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ABSTRACT
Background: Policy instruments based on the working of markets have been introduced to empower consumers of healthcare, however it is not easy to become a critical consumer in healthcare.

Objectives: The aim of this study is to analyze the possibilities of the state to strengthen the influence of patients with the aid of a new financial regime, such as personal health budgets. 

Methods: Data were collected through in-depth interviews with executives, managers, professionals and client representatives of six long-term care institutions.

Results: Introducing individual budgets implies that the responsibility for budgetary control is shifted from the organizational level to the individual level of the caregiver-client relation. Offering more luxurious care necessitates a stronger demarcation of standard care because organizations cannot simultaneously offer extra care part of regularly care. Hence, new financial instruments influence the culture of care receiving and giving. Distributive justice takes on new meaning with the introduction of financial market mechanisms in healthcare; the distributing principle of ‘need’ is transformed into the principle of ‘economic demand’. 

Conclusion: Financial instruments acted not only as a countervailing power against that are not client-oriented enough, but were also used by providers to reinforce their own position vis-à-vis demanding clients. Tailor-made finance is not the same as tailor-made care.

Introduction

Financial market instruments such as vouchers, client-linked budgets and performance payments have been introduced to empower consumers of health care. Ideals of emancipation and empowerment are not new, but they are increasingly associated with the market. Whereas, in the past, state intervention has been seen as an answer to market failures, market elements have been more recently presented as a solution to state failures. [1-3] The primary criticisms of the public sector are inefficiency and poor service. The one-size-fits-all approach of health care systems is no longer acceptable in the advancement of a consumer society. “The citizen-patient has been developed into a critical consumer and s/he has more explicit wishes about the type and quality of the supplied care”. [4] In this respect, markets are expected to deliver better services, because business firms cannot permit themselves to ignore the wishes of their clients. 

Many analysts feel that professionals and managers who deliver public services have too much power over decisions related to the people whom the service is supposed to benefit – the patient, the parent, or the pupil. [5] If clients have the same options for autonomy and exit as consumers on the market, this could reduce their dependency on providers. Some countries have introduced, or considered the introduction of, personal health budgets. The English government, for example, has announced pilot schemes for personal budgets that will start in the summer of 2009. According to Lord Darzi, the junior health minister of England, “the aim of a personal budget is to deliver better quality care, especially more responsive care, by enabling people to take more control over the way money is spent on their healthcare”. [6] In this respect individual budgets could be seen as a mix of the market version of choice, creating critical consumers, and the participatory version of voice, empowering patients. “If service and quality is poor, it is up the patient to find better alternative”. [7] Choice could be realized through the medium of money. [8] 

In this paper we aim to analyze the possibilities for the state to strengthen the influence of patients with the aid of a new financial regime. We researched six long-term care institutions in the Netherlands, which are mostly financed by a national insurance scheme, the Exceptional Medical Expenses Act (AWBZ), and – since the introduction of the Social Support Act (WMO) in 2007 – partly by the municipalities. The AWBZ is a national insurance scheme for long-term care, which involves considerable financial consequences.
 According to many Dutch analysts, the long-term care sector is not a real market, since competition is hardly developed in this market.  We will show that we can already diagnose the development of a market in health care. The new financial regime triggers managers, professionals and clients to behave more like actors in the market.

The Dutch Context

During the last two decades, the Dutch health care system became incrementally more market oriented. [9,10] Competition in the purchaser market (the insurer-provider market) has been increased through the phased abolition of model contracts and fixed prices. Dutch health care and insurance ‘consumers’ now have the freedom to choose their own insurers and providers, while providers are given more latitude for innovating new products or markets and for selling extra services that are not part of cure and care activities, such as accommodation, food and drinking. Moreover, buying extra options is only possible for services and not for (medical) care. According to the Council for Public Health and Health Care, own payments only improve the level of care: “Users themselves pay for (future) improvements of care.”[11] The current quality level of care could, then, still be financed by collective means. In other words, policymakers expect that offering extra, privately paid options would not threaten the standard or basic package.

