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INTRODUCTEON

Introduction

n January 1985, the author of this study was employed as a scientific staff member

at CBO, the Dutch National Organisation for Quality Assurance in Hospitals. His

main job was to support peer review committees of medical specialists in hospi-
tals. The task proved to be challenging and was broadened to an active involvement in
the consensus development programme run by CBO’s scientific council. Both peer
review and guideline development through consensus conferences turned out to be far
more complex activities than might be expected at first sight. Hence over the years the
ambition emerged to study these phenomena more thoroughly. From the beginning it
was clear that peer review and guideline development are only two of the various
systematic activities the medical profession has developed to manage the quality of
specialist care. This study is rooted in the curiosity to understand these activities and
in its essence the study tries to provide an answer to two questions:
e What is quality management of medical specialist care?
e How does it develop?

To find an answer to these questions, various theories were studied and used as an
explanatory model for the observed phenomena, ranging from theories on quality
assurance (in medicine) and quality management (in service industry} to more
general theories from the administrative sciences {i.c. organisational development of
hospitals), sociology (i.e. professionalisation theory), health system development,
innovation diffusion theory and theories on organisational and behavioural change.

Gradually the following insights for this study emerged and were taken as the

underlying assumptions:

¢ Existing activities performed by medical specialists to plan and control their care
delivery can be described in terms of the theory of quality management as applied
in service industry.

e The policies and infrastructure in which these activities are embedded can be
understood from the perspective of professionalisation of medical specialists and
the organisational development of hospitals in their socio-economic context.

¢ These policies and infrastructures constitute explanatory factors for the nature and
scope of the quality management of medical specialist care.

e Success and failure of the implementation of quality management of medical
specialist care in hospitals can be understood from the perspective of innovation
diffusion theory.
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These insights strengthened the notion that quality is a relative concept and quality
management the product of a given context at a certain moment in time. The more
reason to explore not only manifestations of quality management of specialist care
itself, such as peer-review studies and practice guidelines, but also the professional,
organisational and health policy context in which these manifestations occur.

'T'o answer the research questions the following will be done:

o The theory of quality management will be examined.

e The nature and development of quality management of medical specialist care as
reflected in systernatic programmes and activities in The Netherlands will be dis-
cussed from the perspective of professionalisation of the medical specialties and
organisational development of hospitals in relation to the socio-economic context.

¢ Empirical material on a selected number of areas of medical specialist care will be
described and analyzed from the perspective of quality-management theory.

e The development of quality management of specialist care as reflected in the
empirical material will be described and analyzed from the perspective of innova-
tion diffusion theory.

Although the study is extensive in its coverage of the central questions, it is also
limited by the decision to focus on quality management of medical specialist care,
starting with activities that are actually performed. The exploration focuses on what
is, rather than on what should be. This implies that this study does only to a limited
extent cover issues as patient satisfaction and patient perspectives on care and the
interactions between medical specialists and nurses, allied health professions and
general practitioners. The medical perspective dominates throughout the study,
taking specialized knowledge and its application in practice as the core subject of
quality management. T'he study will address, however, how both in policy rhetoric
and in daily practice ‘quality management’ has become a vehicle for a kaleidoscope of
goals (i.e. evidence-based medicine, cost containment, efficiency, patient satisfaction,

safety, equity).



INTRODUCTION

The results of the study are presented in the following chapters:

1 A conceptual exploration and account of the chosen definitions of terms

The first chapter contains an exploration of the concepts behind the terms ‘quality’
and ‘management’. Their use in relation to the terms ‘heaith care’ and ‘medical
specialist care’ will be discussed and an account is given of the definitions chosen for
this particular study.

2 Methodology of the study

Chapter 2 describes in more detail the methodology of the study. The theoretical
focus in the different chapters is explained. Based on the theory of quality manage-
ment and innovation diffusion theory a framework of questions is composed that will
be used throughout the study when analysing the empirical material and reporting
personal experiences. Through the systematic use of this framework a consistent and
meaningful description and analysis of the nature and development of quality
management of medical specialist care is sought. A listing of the empirical material
used for this study is provided together with the arguments for selection. Validity and
generalizability of the overall study and its respective components are discussed.

3 The development of quality management of medical specialist care
in Dutch hospitals explained through a historical analysis focusing
on professionalisation and organisational development
in their social and economic context

Chapter 3 provides the historical context in which quality management of medical
specialist care is maturing in The Netherlands. The description focuses on the
professionalisation of the medical profession and the institutionalisation of specialist
care in hospitals given the socio-economic context and respective health-care policies
in different periods of time. By exploring the roots of the present clinical, economic
and political functioning of specialists in Dutch hospitals, underlying reasons for the
nature and development of quality management of medical specialist care are
postulated and argumented.

4 The development of quality management of medical specialist care
through quality systems within the profession

Chapter 4 gives an overview of quality assurance activities of national professional
bodies such as the Royal Dutch Medical Association (KNMG), the Dutch Specialist
Association (LSV) and Scientific Societies of medical specialties. ‘The nature of the
different activities will be considered as conditions for or elements of quality systems.
The development of the activities will be analyzed from the perspective of profession-
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alisation theory. Special emphasis will be put on the national programme for peer
review that was developed in the seventies and implemented with the support of CBO.

5 Operationalisation of quality management of specialist care
in the hospital

In chapter 5 the concept of quality management will be operationalized on the level of
medical specialist care in the hospital. First the general position of the specialist in the
hospital organisation is discussed and the main elements of the infrastructure of
medical specialists care in Dutch hospitals are presented: the medical staff, partner-
ships and house staff. Quality-management activities will then be described on the
level of daily work (clinical rounds, record-keeping, patient transfer), committee
activities (autopsy meetings, infection committee, drugs committee, incident com-
mittee and peer review committee) and the level of the organisation as a whole
(medical staff, hospital management). Quality-management activitics of medical
specialist care in T'he Netherlands are put in a broader perspective by comparing the
activities in Dutch hospitals with the findings on existing activities in a group of 262
European hospitals in 15 countries that have participated in a concerted action
programme on quality assurance in hospitals between 1990 and 1993.

6 The selection of topics for quality management

Chapter 6 focuses on the selection of topics for quality management. The reports of
a total of 101 priority meetings to select topics for peer review, held between 1976 and
1992 are analyzed within the framework as described in chapter 2. This analysis
shows the ‘epidemiology’ of problems taken as the focus of quality management
within the context of peer review and illustrates the relative importance of knowledge
problems (what should we be doing?) versus organisational problems (how should we be
doing i17}.

Furchermore, empirical peer review material on several clinical topics will be ana-
lyzed in more detail. Underlying mechanisms that seem to determine the success or
failure of studies performed on 20 issues such as record-keeping, prophylactic use of
antibiotics in surgery, preoperative assessment and blood-transfusion policy are
discussed.

7 Practice guidelines and quality management of specialist care

Chapter 7 discusses criteria development as a part of quality management of medical
specialist care. After a theoretical introduction into the different ways of formulating
criteria on specialist care, their implementation and the relation between guidelines,
protocols and criteria, the consensus development process of CBO will be discussed in
more detail. An analysis of the managerial profiles of 33 sets of practice guidelines as



INTRODUCTION

developed through the CBO consensus development programme between 1982 and
1992 is provided. The relation between the process of guideline formulation on
a national level and criteria formulation on the hospital level is examined in more
detail. Especially the relation between the knowledge components (what) and the
operational components (how) in the formulated guidelines and criteria is explored.

8 Towards quality systems in hospitals:
transition of quality management of medical specialist care
from a professional to an organisational perspective

This chapter describes the development of quality management in the hospital and
summarises initiatives to introduce hospital-wide quality assurance activities and the
trend to develop quality systems in Dutch hospitals, The analysis will focus on the
integration of quality-managemenc activities of medical specialists with the emerging
quality systems in the hospital organisation.

Performing an explorative study resembles exploring unknown land. Once the map is
drawn, in retrospect all seems simple and evident. Similarly, the eight chapters
represent logic and order that was not existing when the journey commenced. The
study actually started with a descriptive analysis of the material presented in chapters
6 and 7 using both management theory and innovation-diffusion theory, However,
the findings seemed to get far more meaning through relating them to the broader
context of the hospital as the organisational setting (chapter 5), professionalisation of
medical specialists in The Netherlands (chapter 4} and the overall history and
development of the Dutch health-care system (chapter 3).

Quality management of medical specialist care derives its meaning from the context
in which the specialist works and thrives on the continuous process of progress in
medicine, internalised in the medical profession and contingent with notions on health
and health care and the role of medical specialists as a profession within the hospital
organisation and the health-care system at large.

In the Epifogue some general conclusions on the nature of this adaptation process are
drawn and several recommendations on the future development of quality management
of medical specialist care are formulated in the direction of health policy-makers,
hospital managers and the medical profession. The naive view on quality management
of medical specialist care in January 1985 is in November 1996 replaced by a more
profound insight into its complex nature and the mechanisms that cause its shape and
transformation, This insight is not a mere scholarly exercise but has improved the
quality of the author's work as a consultant, both in terms of effectiveness and personal
satisfaction.






I — A CONCEPTUAL EXPLORATION AND ACCOUNT OF THE CHOSEN DEFINITIONS OF TERMS

Chapter 1
A conceptual exploration and account of
the chosen definitions of terms

“Definierbar ist nur das, was Reine Geschichte hat.”

Nietzsche, Zur Genealogie der Moral (1887, I1. 13)

.1 INTRODUCTION

Choosing Quality Management of Medical Specialist Care as the title of a study asks for
further explanation. Even the five terms by themselves (i.e. ‘quality’, ‘management’,
‘medical’, ‘specialist’ and ‘care’) can give rise to complex debates about their meaning,
In this chapter, several conceptual notions will be explored, especially related to the

terms quality and management, and more specific to quality in relation to health care in
combinations as ‘quality of care’ and ‘quality of medical specialist care’. After some
initial paragraphs on different approaches towards the definition of quality (1.2.1-1.2.2)
paragraphs will follow on the quality concept in production and setvice industry (1.2.3,
1.2.4). The characteristics of the health-care sector and the consequences for the
meaning and use of the term ‘quality of care' are discussed in paragraph 1.3. The
underlying dimensions of definitions on ‘quality of care’ are explored in paragraph
1.3.1. The reasons will be explained for choosing the following definition of quality for
this study (1.3.2):

“Quality is the totality of characteristics of an entity that bear on its

ability to satisfy stated and implied needs.”

(150-8402, 1986; NEN-130, 1989)
The reasons to work with the concept of quality management rather than using terms
as quality assessment, quality control, quality assurance and quality improvement,
will also be provided (1.4). In paragraph 1.4.1 it will be explained how different
management theories have shaped the meaning of ‘quality management’ and in the
last paragraph (1.5} the exploration of the meaning of the compound ‘quality man-
agement of medical specialist care’ will be completed by focusing on the definition of
medical specialist care.



QUALITY MANAGEMENT OF MEDICAL SPECIALIST CARE IN THE NETHERLANDS

As Donabedian has stated, there are several definitions of quality, or several variants
of a single definition: and each definition or variant is legitimate in its appropriate
context (DONABEDIAN, 1980:27). The context of a study that tries to analyse the nature and
development of activities to manage the quality of medical specialist care, asks for
a definition that can be made operational but does not necessarily limit the scope of
the goals of health care or the meaning of management.

1.2 THE DEFINITION OF QUALITY

The reason for trying to formulate a definition for a term like ‘quality’ is to give the
concept a meaning in language so it can be communicated. This presupposes that
quality can be known and therefore can be expressed in words. In his philosophical
novel Zen and the art of motorcycle maintenance Pirsig states that all attempts to define
quality are fruitless:

“Quality is a characteristic of thought and statement that is recognized

by a non-thinking process. Because definitions are a product of rigid,

Jormal thinking, quality cannot be defined.”

(PmRSIG, 1974:200)
The term ‘quality’, just as other notions like ‘beauty’ and ‘love’, is highly abstract.
Harteloh and Casparie have proposed to consider it as a primitive term in a philo-
sophical sense (HARTELOH, CASPARIE, 1991:36) in accordance with the theories of Hume.

Although Pirsig made a point in showing that reasoning will never succeed in help-
ing us to know what quality is, by writing his novel he demonstrated in an excellent way
that feelings about quality can be communicated through language. Especially when
the word quality is combined with day-to-day activities that rely on human decision-
making (like health care), an exploration on its nature is helpful in providing a better
insight into the goal and conduct of the decision-making process. Sometimes these
attempts to define quality of care can become very tedious, so authors define it as
‘Quality is like the holy spivie’, perceiving it as a belief (MuxcHow, 1986), or question openly
whether it is a ‘Mission Impossible’ because of the kaleidoscope of perspectives involved
(REERINK, 1990). Loughlin states that quality is an illusion and sees the jargon as pseudo-
intellectual ‘management speak’, referring to its use in the British National Health
System (LouGHLIN 1993:69). He refers to the philosopher C.L. Stevenson when considering
the use of the term ‘quality’ in health care as an act of persuasive definition, using the
emotive meaning of the term to revive its descriptive meaning,

Discussions about the definition of quality demonstrate that the debaters are actively
searching for a language that identifies and expresses their common goals or at least
makes the underlying intentions more transparent. It seems also evident thar we will
never reach an end point that satisfies everybody all the time. The discomfort with
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empty phrases (‘Quality is just a slogan’) does, however, not diminish the necessity for
the debate on the meaning and definition of quality. This leaves us with two options:
one either values the human search for a meaning of the concept or one values the fact
that it is not possible. The fact that this study is written shows that here the first option
has been chosen. A search in the nature of quality should be considered a challenge,
even when one knows that the holy grail will never be found. The journey, however, is
a reward in itself.

