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77 Waitin g perio d 

Summary Summary 

Onn the basis of the patient-data, it can be concluded that the waiting period 
beforee a clinical intervention increased for an average patient in five of the six 
hospitalss during the experiment. This development is also found in the 
qualitativee analysis and the patient surveys. Considering the increase in the 
demandd for care and the policy of cost control, it is quite possible that waiting 
timess would have increased without the experiment as well. The econometric 
analysiss shows that the 'tariff' changes in the experiment had a favourable effect: 
consideredd separately they caused a decrease in the waiting period (see Figure 
7.1).. Compared with the pre-experiment situation the incentives were more 
gearedd to helping as many new patients as possible in a certain period. In 
hospitalss where the budgets were reasonably flexible from year to year, these 
tarifff  incentives had a favourable influence on the waiting times. In one hospital, 
thee waiting times for a clinical intervention even decreased during the 
experimentt in absolute terms, despite the increasing demand for hospital care. 
However,, in the hospitals where the specialists' budgets were least adjusted 
fromm year to year, the experiment probably had an unfavourable effect on the 
waitingg times. This is because the tariff incentives did not function in these 
hospitalss since the rigidity of the budgets removed the production incentive. 
Moreover,, it was difficult to bring extra specialists into a partnership during the 
experiment.. Making specialists' budgets fixed may increase waiting times, unless 
theree is another reason for specialists to keep their efforts up, such as loyalty to 
thee experiment. On balance, the experiment probably mitigated the underlying 
increasee in waiting times in three hospitals and intensified it in two hospitals. 
Tablee 7.1 shows the average increase in waiting period between the start and the 
endd of the experiment for an average patient. 
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Figuree 71 Average waiting period in the 6 hospitals (days) 
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7.11 Introduction 

Thiss chapter contains an analysis of the waiting period of patients before a 
clinicall  intervention takes place. 

Inn the patient-data form, three questions were asked about waiting: 

1.. If the patient had surgery, did he or she have to wait before the 
interventionn could take place? 
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2.. Did the patient have to wait for other elements of treatment with this 
speciality,, e.g. treatment with drugs or diagnostic procedures? 

3.. For every time the patient had to wait: What did he or she have to wait 
for,, why was waiting necessary and how long? 

Thee waiting period was measured in classes: less than two weeks; from two 
weekss to one month; from one month to two months; and, more than two 
months.. In this chapter, the analysis is confined to interventions for clinical 
patients. . 

Thee experiment could influence waiting times in several ways. 

IncentivesIncentives for the specialists 

Thee experiment could affect the behaviour of specialists by tariff changes, 
changess in the flexibilit y of their income and efficiency projects. In Section 4.2.7, 
thee expected effect of tariff changes is described. Most of the tariff changes that 
tookk place would on average107, be expected to be a stimulus for lower waiting 
times.. This holds for the increase of the tariff for a new patient, the increase in 
thee average tariff for day-treatment, and the lowering of the tariff for a patient-
day.. We have already seen that the higher tariff for new patients caused a 
loweringg of the admission rate, which in turn can lead to shorter waiting periods. 
However,, the average tariff for a clinical admission also increased, which may 
havee had an adverse effect on waiting times. It was not clear how the waiting 
timess would change on balance, but most changes seem to favour lower waiting 
times. . 

Thatt the incomes of specialists have become less dependent on their effort is an 
incentivee to have more leisure. This may cause an increase in waiting times. Of 
course,, there may be binding ethical constraints. We would not expect specialists 
too choose more leisure when they know that waiting longer is seriously harmful 
forr specific patients. 

Changess associated with social approval may also play a role. A specialist who 
startss taking Friday-afternoon off, may be confronted with the disapproval of 
colleaguess or the hospital management. 

1077 The average tariff change for the six hospitals taken together. 
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Anotherr relevant matter is the culture of self-employed medical specialists. 
Thesee specialists are very much used to the link between production and 
income.income.108108 This may influence their reaction to a more fixed income. For 
employeess with high salaries, it is quite normal that their hours are determined 
moree by their workload than by the formal number of working hours according 
too the contract. This is regardless of the fact that working late does not yield extra 
money.1099 Specialists do not have such a tradition. They wil l not leave at five 
o'clockk when a patient needs them urgently. But how do they feel about working 
latee (if necessary) for other activities? The interviews reflect this culture. In one 
hospital,, the management said at the end of the experiment that the specialists 
hadd changed their attitude with regard to working hours and that in some cases 
thee drive to produce was replaced by the notion of a 'second life'. It was 
expectedd that a new equilibrium would be found once the specialists had 
developedd a new value system. In one of the other experimenting hospitals, it 
wass said about the income harmonisation in the MCA that more specialists 
wouldd be needed now that the incentive to produce was removed. In many 
hospitals,, specialists mentioned their wish for 'loon naar werken' (income 
commensuratee with their effort). 

EfficiencyEfficiency and quality projects 

Severall  efficiency projects were aimed at a better division of work between the 
primaryy and the secondary care sector. These projects could add to a shortening 
off  waiting times. Not many projects were directly aimed at lower waiting times. 
Thee exceptions are three projects in the MCA (Alkmaar) which aimed at the 
reductionn of waiting times at the specialties cardiology, ophthalmology and 
pulmonology.. In these projects, less expensive labour was called in, such as 
optometricianss and so-named 'assistants to the physician- not in training' (Dutch 
abbreviation:: agnio's).110 

1088 Formulated more precisely: the link between production and sales. Sales and income 
differr because specialists also have to subtract a number of costs from their sales. This 
makess no difference to the argument. 
1099 Usually working overtime is only compensated in the lower paid salaried functions. 
Forr the higher salaries, overwork when necessary is 'part of the deal'. 
1100 These are people who have finished medical school but who are not currently being 
educatedd to become a medical specialist. 
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IncentivesIncentives for the hospital 

Longg waiting times may well be a reason for GPs to refer fewer patients to a 

hospital.. So hospitals wil l probably try to keep an increase in waiting times in 

check.. The actual 'threat' for the hospital depends on the alternatives in the 

vicinity.. For example, in Venlo/Venray, it was stated that there was littl e shifting 

off  patients to other hospitals because of the isolated position of the hospital. 