New financial rules are intended to improve consumer choice. Since 2006, the Dutch Ministry of Health has been developing a system of entitlements that are no longer tuned to the average client, but to the individual needs of each client. The Ministry of Health is developing healthcare weight packages (in Dutch: zorgzwaartepakketten), which are a type of client-linked budget. Individual indications and budgets are designed to provide patients greater choice and control over their support arrangements.
 We call this tailor-made finance. At least, the introduction of individual budgets had several consequences for the providers, who are now paid on the basis of output, such that they are more stimulated to attract enough clients. The idea is that if clients know their rights or their budget better, then they have more chance to realize their needs and wishes, because their position in the relationship with their provider is improved. The user guide for ‘zorgzwaartepakketten’, which is written in partnership by the national patient organization, Association of Dutch Insurers and the Dutch Ministry of Health, gives as an example how customers can choose between a one-time, half-hour bath or two fifteen-minute showers. [12] 

Methods

We researched six long-term care institutions: two mental care organizations, two organizations for mentally handicapped persons and two nursing homes. Data were collected through semi-structured, in-depth interviews between March 2006 and January 2007. We interviewed executives (n=7), managers (n=8), professionals (n=6) and client representatives (n=4). For these interviews we selected three themes on the basis of four pilot interviews with executives: market-like financing, commercial initiatives and demand-oriented care. Though we selected these themes in advance, the interviews were open conversations. We started the interview with the exploration of the meaning of the concept of market for health care. The respondents further defined the themes and they supplied the dilemmas of using market mechanisms in health care. In the end, we asked them how they deal with these dilemmas and what possibilities they have for solving them. 

At the end of the study, we organized two focus groups. The focus groups consisted of a mix of executives (n=5), managers (n=7), professionals (n=7), care givers and client representatives (n=2). In the focus groups, we asked participants to reflect on two dilemmas, which we selected after our first analysis of the interview data. 

In this analysis of the data we focused on technical market instruments. We analyzed market instruments as techniques that shape, and are mutually shaped by, health care markets. We were interested in the ‘performative’ effects of technical market instruments. These instruments – we assumed – do not simply steer the market, but help to create a market in which they will fit. [13,14] 
More demarcations

As mentioned above, providers are supposed to behave more like entrepreneurs, who are inclined to create new products or markets in order to serve better the demand of clients than their competitors do. Of the six organizations that we researched, two organizations for elderly care are seriously developing new services that clients can buy. Examples of products or activities that nursing homes will offer are luxury apartments, better food, wine with dinner, more room service, and accompanying activities. Commercial activities are seen as an attractive improvement of the healthcare system, especially because they are presented as extra options above the current care. That is why they are called ‘plus packets’. An executive tells that he wants to develop products that could make life more pleasant for their residents:

If people say: “I would like to”. Then we can say, yes that is possible, but that implies extra effort of staff too. We can arrange that; that will cost you a specific amount. “We would like that dad or mum walked one hour outside everyday.” Within our standard care we cannot realize that, even though we can do something. We will arrange that for you, but that implies that we will also send a plus, a bill for that. (Executive elderly care, organization D)

Organizations who want to introduce plus packets must make clear what falls under standard care and what is extra care. If one offers clients the option to buy extra services, then one cannot deliver these services as part of regular care. Becoming more business-minded implies that the organization has a sharper picture of what the entitlements of the client will yield: “In terms of time that’s so much and then you can better watch the limits of the budget.” Yet, for employees there are no clear limits or firm agreements. In the past they did things that were not a formal part of the standard package of long term care, such as buying cheap cigarettes for the poor client who cannot go to the discount store, doing the bookkeeping, or bringing something from home for the clients; however, they are now pressured to control the limits of care. Professionals say they find it difficult to say “no” to clients if others cannot afford to buy the service. They experience problems with stricter definitions regarding the amount of care they provide. Respondents indicate that in the standard of care has dropped over the last few years. Especially, activities and services that are not medically necessary, but nonetheless make life more pleasant, are the first candidates for making savings or for falling outside the basic package.

In the past, that was a normal part of care. That is no longer possible. Now we have tailor-made care. Fine, but who will pay that, the residents. There will not be much left of their income. (..) In the past, everybody had the opportunity to walk with the aid of a caregiver, but that is not allowed anymore, that is not possible anymore. No more money. (Caregiver nursing home, organization D)  

In our study, we see that care is being tailor-made to the indication, the available budget and the related staff activity. Contracts, we learned from our interviews, are crucial instruments for defining the rights of patients, while simultaneously adjusting their expectations. One example is the care plan that one of the institutions uses. The care plan bridges the indication and the budget by defining the care that the patient will receive on the basis of the indication and budget. With the introduction of an individual budget that is linked to an indication, care is re-defined into a type of ‘shopping’ list that must be followed. The care plan is not only a new instrument that can be used to search with the client for the best care; it also becomes a mechanism for managing demand. Through this contract, the organization defines what care can be provided and, even more important, the limits of provided care. 