A reflection on the different attempts that have been made in the past to define qual-
ity and quality of care shows that at least two classical philosophical notions underlay
the different actempts, The notion of object (being by itself) versus subject (being in the
eye of the beholder) and the notion of a property (passive, static existence) versus
capacity {active, dynamic, potential to exist).

1.2.1 Quality as an aitribute of an object
versus quality as a subjective entity

Does the essence of quality lie in being the attribute of an object or does it, like
beauty, only exist in the eye of the beholder? This question is related to the ob-
ject/subject debate, Since Aristotle ‘quality’ has been considered a semantic category
containing information on essential attributes, observable with the human senses, of
an entity; in an ontological way quality is the system of attributes that make a ‘thing’
what it is, and distinguishes it from other ‘things’. It is in the work of Aristotle where
the distinction is made between objective qualities, that exist in nature without the
specific transformation through human senses and subjective qualities, that are
directly related to the human experiencing without being a ‘reality’ in nature. Most
definitions about quality of care consider quality as an attribute of care that can be
dealt with in an objective way. This is quite understandable. As health care finds its
roots in medicine, aform of applied scientific knowledge gathered through the
studying of the objective Aristotelian world, it is easier to describe in concrete terms
what constitutes ‘good medicine’ than try to relate quality to the subjective notions of
individual recipients of care (see also Vorrap DENeke, 1984). The object approach
considers quality as a totality of characteristics of care that can be known, measured,
standardised and improved. The object approach in defining ‘quality’, ‘quality of
care’, ‘quality of professional performance’ and ‘quality of health-care institutions’,
has been very popular. In The Netherlands this approach is taken in the so-called
‘aspect approach’ and in several reports of the National Council for Public Health
(NRrV) the concept of quality of care has been operationalised through a listing of the
respective characteristics covered by the total concept (nrv 1986, 1990a, 19908). The
popularity of this analytical approach along the lines of Aristotle and Linnaeus seems



QUALITY MANAGEMENT OF MEDICAL SPECIALIST CARE IN THE NETHERLANDS

transient with the popularity of classification schemes in post-Descartian positivistic
medical science.

From asubject point of view, quality is not acharacteristic of an object but
a phenomenon that can only be experienced by an individual and relates to individual
norms and values. This comes close to the intuitive notion that quality will be
recognised when it is there. The approach is not very helpful in creating a definition
that helps to operationalise quality into quality management. It can, however, be
recognised that the health of the patient is the ultimate outcome of the quality of care.
Therefore in several definitions the goal of health care, to satisfy the needs and
demands of the patient, plays acentral role. Consequently, for the managing of
quality -of care, it is necessary that patient values and opinions on the need and
demand for care on both an individual and a collective level are made explicit, and
thus more objective, beforchand. This also makes the tensions between perceived
medical needs, collective resources and individual demands more visible. Acceptance
of a fully subject-oriented definition of quality would be conflicting with intentional
management. Nevertheless, taking the wishes of the consumer as the starting point for
a definition of quality is very popular in industry and gains growing popularity in
health care on the waves of more market-oriented health-care system reforms.

1.2.2 Quality as a property versus quality as a capacity

Another conceptual dichotomy that can be recognised in the different attempts to
define quality and quality of care is that of the property approach (static, passive}
versus the capacity approach (dynamic, active).

The property and the capacity approach are both medifications of definitions that
consider quality as an attribute of an object. When quality is considered as an attribute
of an object, the nature of this attribute can be considered as an existing property that
can be evaluated or as a capacity with the potential to be realised.

The property approach sees quality as a property of an object that can be described
and measured, Avedis Donabedian, considered as one of the founding fathers of quality
assessment in health care, takes this approach already on the first page of his three-
volume Explorations in Quality Assessment and Monitoring when he states:

“Perhaps it is useftil to begin with the obvious by saying that quality is

a property that medical care can have in varying degrees.”

{DONABEDIAN, [980:3)
This approach opens the road to measurement. Different properties (aspects) can be
discerned, criteria can be developed, measurements can be performed and judgements
can be given,

Quality assessment thus becomes the recognition and measurement of properties of
an object and the formulation of value judgements based on pre-established criteria,

10
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Quality assurance in this tradition becomes the extension of (scientific) evaluation into
the direction of improvement when discrepancies are found between criteria that reflect
the expectations and the data that reflect the realities of care practice. This evaluative
approach can also be recognised in a definition Donabedian gives for quality of medical
care;

“Its expected ability to achicve the highest possible net benefit according

to the valuations of individuals and society.”

(DONABEDIAN, 980}
The property approach shows quite some similarities with the natural sciences
approach so familiar in medicine. This conceptual approach towards quality assess-
ment and assurance in health care has been very popular in the USA in the sixties and
seventies, The management styles that are the result of this conceptual determination
are, as aconsequence, more directed towards steering through evaluation than
steering through development or, phrased differently, more focused on feedback than
on feed-forward.

The capacity approach does not define quality as the properties of an object but
rather as the capacity of these properties to achieve goals. This shifts the focus from the
property to the capacity to achieve a goal and consequently enforces the goal as the
factor that determines quality (Sterren, 1988),

This approach in time can be seen as a reaction to the itinerary that quality assurance
in health care has taken, especially in the USA. By putting so much emphasis on
measurement and phenomena that could be measured, the scope of the concept has
narrowed, and in the opinion of several authors, patient values are not at the core of
quality of care where they should be, The limits of a measurement approach as seen
from management theory is given by Cyert:

“The first step is to measure whatever can be easily measured. This is

okay as far as it goes.

The second step is to disregard that which can’t be measured or give it

an arbitrary quantitative value. This is artificial and misleading.

The third step is to prestune that what can’t be measured easily really is

not very important. This is blindness.

The fourth step is to say that what can’t be easily measured really

doesn’t exist. This is suicide.”

(CYTRT, 1975}
This critique on the ‘measurement mandate’ as an often counterproductive manage-
ment approach when applied too rigidly can be found throughout the history of
management literature. Recently Minzberg explored this notion extensively by
demonstrating the conceptual flaws of strategic planning (Minzsrrg, 1994). Putting too
much emphasis on rationality in management through modelling and system control
may stifle innovation and can hinder an adequate response to unperfected develop-

11
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ments. Management of quality should not only be executed through a series of
analytical activities but, especially for strategy and development purposes, asks for
activities that achieve a synthesis, The potential of quality as an unifying and inte-
grating concept seems more appealing given the present management challenges than
discerning in into various isolated aspects each with their own associated manage-
ment activities {see also 1.4),

The capacity approach is consistent with many of the definitions on quality as devel-

oped in the industrial sector, such as:

“The capability of a product to fulfil its intended purpose (produced

with the least possible cost).”

(FEIGENBAUM, 1991)
Defining quality in terms of property or capacity has consequences when it comes to
the operationalisation of the concept. The property approach will result in criteria
development and measurement as central activities, the capacity approach will put the
realisation of the capacity as the central target, In the capacity approach not so much
the existence as the realisation of quality becomes important. This urge to realise
quality can also lead to definitions of quality that seem to be of a normative or
prescriptive nature. This leads Harteloh and Casparie to distinguish ‘descriptive’ and
‘prescriptive’ formulations of quality (HARTELOH, CaspARIE, 1991). Although this distinction
has merits for identifying the normative character of definitions of quality, the two
categories descriptive/prescriptive are included in the broader notions of property and
capacity.

Perhaps this whole debate looks similar to the question of who was first, the chicken
or the egg; for the way the concept of quality is handled in the domain of medical care,
however, it has major consequences. Both the development of a ‘quality jargon’ and the
development of most ‘quality assurance activities’ reflect the ‘property approach’ rather
than the ‘capacity approach’.

To summarise, the following notions are relevant for the further exploration of the

concept of quality and its use in this study:

e In essence, quality is of a subjective nature. However, to facilitate productive
reasoning about the concept ‘quality of care’ and to make it managerial, objectivi-
sation is necessary. This is possible, for care can be considered as an object (series of
activities with a certain rationale and goal of being) and quality of care can be
considered as an expression of the will to evaluate and foster the achievement of
goals.

e To consider quality as the property of an object limits the operationalisation to
evaluative activities that can lead away from its essence; to consider it as the capac-
ity of an object may help to overcome this potential bias of rational reasoning and

12
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may help to promote management styles that focus on synthesis rather than on
analysis,

e Quality is arelative concept and its meaning is determined by its context at
a certain moment in time. To study the meaning of quality thus implies studying
the context in which it is given a specific meaning,

1.2.3 The quality concept tn production industry

In the industrial world one mostly defines ‘quality’ by quoting several ‘quality gurus’
who have used quality as the central concept of management theory. Some widely
known definitions are:
“conformance to requirements” (CROSRY, 1979)
“predictable degree of uniformity and dependability at low cost and
suited to the market” (DEMING, 1982)
“fitness for use” i.e. “the extent to which the product successfully serves
the purposes of the user during usage” (JURAN, 1974)
“mecting the customer requirements” (OAKLAND, 1989)
“[to] satisfy the requirements of consumers” (ISHIRAWA, 1985)
“fproduct and service quality can be defined as] the toral composite
product and service characteristics of marketing, engineering,
manufacture, and matntenance through which the product and service
tn wse will meet the expectations of the customer” (FEIGENBAUM, 1991)
Garvin (1984) identified five distinct ways of approaching the term ‘product quality’
as cited in Neijzen en Trompetter (1988):
¢ the ‘transcendent approach’: looking for the ideal product;
¢ the ‘product-based approach’: the extent to which a certain aspect or characteristic
is present in the product;
the ‘user-based approach’; fulfilment of consumer needs;
¢ the ‘manufacturing-based approach’: meeting technical specifications and making
it right the first time;
e the ‘value-based approach’: balance between value and price in the opinion of the
consumer.
In addition to the distinctions made by Garvin, Motgan described three main
conceptual developments underlying the term ‘quality’ that have received widespread
suppart in industry (Morcan, 1992). Firstly, quality is not an absolute concept and the
terms ‘high’ and ‘low’ quality therefore have little meaning. Quality has come to be
seen primarily in terms of customer perceptions (TAKEUCHT AND QUELCH 1983; SHEEHY 1988;
HOLBROOK AND CORRMAN 1985). Secondly, in conceptual terms, perceived quality is
a product of the difference between customer expectations and customer perceptions
of outcomes (GRONROOS 1984, PARASURAMAN, ZEITHAML AND Birmy, 1985). Thhirdly, customer

13
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quality perceptions are arrived at through a quality-evaluation process thac involves
not simply perceptions of outcome, but also perceptions of the process by which that
outcome has been achieved, and the context in which production and exchange occur.
This last point, where not only the product but the process can be the focus of the
quality approach, opens the way to a branch of industry, more similar to health care,
where the process is the product, i.e. the service industry.

1.24 The quality concept in service industry

Den Hertog and Kunst state that the introduction of quality concepts in the service
sector compared to the production sector is lagging behind and they give three reasons
(DEN HERTOG AND KunsT, 1992). Firstly, there is no well-defined tradition of setting
standards and measuring output. One obvious reason is that service is often hard to
measure in advance because quality occurs during service delivery (ZEITHAML, BERRY AND
PARASURAMAN, [987). Quality seems to be totally dependent upon employee performance.
And employee performance cannot be engineered and tested as a tangible good. As
a consequence, we Jack the insight into the way in which quality is produced and in
which quality can be controlled. Secondly, management of service organisations is
becoming only gradually aware of the fact that their organisations are, in fact,
production systems, Although the service provided to each customer is unique, the
totality of service delivery is a production process that needs management to reach
efficiency, a prerequisite for profitability.

Thirdly, and most important in the opinion of Den Hertog and Kunst, is the slow-
ness with which we are made aware that service organisations in the nineties are facing
the same severe competitive situation that industrial production organisations suddenly
had to face at the end of the seventies.

In a context where quality becomes more and more important as a strategic weapon
and the production process in service industry is becoming more explicit, quality
assurance policies and activities have also entered the domain of service industry.

One difference with product industry has been mentioned already; in service industry
quality is produced in direct interaction with the consumer. This opens up the possibil-
ity to tailor the service to the needs of the individual consumer. This aspect of service
industry has been called ‘customisation’ (Loverock, 1983). The extent to which this
tailoring can be achieved depends on the degree of standardisation of the production
process and the authority of the employee to make decisions in the direct contact with
the customer. Another difference between the product and service industry is that in
a service the producing and consuming are inseparable. Consumption and production
of the service cannot be separated in time or place (Rarmner, 1974), In the service sector
Grénroos (1984a, 1984b) has identified three distinct dimensions of quality that show
a large resemblance to the dimensions discerned by Donabedian (1980) and in the
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report on quality of professional performance of the Dutch National Council on Public
Health (1986): the technical quality (i.e. the outcome of the interaction), the functional
quality of the exchange process (i.c. how the service is provided, including all interac-
tions between the organisation and the customer), and the corporate image dimension
of quality which is how the customers perceive the supplier.

This last element, linking the perception of the customer to the assessment of techni-
cal and functional quality, has to do with the extent to which customer expectations
towards the service supplier are realistic. A more elaborate model that discerns the
different levels where gaps between customer expectations and service delivery can occur
is developed by Parasuraman, Zeithaml and Berry (SERVQUAL model 1985). Possibilities
for the application of this model in health-care organisations have been described by
Babakus and Mangold (1992) and Harteloh and Verheggen (1994).

