption of the industry based systems approach to quality as the underlying philosophy of 

visitatie. Dutch specialty societies will admit that its non-threatening character facilitated the 

choice; the systems approach implies that most quality problems do not arise from 

individual error but rather from failures in the processes and systems of care. Today, this 

type of thinking, as exhibited in chapter 4 , has been widely accepted and most modern 

quality assurance efforts embrace and confirm its principles. It may narrow the variance in 

the quality of care and enable a specialist group to achieve a better overall result for the 

patient population. 

Despite the fundamental choice for the systems approach, the specialty societies are 

presented with the question of the evaluation of individual performance of doctors. In 

particular, when faced with cases of below standard performance. Under the current regime 

of self-regulation the possibilities of imposing corrective measures are limited (chapter 3). 

Thus, while acknowledging that doctors' work is characterised by multiple complex 

interactions, involving different kinds of teams and embedded within the overall processes 

and systems of care, which methods can be applied for judging the good from the less 

performing doctor. Specialty societies will have to come up with an answer to this question. 

Options include methods for individual appraisal and assessment (1 1-13), multisource 

feedback (14,15) , case-based orals (16) and direct or video observation of an individual's 

practice. (17) Within the Dutch surgical community appraisal and assessment enjoy a high 

profile, although it has not been applied in the context of visitatie. Direct observation is 

resource-intensive; nevertheless, in the UK and Australia the method has been tested and 

does form part of performance review procedures. (16,17) Video observation has gained 

increasing interest for the assessment of more technical aspects of patient care such as 

surgical skills and resuscitation. (18-22) Clearly, every method has its pros and cons and a 

combination of methods might be most appropriate. 

Finally, reflecting on the visitatie results, the question remains whether they are 

representative of the actual shortcomings of medical practice or rather reveal the focus of 

the visitatie team a n d / o r visitatie program developers. Specialty societies have a great 

responsibility in selecting the circumstances to evaluate. Assuming that medical specialists 

will reflect on what they know their peers are going to inspect, the aspects to be evaluated 

in a visitatie process should be selected in the light of their relative importance to the 

delivery of quality care. (23) Preferably, those aspects are proven to contribute substantially 

to the enhancement of the quality of patient care. 



1.3 Attitudes towards visitatie and the resulting 
recommendations 

Medica l specialists showed, measured by questionnaire survey (chapter 5 and 7), most 

welcoming attitudes towards visitatie as a professional quality assurance activity as well as 

towards the way their speciality society is organizing and executing the visitaties. In 

addi t ion, their opinion of the expected added value of visitatie for their own practice or the 

profession was less welcoming, although still generally positive. Medical specialists were 

most cautious about the potential misuse of the visitatie report i.e. by the inspectorate or 

health care insurers. When specialists were asked about their visitatie experiences in an 

interview setting, attitudes overall seemed more crit ical, (chapter 6) Upon request, 

statements were made about the perceived meaning of visitatie as a quality assurance 

instrument, the process of visitatie, the atmosphere during the visitatie, the approach and 

focus of the survey team, and the results and impact of the visitatie. Reactions included 

favourable as well as critical attitudes towards all aspects of the visitatie. 

The doubts expressed with respect to the added value of visitatie in improving quality of 

care and the validity of the instrument are reason for concern. Most specialty societies are 

still using the visitatie format as outlined in 1995 by the Organization of Medical 

Specialists (than called LSV). (24) The visitatie model seems in need of modernization. 

Therefore, late 2001 , the specialty societies joined together in an effort to redesign the 

visitatie model to include key developments within professional quality assurance and 

performance measurement. This project is executed by the Organization of Medical 

Specialists and the Dutch Institute for Health care Improvement CBO. The visitatie 

procedures, focus, scope, assessment methods and reporting mechanisms are all passing in 

review. A once every 5 year indirect assessment of practice organization alone seems no 

longer sufficient. Including the evaluation of patient perspectives, team functioning and the 

processes and outcomes of care, are being considered. Information communication 

technoloy will support the operation of future visitatie programs. This will require consensus 

about the type of data to be collected as well as the establishment of uniform reporting 

standards. In order to prevent that obtaining and processing data will become too time 

consuming for doctors a n d / o r support personnel, constructive partnerships between the 

specialty societies and hospitals wil l be necessary. Furthermore, the integration of the two 

currently existing visitaties models (the 'quality model' and the 'teaching model', see 

chapters 1 and 2) is high on the priority list. Finally, the implementation of visitatie 

recommendations requires attention, although specialty societies can not perform both roles 

of assessors and advisors/faci l i tators. Pilot visitaties 'new style' are planned for the end of 

2 0 0 3 . The results of the visitatie modernization project are expected early 2 0 0 4 . 

As was expected (chapter 5), a positive attitude towards visitatie correlates modestly with a 

more positive attitude towards the practice-specific recommendations for improvement. 

Shortly after receiving their visitatie reports, medical specialist were asked to express their 

opinion about the recommendations. The opinions were to reflect the intended actions of 

respondents to actually implement the recommendations. Although medical specialists were 

generally positive about the recommendations, the results may encourage the specialty 

societies to critically review their assessment methods and feedback and reporting 

mechanisms. From an implementation point of view, chances of following up on 



recommendations are decreasing when they are not understood (14% of all 

recommendations, see chapter 5), recognized (32%) a n d / o r agreed upon (39%). It stresses 

the importance of a rigorous evaluation and of clear oral (the closing session at the end of 

the visitatie day) and written (the visitatie report) communication of the visitatie findings. 

In addit ion, the results suggest hospitals may have a role in facilitating implementation of 

recommendations. Medical specialists perceive a lack of organizational competence and 

management may help them overcome these barriers. In general, strategies should be 

designed to overcome barriers and enhance implementation. 

1.4 The QC intervention 

Implementation of the visitatie recommendations can not be forced upon specialist groups 

(chapter 3) and is not self-evident. Given the range of variables that impinge upon the 

implementation process, implementation of visitatie recommendations is complex. To 

encourage the implementation of visitatie recommendations, the Quality Consultation 

intervention was developed as a site-specific multifaceted strategy. (Chapter 6) 25 

specialist groups of surgeons, gynaecologists and pediatricians were supported by two 

management consultants, who took on a facilitative non-policing approach. Specialist 

groups positively evaluated the consultants and the impact of their support. The support was 

felt to be a facilitating factor in the implementation of the recommendations. Managerial 

and organizational topics were mostly addressed. All specialist groups were offered a 

unique mix of participatory and non-participatory interventions. Routine application of 

specific management tools or interventions was not deemed suitable by the consultants; it 

seems there is no room for standardized management consultancy practice. 

The role of external management consultants in implementing change in health care settings 

is little researched and evidence is controversial. (25,26) Comparable studies combining 

external management consultancy and a multifaceted approach are even harder to f ind. 

One study in primary care was found. In a Canadian study a multifaceted approach was 

developed in an attempt to better preventive services. (27) Trained nurse facilitators 

supported primary care practices (1 to 6 doctors). The approach consisted of 7 'evidence 

based' interventions to change practice. Preventive care performance significantly 

improved. The importance of the relationship between the facilitator and the practice should 

be recognised. (28) 

When broadening the scope to include other 'change agents' next to external management 

consultants more studies become available. Harvey et al (29,30) presented a concept 

analysis of facilitation in relation to successful implementation of change. Their findings 

suggest that the presence of a facilitator, defined as 'individuals with the appropriate roles, 

skills and knowledge to help individuals, teams and organizations apply evidence into 

practice', who provides face-to-face communication and uses a range of enabling 

techniques has some impact on changing clinical and organizational practice. However, 

the effect size is variable and it is difficult to isolate which aspects of the process of 

facilitation or the facilitator role are more or less effective in influencing change. Facilitation 

is conceptualized and appl ied in diverse ways, making it difficult to draw meaningful 

conclusions about the efficacy of a facilitator intervention. In general, the process of 

reviewing the effectiveness across studies is highly complex due to the 'immaturity' of the 



concept of facil i tation, meaning it is not well understood, developed nor explained. More 

research is needed to clarify the concept and study its effectiveness. 