A related point is that clients increasingly tend to claim the services that have been indicated. Some say they do not want to pay for the overhead any more. Staff meetings or administration, they claim, should no longer be paid from their budget.

Our clients, or their parents, come to us to get the best care out of their money. We do get claims like “I do not get the services I am entitled to”. Yes, we see more clients who claim certain services based on their individual budgets. “This is my budget and these are the services you should deliver”. (Executive mentally handicapped care, organization B)

Clients begin to claim their ‘rights’ and want to get the best out of their money. Consequently, we spend more time on negotiating about the care we will deliver. (Employee nursing home, organization C)

We must, however, be aware that demanding clients are not so much the result of a cultural process of individualization, to which professionals tend to refer, as they are a consequence of a new method of financing healthcare organizations. This raises the question of whether the more demanding consumer is a driving force behind, or an outcome of, the new financial regime.

New way of budgetary control

Parallel to the introduction of individual budgets and contracts, we see that the responsibility for budgetary control is shifted from the organizational level to the individual level – the caregiver-client relationship. Where departments once had their own budgets, now parts of a department and even patients receive a budget. All budgets must be controlled, and no budget breaking is allowed. To balance the different budgets, organizations used to shift money between budgets. Departments that did not need to spend their budgets were able to compensate those departments that broke their budgets. However, shifting between budgets has increasingly come to carry the connotation of trickery, and even fraud. As the right to care becomes defined by the patient budgets, shifting between budgets is increasingly being interpreted as conflicting with the rights of individual patients. 

The intake is a pivotal example of this because the professional and the patient discuss which services the organization can provide for the budget the patient offers. Normally, providers start with the needs and demands of clients, and after making a list of needs and demands the provider checks if this is also possible given the indication and the budget. Yet, respondents are saying that you can also start with the budget and behave like a real entrepreneur: “Here is a customer with money and with that money we do the best we can.” That implies that economic demand is leading for the provider. According to another respondent, the regional health care office, which contracts providers, has said:
Stop at once with depositing the dilemma here, because this is obviously the money that society is prepared to give for this type of care, for these people. And organize care around it now. (Respondent focus group 1)

As every budget, thus also every individual budget, must be balanced, organizations do not want to offer services to patients who have a need that is relatively high with regard to their personal budget. Such so-called ‘low-return’ patients, organizations admit, have difficulty in getting care. Choice and empowerment are lost or weakened when clients do not bring in enough money:
You know, we used to shift money between departments and between patients. But nowadays we won’t shift money between budgets anymore. If I would do that, I cannot explain my expenditures to the accountant or to clients. I run into accountability problems. (Division manager mentally handicapped care, organization A)

In a way these budgets are rather rigid. If a patient needs extra services on a particular day, we can no longer provide them. We cannot give the care that patients prefer because the budget determines the services we deliver. (Controller mentally handicapped care, organization A)


In practice, providers try to find some latitude in distributing and giving care. An executive explained that fifteen percent is calculated for overhead and not everything is used for management and administration. Another possibility is to apply for a new indication and help clients or their families in organizing a heavier indication, which leads to a higher budget. This last strategy, however, still strengthens the idea of individual finance, where tailor-made service is based on tailor-made finance.

Discussion
Our research raises questions about the possibilities of the state to enhance the position of health care and insurance consumers by financial instruments. The new financial instruments (individual budgets and purchasing extra services) developed by the Dutch government to promote the quality of care could be helpful for making healthcare fit better with individual wishes and circumstances, but financial instruments, we see, tend to strengthen the position of the supplier, too. As we demonstrated, these instruments clarify which services should and should not be delivered. In other words, with the aid of tailor-made finance, care can be better attuned to the possibilities of the provider. It also becomes easier to define when the demands of the client are not ‘reasonable’. In this respect financial instruments can empower the provider or the professional to say “No” to the client. Financial instruments thus not only act not only as a countervailing power against  that are not client-oriented enough, but providers can also use the same instruments to reinforce their own position vis-à-vis demanding clients. Tailor-made finance is not the same as tailor-made care. 