Over the past decade quality has become a dominant concept in publications on the

management of services (LE. SCANLON AND HAGAN 1986, MASTENBROEK 1991, EDWARDSSON,
THOMASSON AND (AVRETVEIT 1994).

1.3 Quality in health care: the concept and its empirical embedding

In the following an iltustration will be given of the different ways attempts have been
made to define quality of care. Before doing so it is necessary to define the concept of
care, Care, as used in this text, is health care. The combination of the words ‘health’
and ‘care’ also poses challenging problems for definition. Just like ‘quality’ the word
‘health’ is very much context related and has a high level of abstraction. Although one
of the reasons for making definitions is to draw the lines around a concept, the
definition of health given by the World Health Organisation (WHO) is not very
helpful in this respect: “A state of physical, psychological and social well-being”. What it
shows is that, like in quality, a subjective notion as ‘well-being’ is at the centre of the
concept. If we define (health) care as all those activities performed to achieve health, it
becomes clear that the concept of care also relates to subjective notions. One of the
dominant fields that delivers health care is medicine. Medicine as such is at present
based on scientific notions, although in the practice of medicine both the concepts of
science and art are recognised. Health care in this study is related to the work of
medical specialists in the context of hospitals. This limits the scope and also directs
the choice for a definition of quality. As medicine states to have an objective scientific
basis, the practice of medicine can be evaluated to establish whether professional
performance is in accordance with medical knowledge. Although these notions will be
explored later in this text, it shows that the concept of health care consists of a series of
activities that take place in the interaction of acare seeker (patient) and a care
deliverer, for which the care deliverer relates for his performance partly to scientific
knowledge and in which a goal is achieved (health, well-being) that will be judged by
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the patient against his own subjective values. Health care therefore can be seen as
medical practice (applying knowledge) as well as service delivery (providing a service).
This results in specific responsibilities for the medical profession towards continuous
quality development (SEE ALSO WORNING, MAINZ, KEAZINGA ET AL, 1992).

Like other services, medical specialist care is characterised by the fact that its product
is intangible and production by the specialist and consumption by the patient are
inseparable. Another specific characteristic is that medical care asks for active involve-
ment (some say commitment, e.g. Vuor, 1980} of the consumer, Therefore medical
specialist care can be called a front-office service (WirrsEnas, 1992) implying intensive
provider/client contact in contrast to more supportive services, called ‘back-office
processes’,

In the active interaction of doctor and patient the question of the patient (placed
within the context of a health problem and seen as a health-care demand) and the
answer of the doctor {framed into the context of medicine and seen as the response to
a health need) constitute the essence of the production process. This is a complex
process that, compared to other services, leaves limited room for standardisation
(medical practice in terms of diagnoses and therapy related to a specific disease can be
standardised to a certain extent but not the interaction with the individual patient, not
knowing beforehand which kind of questions will be posed). The level of autonomy of
the provider, however, to make decisions is very high (a medical specialist is a prototype
of a professional both in the sociological and in the organisational meaning of the term).
The decision-making process between the doctor and the patient is not only based on
medical knowledge but on the actual possibilities for further action related to the
available resources. In this respect the specialist is delivering an individualised service
within a context with limited possibilities. This context makes clear that the resulting
quality of the service is not only based on the fitting of a medical answer on the expec-
tations of the customer but is also limited by the possibilities the practitioner has in his
role as rationer of services (WELCH AND GROVER, 1991},

The nature of the service implies the need for optimal communication between care
provider and receiver; the specialist should be aware of the continuous need for validity
testing in the patient-doctor encounter (WIDDERSHOVEN, 1994).

As aconsequence of the above, quality of health care does not only relate to the
concrete interaction between the doctor and the patient but to the organisation of the
care as well.

This approach coincides with the notion that care delivery by medical specialists is
framed in two separate ways: the direct doctor-patient interaction and the context in
which the service is delivered. All individual doctor-patient contacts take place as part of
a broader production process of service delivery of medical specialist care. The produc-
tion process of specialist care as such is part of a composite of production processes that
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together result in the primary process of patient care within the organisational context of
a hospital. This notion will be discussed in more detail in chapter 5.
Because of all these different notions underlying the term ‘care’ as well as the term
‘quality’ an attempt to formulate a definition on quality of care will always result in
a debate on inclusion and exclusion criteria of the definition. Definitions that are
published usually give a better insight into the balance of forces of the group that has
composed the definition rather than illuminate the concept.
Vuori (1980) recognised three principal ways to define quality of care: formulation of
a nominal definiton, performance of acontent analysis and the formulation of
an operational definition (for a general text on formulation of definitions in medicine
see VAN EvERDINGEN 1983). A nominal definition aims at an all-embracing, logically
coherent definition, Several attempts to reach such a definition on quality of care have
been made. One of the latest is by Harteloh and Casparie, who state:
“The term ‘quality’ is applicable when we can speak about an optimal
balance of the realised and the expectations, related to a certain aspect
of an object.”
(HARITELOH AND CASPARIE, 1990)
In away this is not a definition but a manual for use, It is an outcome-oriented
formulation that can be used by someone who wants to judge quality after the service
has been delivered but it does not contain elements that help foster the realisation of
the capacity for quality in an object.
However, this type of nominal definition tries to integrate several theoretical notions
that are similar to the ones identified by Donabedian (1980):
e cxpectations can come from different parties (patients, professionals, managers,
financiers);
¢ there is a judgement involved (‘when we can speak about’);
e the judgement is based on comparison of the realised and the expected;
e the formulation can be operationalised (balance between realised and expected);
e the judgement is relative to other notions (an optimal balance).
How content analysis has been performed to define quality, and what type of opera-
tional definitions on quality of health care have been proposed, is discussed in the
following paragraph.

1.5.1 Quality in health care: analysis of underlying dimensions to
construct an operational definition

The methods of performing content analysis and the formulation of operational
definitions seem more popular than the formulation of nominal definitions. In 1990
the Institute of Medicine performed astudy of aquality review and assurance
programme for Medicare (Lour ET AL, IoM 1990). As part of the study a definition for
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quality of care based on empirical material was created (Farris- WEHLING, 1990), A total of

100 existing definitions in the English language were examined and 18 different

quality dimensions were discerned (HARKS-WEHLING, 1990:117).

A definition of quality of care was successively created in which 8 dimensions that
were most frequently mentioned in the examined definitions were included. Those
dimensions are:
¢ a scale of quality; this notion goes back to the definition of Donabedian in which

the degree to which the results of care meet pre-set criteria is one of the central

issues;

o the nature of the entity being evaluated (concepts such as health care, medical care
and patient care);

o the recipient of the care {consumer, individual, society, children, elderly};

¢ goal-oriented care; which is taken to be the capacity of the elements of care, such as
structure and process, to achieve a goal such as to improve outcomes;

e risk versus benefit trade-offs; a dimension which acknowledges that regardless of
the benefit expected from health care, all health care carries some risk;

o specificity of outcomes, from quite generic terms (desired patient outcomes,
improved health, well-being) to quite specific concepts (physiologic status, physical
function, emotional and intellectual performance; and comfort);

e role and responsibility of recipient;

e constraints of technology and the existing state of scientific knowledge.

All these dimensions are integrated in the following definition:

“Quality of care is the degree to which health services for individuals

and populations increase the likelihood of desived health outcomes and

are consistent with current professional knowledge.”
Dimensions that are not included in the definition are for example technical compe-
tency of providers, interpersonal skills of practitioners, accessibility, acceptability and
constraints by resources. One should keep in mind thac this definition, although
based on empirical material, was created by the Institute of Medicine for use in the
context of the Medicare programme in the USA.

A comparable empirical approach, focusing on the definition of quality assurance
instead of quality of care, has been undertaken by Welch and Grover, They summa-
rise the result of their work in three groups of definitions; process definitions
(stressing dimensions as efficacy, appropriateness and caring), triad definitions
(including elements of structure, process and outcome) and industrial definitons
(focusing on dimensions as fulfilling patients expectations and achieving efliciency).
Their conclusion is that:
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“Although the definitions of quality asstrance vary widely, each seeks,
as an ideal, to provide for accottntability of the clinicians while also
providing a source of feedback to those clinicians to improve thetr
skills,”
{WELCH AND GROVER, 1991)
That is, they attempt implicitly to balance clinical practice with normative standards;
or, citing Donabedian:
“Unless we are able to reconcile the practitioner’s responsibility for
individual patients with the practitioners’s role as rationer of services,

twe can expect turmoil ahead.”
{DONABEDIAN, 1988}

The empirical attempts to define quality of care (ToM, 1990, WELCH AND GROVER, 1991) are

a good iflustration of the different debates that are underlying the attempts to formu-

late a definition. These empirical findings seem similar to the dimensions of the

quality of care implied in discussions on practice guidelines (Krazina, 1994):

e science and art as complementary dimensions of good medical practice (i.e. quality
of professional behaviour);

e sctting of the health-care goals on the level of the patient/doctor interaction;

e sctting of the health-care goals on the level of populations (including debates about
individual demands versus social needs in the context of common norms and val-
ues);

e transformation from medical knowledge into practice behaviour;
appropriate use of available resources;

¢ making choices in health care in the context of limited resources.

These last two notions, in particular, bring the quality of care debate from the realm
of medicine and ethics into the arena of economics. In its broadest sense economics is
the science of choices so it can be applied to each and every situation where choices
are made and health care is such asituation. When the choice-making process is
looked upon at the micro level of health-care delivery (doctor-patient interaction), the
meso level (health-care delivery in an institution) and the macro level (the health-care
system as a whole), it becomes evident that different notions play a role in different
decision-making processes.

Initially, Donabedian reserved the term ‘quality of care’ for obtaining the balance he
considered essential, the balance of health benefits and health harms. Alchough in his
approach the judgement of the health outcome lies in the mind of the patient, the role
of the physician is to make sure that the activities he undertakes under the heading of
health-care delivery have an accountable benefivharm ratio. Thus effectiveness becomes
the central component of quality of care holding two dimensions: medical effectiveness
as defined from a scientific point of view and patient satisfaction. In consequence of this
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reasoning Donabedian sees two outcome dimensions within the concept of professional
performance: medical effectiveness and patient satisfaction or, in other terms, science
and art, and takes these two as the cornerstones of medical practice evaluation.

When in 1986 the Dutch National Council for Public Health published a report on
the quality of professional performance trying to identify the main characteristics of
quality, in outcome as well as process and structure, the expert committee described
three dimensions: technical quality (including medical effectiveness as outcome
measure), attitude (including patient satisfaction) and organisation (the way the
practitioner organises his work). This third dimension was recognised by Donabedian
(1980) as the amenities of the service but he did not refate this aspect as strongly with
the quality of professional performance as was done in the report of the Dutch National
Council on Public Health. Including the dimension of organisation in the concept of
quality of professional performance has major consequences. It illustrates that the
decision-making process of the practitioner is not only of relevance for the achievement
of individualistic health goals of patients, but at the same time it has major conse-
quences for the organisational context in which the practitioner functions, The laws of
economies do not only apply to the micro level of health care of the doctor-patient
interaction, but they do also apply to the organisational context where the practitioner
functions (for instance a hospital) and the overall allocation of resources to health care
related to the health goals of society at large. Especially when the notion of cost con-
tainment was introduced in health care under the heading of quality, debates about the
most beneficial use of limited health-care resources were included. The empirical
definition of the 10M illustrates this notion well: it is a definition that directs itself
towards the population at large as well as individuals and aims at an optimal use of the
limited resources for the Medicare programme. Using the concept ‘quality of care’ at the
macro level at best initiates a debate about the way the discussion about goals in health
care should be dealt with, including philosophical, ethical, economic and political
notions. The fact that this use of the concept ‘quality of care’ has been made has led to
comments by Brotherston and Caper. Brotherston (an exponent of the operational
research approach to health care) has stated that the whole concept of quality should be
discarded as too value-laden and hindering rather than that it should facilitate clear
thinking (BrotrersToN 1962). Caper, an exponent of health policy-making in the USA, has
stated that:

“[...1 in the eyes of the American Medical Association and probably
most practising physicians quality is defined as a commodity that is
damaged if any changes whatsoever are made in the structure or

Sfinancing of the current fee-for-service system of medical practice,”

(CAPER, 1988)
This criticism can still be heard and quality is often used in debates in a meaning that
rather demonstrates the opinions and beliefs of the users of the word, than as
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a reference to a common concept, However, the search for a definition for quality has
not stopped.
What this search has made clear is that the quality debate in health care takes place
on different levels that are strongly interewined:
o the level of medical practice as compared to medical science;
o the level of medical practice addressing medical needs as compared to medical
practice as a service addressing the demands of consumers;
¢ the level of rational use of limited health services resources;
the level of accountability of the health-care providers towards customers, finan-
ciers and government.
Parallel to these levels three different approaches towards quality of care (and quality
management) can be recognised in the (Dutch) health-care setting (Wigrseat, 1992):
e an educational approach {from science towards knowledge and performance of
professionals and the closing of the gap between needs and demands);
e a rationalisation approach (planning and control of service delivery);
o a political approach {accountability and attuning to different interests).
Thus, in the context of the Dutch health-care system in the nineties, the label ‘quality
of care’ has become the carrier of various underlying debates and relates to learning
processes and intentional change as well as to rationalisation processes and political
policies. In the next paragraph a definition will be chosen that acknowledges this
kaleidoscope of different notions.