It is striking that in the choice of implementation subjects the vast majority of the specialist 

groups requested support in dealing with managerial and organizational issues. In chapter 

6 it was suggested that the managerial and organizational problems specialist groups are 

facing today, may be dominant to such a degree that they hinder improvement of other, 

more cl inical issues. This impacts medical specialists' functioning on three levels. Firstly, it 

stresses the challenge medical specialists are facing in learning new, more corporate-based 

skills. Secondly, medical specialists will have to invest in the development of effective 

specialist groups as the basis for coordinating daily operations, patient care and 

professional interaction. Thirdly, the problems specialists are facing, bring to light the gap 

between clinical and managerial culture and the ongoing control battle between doctors 

and managers. The latter seems independent of health system characteristics; most health 

systems in the developed world are dealing with the same issue. Although no objective 

evidence is yet avai lable linking good relationships between doctors and mangers with 

better quality care for patients, serious service failures have been associated with poor 

relationships. (31) Dialogue, convergence of cultures, joint leadership, training of doctors in 

management and re-engineering of work processes (32) are just a few of the proposed 

solutions to the paradox, as profoundly discussed in a recent theme issue of the British 

Medical Journal ( 2 0 0 3 , March 22) However, actual alignment still has to be achieved. 

Ironically, although medical specialists may resist (further) managerial a n d / o r 

organizat ional involvement, visitatie and Q C as professional quality assurance strategies, 

have encouraged just that. 

1.5 QC enhances implementation efforts 

This study suggests that Q C is a powerful strategy in implementing visitatie 

recommendations. Specialist groups who were supported by a management consultant were 

more successful in implementing visitatie recommendations than their peers in non-supported 

specialist groups. A relative difference of over 22% between the implementation rates of the 

intervention and non-intervention group was reported. The implementation result and 

process were also rated significantly higher for the supported groups. The supported groups 

reported significantly less (p < 0 .005) obstructing factors. The experienced obstructing 

factors are strongly related with the degree of implementation, the assessment of the 

implementation results and the process. 

Systematic reviews of rigorous studies provide the best evidence on the effectiveness of 

different strategies to promote implementation. Although the current evidence base is 

incomplete, reviews have identified a number of consistent themes. (33) Passive approaches 

(e.g. dissemination of information) were generally ineffective in achieving change; however, 

the approach may be useful for raising awareness. Audit and feedback, the use of local 

opinion leaders, local consensus processes and patient mediated interventions showed 

var iable effectiveness. Interactive educational meetings, reminders, educational outreach 

and multifaceted interventions, were consistently effective. 



The results of the visitatie study seem to confirm the successfulness of combined 

implementation strategies. However, the exact workings of the integrated approach offered 

to specialist groups remain unclear. Given the substantial heterogeneity of the Q C projects 

it will be extremely difficult to reveal QC's 'black box'. The 1 1 participatory and non-

participatory interventions were intertwined and delivered in a different mix to each of the 

participating specialist groups. Few studies have been able to analyse the relative 

contribution of each intervention in a multifaceted approach. Thomson et al found little 

evidence of a measurable effect of adding a complementary intervention. (34) Wensing et 

al mentioned that interventions, once combined, may reinforce the impact of the separately 

appl ied interventions. (35) In the Canadian study mentioned in the previous section, it was 

suggested that audit and feedback, consensus building, and reminder system components 

were the main components for creating change. (36) Further research is needed to unravel 

which combination of interventions is effective and complementary as well as which 

components of the multifaceted strategy are effective under different settings. (33) 

Contrary to our expectations, medical specialists' attitudes towards visitatie were not 

correlated with the implementation results. Apparently, factors other than the acceptance of 

the visitatie model determine the implementation success. Others have suggested that the 

effectiveness of multifaceted interventions may be ascribed to the fact that more barriers to 

change are addressed. (37) Supported specialist groups consistently report to experience 

less barriers in implementing the visitatie recommendations. The impact of Q C on the 

implementation of visitatie recommendations may be partly explained through its moderating 

effect on a set of fourteen selected obstructing factors, explaining a great deal (—32% of 

the variance) of the (lack of) implementation results. The mitigating effect seems largest for 

the barriers lack of implementation knowledge/ski l ls and support, assessed self-efficacy and 

expected (limited) gains/advantages of implementation efforts. Following these findings, it 

is advisable that in supporting the implementation of visitatie recommendations, 

interventions should (also) be targeted at this set of obstructing factors. Research is needed 

to explore in depth the factors hampering and facilitating implementation. 

2 Limitations and qualities of the studies 

This study is a first attempt to address visitatie as a professional quality assurance method 

and the implementation of its resulting recommendations for improvement. Obviously, many 

questions remain, but, it is believed that the results of the studies do contribute to the 

greater body of knowledge on external peer review, professional quality assurance and 

implementing change in clinical practice. Various research methods, both quantitative and 

qualitative in nature, were used to answer the questions posed in chapter 1 . The choices 

made in the design of the studies into the nature, scope and impact of visitatie created 

limitations as well as qualities. 



and objective measures would have been appl ied to determine the results, and 

measurements would have been repeated after time. Obtaining these addit ional data was 

not possible in the context of this project. 

Clearly, this study was not designed as a trial. Given the non-experimental character of this 

study, the limited number of specialist groups involved, and the great number of variables 

relevant to implementation of the recommendations, no causative relations can therefore be 

established between Quality Consultation and the implementation of visitatie 

recommendations. Although the results suggest Quality Consultation to be a powerful 

intervention for implementation, no general conclusions can be drawn on the effectiveness 

of management consultancy for implementation tasks. 

3 Study implications 

In this final section the (potential) policy implications of the visitatie studies will be shortly 

discussed. The four main stakeholders will be addressed: medical specialists, specialty 

societies, hospital management and health services researchers. 

3.1 Medical specialists 

Changing clinical practice can be difficult to reach. Although medical specialists may be a 

motivated group, effecting change can be difficult because it often involves altering long-

established practice and patterns. (38) To some it may also be threatening. However, 

involvement of medical specialists in change efforts and a positive attitude towards 

implementation of changes seem crucial. Furthermore, specialist groups might benefit from 

some training in the field of implementing change. Investing in management capacities may 

lead to improved implementation of visitatie recommendations. 

3.2 Specialty societies 

Jhe recent discussions on the new visitatie model, seem to spur the emergence of a mode! 

integrating various professional quality assurance activities. This offers a window of 

opportunity. In evaluating, updating and redesigning the visitatie model, the added value 

for medical specialist should be the primary concern of specialty societies. Addressing 

actual practice and contents of care seem to be a prerequisite in this. It is recommendable 

that preceding the development of a new visitatie model, first an assessment framework is 

designed. Defining the content to be assessed as well as the purpose of the assessment are 

the first two steps to be taken. There seems to be consensus on the visitatie content: 

assessment should be based on performance, rather than competence. Next, the exact 

components of doctors' performance need to be defined. In the international literature some 

attempts in this area have been described. (11,17) Once this has been achieved, the 

purpose of visitatie should be formulated, ranging form encouraging doctors to improve to 

weeding out potentially poor performers. Following on from this, the use of new assessment 

methods within the visitatie context can be considered. It should be realized that sound 



assessment methods are reliable, val id, feasible, acceptable and have an educational 

impact. No single method however possesses all qualities and not all are equally important 

in all situations. Depending on the purpose of visitatie one or a combination of assessment 

methods could be selected. 

Specialty societies need to consider how implementation of the visitatie recommendations 

can be encouraged. Obviously, the roles of assessors and advisors/facil i tators should 

remain div ided. Referring specialist groups to external management consultants is one 

option. Given the costs involved, offering this service to specialist groups as a standard 

follow up of a visitatie might not be attainable nor necessary. Implementing 

recommendations remains primarily the responsibility for specialist groups and hospital 

management together. Turning to independent management consultants might remain useful 

however, in particular situations and for specific problems, for example when mediation 

skills are required or when strategic interests are at stake. 