Longg waiting times have one advantage for the hospital, however. They make it 

easierr to negotiate with the health insurer (or the government) about extra 

money.111 1 

OtherOther factors that can affect waiting times 

Waitingg times increase whenever demand for care grows faster than supply. So, 
naturally,, many factors can cause an increase in waiting times. An increase in 
demandd for care through population growth, ageing of the population, other 
demographicc factors, developments in medical-technology and social and 
culturall  developments can affect waiting times. We would expect such factors to 
havee more or less the same influence in all experimental projects.112 During the 
experimentt demand increased because of such factors. According to research 
commissionedd by the health care sector, the volume growth of the demand for 
hospitall  care was estimated at 2.7% each year for the period 1995-1998."3 

Whetherr waiting times increase depends on the degree to which supply is 
adjusted.. Given the assumptions for factor productivity, the volume growth of 
thee necessary means to accommodate the increase in demand was estimated at 
1.9%% per year.114'115 

Duringg the experiment, the budgets available for the health care sector were the 
responsibilityy of the government. Each year, the Ministry of Health decided on 
thee volume-growth for health care that was allowed. If this 'JOZ-growth' was not 

1''' This was the case until such time as the Dutch Ministry of Health invented the 'cash 
onn the nail' approach, in which hospitals had to demonstrate additional production in 
orderr to receive additional money. 
1122 Variations are possible, of course. For example, the assertiveness of patients may 
differr between rural and urban areas. 
1133 Gezondheidszorg in Tel 3 (1995). 
1144 For labour, the assumption was that the productivity would grow by 1,5% each year. 
1155 Here only the volume growth is considered. However, it is also possible that the 
compensationn for price increases for the health sector differs from the real price 
increases.. This may lead to extra 'profits' or 'losses'. 
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enoughh to compensate for increased demand (taking into account possible 

efficiencyy improvement at the supply side), waiting times could be expected to 

rise.. For the period 1995-1998, the budgeted volume growth was 1.3% per year 

forr health care as a whole.116 However, this was not evenly distributed over sub-

sectors.. For example, volume growth was much larger in the sector 'prescription 

drugss and medical devices'. In reality the means for hospital care increased only 

byy about 1% in volume each year.117 So this was only about half of the increase 

thatt was estimated as necessary. Without productivity increases, this increase in 

meanss would only have been enough to compensate for demographically-

determinedd increases in demand. It seems that the attempts at cost control and 

specificallyy the hospital budgeting have contributed to an increase of waiting 

timess in the Netherlands as a whole. 

Thee government was aware of problems with waiting times in some specialities 

(amongstt others, ophthalmology and orthopaedics). This was, however, not 

primarilyy considered a problem of too littl e funding. Solutions were first to be 

soughtt in better organisation of health care, more use of standards for care and a 

betterr relation between the hospital management and the specialists. The 

governmentt felt that the FFS-system might also contribute to problematic 

wait ingg times."8 Only when everything else had been tried, could an increase of 

budgetss be considered. The following quote from the FOZ 1995 (p. 10) illustrates 

this:: "As is announced in the coalition agreement, the government will carry out a strict 

programmeprogramme of «volume control and cost reduction». Only after it has been proved 

beyondbeyond the shadow of a doubt that, even with such a programme, growth could not be 

restrictedrestricted to 1.3% in an acceptable way, is the government prepared to consider this issue 

further."further." U9 Some of the hospitals in the experiment had arrangements with the 

insurerr that allowed them to grow at more than the average ratio. Probably these 

hospitalss were less constrained by too low budget growth. 

1,66 CPB (1997) 
1177 See CPB (1997) and CBS, Statline, Kosten en financiering van de gezondheidszorg. 
Accordingg to Gezondheidszorg in Tel 4 (1996), the 'real' volume growth after correction for 
severall  financial setbacks was even smaller, 0.7%. 
1188 Financieel Overzicht Zorg 1995. 
1199 The literal Dutch quote is: 
"Zoalss in het regeerakkoord is aangekondigd, zal het kabinet een strak programma van 
«« volumebeheersing en kostenbeperking » uitvoeren. Pas nadat onomstotelijk 
vaststaat,, dat ook met een dergelijk programma de groei niet op een aanvaardbare wijze 
tott 1,3% te beperken zou zijn, is het kabinet toe aan een nadere afweging." 
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Apartt from inadequate hospital budgets, shortages of hospital personnel can also 
affectt waiting times. At the present time in the Netherlands, shortages of hospital 
personnell  are seen as very problematic. But, during the experiment, this was not 
yett the case, generally speaking. In fact, the situation was quite the opposite: in 
19944 and 1995, the volume of labour in hospitals was deliberately decreased, 
(respectively,, by 1.8% and 0.6%), especially regarding nurses in training.120 Some 
respondentss mentioned the shorter working weeks for agnio's as a problem. 
However,, the influence of budgeting was likely to be larger than that of 
personnell  shortages. All in all, it seems likely that waiting times would have 
increasedd during the relevant period if the experiment had not been carried out, 
becausee of tension between the increasing demand for care and the desire of 
policyy makers to control costs. 

WhatWhat do other data sources say? 

Theree are no national data with which to compare the waiting times in the 
experimentingg hospitals. It was only from about 1997 onwards that more or less 
reliablee data about waiting times were collected. However, other elements of our 
studyy throw some light on the question of the waiting period, viz. the qualitative 
analysiss and the patient surveys. 