Within the new financial system the ideal of tailored care can even be lost. Every budget must be balanced. The economic demand, and the accountability that accompanies it, become leading for the provider, whereby the rights to care are defined by budgets. As a result, shifting budgets become associated with trickery, which makes it more difficult to tailor care. When the indication is not fitted to the client, professionals have fewer options to correct this. The difficulty is that the need for health care cannot be exactly predicted in advance, given, for instance, the possible changing condition of the client. Tailor-made health care is not a product of which the characteristics can be settled ex ante by a rational decision, but is the outcome of a daily process of searching for the best care. Therefore, the act of care giving requires some flexibility, because one does not know in advance how much care is needed. Tailor-made service requires some latitude at the micro level, where the client and professional must search together to find the best possible care given limited resources. It was once common practice to shift client budgets of within the organization. The provider was responsible for delivering care, of course, within the bounds of existing financial possibilities; however, not every department, unit or client needed to be cost-effective. A flexible use of resources made tailor-made service possible for special clients, because the budget was not specific for the client and attuned to the average client. Yet, the mechanism of defining the basic package - what care shall the organization deliver – makes care less flexible, at least when clients cannot afford to buy the extra services.

Our study shows that distributive justice gets a new meaning with the introduction of market elements in healthcare, which differs significantly from the old meaning of distributing care within health care organizations. The distributing principle of ‘need’ is transformed into the principle of ‘economic demand’. ‘Need’ is still the main principle for assessing the level of the indication. However, if people with a specific indication go to the provider, the concept of tailor-made care is transformed partly from need to agreement or economic demand. Equity of ‘demand’ will then become an important consideration, besides equity of need. Every question for care, as described in the indication, is taken equally seriously inside the health care organization. Since every demand based on indication or budget is taken equally seriously, shifting budgets is considered to be inappropriate. Table 1 summarizes the characteristics of the two variants of distributive justice.

Table 1. Two forms of distributing care

	According to daily need

(internal solidarity)
	According to economic demand

(individual rights)

	- indication is a random indication

- flexible
- care is leading; no clear borders

- danger of the most care for the loudest shouter

- difficult in case of shortage of personnel


	- indication determines amount of care
- better transparency increases client involvement 
- prevents ‘fiddling’

- decreases latitude and responsibility of provider
- danger of hiding behind the indication 

- inadequate care in case of an inappropriate indication

- difficult for group-organized care


Dutch policymakers are concerned about what we call the infrastructure of the market, such as the level of competition, the setting of prices and budgets, the rules for entitlements and the formal power balance between the client and the provider. However, they ignore what really happens in the market at the micro level, in the interaction between client and provider or caregiver. Financial instruments influence the culture of care receiving and giving. We have studied the performativity of these instruments in practice, since the working of instruments cannot be easily determined at the drawing board of the Department of Health. These instruments have a moral message that puts pressure on their users and that is not completely in control of their designers. Tailor-made finance could stimulate a more individualistic view on receiving care and reduce the responsibility of providers for delivering care according to need.

Policy makers, for example, expect that commercial activities are only extra options above current care, yet our analysis suggests that it is not possible to develop a two-tier system where the development of extra paid services has no impact on the other part of the system, the standard care. Offering more luxurious care necessitates a stronger demarcation of standard care. Policy makers may also expect that tailor-made finance strengthens the position of the client, whereas the same instrument is actually used by providers to weaken the position of the high-demanding client. 
In general, the definition of services is part of the logic of the market, where services are limited. In the market, well-defined products are sold, limiting the efforts of the seller. A market deal supposes mutuality, where parties from both sides deliver a contractual, strictly-defined performance in terms of time and content. [15] . After fulfilling their obligations, there is nothing that binds the parties. This is in contrast to the logic of care, where service is less limited and can be continued as long as the result is not satisfying or as long as not all possibilities have been exhausted. [16]. The new paradigm of introducing countervailing powers to create a more demand-oriented healthcare system will not be realized if policy makers do not acknowledge the side effects of financial regimes on the daily practice of healthcare.
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� For more information about the Dutch health care system, see the English version of the website of the Ministry of Health, Welfare and Sport (http://www.minvws.nl/en).


� In the Netherlands, persons needing long-term care (except, of course, in acute situations) must first receive an indication before care can be delivered.
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