Obviously, other stakeholders are also concerned about the (non)quality of delivered care. It 

can be expected that the self-regulatory privileges will have to be constantly renegotiated 

with society. The pressure on the medical profession to open its serried ranks, to publicly 

disclose data and to act upon professional misconduct will increase. In terms of the new 

professionalism specialty societies will (have to^ embrace this responsibility 

3.3 Hospital management 

Hospitals are no longer simply a platform providing technical and hotel services, but are 

now required to be managerially responsible for clinical services. In The Netherlands, 

hospital management and medical specialists (legally) share the responsibility of delivering 

quality patient care. Against this background, hospitals should support medical specialists 

in their quality assurance activities, including the implementation of visitatie 

recommendations. This is preferably done by facilitating specialist groups in terms of time, 

staff and other resources. (39) 

The importance of well functioning specialist groups has been undisputed: specialist groups 

have been referred to as the hospitals' spine. (40) Effective specialist groups are needed to 

make sure that the division of specialistic work is anchored, knowledge and experience are 

exchanged, innovations are realized and continuity of care is guaranteed. The development 

of effective specialist groups may be a prerequisite to the realization of organizational 

goals. The classic management - doctor divide may be hampering in achieving this, and 

therefore needs to be solved. In this thesis, in addition to many other studies, one serious 

effort of medical specialists to show the public, and others, their accountability for the 

quality of patient care, was demonstrated. The profession-led introduction of visitatie and 

the collaboration of medical specialists in the development and execution of Quality 

Consultation, without doubt influenced the operations of hospital organizations. Maybe it is 

time that these efforts of medical specialists are answered by contra endeavours of hospital 

administrators showing their accountability to the medical community. 



3.4 Health service researchers 

Clearly, the research agenda is large. Throughout this thesis, the need for further research 

in the various areas of professional quality assurance, self-regulation and achieving change 

in cl inical practice has been stipulated. In summary, future research should focus on: 

the effectiveness of a large scale quality assurance program such as visitatie on the 

actual quality improvement of health care practice (41), including, ultimately, patient 

outcomes. 

the legal consequences of visitatie for specialist groups and individuals. The (public) 

disclosure of the visitatie results and the sanctions imposed to medical specialists 

require special attention. 

the effectiveness of multifaceted interventions. Research would need to include efforts 

to unravel which combination of interventions is effective and complementary as well 

as which components of a multifaceted strategy are effective under the various settings. 

the factors hampering and encouraging the implementation of visitatie 

recommendations. 

the role of facilitation in general, and external management consultants in particular, in 

implementing change in health care settings. As discussed, the concept of facilitation is 

in need of delineation and comparison, which necessarily involves more research. 
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SUMMARY 

This thesis deals with the phenomenon of visitatie. In The Netherlands, visitatie is one of the 

medical professions' most recently developed and widely used quality assurance tools. 

Over the past decade it has acquired a firm and prominent position within Dutch medical 

quality policy making. As described in chapter 1, no other country knows a visitatie model 

that is as extensive (covering all medical specialties) and as well embedded in national 

health care policy making as the Dutch visitatie program. The visitatie model has also 

acquired international interest in the context of 'revalidation' of medical doctors and in the 

ongoing discussion on external peer review models used for the evaluation of (European) 

health services. 

The success of visitatie has multiple causes and significant consequences. This thesis 

examines both. It explores the phenomenon of visitatie from different perspectives and using 

diverse research methods. The following four main research questions have been answered 

in this thesis: 

1 . How can the rise and spread of visitatie for medical specialists in The Netherlands be 

explained? 

2. How can visitatie be positioned in its legal context? 

3. How can the visitatie results contribute to the improvement of practice management? 

4 . Does the intervention 'Quality Consultation' increase the implementation of visitatie 

recommendations? 

Visitatie is not merely a technical exercise. As was explored in this thesis, it has 

implications for the professionalism of medical doctors, for their concept of quality, for the 

organizat ion of their practices and for the allocation of health resources. In this thesis, 

visitatie of medical specialists has been defined as 'a standards based, on-site survey 

conducted by medical peers in order to assess the circumstances under which clinical 

practice takes place, aimed at improving the quality of patient care' . Visitatie can be 

portrayed as a model for external peer assessment since peers from outside the surveyed 

practice (hospital) conduct the review. 

Crucial to visitatie is its professional ownership. This means that the developers, as well as 

the managers and the clientele of the program are the medical specialists. As described in 

chapter 1, visitatie stresses 'the circumstances under which clinical practice takes place', in 

this thesis referred to as 'practice management' or 'practice organizat ion'. 

In 1 9 8 9 , the Dutch specialty society of surgeons carried out the first visitatie of a non-

teaching practice. Today, several hundred visitaties are conducted yearly by all the 

specialty societies combined. Chapter 2 examines the introduction and dissemination of 

visitatie amongst Dutch medical specialists in the period 1985 -2000 . It describes how 

visitatie has been used in the polit ical process between medical specialists and the state, 

serving as a strategy in protecting the professional autonomy of physicians. In the late 

eighties and early nineties, factors both internal as well as external to the medical 

profession all together determined the start and spread of visitatie. The conflict between 

state and doctors over the specialists' income and the introduction of the market oriented 

policies, provoked the medical community to internally discuss the future and governance of 

modern medical specialistic care: this is when visitatie of non-teaching practices was 



mentioned for the first time by the profession. Once the first visitatie experiences were being 

communicated by the specialty society of surgeons, other societies soon fol lowed in 

developing and implementing their own visitatie programs. The introduction was fuelled by 

factors such as health care's interest in quality management in general, the availabil i ty of a 

quality assurance infrastructure within the specialty societies, the loss of the dominant 

position of the National Specialist Association (LSV) as the 'voice of the medical specialistic 

community' and the familiarity with and design of visitatie 

as a professional quality assurance instrument. For many stakeholders, visitatie was 

perceived to offer a conclusive reaction to the quest for self-regulation. Visitatie seems to 

reconfirm the public's trust in the self-regulating mechanism of the profession. 

Chapter 3 explores the legal context and aspects of visitatie. Legally, Dutch professionals 

base their actions on various health laws, such as the Care Institutions Quality Act 

(Kwaliteitswet Zorginstellingen), the Individual Health Care Professions Act (Wet BIG) and 

the Medical Treatment Contracts Act (WGBO). These laws prescribe health care providers 

to ensure the quality of patient care. Characteristic of visitatie is that it functions within the 

frame and context of self-regulation: both the evaluation procedures and the visitatie norms 

are developed by, for and within the separate specialties and that the execution of the 

reviews is a matter of the medical profession. In general, the power of self-regulation 

depends on the format chosen. In the case of visitatie the format is one of internal group 

regulation. The context is the specialty society, within which a majority decision is binding 

for its members. This is how quality norms can be laid down, and also how sanctions can 

be dictated, from financial or other obligations to suspension or termination of the 

membership. Before individual sanctions can be appl ied it must be established that 

shortcomings can be unambiguously ascribed to the individual professional. Principally, one 

might duck out of the self-regulating regime by leaving the society, which shows the 

weakness of self-regulation. However, this 'escape' has been superseded by a higher legal 

institution: the Central College for licensure and registration of medical specialists requires 

specialists, under penalty of exclusion of the register of specialists, to participate in the 

visitatie program of one's specialty society. This makes the reliability of the visitaties, the 

possibility for an appeal and the (public) disclosure of visitatie results relevant issues, which 

have been discussed in chapter 3. 

Chapter 4 illustrates how the results of the visitatie program of the Dutch Society of 

Obstetrics and Gynaecology (NVOG) may contribute to the improvement of the quality of 

obstetrical and gynecological care. The argument of this chapter is that in order to realize 

actual breakthroughs in the enhancement of quality, new approaches, based on new 

knowledge, is necessary. The potential of the application of improvement knowledge has 

been demonstrated, using the quantitative data of eighteen visitaties conducted by the 

N V O G . Comparison of the visitatie results show great variation in practice management. 

For example, the proportion of abdominal versus vaginal hysterectomies varied greatly: at 

one clinic, 33%, whereas at another, 99% of all hysterectomies were carried out 

abdominally. The differences may be partly explained by differences in the composition of 

the patient population, but it is more likely that the cause is a different practice 

management. Policy differences offer partnerships opportunities for reflection and perhaps 

also starting points for improvement. Does the indication perhaps need to be revised? Are 



all members of the specialist group sufficiently trained in both techniques? Are the 

necessary facilities avai lable and how important is the gynaecologist's preference in the 

pol icy choice between performing abdominal or vaginal hysterectomies? 