Accordingg to the representatives of the primary care sector, the waiting period 
hass grown longer in most of the hospitals concerned. In a number of cases, this is 
attributedd (wholly or partly) to the experiment. In Emmen, the primary care 
sectorr seemed inclined to think that the long waiting times were not so much 
stimulatedd by the experiment, but were more the effect of high work pressure. 
Somee representatives of the primary care sector in the other projects felt that the 
experimentt had encouraged specialists to have a more relaxed attitude to their 
work.. A comparable notion exists within the experimental projects. Persons 
interviewedd from all parties indicated that specialists generally speaking had 
adjustedd their workload to the relatively fixed income. For some specialists, this 
meantt that they had more leisure time. It was observed a number of times that 
thee flow of patients was limited somewhat when the growth approached the 
arrangedd upper limit . This was something that happened especially near the end 
off  the year, and did not happen before the experiment. 

GezondheidszorgGezondheidszorg in Tel 4 (1996). 



136 6 Chapte rr  7 

Inn the patient-surveys it was found that the waiting period before admission to 

thee hospital increased significantly for all hospitals in the study taken together.121 

Att the start of the experiment, the average waiting period was about five and a 

halff  weeks and this increased by two weeks by the end. This means that the 

increasee was relatively large. It is not possible to draw any conclusions from the 

patient-surveyss about whether the increase in waiting period was connected to 

thee experiment. 

A tt the start of the experiment, expectations differed between the persons 

concerned.. Some expected that taking more time for a patient and limiting the 

amountt of work to the arranged production would lead to longer waiting 

periods.. Others expected that waiting periods would decrease because of 

referringg back to the primary care sector at an earlier stage122, and because of a 

moree efficient working method. The health insurers considered increased 

efficiencyy and a good accessibility of care as some of the goals of the experiment. 

Itt was not their intention (or the intention of the government) that saving time by 

increasingg efficiency would lead to more leisure for specialists. They would 

preferr that the saved time would be used to treat more patients. 

Summarising,, the qualitative analysis and the analysis of patient-surveys point 

unequivocallyy to an increase of the waiting period before admission. The 

qualitativee analysis yields clear indications that the increase is (partly) related to 

thee experiment. Nevertheless, it seems likely that, in the Netherlands as a whole, 

thee waiting period would have increased without the experiment, since the 

increasess of the hospital budgets were not sufficient to compensate for the 

increasee of demand. The rest of this chapter answers the questions: Is an increase 

off  the waiting period found in the individual patient-data as well? And, if so, 

wass this increase influenced by changes in financial incentives that originate 

fromm the experiment? 

1211 For one hospital, the Scheperziekenhuis, a not significant decrease in the waiting 
periodd was found. 
1222 From a separate analysis of the same data (Van den Berg and Mot, 2000), and from the 
qualitativee analysis, it is clear that referring back to the primary care sector at an earlier 
stagee did indeed take place for new patients at the outpatient department in three of the 
experimentt hospitals at least. 
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7.22 Data and mode l 

TheThe patient data 

Thee proportion of patients waiting for a clinical intervention differed markedly 
betweenn specialties and diseases. In Appendix 7.1 the collected pre- and post-
experimentt data about the waiting period for a clinical intervention are 
described.. The proportion of patients waiting decreased significantly and to a 
largee extent for two particular groups: patients with malignant neoplasm of the 
digestivee tract and peritoneum and patients with disorders of the digestive 
system.. Possibly the experiment provided scope to help more patients with 
seriouss diseases to be treated without waiting. 

Att the end of the experiment, the average waiting period had increased for all 
diagnoses.. For all types of disease in the study the proportions of patients who 
weree waiting longer than two months had increased (see Figure 7.2 for the 
diseasess taken together). For practically all diseases (except internal 
derangementt of the knee) the proportion of patients who were waiting less than 
twoo weeks had decreased. Despite the significant decrease in the proportion of 
patientss who had to wait at all for the diagnoses malignant neoplasm of 
digestivee tract and peritoneum and disorders of the digestive system, the 
averagee waiting period for these diagnoses increased somewhat because of the 
decreasee of the proportion of patients waiting for a short period. 
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Figuree 7.2 Frequency of waiting period for intervention for clinical patients at the 
startt and at the end of the experiment (%) 
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TheThe model 

Thee variable to be explained is the 'waiting period of clinical patients for an 
intervention'.. Just as for the other endogenous variables, the waiting period was 
explainedd by the following types of factors: 

characteristicss of the patient; 

aspectss of the history of the illness; 

thee complaint or disease the patient is suffering from (in the case of the 

waitingg period, this is the discharge diagnosis); 

thee hospital where the patient is treated; 

thee parameter revenues ('tariffs'); 

thee period of treatment (pre-experiment or post-experiment). 

Thee variable 'waiting period' that we want to explain is measured in brackets, as 

mentionedd before. The possible values corresponding with the waiting period 

classess are one, two, three and four.'23 A suitable econometric model for this type 

off  discrete, ordered variable is needed. Possible choices are the ordered logit 

modell  and the ordered probit model. We chose the ordered logit model.'24 With 

1233 Patients who did not have to wait were placed in the first group for the econometric 
analysis. . 
1244 This model is described in Ben- Aki va and Lerman (1985). 
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thiss model, we can estimate the probabilities that the waiting period of a patient 

is:: shorter than two weeks; between two weeks and one month; between one and 

twoo months; or, longer than two months. By determining an average value for 

eachh of these four categories, and multiplying this value with the estimated 

probabilities,, we can calculate an expected waiting period in days for every 

patient125 5 

7.33 Estimatio n result s 

Inn Table 7.1 the estimation results for the ordered logit model are given. A 

positivee coefficient indicates that the relevant factor leads to a longer expected 

waitingg period. For example, when the same complaint has been treated earlier 

inn the hospital, the expected waiting period is longer. Like this variable, many 

explanatoryy variables are of the dummy type: they have only two possible values 

(yess or no, 1 or 0). The estimated coefficient indicates the effect of a factor 

comparedd with observations in which this factor does not play a role, e.g. 

comparedd with complaints that have not been treated earlier in the same 

hospital.. When there are several groups, like different diseases or different 

hospitals,, the values of the coefficients can be compared. 