1.3.2  Selection of a definition of quality thai is congruent with health
policy objectives in The Netherlands

Given the aforementioned functions of the quality of care debate, in the Dutch
context the search for a definition that was acceptable for the different parties that
participate in the health-care field has resulted in the choice of a definition of quality
that stems from industry. When in 1989 a national conference was prepared where the
different parties in the health-care field were asked to discuss their mutual plans and
responsibilities for the quality of care, the organisers proposed the following definition
that was derived from industrial definitions of quality:

“Quality is the degree in which the whole of characteristics of

a product, process or service meets the requirements that originate from

the goal of use.”

(VAN BERKESTIN, COLSEN, 1989),
This definition seemed general enough to suit the intentions of all participants and
was unanimously agreed upon I'wo years later the National Council on Public
Health took the latest version of the definition in norm 8004 from the International
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Organisation for Standardisation (150 norm 8402, 1986; NEN-1SO 8402, 1989) and this

definition plays a central role in all present policy documents;

“Quality is the totality of characteristics of an entity that bear on its
ability to satisfy stated and implied needs.”

This definition (in many respects similar to the theoretical definition by HARTELOH AND

CASPARIE, 1991) contains the following dimensions:

¢ Quality is multifaceted; the phrase ‘the totality of characteristics refers to the ‘object
approach’ and gives a legitimisation to discern different aspects in phrases as
‘quality of care’ and ‘quality of professional performance’ and legitimises a meas-
urement approach.

o Quality refers to an entity that can be a product, process or service, in other words it
relates to the results of activity (product) as well as to the activity itself (process,
service).

¢ Quality relates to an ability; this implies a ‘capacity approach’. The potential to
realise quality should be nurtured.

® The ultimate goal is directed to stated needs as well as to implied needs —
a formulation that can easily encompass health demands and needs on both the
individual and the population level.

e This approach uses a specific way of looking at health care. It sees health care as
a process that takes place within a certain infrastructure and produces a certain
outcome (a notion introduced for health care by Donabedian). Words as consumer
and producer are transferred to the medical field where the patient becomes
a health-care consumer and the physician becomes a health-care provider.

¢ Needs are introduced in the definition. Although the definition does not state
explicitly what the needs are, it makes clear that both stated and implied needs are
legitimate, Ergo, health care should result in health improvement either on
an individual level or on a population level and ecither from the medical effective-
ness point of view and/or the patient satisfaction point of view.

e Quality related to the totality of characteristics. In this way it is a unifying concept,
implying that the total is not the mere adding up of the different elements but an
integrative concept.

The main reason for the NRV in its 1990 report on quality terminology to opt for the
1SO definition was its universal character and acceptance. By copying the industrial
terminology the jargon used for quality policies in health care stayed in line with
government policies towards industry and the prevailing debate on marketisation and
management in health care. In a certain way it is regretiable that the 1989 national
conference definition of quality was discarded. In this previous definition the terms
‘degree’ and ‘requirements’ were included explicitly, thus implying operational
activities as measurements and criteria setting. In the 1SO definition the term ‘quality’
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is not used as a single term to express a degree of excellence in a comparative sense
nor is it used in a quantitative sense for technical evaluations. The composers of the
latest 1SO definition suggest to use a qualifying adjective to express these meanings.
The merit of the earlier definition of quality is that it stresses more explicitly the
relative character of the quality concept by including the word ‘degree’ in the defini-
tion. Given the existing forms of quality assurance in health care (mainly based on
evaluation technologies using criteria setting and measurement of practice), the phase
of management development in health-care organisations at the beginning of the
nineties, and the necessity to unite professional and administrative quality ap-
proaches, the 1989 definition was perhaps more fitting for the communication of the
quality concept through explicit policies than the less operational 18O definition with
its additional vocabulary. Notwithstanding these disadvantages the 1SO definition of
quality is chosen for this study as it is widely used and accepted in the present context
of health policy in The Netherlands.

Although the definition chosen by the NRV is less explicit than the one of the IoM for
the Medicare programme, it seems to have served policy purposes over the past six years
well. One of the advantages of the definition is that it defines quality instead of quality
of care and that it leaves room for parties to initiate new activities rather than serve as
the endpoint of a discussion. One of the consequences of the adaptation of the 15O
definitions is that apart from the definition of quality, new terms like ‘quality manage-
ment’ and ‘quality system’ were introduced in the health-care arena. These terms are
primarily applicable on organisations and therefore by their nature focus the debate on
the quality of the services of an organisation instead of the quality of professional
performance. As aconsequence ‘quality management of medical care’ and ‘quality
systems of professionals’ needed to be constructed as new semantic entities that link
existing activities of professionals to the overall notions intended by the quality concept.

The less operational definition of quality in the ISO norm is complemented by
abroad array of management notions in the compound ‘quality management’. The
following paragraph will explore the different theoretical notions behind the term
‘management’ and its present meaning when used in the phrase ‘quality management
of health care’.

1.4 Quality management: a functional tautology

In the previous paragraph it has been explained that a variety of dimensions and
intentions are hidden behind the general concept ‘quality of care’. By selecting the
definition of the 180 8402 norm for health policy purposes, the choice was made for an
approach that tries to adapt industrial concepts to the health-care setting. This does
not only hold true for developments on health system level (i.e. marketisation,
decentralisation and deregulation; see also chapter 3}, but also reflects the intention to
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apply industrial ideas on organisation and administration in health-care organisa-
tions. Although the term ‘quality’ contains all these notions implicitly, the use of the
compound ‘quality management’ makes explicit that specific actions in the realm of
the planning and control of medical care are necessary to assure its quality. This
paragraph explores the different theories on management that have developed in
administrative sciences over the years and the specific management theories that are
hidden behind industrial approaches as ‘quality management’, ‘continuous quality
improvement’, and ‘rotal quality management. An attempt will be made to relate
these terms to the present intentions and operational actions of both hospital admin-
istrators and medical specialists to ‘manage’ the quality of care,

As described in 1.2.3, in industry most definitions of quality are of a functional or
operational nature, despite the more generic and descriptive definiton of the 180:

“Quality is the capability of a product to fulfil its intended purpose of
use, produced with the least possible costs.” (FEIGENBAUM, 1991)
“Quality is conformance to requiremenis.” (CROsBY 1979)
“Quality is doing the right things right the first time.” (JURAN, 1988)
Central dimensions in these three examples are:
¢ the measurement/evaluation;
o the necessity of requirements (criteria);
o the relation with the goal (‘the right things’);
o the economic notion, making optimal use of resources (‘right the first time” and

‘with the least possible costs’).

Although in the definition of Crosby the economic notion is not made explicit (in his
vision it is implicit in the requirements that are formulated}, all definitions seem to
hold both the concept of effectiveness and efficiency.

In this respect the industrial definitions fit the product, process and/or service of
health care perfectly. But where in industry the goal of use of most products and the
{economic) intentions of the producers are clear and the responsibilities and control
functions involved in the production process are explicit, this is all less clear in health
care. One of the characteristics of health care is that there is a permanent discussion
about the poals. There is acontinuous interaction between what is scientifically
possible, socially desirable and economically affordable and this debate is fed by
scientific and economic arguments as well as by arguments related to health needs,
health demands, ethics, equity and politics. 'This discussion takes place on the micro
level of the doctor-patient interaction as well as on the institutional level (for example
a hospital) and the macro level of the health-care system. Therefore the use of the word
‘quality’ in the health-care field has initiated a discussion on health-care goals as well as
a debate on criteria, process control and evaluation, In this respect concrete activities
that are labelled as part of a quality policy have much in common with the activities
that stem from the concept of management. The terms ‘quality’ and ‘management’ are
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both applied in situations where the different actors in the health-care system commu-
nicate about the goals and control of health-care delivery. The term ‘management’
originates from French manége and refers to equitation. However, the term
‘management’ has become synonymous wich the activities ‘planning’ and ‘control’
(LAWLER AND RHODE, 1976; ANTHONY AND DEARDEN, 1980, GROOT EN'VAN DE POEL, 1985). Planning and
control are continuous activities that follow each other in a recursive process. Anthony
and Young (1984:4) describe ‘planning’ as ‘deciding what should be done and how’ and
‘control’ as ‘assuring that the desired results are obtained’. The term ‘medical management’
uses the concept in a similar way, meaning the planning and control of diagnostic and
therapeutic processes of patients.

Where the term ‘quality’ refers to capacities and properties of an object, the term
‘management’ refers to the realisation of the capacities and properties in such a way that
the goal is realised. The goal is partly implicit by its subjective nature (implied needs)
but made explicit (stated needs) to the extent that such is possible.

Therefore the combination ‘quality management’ can be used as an overall expres-
sion for all the activities that are directed at goal setting, criteria formulation, process
control, evaluation and improvement in their mutual dependency.

The concept of quality management covers other terms like quality control, quality
assurance and quality improvement. In 1SO norms 8402 and 1S0/DIS 9004-2 (1990)
definitions of these terms are provided in a consistent self-referring framework. ‘Quality
management’ is described here as:

“All activities of the overall management function that determine the

quality policy, objectives and responsibilities and implementation by

means such as quality planning, q:mlity control, quality assurance and

quality improvement, within the quality system.”
The use of the connotations ‘control, assurance and improvement’ reflects different
modes of management that can also be explained in the context of the development of
management theory over the years, rather than that they reflect a fundamentally
different approach. What is interesting though is that the term ‘quality assessment’, so
prominently present in the work of Donabedian, is not included in the 1SO defini-
tions. The neutral, more research-oriented term ‘assessment’ does not seem to fit in
a management concept where ‘assessment’ always assumes follow-up actions by the
assessor. Taken from the context of the IS0 definitions the term ‘quality management’
could be considered a tautology. However, the semantics of these combined terms
seem to have a function in health care where quality serves as a synthetizing concept,
unifying the goals and intentions of the different actors in the health-care field and
management serves as a vehiculum to enforce the use of modern management
theories in health care. For a better understanding of the background of present
theories behind the term ‘management’ an outline of the development of manage-
ment theory will be provided in the following paragraph.
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1.4.1 A short synopsis of management theories behind the qualizy concept

One of the first attempts to give management a scientific basis was made by Taylor
(1856-1915), He developed a management theory that has become known as
‘scientific management’. Taylorism is based on the following principles (Wixe, 1987):

e specific description of each and every task that should be performed as part of the
production process;

specialisation of workers;

selection and training of personnel;

all tasks should be performed in accordance with a pre-set plan;

criteria for rewards should be an integrated part of the work.

This management philosophy gave rise to an descriptive and control-oriented
approach that can also be recognised in the first approaches towards the concept of
quality. Quality assessment and quality control as activities are quality management
approaches that relate strongly to the Scientific Management School. The main
criticism on taylorism was based on the fact that it alienates the worker from the work
and does not sufficiently take motivational factors into account. With the introduction
of organisation psychology and organisation sociology, other management theories
were developed that try to include psychological and sociological notions. Weber (1917)
turned Taylor’s Scientific Management approach from the realm of the structuring of
tasks to the organisation as a whole. Based on his experience in the military industry
he developed a theory about bureaucracies. In an ideal bureaucracy all tasks are
described and related to persons with a specific position. Positions are hierarchical
and all interaction between persons within the organisation is based on written rules.
E. Mayo developed around 1930 a theory that put the human relations at the core of
management. His work in the Hawthorne factory, Western Electric Company,
Chicago proved the importance of the motivation of workers and their mutual
relations. McGregor (1960) developed this notion further and puts self-determination
of the worker at the core of good management. His theory on ‘management by
objectives’ made popular by Drucker, states that targets (goals) should be established
by workers and their bosses together. There should be a mutual understanding about
the realisation of goals and thus there is no need for supervision. This management
approach is similar to the shift from quality control to quality assurance. In the
quality control vision the controlling is something done after a product is produced by
a separate person. In the theory of quality assurance, the setting of goals and criteria
on process and outcome is a common responsibility of workers and management
alike. A special person for control on the quality is not needed: quality assurance is
the responsibility of everybody involved in the production process. This notion can be
found in phrases like ‘quality is builc into the product’. Likert (1961) refined the
theory of McGregor in this respect that he puts the ‘common responsibility and self-

26



I — A CONGCEPTUAL EXPLORATION AND ACCOUNT OF THE CHOSEN DEFINITIONS OF TERMS

determination’ in an organisational framework of functional groups. He states that
work should be done in functional groups that interact through their respective
leaders (the linking-pin philosophy). Likert honours the ‘human resource philosophy’
of McGregor but puts it in a hierarchical context, similar to Weber. In his theory the
functional groups are the central organisational nuclei.

In recent decennia systems theory and contingency theory have had an major impact
on the way sociologists and psychologists have looked upon organisations and have
helped to shape management (LE. KATZ AND KAHN, 1966; LAWRENCE AND LORScH 1967). ‘This has
resulted in the following notions (Wi KE 1987):
¢ the principle of self-organisation and group autonomy;

o looking at the learning capacities of individuals and groups;

e apart from the formal, technical system there are several other systems within one
organisation, among them an important social system;

® cquifinality: a goal can be achieved in different ways.