W h a t is said about hysterectomies is also appl icable to other data that were collected 

within the framework of the N V O G visitatie program. Comparisons among practices may 

be able to chart the current differences in cooperation and, possibly, voids within Dutch 

gynaecology partnerships. After analysis of the possible special causes, the comparisons 

may lead to less undesired variation in practice management. 

Chapter 5 presents an analysis of the visitatie recommendations, as the measurable 

outcome of the visitatie process, as well as the attitude of medical specialists towards 

visitatie and towards the practice-specific recommendations. 

To analyse the recommendations for improvement, we constructed a comprehensive 

Professional Medica l Practice scheme which describes the various components of a 

professional medical practice in five main categories and 32 aspects. Then, 4 6 4 

recommendations, drawn from 5 0 visitatie reports of surgery (15), gynaecology (16) and 

pediatric (19) specialist groups, were classified according to this scheme by three 

reviewers (Cohen's kappa > 0.8) . The results show that the current bottlenecks in medical 

practice management lie in the 'functioning of the specialist group' (33% of all 

recommendations), in 'management of care processes' (30%), in the hospital context (25%) 

and in specific quality assurance/improvement issues (8%). 

For measuring the attitudes of medical specialists towards visitatie and towards the practice-

specific recommendations, two attitudinal scales have been developed. Both scales were 

val idated and found to be reliable. Medical specialists' attitudes were measured by postal 

survey. W e invited 5 2 specialist groups of gynaecologists, pediatricians and surgeons. All 

but two agreed to participate. All these groups had been mandatorily surveyed by their 

respective specialty societies in the period September 1998 to November 1999 . In the 

period March 1999 to September 2000 a total of 205 questionnaires was sent to the 

part icipat ing medical specialists. The overall response rate was 82%. Respondents express 

a very positive attitude towards the existence of visitatie as a quality management activity, 

they are positive about the way their speciality society is organizing and executing the 

visitaties, and, although generally positive, they show less welcoming attitudes towards the 

expected added value of visitatie for their own practice or the profession. N o significant 

difference was observed between the three specialties. Wi th regards to the 

recommendations for improvement, 86% of the medical specialists understands the practice-

specific recommendation, 68% recognizes it and 6 1 % also agrees with the 

recommendation. A majority of the respondents says to be wil l ing (82%) and motivated 

(80%) to implement the recommendation, and 70% has the explicit intention to do so. Time, 

resources, lack of knowledge a n d / o r skills and the assessed self-efficacy are perceived as 

the main barriers for implementing the recommendations for improvement. A more positive 

attitude to visitatie correlated modestly with a more positive attitude to the 

recommendations. Medica l specialists' positive attitudes towards visitatie hold promise for 

the implementation of the recommendations for improvement. In order to achieve 

improvements tailor made implementation strategies need to be offered. 



Although positive implementation results have been reported by specialty societies, 

implementation of the visitatie recommendations is not self-evident. Therefore the specialty 

societies of surgeons, gynaecologists and pediatricians developed an intervention strategy 

to improve implementation of these recommendations. Chapter 6 offers a descriptive 

evaluation of this intervention, called Quality Consultation (QC). Q C is a site-specific 

multifaceted implementation approach. To support implementation of one or more visitatie 

recommendations, 31 specialist groups of surgeons (12), gynaecologists (9) and 

pediatricians (10) were offered approximately twenty hours of management consulting. All 

recommendations were eligible for support. The Q C toolkit consisted of various 

management and quality improvement support methods. Which interventions were applied 

depended on the recommendations to be implemented and was determined by the 

specialist group and the consultant. Participation in the Q C project was voluntary and 

without cost for the specialist groups. The main measures of the process evaluation of the 

Q C strategy were the choice of recommendations supported; the type of interventions 

offered; the degree of implementation; the appreciation of implementation result and 

process; and the impact of management consultants as assessed by participants. Data were 

collected through participatory observation, telephone interviews, and a postal survey. The 

results show a high level of participation (25 out of 31 specialist groups) and a positive 

evaluation of the consultants and the impact of their support. Most implementation projects 

were related to strategic issues or the functioning of the specialist group. Every specialist 

group was offered multiple interventions, both participatory and non-participatory. The 

degree of implementation was rated 4 . 0 on a 5-point scale; the scores for the 

implementation result and process were 6 .6 on a 10-point scale. 

Chapter 7 evaluates the effect of the Q C intervention in terms of the implementation of 

visitatie recommendations and explores the factors obstructing implementation. Of all the 

specialist groups of surgeons, gynaecologists and pediatricians who were mandatorily 

surveyed by their respective specialty societies in the period September 1998 to November 

1999 , the first 58 were invited to participate in the study. The specialist groups were 

randomly allocated to an intervention and a non-intervention group. The intervention group 

was formed by 31 specialist groups who were offered the Q C intervention. 25 specialist 

groups (10 pediatric, 8 o b / g y n and 7 surgery) agreed to participate. The other 27 

specialist groups are referred to as the non-intervention group. All but two of these 

specialist groups (one surgery, one pediatric) were wil l ing to participate. To determine the 

implementation results a postal survey was undertaken. In the period February 2 0 0 0 to June 

2001 a total of 205 questionnaires were sent to the participating medical specialists. The 

overall response rate was 54%; 60% for the respondents in the intervention group and 47% 

for the non-intervention group. The self-reported results show that the specialist groups 

supported by the management consultants were significantly (t-test p=0 .0002 ) more 

successful in partially or fully implementing the visitatie recommendations than their 

colleagues working in non-supported practices; 6 6 . 1 % versus 53.8%. This positive effect on 

the implementation degree has been reported by surgery and pediatric specialist groups. 

The implementation result and process were rated significantly higher for all the supported 

groups. 

A set of fourteen factors obstructing implementation of visitatie recommendations was 

identified, including factors such as support, time and resources available; implementation 



skills and knowledge; personal views and past implementation experiences; self-efficacy; 

and , opinions on the practice-specific recommendations. The supported groups report to 

experience significantly less (p<0.005) barriers in implementation. The experienced 

obstructing factors are strongly related with the degree of implementation, the assessment of 

the implementation results and the process. The impact of Q C on the implementation of 

visitatie recommendations may be partly explained through its moderating effect on the set 

of obstructing factors. The mitigating effect seems largest for the barriers 'lack of 

implementation knowledge/ski l ls and support', 'assessed self-efficacy' and 'expected 

(limited) gains/advantages of implementation efforts'. 

Given the study design, no final conclusions can be drawn on the effectiveness of 

management consultancy for implementation tasks. However, this study suggests that Q C is 

a powerful strategy in implementing visitatie recommendations. The exact workings of the 

integrated approach remain unclear. Future research would need to include efforts to 

unravel which combination of interventions is effective and complementary as well as which 

components of a multifaceted strategy are effective under the various settings. 



SAMENVATTING 

In dit proefschrift staat het verschijnsel visitatie centraal. Visitatie is een model voor 

kwaliteitsbevordering dat door en voor medisch specialisten is ontwikkeld. Binnen het 

kwaliteitsbeleid van medisch specialisten in Nederland heeft visitatie zich de afgelopen tien 

jaar een stevige en prominente positie weten te verwerven. Zoals wordt beschreven in 

hoofdstuk 1 beschikt geen enkel ander land over een visitatieprogramma dat tegelijkertijd 

breed gedragen wordt door de medische professie (alle erkend medisch specialismen doen 

mee) en goed is ingebed in het landelijke kwaliteitsbeleid. Ook internationaal staat het 

Nederlandse visitatiemodel in de belangstelling. Visitatie heeft de interesse gewekt in 

verband met de herregistratie van medisch specialisten en komt aan bod in de 

voortdurende discussies over de ontwikkeling en vergelijking van externe toetsingsmodellen 

voor de evaluatie van de (Europese) gezondheidszorg. 

Het succes van visitatie heeft meerdere oorzaken en gevolgen. Dit proefschrift besteedt 

aandacht aan beide. Het verschijnsel visitatie is vanuit verschillende perspectieven en met 

behulp van diverse onderzoeksmethoden onderzocht. De vier centrale onderzoeksvragen 

die in dit proefschrift worden beantwoord zi jn: 

1 . Hoe kan de introductie en verspreiding van visitatie van medisch specialisten worden 

verklaard? 