Thee results of changes in characteristics on the expected waiting period in days 

aree given in Tables 7.2 to 7.4. In these tables, first the waiting period for an 

averagee patient at the start of the experiment is given.126 Following that, a 

numberr of characteristics are varied and the resulting calculated waiting period 

iss shown.127 

1255 We have to make an assumption for the average value of the first and the last 
category.. For the shortest waiting period, we assume 10 days as an average, and for the 
longestt waiting period, we assume 90 days. Since these assumptions are necessary, the 
absolutee calculated number of days for the waiting period does not have to be correct. It 
is,, however, possible to compare waiting periods between hospitals and between the 
startt and the end of the experiment, since in all cases the same assumptions were made. 
1266 The average patient has the following characteristics: 0.6 woman, 50.4 years old, 0.72 
publicc insurance, 0.27 complaint treated before , 0.058 heart disease, 0.173 neoplasm, 
0.099 arterial disease, 0.21 female genital disorder, 0.21 tonsils disease, 0.07 disc disorders 
andd 0.127 derangement of the knee. 
1277 The calculated effect of a change in one factor is influenced by the other 
characteristicss of the patient. This is a property of the (ordered) logit model. 
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TheThe patient 

Agee has a significant effect on the waiting period. The waiting period increases 

wit hh increasing age to 69 years, and then decreases again. Possibly up to a 

certainn age younger persons are treated sooner because they have more 

obligationss concerning work and family. For persons of 70 years and over, it may 

bee that the chances of a complete recovery diminish with age. Also, a waiting 

periodd of one year is for an 80-year old person a much larger portion of the 

remainingg lif e expectancy than for a 60-year old person. Furthermore, old people 

whoo are still healthy enough to have an operation should not be kept waiting too 

long,, because their condition may deteriorate easily (for example, by the flu). In 

thatt case, the operation may no longer be possible. There are no significant 

differencess between men and women or between persons with different types of 

insurance.. In Table 7.2, it can be seen that a 10% increase in the average age does 

nott have a very large effect on the waiting period. The effects of a change in 

insurancee type and in sex are larger although not significant.128 

Ass stated above, the waiting period is longer when the complaint had been 

treatedd before in the hospital. No effect was found for the other aspects of the 

illness-history. . 

Thee waiting period differs by disorder. The disorders can be divided in three 

clusters.1299 The waiting periods are shortest for patients with disorders of the 

digestivee system and malignant neoplasm of digestive tract and peritoneum 

(clusterr 1). The waiting period for patients with acute and sub-acute forms of 

ischemicc heart disease (cluster 2) is significantly longer than the two earlier-

mentionedd disorders. The waiting period for patients with all other diagnoses 

(clusterr 3) is significantly longer than for those in the clusters 1 and 2. 

1288 In all econometric analyses all characteristics of the patient and all hospital dummies 
aree retained, even when the effect is not significant, in order to make the analyses 
comparablee in this respect, and to show the effect of these factors. 
1299 Clustering was done by ordering the coefficients from most negative to most positive 
andd subsequently using the t-test. This test indicates whether the coefficients differ 
significantlyy from each other. If the coefficients do not differ significantly, the groups 
belongingg to those coefficients can be put together. This forms a cluster. 
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Tablee 7.1 Estimated coefficients of the ordered logit model for the waiting 
periodd of clinical patients for an intervention 

explanatoryy variables coefficientt t-value 

characteristicss of the patient 

ln(age) ) 

ln(age)) squared 

woman n 

publicc insurance 

characteristicss history of the illness 

complaintt treated before 

endd of the experiment 

disorderss (compared with disorders of the digestive system) 

acutee and subacute forms of ischemic heart disease 

malignantt neoplasms of digestive tract and peritoneum 

arteriall  disease and disease of the capillaries 

femalee genital disorders 

chronicc tonsils and adenoids disease 

intervertebrall  disc disorders 

internall  derangement of the knee 

payment t 

parameterr revenue first visit outpatient department 

parameterr revenue repeat visit 

parameterr revenue day-treatment 

parameterr revenue patient-day 

hospitall (compared with st. Maartens Gasthuis) 

Medischh Centrum Alkmaar 

Scheperziekenhuis s 

Ziekenhuiss Lievensberg 

St.. Clara Ziekenhuis 

IJssellandziekenhuis s 

interactionn terms 

end**  arterial disease and disease of the capillaries 

endd * female genital disorders 

endd * Medisch Centrum Alkmaar 

endd * Scheperziekenhuis 

endd * Ziekenhuis Lievensberg 

endd * St. Clara Ziekenhuis 

endd * IJssellandziekenhuis 

2.96 6 

-0.35 5 

0.07 7 

-0.17 7 

0.26 6 

2.11 1 

0.83 3 

0.45 5 

2.02 2 

2.43 3 

3.73 3 

1.88 8 

3.93 3 

0.002 2 

-0.06 6 

0.003 3 

0.06 6 

0.07 7 

0.14 4 

0.99 9 

0.55 5 

0.50 0 

0.86 6 

0.51 1 

0.60 0 

-0.59 9 

-1.18 8 

-2.65 5 

-1.74 4 

5.09 9 

-3.94 4 

0.72 2 

-1.29 9 

2.52 2 

4.18 8 

2.11 1 

1.26 6 

5.34 4 

7.18 8 

10.89 9 

5.37 7 

11.83 3 

-1.87 7 

-2.71 1 

-1.75 5 

2.01 1 

0.29 9 

0.62 2 

4.42 2 

2.32 2 

2.04 4 

2.68 8 

2.41 1 

1.15 5 

-1.06 6 

-3.63 3 

-4.51 1 

-2.91 1 

*** * 
*** * 

** * 

*** * 

** * 

*** * 
*** * 
*** * 
*** * 
*** * 

* * 

*** * 
* * 
** * 

*** * 
** * 
** * 

*** * 

** * 

*** * 
*** * 
*** * 

Vealll  and Zimmerman R2 = 0.38; 
significantt at 99%; n = 2301 

significantt at the 90% level; **  significant at 95%; 
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Tablee 7.2 Effect of personal characteristics on the waiting period of clinical 
patients s 