More recent visions on organisations share the belief that organisations should be

considered as an open system. Furthermore, they state that organisational structures

— informal and formal patterns of interdependency — are created to reduce uncertain-

ties (ASTLEY AND VAN DER VN, 1983). Interest has arisen in matrix organisations, network

organisations and, in the service sector, case management. After a period of attention

to the structure of organisations (B, MINTZBERG, 1983), the culture of organisations

became the focus of management theories in the second half of the eighties (LE. ScHEN,

1985, MORGAN 1986} putting more emphasis on issues as corporate image and leadership.

These different theories on management and organisation have found their applica-
tion in the development of Dutch industry over the past decades (LE. BOTTER, FISSCHER AND
BoER 1994) but they also had an impact on health care, Dutch hospital administrators
have been applying the different theories, especially since management of hospitals was
recognised since the fifties as a separate field of applied knowledge with its own process
of professionalisation (sce also chapter 3). How the development of hospital manage-
ment and activities performed by medical specialists to plan and control their own work
have, in a continuous interaction, constituted the present practice of quality manage-
ment will be explained in chapter 5 and chapter 8. Here it seems relevant to state that in
the hospital setting ideas on management are transient with prevailing general man-
agement theories. Harteloh and Casparie (1991) label the quality-management
approaches influenced by the more recent management theories as ‘modern’ in contrast
to the ‘traditional’ forms of quality assurance in health care, based mainly on evaluation
methodologies originating from the domains of medicine and the social sciences.
Although this distinction seems correct when one considers the development of
different quality-management activities in a global way over a relatively short period of
time, the distinction seems less helpful in developing a uniform language for specialists
and administrators on mutual management activities and the transformation of already
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existing quality-management activities in activities that cover a broader range of the
dimensions included in the quality concept. Both the ‘modern’ and ‘traditional
approaches towards quality of care are based on very heterogeneous management
theories and are less consistent than terminology suggests. Furthermore, theories and
empirical evidence on the development of ‘quality systems’ suggest that more specific
phases in the development of quality management can be identified (see also chapter 2,
5 and 8).

What recent theories based on the systems approach make clear is that the notions of
the ‘self-learning system’ (L. ARGYRIS, 1992, GARVIN, 1993} are similar to the notions included
in the concept of quality improvement (i.e. continuous quality improvement) — hence
the preference to use the term ‘quality management’ in this study, as a tribute to the fact
that management theory shaped the approach towards quality. Especially management
theories that promote self-learning, team building and invalvement of professionals in
process control and system design in an organisational setting sensitive to customer
needs and demands (both internal and external) seem appropriate when studying
quality management of medical specialist care in the nineties in The Netherlands.
Simultaneously, theories on leadership and innovation and theories on management of
professionals {LE. VAN DELDEN 1992, WEGGEMaN 1992) are helpful in exploring the nature of
quality management of medical specialist care.

In summary, the theoretical development of the quality concept in industry is contin-
gent with the development of management theory. The term ‘quality management’ may
be considered a tautology. However, the concepts that lie behind the term ‘quality’ and
the synthesis of different goals it implies (implied and stated needs) make the term
‘quality management’ a useful tool when describing intentional activities to deliver
health care aimed at realising varied implied and stated needs. Built on a concept of
quality that combines the object and capacity approach, quality management can serve
as an act of integration in a health system with a strong tendency towards differentia-
tion,
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1.5 Quality management of medical specialist care

So far definitions have been given for the terms ‘quality’, ‘management’ and ‘care’,
The task remains to come forward with a definition of medical specialists. In the
context of this study medical specialists are physicians that are registered as a medical
specialist in the register of the Dutch Specialists Registration Committee (DE Roo, 1985)
and specialist care subsumes care provided by a registered medical specialist, either in
person or under his direct responsibility. Although this is a circular definition, no
attempts will be made to define the exact nature of medical specialisation in

a nominal way. In chapter 3, the development of specialist care in T'he Netherlands is

discussed and a historical overview will provide the reader with more insight into the

nature of medical specialist care in The Netherlands,

The combination ‘medical specialist care’ is not only an expression of the actual
activities the medical specialist performs but relates to all activities that take place under
his or her responsibility. Therefore ‘medical specialist care’ will also include some of the
work done by nurses, support services like the laboratory, the pharmacy and the
department of radiology, and the work of interns and residents.

In conformity with the report of the Dutch National Council for Public Health
(1988) on the quality of care delivered by (medical) professionals three dimensions are
recognised:

o the technical dimension; this dimension relates strongly to the scientific basis of
medicine and examines the extent to which scientific knowledge is actually trans-
ferred in professional performance;

e the interpersonal dimension; this dimension reflects the behavioural and communi-
cation skills of the physician to integrate the demands of the patient and medical
abilities into satisfying needs that meets the standards of medical effectiveness as
well as the satisfaction of the patient;

e the organisational dimension.

In administration sciences two different processes are distinguished within an

organisation, the production process and the management process, The production

process is the total of logistical operations aimed at realising the product, and the

management process is characterised by planning and control (Bouna, 1982, Groot, 1988).

These two processes can also be recognised in the work of a physician, especially if he

works as a specialist in the organisational context of a hospital.

The production process can be seen as the doctor-patient interaction. This inter-
action constitutes the contribution of the specialist to the primary process that takes
places in the hospital: patient care. Apart from this production process, a management
process can be recognised. The management process of the medical specialist care
consists of planning and control. In the daily work of a physician these two processes
{(production and management) will be difficult to discern. Part of the planning and
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controlling takes place during activities that are also elements of the production process
(for instance clinical rounds). It is important to realise that the work of the physician
includes these two different processes. By studying them carefully it will become clear
that the responsibilities of a physician include more than a series of patient/doctor
encounters but thac there is also a management responsibility related to the planning
and control of medical work from a medical scientific as well as an organisational
perspective, Management of specialist care ideally integrates the medical goals for
individual patients with the actual possibilities in terms of time and resources and
evaluates the actual practice. Hence, the work of a medical specialist should not only be
considered as problem-based (focused on ad-hoc problems of individual patients) but
also process based (focused on care processes of individual as well as groups of patients).

Management of a hospital is usually associated with the hospital administration, and
hospital administration is mostly associated by physicians with constraints on their
professional activities. [t is quite understandable that the notion ‘management of
specialist care’ is not very well recognised as a professional responsibility (see also
chapter 3 and 5). However, in this study the term ‘management’ applies to activities
related to the planning and control of care delivery initiated by specialists as well as to
activities of hospital administrators. Management of medical care performed by
specialists is, for example also hidden behind terms like ‘practice evaluation’, ‘medical
audit’ and ‘peer review' and can be found in activities such as ‘clinical rounds’, ‘record-
keeping’ and ‘committee and staff meetings’. The concept ‘quality of care’ is often taken
by the medical profession as the vehicle for the development of activities that in
a neutral meaning of the word constitute management of specialist care,

Thus the concept ‘quality management of medical specialist care’ contains in its
essence two diflerent operational ways of looking at the ‘production process’ of the
physician: the ‘what’ (finding its roots in medical science) and the ‘how’ (the actual
practice in its organisational context). In addition to these two rational and operational
approaches, the concept ‘quality management of medical specialist care’ subsumes an
underlying value: caring for patients, These three approaches overlap with the three
important dimensions of the quality of medical specialist care that were identified
earlier: effectiveness, efficiency and patient satisfaction, By using one term ‘quality
management’ an attempt is made to integrate these different notions where other terms
have often separated them in an unproductive way. The different dimensions and
implications of the theoretical concept ‘quality management of medical specialist care’
will be demonstrated by analysing the actual practice of specialists care in
The Netherlands. For this analysis a methodological framework with key questions will
be constructed and discussed in the following chapter.
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2 — METHODOLOGY OF THE STUDY

Chapter 2
Methodology of the study

“The external conditions which are set for (the scientist)

by facts of experience do not permit him

to let himself be too much restricted

in the construction of his conceptual world,

by the adherence to an epistemological system. He, therefore,
must appear to the systematic epistemologist as a type of
unscrupulous opportunist...”

Albert Einstein: Philosopher Scientist, ed. P.A. Schilpp, New York, 1951,
pp- 6831, as quoted in Feycrabend, Against Method (1975:10)

2.1. INTRODUCTION

In this explorative study of the nature and development of quality management of
medical specialist care in The Netherlands two central questions will be examined:

e What is quality management of medical specialist care?

¢ How does quality management of medical specialist care develop?

To answer these questions the reader will be presented with the results of an eleven
year process of induction, deduction and verification, systematised more formally
since 1989, in which several theories are linked with a variety of data sources and
empirical material. In this chapter the background and methodology of the study will
be discussed in more detail (2.2-2.4). A series of more specific questions will be
formulated, derived from the various theoretical perspectives (2.7), that will serve as
a framework with the help of which the empirical material (2.8} will be systematically
explored. The “what’ and ‘how’ questions on quality management of medical special-
ist care can only be answered by considering quality management in the context of the
functioning of medical specialists in hospitals in the Dutch health-care system.
Therefore, apart from an analysis of quality-management activities on the micro level
of medical practice, the analysis needs to be extended to the meso level of the hospital
as the organisational context of professional practice and the macro level of the
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health-care system that constitutes the context for medical specialists as a profession.
The theoretical basis for exploring the ‘what’ question will mainly be sought in
theories about quality and management. These theories have already been described
in the previous chapter. For answering the ‘how’ question, innovation diffusion
theories will be used as the theoretical point of departure. These theories are further
discussed in this chapter (2.5, 2.5.1-2.5.6). Although theories on quality, management
and innovation diffusion will be at the core of the study, given the object of reflection,
activities performed by medical specialists in Dutch hospitals, relations will be sought
with professionalisation theory (2.6), organisation development theory (especially in
chapter 5) and theories on health-care systems development and health policy
(especially in chapter 3). This broad and eclectic theoretical perspective is necessary to
provide sufficient insight into the underlying forces that shaped and still shape quality
management of medical specialist care in Dutch hospitals. Inherent to the different
notions behind quality and intentions behind management it will become evident
that, complementary to the ‘what’ question (the nature of quality management) and
the ‘how’ question (the development of quality management), the ‘why’ question will
be addressed continuously to put the development of quality management in the
context of the dynamics related to the position of medical specialists in Dutch
hospitals and the Dutch health-care system.

In the text, paragraphs where empirical data give rise to theoretical insights and
paragraphs where theory is used to interpret specific empirical findings alternate, as was
actually the case in the research process. To structure the process of induction, deduc-
tion and verification, a general framework with key questions for analysis will be set up
in this chapter, based on the presented theories (2.7). This framework will be used
throughout the study as a set of questions that should be addressed when analysing the
empirical material or summarising personal experience. Furthermore, an overview will
be given of the data sources and empirical material that will be the focus of analysis in
the respective chapters of this study (2.8). In the last paragraph of this chapter issues of
validity and generalizability in relation to the study will be addressed (2.9).

2.2 WHY THIS STUDY OF QUALITY MANAGEMENT OF
MEDICAL SPECIALIST CARE?

The reasons for performing a stady of this particular topic are threefold: scientific,
practical and personal,

As already stated in the introduction, the author has worked as an adviser on quality
assurance issues for medical specialists in Dutch hospitals for over ten years. Gradually
the intention to synthetize the experience in a scientific way has arisen. Over the years
the insight grew that the application of management and innovation diffusion theories
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as well as theories on professionalisation, organisational development and health system
development are helpful in understanding the practice of medical specialist care and
can be beneficial in solving problems as perceived by the specialists themselves, Tt is
surprising to see again and again how problem-solving processes taken up by medical
specialists under headings as peer review and practice guideline development, although
focusing on different topics in different hospitals, seem to follow similar routes and are
influenced by identical factors that determine the success or failure of attempts to
improve practice. ‘The notion arose that activities of specialists to assure the quality of
care such as peer review and practice-guideline development are not isolated instru-
mental activities but are embedded in processes of professionalisation (on the level of
the medical profession, i.e. formalisation of medical practice), organisation development
(on the level of the hospital, i.e. controlling professional performance) and health-care
policy (on the level of the health-care system, i.e. relation between state and profession).
The urge to unravel and understand these underlying mechanisms provided the main
motivation for this study. The study tries to interpret a broad spectrum of empirical
material using a theoretical framework derived from management and innovation-
diffusion theory complemented with insights derived from professionalisation theories
and theories on organisational development and health system development. The
decision to try to achieve a synthesis of empirical material from the working field of
medical specialist care {medicine) and theories that originate from the domain of the
social and administrative sciences also has practical reasons. Research should preferably
have some direct use to the subjects of the research process. Providing more insight into
the underlying mechanisms of the development of quality management of medical
specialists care might perhaps help medical specialists understand better the nature of
their work, and the hindrances they come across when trying to implement change.
Thus the results of this study may assist them and others that either depend on them or
try to influence them, to achieve improvements in a more cffective and efficient way. It
seems a paradox that the research design used in this study is probably alien to most
practising physicians. The quantitative, causal-determinist approach mostly used in
natural sciences, characterised by an experimental situation in which variables are to
a large extent controllable (i.e. clinical trials), cannot be applied to obtain the answers to
the research questions that are posed in this study. This is not only the case in this
particular study, but is a general problem of choosing appropriate research methodolo-
gies in the emerging field of research on quality of care Krazmvga 1994p). It also poses
a problem of communication. To achieve the practical goal of this study it is necessary
to communicate between groups (medicine, social sciences, management) who hold
widely different assumptions about the nature and significance of research and conse-
quently have different ways of valuing research results. Therefore the objective of this
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study is not only to meet the necessary criteria of a scientific approach in answering the
research questions', taking into account generalizability and validity as much as
possible, but also an attempt to communicate across the barriers of different scientific
cultures and practices. In this respect the study follows the personal development the
author went through: having been initially trained in natural sciences (biology and
medicine), with additional training in management and having entered the arena of the
social sciences during the past four years.