2. Welke gezondheidszorgrechterlijke aspecten zijn verbonden aan visitatie? 

3. Hoe kunnen de visitatieresultaten bijdragen aan de verbetering van de medische 

praktijkvoering? 

4 . Leidt het toepassen van de interventie 'de Kwaliteitsconsultatie' tot verbetering van de 

implementatie van visitatie-aanbevelingen? 

Visitatie is meer dan de technische uitvoering van een bezoek van collega's. Zoals 

onderzocht in dit proefschrift, heeft visitatie gevolgen voor de professionalisering van 

medisch specialisten, voor hun denken over kwaliteit, voor de organisatie van hun 

praktijken en voor de allocatie van middelen. Visitatie van medisch specialisten wordt hier 

gedefinieerd als 'een ter plaatste te verrichten onderzoek waarbi j leden van de 

beroepsgroep in georganiseerd verband de wi jze van uitoefening van het beroep door 

collega-specialisten beoordelen, waar mogelijk op grond van vooraf vastgestelde normen 

of eisen'. Visitatie is een vorm van externe (intercollegiale) toetsing omdat collega's van 

buiten de eigen (ziekenhuis)organisatie de kwaliteitstoetsing uitvoeren. 

Cruciaal voor visitatie is het eigenaarschap van het model door de beroepsgroep. Dit 

betekent dat medisch specialisten zowel de ontwikkelaars, de managers als de clientèle 

van het model zi jn. Zoals beschreven in hoofdstuk 1, is visitatie primair gericht op 'de 

omstandigheden waaronder de zorg wordt verleend'; de praktijkvoering. 

In 1989 werd de eerste chirurgische niet-opleidingspraktijk gevisiteerd door de 

Nederlandse Vereniging voor Heelkunde. Thans worden jaarlijks enkele honderden visitaties 

uitgevoerd door alle wetenschappelijke verenigingen gezamenlijk. Hoofdstuk 2 beschrijft 

een onderzoek naar de introductie en verspreiding van visitatie van medisch specialistische 

niet-opleidingspraktijken in de periode 1985 -2000 . Er wordt beschreven hoe visitatie in het 

politieke proces tussen medisch specialisten en de overheid is gebruikt ter bescherming van 

de professionele autonomie van specialisten. Eind jaren tachtig en begin jaren negentig 



bepaalde een samenspel van factoren binnen en buiten de medische professie, het begin 

en de snelle groei van visitatie. Het conflict tussen medisch specialisten en overheid over 

de specialisten honoraria en de introductie van marktwerking in de gezondheidszorg, 

luxeerden binnen de medische professie discussies over de toekomst en de zeggenschap 

van de medisch specialistische zorg. In deze context werd visitatie van niet-

opleidingsprakti jken naar voren geschoven door de medische professie. Spoedig nadat de 

Nederlandse Vereniging voor Heelkunde haar eerste visitatie-ervaringen rapporteerden, 

volgden de andere wetenschappeli jke verenigingen met de ontwikkeling en implementatie 

van hun visitatieprogramma's. Deze introductie van visitatie werd versneld door factoren 

zoals de algemene interesse in kwaliteitsmanagement in de gezondheidszorg, de reeds 

bestaande infrastructuur voor kwaliteitsbewaking binnen de wetenschappelijke 

verenigingen, het verlies van de dominante positie van de Landelijke Specialisten 

Vereniging (LSV) als 'de stem van de medisch specialistische gemeenschap' en de 

bekendheid bij specialisten met visitatie als professioneel kwalifeitsbewakingsinstrument. 

In de perceptie van vele belanghebbenden biedt visitatie een afdoende antwoord op de 

vraag naar de rechtvaardiging van het behoud van zelf-regulering. Visitatie lijkt het 

publieke vertrouwen in het zelf-regulerend vermogen van de medische professie te 

bevestigen. 

Hoofdstuk 3 exploreert de juridische aspecten van visitatie. Wettelijk gezien baseren 

Nederlandse zorgverleners hun professioneel handelen op de Kwaliteitswet 

Zorginstell ingen, de Wet op de Beroepen in de Individuele Gezondheidszorg (BIG) en de 

Wet op de Geneeskundige Behandelingsovereenkomst (WGBO). Deze wetten bepalen dat 

zorgverleners verantwoordeli jk zijn voor de kwaliteit van zorg die zij hun patiënten bieden. 

Karakteristiek voor visitatie is dat het bestaat binnen hef raamwerk en de context van zelf

regulering: zowel de toetsingsprocedures als de kwaliteitsnormen worden ontwikkeld door, 

voor en binnen de separate medisch wetenschappelijke verenigingen en ook de uitvoering 

van de visitaties is in handen van de medische professie. De kracht van zelf-regulering is 

afhankelijk van de gekozen vorm. In het geval van visitatie bestaat die vorm uit interne 

groepsregulering. De context is de wetenschappelijke vereniging waarbinnen 

meerderheidsbesluiten bindend zijn voor leden. O p deze wi jze kunnen kwaliteitsnormen 

worden vastgelegd en sancties gedicteerd, variërend van financiële verplichtingen tot 

schorsing of zelfs beëindiging van het lidmaatschap. Voordat individuele sancties toegepast 

kunnen worden zal ondubbelzinnig dienen te worden vastgesteld dat de geconstateerde 

tekortkomingen moeten worden toegeschreven aan de individuele professional. In principe 

zou men het regime van zelf-regulering kunnen ontwijken door het lidmaatschap van de 

beroepsvereniging op te zeggen. Dit toont de zwakte van zelf-regulering. Echter, deze 

'ontsnappingsmogeli jkheid' is geblokkeerd door het Centraal College voor de registratie en 

herregistratie van medisch specialisten: op straffe van uitsluiting van het specialisten 

register, worden medisch specialisten verplicht tot deelname aan het visitatieprogramma van 

de eigen wetenschappeli jke vereniging. Dit besluit stelt eisen aan de mogelijkheden voor 

beroep, aan de betrouwbaarheid van visitaties en aan de openbaarheid van 

visitatieresultaten; deze onderwerpen worden bediscussieerd in hoofdstuk 3. 

Hoofdstuk 4 illustreert hoe de resultaten van het visitatieprogramma van de Nederlandse 

Vereniging voor Obstetrie en Gynaecologie (NVOG) kunnen bijdragen aan de verbetering 



van de kwaliteit van de obstetrische/gynaecologische zorgverlening. In dit hoofdstuk wordt 

beargumenteerd dat nieuwe benaderingen, gebaseerd op een nieuw type kennis, 

noodzakelijk zijn om daadwerkeli jke doorbraken in de verbetering van de kwaliteit van 

zorg te realiseren. Gebaseerd op de resultaten van achttien door de N V O G uitgevoerde 

visitaties wordt in dit hoofdstuk de potentie van de toepassing van verbeteringskennis 

gedemonstreerd. Uit vergelijking van de visitatieresultaten blijkt een grote variatie in 

praktijkvoering. De praktijkvoering ten aanzien van abdominale versus vaginale 

hysterectomieën bijvoorbeeld laat zien dat in de ene kliniek 33% van de hysterectomeën 

abdominaal werd verricht, en in de andere 99%. Grofweg zijn er twee categorieën 

speciale oorzaken voor variatie in de praktijkvoering: de patiëntenpopulaties kunnen 

onvergelijkbaar zijn en er kunnen beleidsverschillen tussen praktijken bestaan. 

Beleidsverschillen bieden maatschappen de mogelijkheid voor reflectie en mogelijk ook 

aanknopingspunten voor verbetering. Behoeft de indicatie wellicht herziening? Zijn alle 

maatschapsleden voldoende geschoold in beide technieken? Zijn de noodzakelijke 

faciliteiten in huis en hoe belangrijk is de voorkeur van de gynaecoloog in de beleidskeuze 

abdominaal /vaginaal? Hetgeen gezegd is over hysterectomieën, is ook toepasbaar op 

andere data die in het kader van het N V O G visitatieprogramma zijn verzameld. 

Praktijkvergelijkingen kunnen de huidige samenwerkingsverschillen tussen en mogelijke 

lacunes binnen de Nederlandse gynaecologenmaatschappen in kaart brengen. Na analyse 

van de mogelijke speciale oorzaken, en de hierop gebaseerde vervolgacties, kunnen de 

vergelijkingen mogelijk leiden tot een geringere variatie in praktijkvoering. 