averagee patient at the start of the experiment 

10%% age increase at the start of the experiment 

woman,, public insurance, average age, start 

man,, public insurance, average age, start 

man,, private insurance, average age, start 

man,, private insurance, age + 10%, start 

durationn of 
waitingg (in 
days) ) 

23.33 3 

23.49 9 

23.14 4 

22.43 3 

24.15 5 

24.33 3 

difference e 
comparedd with 
formerr in days 

0.16 6 

--

-0.71 1 

1.72 2 

0.18 8 

difference e 
in% % 

0.7 7 

-3.1 1 

7.7 7 

0.7 7 

HieHie hospital 

Too determine the waiting period for the different hospitals, dummy variables for 
thee hospitals were included. In the econometric analysis, the st. Maartens 
Gasthuiss in Venlo serves as a reference hospital. At the start of the experiment, 
significantt differences in waiting period between the hospitals were found. The 
waitingg period was shortest in: the st. Maartens Gasthuis, the MCA and the 
Scheperziekenhuis.. There were no significant differences in waiting period 
betweenn these hospitals. The waiting period in the other hospitals was 
significantlyy longer. 

Inn Table 7.3 the calculated waiting period per hospital at the start of the 
experimentt is given for an average patient. It can be seen that the difference 
betweenn the shortest and the longest waiting period is more than 10 days. 
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Tablee 7.3 Effect of hospital characteristics at the start of the experiment on the 
waitingg period of clinical patients 

averagee patient at the start of the experiment 

st.. Maartens Gasthuis 

Medischh Centrum Alkmaar 

Scheperziekenhuis s 

Ziekenhuiss Lievensberg 

St.. Clara Ziekenhuis 

IJssellandziekenhuis s 

durationn of 
waitingg (in 
days) ) 

23.33 3 

19.98 8 

20.51 1 

21.13 3 

30.48 8 

25.17 7 

24.60 0 

difference e 
compared d 
averagee in 

-3.35 5 

-2.82 2 

-2.20 0 

7.15 5 

1.84 4 

1.27 7 

with h 
days s 

difference e 
comparedd with 
averagee in % 

-14.4 4 

-12.1 1 

-9.4 4 

30.6 6 

7.9 9 

5.4 4 

ChangesChanges during the experiment 

Thee following parameter revenues are included among the explanatory 
variables:: the revenue of a first visit to the outpatient department; the revenue of 
aa repeat visit; the revenue of day-treatment; and, the revenue of a patient-day 
(i.e.. in a hospital bed). All of these parameter revenues have a significant effect 
onn the waiting period. The revenue of an admission is the only 'payment 
variable'' for which no effect was found. This means that changes in payment 
systemss have an influence on the waiting period. Three effects are negative and 
onee positive: a higher revenue for a patient-day leads to a longer waiting period. 
AA higher patient-day revenue could act as a disincentive to discharge patients as 
soonn as possible. The higher the other three revenues are, the shorter the waiting 
periodd is. This is as we expected, except for the repeat visit tariff for which no 
effectt was expected. On the other hand, we had expected an effect of the tariff for 
ann admission. 
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Tablee 7.4 Effect of parameter revenues on the waiting period of clinical patients 

durationn of difference difference 
waitingg (in days) compared compared with 

withh average average (start 
(startt or end) or end) in % 
inn days 

averagee patient at the start of the 
experiment(averagee par. rev. start) 

averagee par. rev. end 

averagee par. rev. end 

everyy par. rev. end +10% 

everyy par. rev. end -10% 

rev.. first visit outpat. dep. +10% end 

rev.. repeat visit +10% end 

rev.. day-treatment +10% end 

rev.. patient-day +10% end 

23.33 3 

16.64 4 

16.64 4 

16.44 4 

17.03 3 

16.43 3 

16.57 7 

16.48 8 

16.82 2 

-6.69 9 

--
-0.20 0 

0.39 9 

-0.21 1 

-0.07 7 

-0.16 6 

0.18 8 

-28.7 7 

-1.2 2 

2.3 3 

-1.3 3 

-0.4 4 

-1.0 0 

1.1 1 

Inn Table 7.4 the effect of changes in parameter revenues on the waiting period is 

given.. Of course, the changes in parameter revenues between the experiment 

periodd and the pre-experiment period differ considerably among hospitals. 

Becausee of this, average parameter revenues were calculated for all hospitals 

togetherr at the end of the experiment. The effect of these average 'tariff changes' 

iss shown in Table 7.4. Perhaps surprisingly, considering the increase in waiting 

periodd that was observed, the average change in parameter revenues during the 

experimentt leads to a much shorter waiting period. Only the decrease of the 

revenuee of a repeat visit (that took place on average) has a positive effect on the 

wait ingg period (i.e. causes a longer waiting period)130. On average, the parameter 

revenuess for a first visit to the outpatient department and for day-treatment 

increasedd considerably because of the experiment, and the revenue of a patient-

dayy decreased. Al l three changes stimulate the economical use of care and give 

risee to a shorter waiting period. Therefore, the observed increase in the waiting 

periodd was not caused by changes in the parameter revenues, but by other 

factorss inside or outside the experiment. 