2.3 WHAT IS THIS STUDY OF QUALITY MANAGEMENT
OF MEDICAL SPECIALIST CARE?

The study presented here is an analysis and a synthesis, based on several theoretical
concepts, of a variety of field material and personal experience at the macro, meso and
micro level of the health-care system. For the macro level, relevant policy papers and
publications on health policy have been used as a source. Apart from that, the author
has been actively involved between 1989 and 1995 in the national process of policy-
making in the domain of quality of care. For the analysis of the situation on meso and
micro level (hospital and medical practice) a similar approach has been taken, On the
one hand the selection of the field material, driven by the urge to explore the research
questions, has been pragmatic: material that was available and accessible to the
author has been used. On the other hand the material covers a wide area of peer-
review studies, practice guidelines and experience in practice that reflect sincere
attempts of medical specialists in hospitals to set up quality assurance activities.
Through this approach the words of Freidson are taken into account:

“It is essential for analysts to study not only how policies are established

on the level of the corporate board or the state ministry but also how

they are actually carried out in the workplace.”

(FREIDSON 1993:64)
Both the realities of practice and the rhetoric of policy-making are taken as the focus

of analysis. The representativity of the analysis at meso and micro level is enlarged by
analysing the situation for many different clinical areas of specialist care of which
a majority are selected on the bases of standardised priority setting procedures among
specialists (see chapter 6) or are based on systematically developed practice guidelines
{chapter 7).

The methodology of this study to acquire new knowledge comes closest to the eclec-
tic-pluralist approach as described by Southgate and Randall (1981). Characteristic for
the eclectic-pluralist method is that it consists out of providing descriptions, compari-

"According to Donker (1990:321) these criteria are: logical argumentation, intersubjectivity, systematie research
method and systematized knorwledge.
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sons, correlations and generalizadions. In this type of research the researcher tries to
understand some unfamiliar area of knowledge. The research aims at breath: the field
of investigation is totally open and structures are more important than detailed func-
tions. In other literature on research methods this type of research would be labelled as
qualitative and is by its nature both descriptive (swhat is quality management) and
explorative (how does it develop) (STrAUSS 1987, POLGAR AND THOMAS 1991, Morse 1992). The
research methods used also have alot in common with case study research (Ymv 1993).
The intellectual process involved has been a continuous flow of induction and deduc-
tion going to and from between theory and practice. Although initially quantitative
research methods have been sought, the nature of the problem studied appeared to be
such that a qualitative approach seemed more suitable to address the research ques-
tions. The qualitative paradigm assumptions seem to apply to this study (CresweLL, 1994
AFTER FIRESTONE 1987, GUBA AND LINCOLN 1988 AND MCCRACKEN [988): the reality (of quality
management) is subjective and multiple as seen by the different actors in the health-
care field {ontological assumption on the subjective nature of the reality studied). The
researcher interacts in the domain that is studied (epistemological assumption; the
researcher interacts in qualitative research versus an independent positioning in
quantitative research). Values play a role (axiological assumption) and although formal
definitions are provided the language used in this qualitative research study is often
more informal and personal opinions are expressed compared with the formal rhetoric
in quantitative research (rhetorical assumption). The research process has to a large
extent been inductive with mutual and simultancous shaping of explanatory factors
{methodological assumption}. Thus the design of the study has emerged gradually and
categories (for example the coding categories in chapter 6 and 7) were identified during
the research process.

The use of avariety of theories provided a sufficiently broad theoretical base of
propositions which proved useful for understanding the full nature of quality manage-
ment and its development. A wide array of theoretical perspectives on various manifes-
tations of quality management of medical specialist care, using different research
methods, proved necessary to explore this complex phenomenon. Personal experience
gained in practising {or advising on) quality management, on the practice as well as on
the policy-making level, has been an important input to the analysis performed in this
study. In summary, this study of quality management of medical specialist care is based
on abody of knowledge generated by practical experience and eclectic scientific re-
search. It is, as stated in the title, an explorative study of the phenomenon ‘quality
management of medical specialist care’. The rescarch questions on the nature and
development of this phenomenon asks for an explorative approach rather than a design
based on the testing of hypothesis generated beforehand.
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2.4 HOW HAS THIS STUDY OF QUALITY MANAGEMENT
OF MEDICAL SPECIALIST CARE BEEN SET UP?

In the previous chapter both the concepts of quality and management have been
discussed extensively, Quality was defined as: the totality of characteristics of an entity
that bear on its ability to satisfy stated and implied needs. It was also explained that
ultimately the goal (of medical specialist care) is subjective by nature (health experi-
enced by a patient) but should be approached as an object to make it operational.
Thus on a conceptual level a distinction has been made between the perspectives of
medicine (medical effectiveness from a scientific point of view), patients (patient
satisfaction), management (organisational efficiency} and society (economic, ethical
and social constraints). These different underlying conceptual notions should be
reflected in the framework for analysis of this study. To answer systematically the
basic research questions of the study, ‘what is quality management of medical
specialist care and how does it develop?’, all empirical material labelled as such is
analysed by questioning the ‘why’, ‘what’ and ‘how’ of the phenomena. These
questions are common for evaluative research in general (De Groot 1961} and explora-
tive qualitative research in particular.

Thus, when one looks at activities to manage the quality of medical specialist care the
first question that is put in the framework for analysis is:

1 —  Why are activities performed and labelled as quality
management of medical specialist care,
and how do they relate to the overall definition of quality?
To explore the ‘why’ question use will be made from professionalisation theory
(especially in chapter 4), theory on organisational development and especially theories
on the role of professionals in institutional settings (chapter 5) and socio-economic
theories related to health system development (chapter 3)

In concordance with the ‘quality of care’ concept described in chapter I, quality-
management activities will be analysed to the extent that they address the dimensions of
medical effectiveness, organisational efficiency and patient satisfaction given the socio-
economic context in which health care is delivered. ‘The management concept described
in chapter 1 is anchored in the terms ‘plan’ and ‘control’. The development of manage-
ment theories and the shift from mechanical to the human-resource approaches was
explained, demonstrating that theories and opinions on how to execute planning and
control are subject to change. The second question in the framework of analysis is:

11 —  What is the nature of activities
identified as quality management of medical specialist care?
It addresses the quality dimensions covered, as well as the management theories
implied.
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Especially in chapter 6 and 7, when considering quality-management activities such
as peer-review studies and practice guideline development, an attempt will be made to
unravel the underlying notions on quality and management approaches. It will
become clear that the ‘what’ question addresses the clinical decision-making process
as well as operational decisions related to the care-delivery process. In other words the
question ‘what to do’ addresses the scientific dimension of medical decision making
as well as the logistic dimension of concrete medical actions. This is the consequence
of considering the planning of medical specialist care as an intertwinement of clinical
decision-making (referring to medical science as an important supportive rationalisa-
tion process) and operational decision-making (referring to organisational logistics as
an important rationalisation process). 'Therefore the ‘what” question will also focus on
the way scientific knowledge combined with empirical (expert) knowledge of special-
ists is, through practice guidelines and peer review studies, transferred into profes-
sional behaviour. And successively how this behaviour meets the expectations of
patients and is transient with the organisational setting,

The ‘how’ question explores the concrete operationalisations of activities already
described through answering the ‘what’ question but looks in more detail at the way
these activities are built in the work of the medical specialist and the broader organisa-
tional context of the hospital. Its answering helps to explore the ‘control dimension’ of
quality management of medical specialist care.

The ‘how’ question will be posed on different aspects: the who, where, when, infor-
mation and feedback level. All these subquestions can be derived from the ‘control
dimension’ of management. They result in the following subquestions:

WA — Who should perform the quality-management activiiies?
{assignment of responsibilities)

HIB — Where should it be done? (localisation)

mc — When should it be done? (timing)

D — What information is available to control the process?

(‘informatisation’)
IIE — How is feedback given to adjust the process?

(practice evaluation}
The ‘why’, ‘what’ and ‘how’ questions will be posed systematically whenever an
example of quality management of medical specialist care is identified, thus ensuring
systematic description and interpretation. Although the processes in these examples
are different, the assumption is that the underlying mechanisms are similar and
a systemnatic analysis will help to enlarge the insight into the nature and problems of
quality management of medical specialist care.
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The theory on quality and management and the theories on professionalisation,
organisational development and health system development will help to answer the
research questions posed at the beginning. However, to answer the question on the
development of quality management of medical specialist care not only at the macro
level, but as well at the meso and micro level, it is necessary to introduce an additional
theoretical perspective that helps to understand the implementation (or lack of
implementation) of quality-management activities over time. In this study the
perspective of the development and diftusion in time will be introduced by analysing
quality-management activities related to medical specialist care from the point of view
of innovation theory.

2.5 THE CONCEPT OF INNOVATION THEQRY
AS A THEORETICAL MODEL TO ANALYSE
THE DEVELOPMENT OF ACTIVITIES
TO MANAGE THE QUALITY OF MEDICAL SPECIALIST CARE

Before providing for the framework of analysis the questions that will be asked when
one looks at the development of quality-management activities from an innovation-
theory perspective, it is necessary to explain these theories in more detail. Innovation
theories have much in common with theories on change, both on an individual and
on an organisational level. Roughly speaking, adistinction can be made between
innovation theories that take the diffusion process of the innovation as their focus and
theories that concentrate on the change processes in social systems that are involved in
innovation. For this study both complementary perspectives are relevant but emphasis
will be put on the characteristics of the diffusion process in time rather than on the
dynamics of change on one moment in time. This explains why in this paragraph an
overview of innovation theories will be presented that all imply change, but where
change is not the principal concept. In industry innovation is usualily perceived as the
development of a new technology or idea but innovation is also used for describing
the diffusion of new practices. During (1986:9) describes industrial innovation as the
realisation of anew product-market-technology combination. In his view, the
innovation process is a combination of three interrelated subprocesses: problem
solving, internal innovation/diffusion and organisational change. Problem solving is
a cycle of four phases: creation, selection, conception and application. The internal
innovation diffusion consists of two phases: initial knowledge and attitude formation.
Organisational change relates to the four subsystems of people, resources, processes
and structure (DURING 1986:186).

Sometimes, authors are interested in the roots of innovations and the creative process
involved in problem solving (for instance new discoveries) (S, 1987), but most of the
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time the diffusion of innovations is the focus of attention. The work of E. Rogers (1962)
is the most well-known in the area of diffusion of innovations. He describes an innova-
tion as an idea, practice, or object that is perceived as new by an individual or other unit
of adoption, It matters little, so far as human behaviour is concerned, whether or not an
idea is ‘objectively’ new as measured by the lapse of time since its first use or discovery.
The perceived newness of the idea for the individual determines his or her reaction to it.
If the idea seems new to the individual, it is an innovation (ROGERS, 1983:11}.

When an innovation process is defined as a process aimed at the realisation of ways
of practice performance (activities, working methods) that are new for a certain organi-
sation, the introduction of more formalised methods for qualicy management can be
seen as such (KnmeerLey 1978). Strictly speaking the development of quality-management
practice looks at two different innovations:

e the activity of quality management itself (the application of the technique)

e the topic that is the focus of quality management {the topic on which the technique
is applied)

In the framework of analysis these two different levels wilf be distinguished, although

in real life there is strong interaction between the change in practice behaviour that is

aimed at and the introduction of the method through which this change in behaviour

should be achieved.

2.5.1 Characteristics of an innovation

Blauw (1988) recognises six important characteristics of innovation based on the work

of Rothwell (1977), Kelly (1975), Zaltman (1973), During (1984), Buijs (1984), Rogers

(1983) and Hage (1980):

e innovation starts with the recognition of a gap: a difference between wishes and
reality;

e innovation is a process aimed at the introduction of new activities or working
methods;

¢ innovation is a problem-solving process in which creativity, decision-making and
use of information are strongly intertwined;

e innovation is a process refated to organisational change;

e innovation is a process of diffusion of ideas within a social system;

e innovation is a process that consists of several phases.

These six characteristics will be discussed further in chapter 4 and 6 when applied on

the methodology and results of peer-review studies and in chapter 7 when applied on

the methodology of the CBO consensus development programme for practice guide-

lines, The six characteristics identified by Blauw bear a lot of resemblance with the

objectives of quality management (see 1.4). This strengthens the choice to take

innovation theory as the theoretical point of departure to study quality management.
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2.5.2 Rogers’ innovation-diffusion theory

Rogers defines innovation diffusion as the process by which an innovation is commu-
nicated through certain channels over time among the members of a social system
{ROGERS, 1983).

In his theory the innovation itself, time, communication and the social system in
which the innovation diffuses are crucial elements of the process. Another approach
which Rogers takes in his book is identifying the characteristics of both the innovation
itself and the receiving adopters that seem to be relevant for the success of the diffu-
sion of the innovation. The innovation characteristics mentioned by Rogers are:

e yelative advantage: the degree to which an innovation is perceived as being better
than the idea it supersedes;

e compatibility: the degree to which an innovation is perceived as consistent with
existent values, past experiences, and needs of potential adopters;

o complexity: the degree to which an innovation is perceived as relatively difficult to
understand and use;

o wainability: the degree to which an innovation may be experimented with on

a limited basis;

e observability: the degree to which the results of an innovation are visible to others.
Rogers identifies the following five categories of adopters: innovators (venturesome),
early adopters (respectable}, early majority (deliberate), late majority (sceptical) and
laggards (traditional). According to the theory of Rogers, that was developed on the
basis of a wealth of empirical evidence, several variables determine the rate of adop-
tion of an innovation. Apart from innovation and adopter characteristics the decision-
making process, communication channels, the social system and change agents play
an important role.