Hoofdstuk 5 presenteert een analyse van de visitatie aanbevelingen als de meetbare 

uitkomsten van het visitatie proces, en een analyse van de attitude van medisch specialisten 

ten aanzien van visitatie en de praktijkspecifieke aanbevelingen. Teneinde de 

aanbevelingen voor verbetering te kunnen analyseren is een schema (het Professioneel 

Medisch Praktijk model) geconstrueerd waarmee de diverse onderdelen van de medische 

praktijk(voering) worden beschreven in vijf hoofdcategorieën en 32 aspecten. Vervolgens 

zijn in totaal 4 6 4 aanbevelingen, afkomstig uit 5 0 visitatierapporten van chirurgische (15), 

gynaecologische (16) en kindergeneeskundige (19) maatschappen/vakgroepen, door drie 

onderzoekers (Cohen's kappa > 0.8) geclassificeerd volgens dit schema. De resultaten 

laten zien dat de huidige knelpunten in de medische praktijkvoering liggen in het 

'functioneren van de maatschap' (33% van alle aanbevelingen), in het 'management van 

zorgprocessen' (30%), in de ziekenhuisorganisatie (25%) en in specifieke kwaliteitsthema's 

(8%). 

Voor het meten van de attitude van medisch specialisten ten opzichte van visitatie en jegens 

de praktijkspecifieke aanbevelingen, zijn twee attitudeschalen ontwikkeld. Beide schalen 

zijn gevalideerd en betrouwbaar bevonden. De attitude van medisch specialisten werd via 

een vragenlijstonderzoek gemeten. 52 maatschappen/vakgroepen van gynaecologen, 

kinderartsen en chirurgen werden hiertoe uitgenodigd. Allen, op twee maatschappen na, 

waren bereid te participeren. Alle maatschappen waren in de periode september 1998 tot 

november 1999 door hun beroepsvereniging gevisiteerd. In de periode maart 1999 tot 

september 2 0 0 0 werden in totaal 205 vragenlijsten verzonden aan de participerende 

specialisten. De respons bedroeg 82%. Respondenten toonden zich zeer positief over 

visitatie als methode voor professionele kwaliteitsbewaking, ze waren positief over de 

manier waarop hun wetenschappelijke vereniging de visitaties organiseert en uitvoert en 



bleken enigszins kritisch ten aanzien van de verwachte toegevoegde waarde van een 

visitatie voor de eigen praktijk of de professie. Tussen de drie verenigingen werden geen 

significante verschillen gevonden. Met betrekking tot de aanbevelingen voor verbetering, 

antwoordde 86% van de medisch specialisten de praktijkspecifieke aanbeveling te 

begri jpen, 68% herkende de aanbeveling en 6 1 % was het eens met de aanbeveling. Een 

meerderheid van de respondenten zei bereid (82%) en gemotiveerd (80%) te zijn de 

aanbeveling te implementeren, en 70% had de expliciete intentie om dit te doen. Tijd, 

middelen, gebrek aan kennis e n / o f vaardigheden en de inschatting van het 'eigen kunnen' 

worden gepercipieerd als de grootste implementatie barrières. Een positieve houding ten 

opzichte van visitatie correleerde matig met een positieve houding ten aanzien van de 

aanbevel ingen. De positieve houding van medisch specialisten ten aanzien van visitatie 

biedt goede hoop voor daadwerkeli jke implementatie van de aanbevelingen voor 

verbetering. Teneinde kwaliteitsverbeteringen te realiseren zullen op maat gemaakte 

implementatie strategieën aangeboden dienen te worden. 

Hoewel wetenschappeli jke verenigingen eerder positieve implementatieresultaten 

rapporteerden, is implementatie van visitatie-aanbevelingen niet vanzelfsprekend. Daarom 

ontwikkelden de verenigingen van chirurgen, gynaecologen en kinderartsen een interventie, 

de Kwaliteitsconsultatie (KC), ter verbetering van de implementatie van deze 

aanbevel ingen. Hoofdstuk 6 beschrijft een procesevaluatie van deze interventie. 

Kwaliteitsconsultatie is een praktijkspecifieke, multipele interventie. Ter ondersteuning van de 

implementatie van een of enkele visitatie-aanbevelingen, werd aan 31 

maatschappen/vakgroepen van chirurgen (12), gynaecologen (9) en kinderartsen (10) 

circa twintig uur begeleiding aangeboden door een organisatieadviseur. Alle 

aanbevelingen kwamen in principe in aanmerking voor begeleiding. De KC 

'gereedschapskist' bestond uit diverse management en kwaliteitsverbeteringsinstrumenten. 

Welke interventies werden toegepast was afhankelijk van de aanbevelingen en werd 

bepaald door de maatschap/vakgroep en de begeleider gezamenlijk. Deelname aan het 

KC project was vri jwil l ig en gratis voor de deelnemende maatschappen. De belangrijkste 

maten in de procesevaluatie van de KC strategie waren de keuze van de te ondersteunen 

aanbevel ing voor verbetering; het type aangeboden interventies; de mate van 

implementatie; de waarder ing van het implementieresultaat en -proces en de impact van de 

organisatieadviseurs, zoals beoordeeld door de deelnemende maatschappen. Data werden 

verzameld door participerende observatie, telefonische interviews en een 

vragenlijstonderzoek. De resultaten tonen een hoge participatiegraad (25 van de 31 

maatschappen/vakgroepen) en een positieve waardering van de organisatieadviseurs en 

het effect van hun begeleiding. Implementatiebegeleiding werd in de meeste gevallen 

gevraagd voor strategische onderwerpen of voor verbetering van het 

maatschapsfunctioneren. ledere maatschap/vakgroep kreeg meerdere interventies 

aangeboden, zowel participerend als niet-participerend van aard. De mate van 

implementatie scoorde gemiddeld 4 . 0 op een 5-puntsschaal; de scores voor de waardering 

van het implementatieresultaat en -proces bedroegen beide 6 .6 op een 1 O-puntsschaal. 

Hoofdstuk 7 evalueert het effect van de KC interventie op de implementatie van 

aanbevelingen en exploreert de factoren die implementatie belemmeren. Van alle 

maatschappen/vakgroepen van chirurgen, gynaecologen en kinderartsen die door hun 



wetenschappelijke vereniging verplicht werden gevisiteerd in de periode september 1998 

tot november 1999 , werden de eerste 58 uitgenodigd in de studie te participeren. De 

maatschappen/vakgroepen werden ad random verdeeld in een interventie- en een non-

interventiegroep. De interventiegroep werd gevormd door 31 maatschappen/vakgroepen 

aan wie begeleiding bij de implementatie van aanbevelingen (de KC interventie) werd 

aangeboden. 25 maatschappen/vakgroepen (10 kinderartsen, 8 gynaecologen en 7 

chirurgen maatschappen) waren bereid deel te nemen. De overige 2 7 maatschappen/ 

vakgroepen vormden de non-interventiegroep. O p twee na (1 maatschap chirurgie, 1 

vakgroep kinderartsen) participeerden alle maatschappen/vakgroepen. Teneinde de 

implementatieresultaten te kunnen bepalen, werd een vragenlijstonderzoek uitgevoerd. In de 

periode februari 2 0 0 0 tot juni 2001 werden in totaal 205 vragenlijsten verzonden naar de 

participerende medisch specialisten. De response was 54%; 60% voor de interventiegroep 

en 47% voor de non-interventiegroep. De zelf-gerapporteerde resultaten laten zien dat de 

begeleide maatschappen significant (t-test p=0 .0002 ) succesvoller waren in het gedeeltelijk 

en volledig implementeren van de visitatieaanbevelingen dan hun collega's in de niet-

begeleide praktijken: 6 6 . 1 % versus 53 .8%. Dit positieve effect op de implementatie werd 

door de kinderartsen en chirurgen, doch niet door de gynaecologen, gerapporteerd. De 

waardering van het implementatieresultaat en -proces scoorde significant hoger voor alle 

begeleide maatschappen/vakgroepen. 