1300 The average revenue of a repeat visit was never very high to start with, only 7.3 
guilderss for clinical patients at the start of the experiment. This amount is calculated by 
takingg the average of the repeat visit revenues for all clinical patients in our dataset. 
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Thee effect of the change in parameter revenues caused by the experiment has 
alsoo been calculated separately for each hospital in the study. It turned out that 
thesee changes led to a shorter waiting period in every hospital. 
Inn Table 7.4, the effects are given of changes in parameter revenues by 10% (all 
togetherr and separately). It can be seen that the effects on the waiting period of 
10%-changess are not very large. The largest individual effect is that of a change 
inn the revenue of a first visit to the outpatient department. On the basis of these 
effects,, elasticities were calculated: these are approximately a modest (-) 0.1 for 
alll  tariffs, except the tariff for a repeat visit. For the latter the elasticity is even 
smallerr (-0.04). However, the effect of the change in average revenues caused by 
thee experiment is rather large (a 29% decrease of the waiting period), because the 
changess in tariffs are considerable. 

Forr all diagnoses and all hospitals, the waiting period increased between the pre-
experimentt and the post-experiment period because of a general 'trend' (see the 
positivee significant effect of the variable 'end of the experiment'). For two 
diagnoses,, there was an extra increase over time in the waiting period: arterial 
diseasee and disease of the capillaries, and female genital disorders. 

Ass explained before, interaction terms between the hospital and the period (start 

orr end of the experiment) were included in the analysis. These interaction terms 

doo not show the total changes that took place for an average patient in a hospital 

duringg the experiment period, because these total changes also depend upon 

changess in parameter revenues and changes in the waiting period that were 

connectedd with the diagnosis (indicated by the interaction terms of the period 

andd the disorder). Rather, the interaction terms of the hospital and the period 

indicatee changes connected with the experiment that can not be modelled 

separately,, and changes caused by developments outside the experiment. In 

threee hospitals, the waiting period increased significantly between the start and 

thee end of the experiment: the st. Maartens Gasthuis, the MCA and the 

Scheperziekenhuis.1311 Note that these are the hospitals with the shortest waiting 

periodd at the start of the experiment. In the next section, attention wil l be given 

too the total changes per hospital during the experiment, and possible causes of 

thesee changes. 

1311 Taking into account the end-dummy and the interaction between the end-dummy 
andd hospital dummies. 
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7.44 Simulatio n 

Inn this section, all changes between the start and the end of the experiment are 
simulatedd per hospital to show a total effect for a hospital. The changes are once 
againn simulated for an average patient. 

Tablee 7.5 Simulated change in waiting period for an average patient between 
thee start and the end of the experiment (days) 

hospital l 

st.. Maartens Gasthuis 

Medischh Centrum Alkmaar 

Scheperziekenhuis s 

Ziekenhuiss Lievensberg 

St.. Clara Ziekenhuis 

IJssellandziekenhuis s 

waitingg period 

inn days 

20 0 

21 1 

22 2 

32 2 

25 5 

25 5 

start t waitingg period 
days s 

33 3 

38 8 

27 7 

36 6 

19 9 

27 7 

end d inn change inn days 

13 3 

17 7 

5 5 

4 4 

-6 6 

2 2 

Thee calculated waiting period in the st. Maartens Gasthuis is 20 days at the start 
off  the experiment. This is the shortest waiting period; for all other hospitals a 
longerr waiting period was calculated. During the experiment the waiting period 
increasedd for all hospitals but one, the St. Clara Ziekenhuis. For the latter 
hospitall  the waiting period decreased from 25 to 19 days. The largest increase 
wass calculated for the MCA, from 21 to 38 days. For the st. Maartens Gasthuis a 
largee increase of 13 days was simulated. Even though the st. Maartens Gasthuis 
hadd a relatively short waiting period at the start of the experiment for the 
selectedd diagnoses, it was an explicit goal of the experiment to reduce the 
waitingg lists. Clearly this goal was not reached for the clinical patient groups 
analysedd in this chapter. 

So,, the individual patient-data show an increase in waiting period during the 

experiment,, just like the qualitative analysis and the patient-survey. The 

questionss that arise are: What caused this increase? And, why was no increase 

foundd in the St. Clara Ziekenhuis? As stated above, the increase in waiting 

periodd can not be explained from the changes in parameter revenues that the 

experimentt brought, since they caused a decrease. Naturally, several general 

factorss may play a role, such as the ageing of the population and social-cultural 

developmentss (especially if the growth in the hospital budget was not enough to 
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compensate).. However, it is not expected that such general factors would have 
suchh a diverse effect on the six hospitals. 
Whyy do waiting times increase so much more in the MCA and the st. Maartens 
Gasthuis?? Probably one important reason is that the budgets of specialists were 
relativelyy fixed in both hospitals. In the MCA, at first, budgets were only 
adjustedd when the production growth was more than 10%. During the 
experiment,, the incomes were harmonised and became totally fixed. So, 
specialistss did not have a production incentive, at least not after the 
harmonisation.1322 Of course, apart from the fixed incomes, there have probably 
beenn other reasons as well for the increase in waiting times in Alkmaar. Apart 
fromm the 'national reasons', such as ageing of the population, medical technology 
developments,, etc., the hospital in Alkmaar was allowed to grow more than 
average.. The adherence of the hospital increased. The hospital was compensated 
forr the extra growth, but not the specialists. The experiment was designed to 
stimulatee efficiency, which could help the specialists to cope with increased 
demand,, and projects were carried out in Alkmaar to keep waiting times in 
checkk (see Section 7.1). Adherence increased in Emmen also, but waiting times 
increasedd much less than in the MCA. In Alkmaar, it was said in the interviews 
thatt more referrals to private clinics were made in order to circumvent the 
problemss with increasing waiting times. However, this was precisely an effect 
thatt the government wanted to prevent at the start of the experiment (see Section 
3.3). . 