2.5.3  The applicability of innovation theory for studying
the implementation of quality management in health care

In medicine the field of technology assessment has traditionafly been interested in
innovation theories as the basis of acquiring knowledge about the development and
diffusion of new technologies (Grezr 1935, Geryns 1991). When the definition of
a technology was, however, broadened to include aspects of human invention or
activity and by adding to Technology Assessment the assessment of effectiveness
under everyday conditions to the assessment of efficacy under ideal circumstances
(DONABEDIAN, 1988), the boundaries between TA and QA became less clear. The field of
quality assurance overlaps with the field of Technology Assessment and both are
complementary to each other (Kiazmaca, 1999). With the broadening of the term
‘technology’ the interest in innovation-diffusion theory seems to have spread to the
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field of QA. Innovation-diffusion theory was initially applied for the diffusion of
practice guidelines that were formulated on a national level (LoMas AND HAYNES, 1988, GROL
1992, KaASENBROOD 1995) and, in a superficial way, for the diffusion of peer review among
Dutch specialists (Kiazmca, 1989). In the field of quality assurance different authors
have perceived the introduction of quality management either as an innovation
{BLAUW, 1988, KALUZNY 1982} of as a process of growth (CrosBY, 1979, MILLER AND FLANAGAN, 1988).
Donabedian also agrees with considering quality management (in his text quality
assurance) as an innovative technology that diffuses when he states:

“It is quite legitimate to consider the monitoring of (medical)

performance to be a technology or a complex of technologies, some

organisational and others inore material in nature and the factors that

influence its effectiveness are to be sought in the nature of the activity

being monitored, the properties of the monitoring mechanism itself,

and the characteristics of the environment in which monitoring takes

place.”

(DONABEDIAN, 1991:64)
Kaluzny (1982) discusses the applicability of the diffusion perspective and the adopter
perspective for further research in which quality assurance is considered as
a management innovation. He mentions two reasons why the diffusion perspective
has limitations when looking at quality management as an innovation. The first is
that quality management is rarely implemented totally, the second limitation on
applying the diffusion perspective is the not-so-newness of quality-management
activities. While quality management may be termed an innovation, in many cases it
is simply a relabelling of previous ongoing activities.

As we will see later (for example in chapter 4) this will also prove to be true for em-
pirical material analysed in this study, especially activities on the macro level of the
health system where the policy vocabulary contains alot of quality-related terms.
Kaluzny also states that a review of innovation literature in the health services field
reveals a distinction frequently made between technological and programmatic innova-
tions. However, the diversity of quality-management activities as 2 managerial innova-
tion requires a more refined classification scheme. Such a scheme will be provided in
chapter 4 where more recently developed forms of quality management such as peer
review and guideline development will be placed in the overall framework of activities
of the medical profession to assure (control over) the quality of professional practice.

Some research has been performed on the generalizability of factors associated with
different types of innovation in health care. Nathanson and Morlock (1980) distinguish
between social and technological innovations and find that hospital conditions favour-
able to social innovations differ from those conducive to more technological innova-
tions. Similarly Daft and Becker (1975) and Daft (1978) report that organisational and
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environmental factors associated with innovation activity in one area of the organisation
may not be associated with activity in other areas.

Recently Shortell et al. (1995} reported the results of a study among 61 USA hospitals
where they examined the relationships among organisational culture, quality-
improvement processes (Le. the innovation) and selected outcomes of care. Their
conclusion is that what really matters is whether or not a hospital has a culture that
supports quality improvement work and an approach that encourages flexible imple-
mentation. Larger-size hospitals in their study faced more difficulties in this regard (see
also paragraph 8.3.3 where the findings of the Shortell study are discussed in relation to
the findings of this study of quality management of medical specialist care in Dutch
hospitals).

Another important notion that combines the adopter and the diffusion approach is
mentioned by Shulz and Slevin (1975). They state that attention should also be given to
the basic design of quality-management activities themselves and their compatibility
with the characteristics of the implementing organisation. They refer to this compati-
bility as organisational ‘fit’ between the innovation and the organisation.

To summarise, ‘innovation theory” has so far generated a number of relevant notions
that should be taken into account when analysing the development of quality manage-
ment of medical specialist care. Both the development of quality management and the
topics it studies can be considered as an innovation, therefore the analysis should focus
on the process of change in health care as well as to the methodology used.

When we take Rogers’ innovation-diffusion theory as the main theoretical perspec-
tive, the following elements should be studied when analysing empirical material.
Elements to be looked at c.q. questions to be included in the framework for analysis
when exploring the development of quality management, are:

IV A — the characteristics of a quality-management activity as an
innovation;

IV B— the decision-making process related to the introduction of
a quality-management activity;

IV C— the communication channels through which a quality-
management activity is introduced;

IV D — the nature of social systems that are supposed to adopt the quality-
management activity;

IV E — the role of change agents in the introduction of quality
management;

IV F — other innovations and organisational change that run parallel
to the introduction of a specific quality-management activity.
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2.5.4  Advantages of process theory compared to variance theory
when studying the diffusion of an innovation

According to Rogers (1983:194) most innovation diffusion research is variance type
investigation. It uses highly structured data gathering and quantitative data analysis of
cross-sectional data, such as come from one-shot surveys. Since only one point in time
is represented in the data, variance is a dependent variable related to the variance in
a set of independent variables. Variance research seems less appropriate for exploring
the nature of the innovation-diffusion process. Here one needs a dynamic perspective
to explain the causes and sequence of a series of events over time. Data-gathering
methods in process research (Lk Yiv 1993) are usually less structured and the data are
typically more qualitative in nature than they are in variance research. Seldom are
statistical methods used to analyse cthe data in process research.

The conceptual differences between variance and process theory are extensively
described in the work of Mohr (1978). He states that in process theory, a precursor (X) is
a necessary condition for the outcome (Y). Process theory eschews efficient causality as
explanation and depends instead on rearrangement — that is, on the joining or separa-
tion of two or more specified elements rather than on achange in the magnitude of
some elements. Whereas a variance theory explains a behaviour or a characteristic of an
object, a process theory explains the pairing or other rearrangement of mutually
autonomous objects. For Mohr the main characteristics of process theory are that it
deals with discrete states and events, it deals with a final cause, and time ordering
among the contributory events is generally critical for the outcome.

The research approach taken in this study, while trying to answer the question how
quality management of medical specialist care develops, follows the lines of process
theory rather than the lines of variance theory. This is inherent to the nature of the unit
of focus: the diffusion of innovative methodologies aimed at medical specialists with the
final goal to assure or improve the quality of the care they deliver. As a consequence the
study is, as mentioned earlier, more qualitative than quantitative and tries to demon-
strate the dynamnics in the ‘pairing and rearrangement of mutually autonomous objects’
over time looking at the mechanisms that constitute the verbalisation and actual
practice of ‘quality management of medical specialist care’. Given this process ap-
proach, the recognition of the various phases in the diffusion of an innovation is
important,
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2.5.5  Phases in the diffusion of an innovation

Different authors distinguish different phases of innovation. Cozijnsen and Vrakking
(1986) discern the actual innovation (birth of new ideas), initiation {introduction),
and implementation.

Especially in industry several attempts have been made to identify the different steps
in the development of quality management. Neijzen and Trompetter (1989) give
a summary of the steps identified in the models of Lewin/Wissema, Crosby, Boomsma
and Van Borredam and the Dutch Ministry of Economic Affairs. Another model on the
growth and development of physicians in quality assurance is given by Miller and
Flanagan (1988). The most well-known maturity grid, based on experience in industry,
is provided by Crosby (1979).

Similar steps can also be identified based on experience at CBO with the introduction

of peer review among specialists in hospitals as a quality management method in Dutch
hospitals. The following steps can be recognised empirically:
orientation phase;
introduction phase;
experimentation phase;
embedding phase;
broadening phase,
During the orientation phase specialist show interest in quality management and they
like to get informed. This does, however, not result in any further action. In the
introduction phase time is spend on the creation of an infrastructure for quality
management and the assignment of responsibilities. In the experimentation phase
some concrete topics are selected for peer review but these initiatives are still consid-
ered as ad-hoc events. In the embedding phase performing peer-review studies has
become a systematic activity and an integral part of medical practice. During the
broadening phase quality management widens its scope from specialist care to other
areas of professional care and the quality initiatives of the hospital administration,
The ideal is an integrated quality system for the whole hospital of which quality
management of specialist care is an integrated part. In chapter 5 and chapter 8 this
five-step implementation model will be related to the phases discerned in the theory
on the development of quality systems in organisations (180, Nederiandse Kwali-
teitsprifs, EFQM, TQM/CQI): orientation, project orientation, process orientation, system
development, chain orientation and Total Quality Management.

The implementation of practice guidelines among practitioners can be considered
from an implementation model with seven hurdles that is derived from communication
theory, relating to the change theory in psychology and sociology (Kiazmvea, 19948). The
steps recognised here are: attention, understanding, acceptance, social acceptance,
practical introduction and lasting change.
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The above-mentioned step models all have their own rationale and are mostly based
on a mixture of theoretical notions and empirical findings. In this study different step
models will be used depending on the type of quality-management activities analysed.
When looking at peer-review activities (chapter 6) the CBO model will be referred to.
The guidelines model will be used in chapter 7 and the EFQM model when discussing
the development of quality systems in chapter 8. For the framework for analysis the
following specific element/question is added:
VG — The development of the innovation over time in accordance
with different phases.

Different steps do not necessary follow in one direction, it may happen that specialists
in a hospital fall back with their quality-management activities to a lower step in the
‘maturity grid’. As explained earlier, the continuous process of the development of
quality management of medical specialist care will be the focus of this study rather
than an analysis of the existing variance on a certain moment in time, Therefore large
parts of the text will be of a descriptive (‘story telling’} nature, trying to relate the
different variables and the sequence in which they appear over time in terms of the
presented explanatory theoretical models.

2.5.6 Innovation-diffusion strategies

An element of the innovation process that has not been discussed as yet is the strategy
used to achieve the innovation, Zaltman (1977) tried o integrate the literature on
innovation theory and organisational change. He postulates four different strategies:

e Bacilitative strategics: “Those strategies which make easier the implementation of
changes by and/or among the target group. The use of facilitative strategies assumes
that the target group already recognises a problem, is in general agreement that re-
medial action is necessary, and is open to external assistance and willing to engage in
self-help.”

o Re-educative strategies: “The relatively unbiased presentation of fact is intended to
provide a rational justification for action. It assumes that humans are rational beings
capable of discerning facts and adjusting their behaviour accordingly when presented
to them,”

» Persuasive strategies: “Strategies which attempt to bring about change partly through
bias in the matter in which a message is structured and presented. They attempt to
create change by reasoning, urging, and inducement. Persuasive strategies can be
based on rational appeal and can reflect facts accurately or totally false,”

e Power strategies: “Power strategies involve the use of coercion to obtain the target’s
compliance. This coercion takes the form of manipulation or threat of manipulation
of the target’s outcome,”
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The four strategies are related to each other in the extent that pressure is put on the
system that should change.

Blauw (1988) summarised the applicability of the different strategies in relation to
external circumstances. Grol (1992) and Grimshaw and Russell (1993, 1994} reach
a similar conclusion in review articles on strategies for guideline implementation among
general practitioners: the effectiveness of astrategy is dependent on the external
circumstances and the nature of the innovation. Lomas (1988) stresses the necessity of
combined strategies to be effective, discerning different effective strategies for different
stages of an implementation process, Garvin (1993} puts emphasis on the possibilities of
a strategy to promote learning among the members of an organisation. In the analysis of
quality management of medical specialist care the nature of the strategies used in terms
of persuasiveness to the medical specialists will be a point of discussion in several
chapters.

The question derived from the theory on innovation-diffusion strategies to be
included in the framework for analysis is:
IVH — What is the nature of the innovation diffusion strategy used?

‘This is the final question derived from innovation-diffusion to be included in the
framework. The total framework will be presented in paragraph 2.7. and the material
on which it will be used is presented in 2.8. However, before providing the total
framework for analysis, a short introduction will be given on professionalisation
theory and its relevance for studying not merely quality management but quality
management of medical specialist care.

2.6 PROFESSIONALISATION THEORY
AND HOW IT IS USED IN THIS STUDY

Theories on management (1.4.1) and theories on diffusion of innovations (2.5)
provide a solid framework for analysing the empirical material on quality manage-
ment of medical specialist care, especially as provided in chapters 6 (on peer-review
studies) and chapter 7 {on practice guidelines). However, given the fact that quality
management of medical specialist care is pack and parcel of the occupational activities
of the medical profession, theories labelled as ‘professionalisation theory’ provide
a valuable additional theoretical perspective.

According to Freidson (1994:2) the interest to study the professions as a separate
occupational group is in the English-speaking world existing for over a hundred years.
Debates on the nature and development of professions become part of the emerging
discourse among sociologists. Freidson proclaims the American Parsons (1939) as being
the first to address the professions in theoretical terms, trying to make sense of the

50



2 — METHODOLOGY OF THE STUDY

contradiction of professions showing altruistic rather than self-interested behaviour.
Although there is still debate going on about the meaning of the term ‘profession’, the
group of practitioners of medicine as an occupation, ie. physicians, are considered
a prototype of a profession (FremsoN, 1970:4), The term ‘professionalisation’ is used in
general (and in this thesis) to describe the process of becoming (and staying)
a profession (SCHEPERS AND NIEVAARD, 1990, MOK 1973, JOHNSON 1972).