In de studie werd een set van veertien implementatiebelemmerende factoren geïdentif iceerd, 

bestaande uit onder meer de volgende factoren: ondersteuning, beschikbare tijd en 

middelen; implementatiekennis en -vaardigheden; persoonlijke meningen over en ervaringen 

met implementatie; inschatting van het 'eigen kunnen' en meningen over de 

praktijkspecifieke aanbevelingen. De begeleide maatschappen rapporteerden significant 

minder (p<0.005) knelpunten bij de implementatie te hebben ervaren dan de niet-

begeleide groepen. De ervaren knelpunten waren sterk gerelateerd aan zowel de mate van 

implementatie, als ook aan de waardering van de implementatieresultaten en het -proces. 

De impact van KC op de implementatie van visitatieaanbevelingen kan mogelijk deels 

verklaard worden door het effect ervan op de set van belemmerende factoren. Dit 

matigende effect lijkt het grootst voor de knelpunten 'gebrek aan implementatiekennis/ 

vaardigheden en ondersteuning', 'de inschatting van het eigen kunnen' en 'de verwachte 

opbrengst/voordelen van de implementatie-inspanningen'. 

Gegeven het onderzoeksdesign kunnen geen finale conclusies worden getrokken over de 

effectiviteit van begeleiding van organisatieadviseurs op de implementatie van visitatie

aanbevelingen. Echter, de onderhavige studie suggereert dat KC voor de implementatie van 

visitatieaanbevelingen een krachtige strategie is. De exacte werking van de onderzochte 

integrale benadering blijft echter onduidelijk. Toekomstig onderzoek zou zich moeten richten 

op het ontrafelen van de meest effectieve combinatie van de diverse interventies als ook op 

de vraag welke componenten van de meervoudige strategie effectief zijn onder welke 

omstandigheden. 
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EFFECTIVITEIT VAN VISITATIE 
- Vragenlijst voor de nulmeting -

INLEIDING 

Voor u ligt de vragenlijst 'Effectiviteit van visitaties'. Deze vragenlijst is bedoeld als 

nulmeting in een onderzoek naar de effectiviteit van begeleiding van maatschappen/ 

vakgroepen bij de implementatie van visitatieaanbevelingen. 

Dit onderzoek is onderdeel van het project Kwaliteitsconsultatie. Hieronder volgt een korte 

toelichting over dit project. 

Door uw wetenschappeli jke vereniging worden sinds een aantal jaar periodiek visitaties 

uitgevoerd voor niet-opleidingspraktijken. Deze visitaties resulteren in aanbevelingen ter 

verbetering van de praktijkvoering. Het uiteindelijke doel van visitatie is pas gerealiseerd 

als met deze aanbevelingen ook iets gebeurt. Dit is echter niet vanzelfsprekend. 

De Nederlandse verenigingen van chirurgen, gynaecologen en kinderartsen participeren 

daarom in een twee jaar durend project dat tot doel heeft gevisiteerde 

maatschappen/vakgroepen ondersteuning te bieden bij het invoeren van door de 

visitatiecommissie gedane aanbevelingen. De verwachting is dat het rendement van de 

visitaties wordt vergroot als maatschappen door deskundigen worden begeleid bij het 

invoeren van de gedane aanbevelingen. Het Ministerie van VWS subsidieert dit project. 

Of, en zo ja in welke mate, deze begeleiding ook tot betere resultaten leidt, dient goed 

geëvalueerd te worden. Daarom wordt zowel in de onderzoeksgroep (die maatschappen/ 

vakgroepen die worden ondersteund bij de implementatie) als ook in een controlegroep 

een nulmeting (en later een eindmeting) gedaan. 

Voor een goede evaluatie is uw medewerking dus cruciaal. 

In deze vragenlijst wordt gevraagd naar: 

• uw houding ten opzichte van visitatie 

• uw mening over de voor uw praktijk gedane visitatieaanbevelingen. 

W i j danken u bij voorbaat voor de te nemen moeite. 



HOUDING TEN AANZIEN VAN VISITATIE 

Hieronder volgt een aantal vragen over visitatie van niet-opleidingspraktijken. W i j willen 

hiermee inzicht verkrijgen in uw houding ten aanzien van visitatie. Wi l t u per vraag 

aangeven in hoeverre u het daarmee (on)eens bent? U kunt kiezen uit vijf scores: helemaal 

oneens, oneens, noch eens/noch oneens, eens, helemaal eens. 

STELLINGEN 

1 . Visitatie leidt bijna altijd tot verbetering van 

de praktijkvoering 

2. Ik ben goed bekend met het doel van 

visitatie, de werkwijze van de visitatie

commissie en het visitatiebeleid van de 

vereniging 

3. De visitatieaanbevelingen komen op 

zorgvuldige wi jze tot stand 

4 . Alle specialisten moeten aan visitatie 

meedoen, ook als dit niet wettelijk 

verplicht is 

5. De visitatiecommissie heeft aan het eind van 

de visitatiedag een realistisch beeld van 

de praktijksituatie 

6 . Visitatie bedreigt de professionele autonomie 

van individuele specialisten 

7. Visitatie spoort 'blinde vlekken' en oude 

routines op 

8. Meedoen aan een visitatie is tijdverspilling 

9. Het is essentieel dat visitaties worden 

uitgevoerd door collega's 

10. Visitatie is een goede methode om kwaliteit 

van de praktijkvoering te toetsen en 

verbeteren 

Hele
maal 
oneens 

Oneens Noch 
oneens 
noch eens 

Eens Hele
maal 
eens 



STELLINGEN 

1 1 . Visitatie vergroot het vertrouwen in de 

medische beroepsgroep 

1 2. Zonder vastgelegde kwaliteitsnormen is 

visitatie niet zinvol 

1 3. Het is essentieel dat tijdens een visitatie 

wordt gesproken met al diegenen die zicht 

hebben op (een deel van) de praktijkvoering, 

zoals bijvoorbeeld collega's, huisartsen, 

assistenten, de directie en verpleegkundigen 

14. Bewaking en verbetering van de kwaliteit 

van de beroepsuitoefening is een belangrijke 

taak van de wetenschappelijke verenigingen 

15. Ik ben niet overtuigd van het nut van visitatie 

16. Mi jn wetenschappelijke vereniging is 

uitstekend in staat om visitaties uit te voeren 

17. Visitatierapporten kunnen gemakkelijk 

misbruikt worden (bijvoorbeeld door de 

directie, de Inspectie of verzekeraars) 

Hele
maal 
oneens 

Oneens Noch 
oneens 
noch eens 

Eens Hele
maal 
eens 



HOUDING TEN AANZIEN VAN DE 
VISITATIEAANBEVELINGEN 

In het door u ontvangen visitatierapport heeft de commissie aanbevelingen geformuleerd ter 

verbetering van de kwaliteit van de praktijkvoering. Door middel van onderstaande vragen 

willen we uw mening over deze aanbevelingen te weten komen. De gedane aanbevelingen 

worden hieronder steeds herhaald, gevolgd door een serie (steeds dezelfde] vragen over 

de desbetreffende aanbeveling. Wi l t u per vraag aangeven in hoeverre u het daarmee 

(on)eens bent? U kunt kiezen uit vijf scores: helemaal oneens, oneens, noch eens/noch 

oneens, eens, helemaal eens. 

Aanbeveling 1 (zie uw eigen 

visitatierapport) 

1 . Het is duidelijk wat wordt bedoeld met deze 

aanbeveling 

2. Deze aanbeveling komt voor mij als een 

verrassing 

3. Ik vind het niet terecht dat deze aanbeveling 

voor mi jn/onze (praktijk)situatie is gedaan 

4 . Ik vind deze aanbeveling 'lastig' om op te 

volgen 

5. Ik ben in principe bereid om deze 

aanbeveling te gaan opvolgen 

6. Ik ben niet gemotiveerd om deze aanbeveling 

in te voeren 

7. De maatschap beschikt over de juiste kennis 

en vaardigheden om deze aanbeveling op te 

volgen 

8. De maatschap is in staat de middelen voor 

de invoering van deze aanbeveling vrij te 

maken 

9. De maatschap laat zich voor de invoering 

van deze aanbeveling niet door de financiële 

middelen belemmeren 

Hele

maal 

oneens 

Oneens Noch 

oneens 

noch eens 

Eens Hele

maal 

eens 



Aanbeveling 1 (zie uw eigen 
visitatierapport) 

10. Ik ga , zo nodig samen met anderen, deze 

aanbeveling daadwerkeli jk opvolgen 

1 1 . De huidige werkbelasting stelt de maatschap 

niet in staat deze aanbeveling in te gaan 

voeren 

12. Bij de volgende visitatie is deze aanbeveling 

opgevolgd 

Hele
maal 
oneens 

Oneens Noch 
oneens 
noch eens 

Eens Hele
maal 
eens 

E3 



EFFECTIVITEIT VAN VISITATIE 
- Vragenlijst voor de eindmeting -

Voor u ligt de vragenlijst 'Effectiviteit van visitatie'. Deze vragenlijst is bedoeld als 

eindmeting in een onderzoek naar de effectiviteit van begeleiding van 

maatschappen/vakgroepen bij het opvolgen van visitatieaanbevelingen. 