Inn the st. Maartens Gasthuis, it was arranged to keep the specialists' budgets 
fixedd during the experiment. The production incentive was removed here also, 
whichh seems to have been an important explanation for the increasing waiting 
times.. Respondents were not worried about losing patients to other hospitals 
becausee of the isolated location of the hospital. Some felt that this offered a good 
possibilityy to keep the production growth within the approved FOZ-growth rate. 
Otherr explanations for increased waiting are a shortage of paramedical support, 

1322 Three partnerships exceeded a 10% production growth in 1995 and saw their lump 
summ adjusted in 1996. There were partnerships with an even larger growth, but it was 
agreedd that this was not 'real' growth but a registration-effect and this growth was not 
reimbursedd (see SEO and Ipso Facto, 1998, p. 88). 
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problemss with attracting an extra specialist in one of the partnerships'33 and the 

introductionn of the 36-hour working week for agnio's (see list of abbreviations). 

Thee latter, of course, was a factor that influenced all hospitals with agnio's. 

Finally,, a respondent indicated that arrangements with nursing homes about the 

organisationn of care had backfired. 

Inn Emmen, the specialists' incomes were also not very flexible. In addition, the 

adherencee of the hospital increased because of a better image (which was 

improved,, among other things, by thee new hospital building). And respondents 

inn Emmen stated that the effect of ageing was larger in Emmen, because many 

olderr retired people came to this part of the Netherlands. Because of the growth 

thatt the hospital experienced, the specialists had a larger supply of work and 

producedd more. The hospital had an arrangement with the health insurer that 

thee growth in hospital production above the FOZ-limit would be reimbursed. 

Forr the specialists, however, only 30% of the production growth was reimbursed. 

Soo many specialists said in the interviews that they were producing more for 

practicallyy the same budget. Why then did the specialists produce more and was 

thee increase in waiting times smaller in Emmen? This is probably because of 

psychologicall  factors that affected the specialists. They had decided to take part 

inn the experiment and hoped that their workload would stabilise. When it turned 

outt that the hospital wanted to grow, they remained loyal (at least for a period) 

andd increased their production. As the experiment went on, more complaints 

weree heard from the specialists. The problem of the workload could not easily be 

solvedd by attracting more specialists. Since the budget was fixed, an extra 

specialistt could not be financed out of extra production that was billed. The 

specialistss approached the health insurer who was not accommodating.134 Some 

partnershipss attracted an extra partner out of their existing budget.135 In 

retrospect,, it can be seen as a shortcoming in the arrangements for the 

1333 At the start of the experiment no clear arrangements were made upon this point. As 
described,, the growth of the externally-financed budget could not exceed the JOZ-
growth.. So when this was not sufficient, an extra specialist could only be financed from 
otherr sources, such as contributions from the health insurer, the specialists already at the 
hospitall  giving up (extra) income, using profits from increased efficiency, etc. Some 
healthh insurers were reluctant to give extra financing for an extra specialist. 
1344 The health insurer had the impression that the growth in first visits might be 
somewhatt manipulated by the specialists or that there might be a registration-effect. 
1355 This was called 'inschikking' in Dutch (translated as: moving up - to make room for 
others). . 
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experimentt that nothing had been agreed about the eventuality of wanting to 
attractt extra specialists. This problem surfaced in many experimenting hospitals. 

Inn the Ziekenhuis Lievensberg, the waiting time also increased for the average 
'micro-data'' patient. This is not what would be expected from the financial 
incentivess (the high parameter revenues for a new patient and the flexibilit y of 
thee specialists' budgets). The management of the hospital stated that the waiting 
timee had not increased. Several respondents remarked that the production of 
specialistss seemed to decrease towards the end of the year when 5% production 
growthh had already been reached (the maximum growth that was reimbursed). 
Thiss may be true, but even when the growth is 'only' 5%, one would expect this 
too be enough to accommodate the increasing demand for care (especially when 
caree is used more economically at the same time). One explanation may be (as 
before)) that possible gains in economical use have not been maximised, because 
thee hospital budget suffered. The appeal from the management not to reduce the 
numberr of clinical admissions so much may have made it more difficult to 
compensatee for increasing demand by greater efficiency. All in all, it is not clear 
whyy the waiting time increased. 

Inn the Rijnmond area, the development of the waiting times was relatively very 
favourable.. In the IJssellandziekenhuis, the waiting times increased only slightly 
forr the average patient and in the St. Clara Ziekenhuis they even decreased. This 
happenedd despite the fact that (1) these hospitals are located in a more urban 
environmentt than the others and may therefore be confronted more with 
patientss with complex social problems and more demanding patients; and (2) it 
wass said in the interviews in the St. Clara Ziekenhuis that waiting times for an 
operationn were increasing because of a shortage of nurses and anaesthetists. 
Therefore,, it seems very likely that the decrease in waiting times was connected 
withh the financial incentives from the experiment in these hospitals. Day-
treatmentt was stimulated strongly and the production incentive was at least 
partlyy preserved, because half of the production increase was reimbursed. In the 
St.. Clara Ziekenhuis, the probability of admission decreased considerably and 
somee specialists actively tried to attract new patients. These developments 
probablyy made it possible to decrease waiting times. It is not surprising that the 
effectt was somewhat less favourable in the IJssellandziekenhuis, since the 
admissionn rate was much lower there at the start of the experiment, so there 
weree fewer opportunities to switch to day-treatment. 
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Withh all these different developments in different hospitals, what can we 