Dit onderzoek is onderdeel van het project de Kwaliteitsconsultatie. Hieronder volgt een 

korte toelichting over dit project. 

Door uw wetenschappelijke vereniging worden sinds een aantal jaar periodiek visitaties 

uitgevoerd voor niet-opleidingspraktijken. Deze visitaties resulteren in aanbevelingen ter 

verbetering van de praktijkvoering. Het opvolgen van de aanbevelingen is echter niet 

vanzelfsprekend. Onder supervisie van de drie verenigingen wordt in het project de 

Kwaliteitsconsultatie gevisiteerde maatschappen/vakgroepen ondersteuning geboden bij het 

invoeren van door de visitatiecommissie gedane aanbevelingen. De verwachting is dat het 

rendement van visitaties wordt vergroot als uw maatschap door deskundigen wordt bege

leid bij het invoeren van de gedane aanbevelingen. 

Of, en zo ja in welke mate, deze begeleiding ook feitelijk tot betere resultaten leidt, dient 

goed geëvalueerd te worden. Daarom wordt zowel in de controlegroep ([waarvan uw 

maatschap deel ui tmaakt/die maatschappen/vakgroepen die niet begeleid werden]) als 

ook in een onderzoeksgroep ([die maatschappen/vakgroepen die begeleid worden bij de 

invoering van aanbevel ingen/waarvan uw maatschap/vakgroep deel uitmaakt]) een 

vragenlijstonderzoek gedaan. Dit onderzoek bestaat uit een nulmeting en een eindmeting. 

Bijgevoegde vragenlijst betreft de eindmeting. 

Belangrijk! 

In de vragenlijst worden vragen gesteld over de mate waarin de aanbeveling is opgevolgd. 

W i j vragen niet naar de eventuele effecten van het al dan niet opvolgen van een 

aanbeveling. Bijvoorbeeld, de visitatiecommissie heeft uw maatschap aanbevolen een 

beleidsplan te schrijven. In dit onderzoek zijn we dan geïnteresseerd in de vraag of er een 

beleidsplan is of niet. Of de situatie voor de maatschap is veranderd als gevolg van het 

realiseren van dit beleidsplan, wordt op dit moment niet gevraagd. 

W i j danken u bij voorbaat voor de te nemen moeite. 



IMPLEMENTATIE VAN DE VISITATIEAANBEVELINGEN 

In het door u ontvangen visitatierapport heeft de commissie aanbevelingen geformuleerd ter 

verbetering van de kwaliteit van de praktijkvoering. Door middel van de vragen op de 

volgende pagina willen we te weten komen of, en zo ja welke, acties zijn ondernomen met 

betrekking tot de aanbevel ing. De voor uw praktijk gedane aanbevelingen worden 

hieronder steeds herhaald, gevolgd door een serie (steeds dezelfde) vragen over de 

desbetreffende aanbevel ing. 

Aanbeveling 1: (zie ook uw visitatierapport) 
( v a n d e a a n b e v e l i n g e n 1 tot e n met n zoals ge formuleerd voor de gevisi teerde 

p r a k t i j k ) . 

1. W i l t u aankruisen welke van de volgende omschrijvingen het beste overeenkomt met 

de situatie op d i t m o m e n t ten aanzien van deze aanbeveling? 

O er is (nog) geen ocf/e ondernomen ten aanzien van deze aanbeveling 

G de aanbeveling is in de maatschap/vakgroep, en eventueel met anderen, besproken, maar er is 

(nog) geen vervolg gepland 

d de te ondernemen actie(s) ten aanzien van de aanbeveling zijn gepland, maar nog niet 

uitgevoerd 

D de aanbeveling is gedeeltelijk opgevolgd 

Q de aanbeveling is geheel opgevolgd. 

2 . Wat vindt u van de m a t e w a a r i n de aanbeveling op dit moment is opgevolgd? 

Druk uw waarder ing uit in een rapportcijfer op de schaal 1 tot en met 10. 

(1 = ik vind de mate van implementatie zeer slecht, 

10 = ik vind de mate van implementatie uitstekend) 

De mate waarin de aanbeveling thans is opgevolgd waardeer ik met het rapportcijfer 

3. Wat vindt u van de m a n i e r w a a r o p gewerkt is aan het opvolgen van deze 

aanbeveling? Druk uw waardering uit in een rapportcijfer op de schaal 1 tot en met 10. 

1 = ik vind de manier waarop de aanbeveling is /wordt opgevolgd zeer slecht, 

10 = ik vind de manier waarop de aanbeveling is /wordt opgevolgd uitstekend) 

De manier waarop er gewerkt i s /word t aan het opvolgen van deze aanbeveling waardeer 

ik met het rapportcijfer 



4. Kunt u aangeven welke factoren het opvolgen van de aanbeveling hebben 

g e s t i m u l e e r d ? En welke factoren werkten b e l e m m e r e n d ? 

Stimulerend: Belemmerend: 

5. Invoering van een visitatieaanbeveling kan op knelpunten stuiten. Welke knelpunten 

heeft u bij de invoer van d e z e a a n b e v e l i n g aangetroffen? 

Geef aan in hoeverre de volgende uitspraken op u (uw situatie) van toepassing zijn: zeer 

sterk, sterk, enigszins, nauweli jks/niet. 

Aanbeveling 1 

(zie uw visitatierapport) 

]. Ik ben het eigenlijk niet eens met 

deze aanbeveling. 

2. Deze aanbeveling vind ik niet 

van toepassing op onze situatie. 

3. De voordelen van het opvolgen 

van deze aanbeveling wegen niet 

op tegen de verwachte nadelen, 

kosten, moeite of ongemak van 

implementatie. 

4 . Het opvolgen van deze 

aanbeveling vermindert mijn 

(professionele! vrijheid van 

handelen. 

5. Ik heb de indruk dat de commissie 

die onze praktijk heeft gevisiteerd 

deze aanbeveling zorgvuldig heeft 

opgesteld. 

Deze uitspraak is 

zeer 

sterk 
sterk enigszins nauwelijks/ 

niet 

op mij (mijn situatie} van toepassing 



Aanbeveling 1 
(zie u w visitatierapport) 

6. Ik ben er niet van overtuigd dat 

mijn vakgroep echt aan deze 

aanbeveling kan voldoen. 

7. Mi jn collega's uit de maatschap/ 

vakgroep staan overwegend nega

tief tegenover deze aanbeveling. 

8. Ik mis bepaalde kennis en/o f 

vaardigheden om deze 

aanbeveling op te volgen. 

9. Ik verwacht eigenlijk niet dat het 

voldoen aan deze aanbeveling 

zal leiden tot verbetering van 

mijn praktijk(voering). 

1 0. Met wat deze aanbeveling 

verwoordt, heb ik in het verleden 

slechte ervaringen opgedaan. 

1 1 . Ik heb moeite met het veranderen 

van mijn routines. 

1 2. Voor het opvolgen van deze 

aanbeveling heb ik te weinig tijd 

(gehad). 

1 3. Collega's, het management en /o f 

ondersteunende medewerkers 

werken niet mee aan het opvolgen 

van deze aanbeveling. 

14. Voor het kunnen opvolgen van deze 

aanbeveling krijg ik onvoldoende 

deskundige ondersteuning. 

15. De (financiële] middelen schieten 

tekort om deze aanbeveling op te 

volgen. 

Deze uitspraak is 

zeer 
sterk 

sterk enigszins nauwelijks/ 
niet 

op mij (mijn situatie) van toepassing 