concludee about the effect of the experiment on waiting times? How would 

waitingg times in the six hospitals have developed without the experiment? We 

cann probably safely assume that the demand for care would have increased by 

moree than 1% every year because of demographic, social-cultural and 

developmentss in medical technology. Waiting times would have depended 

(amongg other things, of course) on the increases in the hospital budgets and on 

thee amount of money that would have been available for the specialists. Let us 

assumee that the development of the hospital budgets would have been the same 

withoutt the experiment. If the specialists had received all the money they 

wantedd without the experiment, this would probably have mitigated the waiting 

timess problem. Specialists would have produced more on the whole and it 

wouldd have been easier to bring an extra specialist into a partnership (as long as 

theree was no overall shortage of specialists). However, it is not very likely that 

thee specialists would have received all the money they wanted. The government 

wass putting a lot of effort into cost control. It seems that if the government had 

succeededd in controlling costs for specialist care, waiting times would probably 

havee increased as well, unless care could have been used much more 

economically.. But would waiting times have increased more or less? Since the 

financiall  incentives and cultural developments differed a lot between hospitals 

inn the study, the answer does not have to be the same for each hospital. From the 

econometricc analysis and the qualitative analysis it can be deduced with a 

reasonablee amount of certainty that the experiment had a favourable influence 

onn the waiting times in the St. Clara Ziekenhuis, the IJssellandziekenhuis and the 

Scheperziekenhuis.. In the first two, this was because of a more economical use of 

caree and the production incentive; in the latter, it was more because of 

psychologicall  factors. It seems likely that in the Medisch Centrum Alkmaar and 

thee st. Maartens Gasthuis the experiment had an unfavourable effect on the 

waitingg times, because of the disappearance of the production incentive. 

Thatt specialists decided to have more leisure would have been something that 

manyy of them would be reluctant to talk about, even if it were true. Some 

specialistss considered it quite natural that they would adjust their production to 

thee fact that their revenues were budgeted, but for many it would have been 

difficul tt to admit that they had more leisure. After all, at the start of the 

experiment,, the notion of the government (that subsidised the experiment) and 

thee insurers was that (the high) specialists' incomes would be secured, their 
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mindss would be freed from financial considerations, and then they would work 
justt as hard but more economically. In this way, they would be able to help more 
patients.. So, while some specialists were quite open about adjusting their 
workloadd and some stated that they would have liked to adjust their workload 
moree (but could not because the demand for care increased too much), many 
otherr specialists attributed the increase in waiting times exclusively to other 
factors.. In the primary care sector and among the hospital management and the 
insurers,, however, there was less hesitation to explain at least part of the increase 
inn waiting times by the new more laid-back attitude of (some) specialists. 
Consideringg the secrecy in which specialists tried to wrap the question of effort, 
itt is interesting to see that this argument is being used at present in the 
Netherlandss the other way round. The system with budgets for specialists has 
noww been in use for a number of years. In the meantime, a further integration of 
specialistss and the hospital has been taking place, and preparations are being 
madee for the introduction of a new payment system. For 2003, the introduction 
off  Diagnosis Related Groups (in Dutch: DBCs: Diagnose-Behandel-Combinaties, 
Diagnosis-treatment-combinations)) is planned.136 The DBCs wil l (for starters) 
includee all variable costs of care of specialists and the hospital. It is expected that 
theyy wil l better represent actual costs than the current budgeting systems for 
specialistss and hospitals and form a more transparent payment system. It is 
presentedd as an important advantage of the DBC-system that the 'hidden 
capacity'' of medical specialists may be made available. This hidden capacity is 
nothingg else than specialists choosing less leisure when their revenues become 
variablee again (or alternatively choosing more leisure when their revenues are 
fixed). . 

7.55 Conclusio n 

Duringg the experiment the waiting period increased for an average patient in all 

hospitalss in the study, except the st. Clara Ziekenhuis. These findings of the 

individuall  patient-data are in accordance with the findings of the qualitative 

analysiss and the patient-survey. 

Startingg with a transitional period. 
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Wee can not know for sure how the waiting times would have developed without 

thee experiment and the local initiatives'37 in the rest of the Netherlands. It seems 

quitee likely that, in that case, waiting times would have increased as well for the 

Netherlandss as a whole. This is because the increases in demand, which were 

causedd by demographic and social-cultural factors and the development of 

medicall  technology, would probably not have been compensated by growth on 

thee supply side (in the hospital budgets) given the desire for cost control. It also 

seemss likely that the experiment further worsened the waiting situation in those 

projectss where the incomes of the specialists were (almost) completely fixed (the 

st.. Maartens Gasthuis and the Medisch Centrum Alkmaar). This inflexibilit y of 

incomee removed the production incentive. This increase in waiting times 

happened,, notwithstanding the fact that the changes in tariffs stimulated 

economicall  use of care in all experimenting hospitals and therefore caused a 

decreasedecrease of waiting times when considered separately. Where incomes are fixed, 

thee tariff incentives play only a small role. It is important to note that care may 

stilll  be used more economically in some respects. For example, referring back to 

thee GP for check-ups was no longer financially damaging to the specialists 

becausee of the experiment. In the St. Clara Ziekenhuis and the 

IJssellandziekenhuis,, where the incentives for day-treatment were pronounced 

andd the incomes were partly variable, the experiment in all probability helped 

compensatee for the increase in demand. In Emmen, where incomes were 

relativelyy fixed, the experiment also seems to have had a favourable influence on 

wait ing,, but in this case through psychological effects. It appears that the 

specialistss increased their production out of loyalty to the project, though they 

weree not satisfied with the situation. In Emmen, as well as in the other projects, 

attractingg extra specialists was a problem, since no clear arrangements had been 

madee before the experiment. On balance, the experiment probably mitigated the 

underlyingg increase in waiting times in three hospitals and intensified it in two 

hospitals. . 

1377 Arrangements in other hospitals that were similar to the arrangements in the 
experiment-hospitalss in this study. 
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Wee can conclude, therefore, that removing the production incentive in a situation 

wheree waiting lists are threatening to lengthen is a risky thing to do, unless there 

aree other factors that may motivate specialists to keep up their efforts. 