In his ‘state-of-the-art description’ Freidson distinguishes three types of theoretical
approaches towards professionalisation (Frepson 1994), The first approach is the trait or
attributes approach (see also jonnson 1972), focusing on the specific characteristics of
a profession, such as a specific field of skills and knowledge, rendering a service to the
public that is perceived as being important, professional autonomy and a professional
culture. This theoretical approach is rather descriptive. It analyses whether certain
characteristics are present and thus determines the state of professionalisation. Wolinsky
(1993), identifies seven privileges for the medical profession: control on admission
criteria, controf on education and training, autonomy in practising, setting the bounda-
ries of the professional domain, instrument and means to keep control in the earlier-
mentioned areas and influence on income and distribution of the income among the
members of the profession. Like many other authors, Wolinsky is not using the trait
approach exclusively but puts it in the context of a broader theoretical perspective that
touches on the two other approaches identified by Freidson,

These other two theoretical approaches are more normative. The functionalistic
approach stresses the necessity of self-regulation by the profession whilst creating
mechanisms for accountability. Especially till the sixties it was the dominant perspective
taken in sociological writings. It emphasises the positive functions and achievements of
the medical profession. More critical sounds arose in the sixtes and seventies. This
period marks the introduction of the third theoretical perspective the power and control
approach. This approach (1E. FrebsoN 1970, JoHNsON 1972), is far more critical about the
ambitions of professions and sees professionalisation as a continuous process of
professionals to get more power and influence, a process that can be damaging for
society. It focuses on the political influence of professions, on the relation of professions
to political and economic élites and the state, and on the refation of professions to the
market and the class system.

In the literature on professions at least three different theoretical approaches can be
identified towards changing professional status. These changes in status are perceived as
the result of changes in the context in which the professionals do their work. In the
seventies and eighties several authors, influenced by the theoretical notions of power
and control, describe a process of deprofessionalisation of the medical profession (Haug,
1973) or even proletarisation (McKmtay 1988). Deprofessionalisation assumes that medical
power will decline when medical knowledge becomes more common and proletarisa-
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tion (inspired by Marxists views) assumes a growing amount of bureaucratisation and
regulation of medical practice that will decrease the influence of the profession.

During the eighties and nineties historical studies on the development of the medical
profession in a given country are more and more complemented with studies that take
a comparative approach {HAFFERTY AND MCKINLAY 1993, JOIHNSON, LARKIN AND SAXS 1995). In more
recent writings on professionalisation, the tone seems to become less critical compared
to the seventies and carly eighties (HARFERTY AND MCKINLAY 1993, GABE, KELLEHER AND WILLIAMS
1994, JOHNSON, LARKIN AND SAKS 1995, FREIDSON 1994). Professionalisation is not necessarily seen
as good or bad and the interaction of the medical profession with the state (L. JOHNSONET
AL. 1995) as well as reflections on the interaction of the medical profession with hospital
management (LE. HARRISON AND PoLLITT 1994) tend to focus on mutual interdependence,
transformation and the creation of new mechanisms for accountability rather than on
conflicting interests and the rise or decline of professional autonomy in absolute terms.
The concept of professional autonomy is not generic but seems to change with the
changes in health care and the health-care system (ScHerers aND KLazinga 1993). To quote
Johnson, Larkin and Saks (1995:1):

“The processes of resistance and change within and between professions

need to be documented and understood, but within a further context of

adjustments tn previous relationships with the state and other major

sponsoring agenctes and purchasing bodies,”

JOHNSON, LARKIN AND SAKS (1995:1)
Freidson (1994:8-10) calls this ‘professionalism reborn’ and emphasises that ‘essential
elements of professionalism are not disappearing, but rather taking a new form’. He
points to the further formalisation of medical practice within the realm of the medical
profession and the need to ground further theory on the professions in the actual
content and changes in the content of the medical occupation:

“What is needed to ground theorizing about professions is the

development of a genuine soctology of work that deals in a systematic

Jashion with such topics as the nature and varieties of specialized

knowledge and skill that are embodied in work, the role of that spectalized

knowledge and skill in the differentiation of work into occupations, and

the varied ways by which differentiation becomes organised.”
FRETDSON (1994:8-10)

This study, although not pretending to be a major coniribution towards theory on the
medical profession, is in line with Freidson’s theoretical concerns. The study ad-
dresses for medical specialists in The Netherlands many of the issues mentioned
above. In the use of professionalisation theory an eclectic approach is taken, congruent
with the nature of this explorative study. However, it is evident that the more recent
theories on the medical profession as developed in the eighties and nineties are
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dominant in the perspectives taken in this study, An attempt is made to balance the
neutral descriptive approaches (as promoted by the trait and attribute theory) with
a normative approach that is somewhat functionalistic but is far more focused on the
processes of continuous adaptation and transformation within the medical profession
and in interaction with its surrounding. As will be demonstrated in the following
chapters, quality management of medical specialist care is at the core of planning and
controlling the occupational activities and its development thus provides a good
illustration of the professionalisation process. In chapter 3 and 4, professionalisation
theory is mainly used to analyse the interaction between the medical profession and
outside actors like the state. In chapter 4 special emphasis is put on formalisation of
medical practice through quality management within the profession. In chapter 6 and
7, professionalisation theory is used when analysing the dynamics around peer review
and practice guidelines and this analysis comes close to the earlier proposal of
Freidson to look at the mechanisms that determine the planning and control of
medical practice among the professionals. The results are discussed in separate
paragraphs 6.7.2 and 7.10. Finally an attempt is made to use professionalisation
theory to analyse the integration of quality management of medical specialist care
with the development of quality systems in hospitals, The results of these reflections
are provided in paragraph 8.4.6.

2.7 THE SET-UP OF A FRAMEWORK FOR ANALYSIS

Innovation theory (2.5) and professionalisation theory (2.6) explained, it is now
possible to set up the full framework for analysis, completing the ‘backbone’ that was
already provided in paragraph 2.4. The framework for analysis that will be constantly
behind the following chapters where the nature and development of quality manage-
ment of medical specialist care in Dutch hospitals will be explored contains the
following elements:

I Why are activities performed and labelled as quality management
of medical specialist care and how do they relate
to the overall definition of quality?

Exploration of the reasons behind the introduction of quality-management initiatives
considering quality from the perspective of medical effectiveness, patient satisfaction,
organisational efficiency and social concerns using theories of professionalisation,
organisational development, and health system development (‘why’ questions).
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II What is the nature of activities identified as quality management
of medical specialist care?

Exploration and description of the nature of quality management looking both at the
medical scientific side {(decision making) and the organisational/managerial side
(practice) as related to prevailing theories on management in general and especially
the ‘planning dimension’ of management (‘what’ questions on nature).

ITI Who should perform the quality-management activity (A), where
should it be done (B), when should it be done (C), what information
is available to control the process (D} and how is feedback given to
adjust the process (E)?

Exploration and description of the nature of quality management looking at the
managerial characteristics with respect to the control dimension of management.
(*how’ questions on nature)

v How does quality management, when considered as an innovation,
diffuse?

Exploration and description of the development and implementation of quality
management of medical specialists care in Dutch hospitals analysing the activities
labelled as such from the perspective of change theory in general and innovation
theory in particular (*how’ questions on development).

Innovation is considered at two levels: the actual innovation in care (the content
matter of the quality-management activities} and the quality-management activities
itself (in terms of infrastructure and strategies used to plan and control).

The following elements are part of the frame of analysis:

e the characteristics of the innovation {A);

¢ the decision-making process (B);

the communication channels (C);

the nature of the social system (D);

the role of change agents (E);

other innovations and organisational change (F};

the development of the innovation over time in accordance with different phases (G);
the nature of the innovation diffusion strategy used (H).

This why-what-and-how framework will be the screen against which the following
chapters are composed. To make the text readable all points will not be repeated
explicitly all the time, but the framework will be noticeable behind the descriptions of
the empirical material.

e o © o @& ©
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2.8 GENERAL OVERVIEW OF DATA SOURCES
USED IN THIS STUDY

The material described in the following chapters was assembled by the author during
a period of over ten years, in which he worked as a consultant on quality management
for specialists in Dutch hospitals and gaining experiences through the participation in
several research projects and policy-making bodies involved in quality management.
Part of the material and findings have been published previously. The following
listing provides an overview of the empirical material used in the different chapters of
this book and related previously published papers,

Set-up of chapter 3: Quality management policies of specialist care:
history and development

This chapter is based on an analysis of publications and policy papers that describe
the history of health policy in The Netherlands in general and the specialisation of
medical care in hospitals in particular, Another source of information is the active
participation of the author in health policy issues, especially related to quality of care,

during the past seven years.’

Set-up of chapter 4: The development of quality management of
medical specialist care through quality systems within the profession

This chapter draws from the same sources as chapter 3. However, for the writing of

this chapter the following specific analyses have been performed:

o an analysis based on policy documents and annual reports of the Dutch Specialists
Association covering the period 1974-1992;

e an analysis based on policy documents of the Royal Dutch Medical Association
(KNMG) covering the period 1980-1992;

e an analysis of the results of interviews with board members of Scientific Societies,
held by cBO 1988-1989;

e an analysis of aseries of articles on the Quality Management Policies of the
different Scientific Societies of medical specialties as published in Medisch Contact
1989-1991;

e an analysis of the results of interviews between the secretary of state for health and
the board;

e members of scientific societies 1993-1994,

Part of the ideas presented in this chapter can be found in earlier publications.’

IKILAZINGA 1995,
SKLAZINGA (1992}, KLAZING A AND CASPARIE (1993), SCHEPERS AND KLAZINGA (1993), HERK VAN, KLAZINGA,

SCHEPERS AND CASPARIE (1995}, KLAZINGA {1996).
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Set-up of chapter 5: Operationalisation
of quality management of specialist care in the hospital

The operationalisation of quality management in this chapter is based on a model
developed during the hospital audit project, 1985-’88, in which the author was one of
the researchers.

Discussions on the tasks and responsibilities of medical specialists in relation to
interns and residents will be based on two studies on ‘house staff development in Dutch
hospitals’ in which the author participated, performed under the aegis of the National
Hospital Institute in 1987 and 1989.

Furthermore, results of the preassessment phase of a European Concerted Action
Programme in the 15 participating Dutch hospitals will be used to give an impression of
the different types of quality-management activities. The Dutch experience will be put
in an European perspective by comparing the Dutch data with the results in the total
group of 267 participating hospitals.

Some ideas about the relation between structural, process and outcome elements of
Quality Management are illustrated with the resules of the European study. This study
was performed under the aegis of the COMAC programme of the Eurepean Union and
the author has been the project co-ordinator for this endeavour.*

Set-up of chapter 6: The selection of topics for quality management:
an analysis of 101 priority meetings to select topics for peer review,
held between 1977 and 1992 in 51 Dutch hospitals

This chapter contains an analysis of 100 priority meetings held with groups of medical
specialists and conducted by CBO staff between 1976 and 1992. Furthermore, personal
experience with the execution of peer-review studies by specialists in hospitals over
a period of 10 years is used as an information source. This material is selected for
analysis because it represents empirical material on quality management through peer
review by specialists in a large group of Dutch hospitals whilst the process of topic
selection was standardised through the method of priority meetings.”

*BEDAUX, KIAZINGA AND VELDE (1986), KLAZINGA (1987), BEDAUX, KLAZINGA, SCHOOL (1988), RLAZINGA
(1988), BEDAUX, DUBBELBOER, KLAZINGA (1988), KLAZINGA (1991}, KLAZINGA (1994).

*EVERDINGEN VAN, KLAZINGA AND CASPARIE (1988), KEAZRNGA AND HELSLOOT (1989), EVERDINGEN VAN,
KIAZINGA, BROEK VAN DEN AND MOUTON (1990, KEAZINGA AND REERINK (1990), KLAZINGA (1994C),
KEAZINGA AND GIEBING (1994).
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Set-up of chapter 7: Practice guidelines and quality management:
an analysis of the nature and development of 33 practice guidelines
developed through consensus conferences between 1982 and 1992

This chapter draws on the experience of the author with the guideline development
programme of the medical scientific council of CBO and the use of these practice
guidelines for peer review in Dutch hospitals. Guidelines were chosen as a topic for
analysis because they represent alarge body of empirical material representing
a specific type of quality management of medical specialist care, developed through
a standardised method (i.e. consensus development). The following specific analyses
were performed:
e analysis of the methods for criteria setting and consensus development as promoted
by cBO;
analysis of the managerial profiles of 33 consensus guidelines;
e analysis of the use of national practice guidelines for the formulation of review
criteria for local peer review.
Some parts of this chapter have been published previously.®

Set-up of chapter 8: Integration of quality management
of medical specialist care in the quality system of the hospital

This chapter is based on experience with the integration of quality management of
medical specialist care in the broader context of the development of quality systems in
the hospital organisation, First experiences with this approach were gained with the
hospital audit project but over the years several projects have been executed by the
author in different hospitals on request of medical staff as well as hospital manage-
ment to facilitate integration of the professional and organisational approach. For
writing this chapter the relation between the specialist and the hospital organisation
has been analysed in more depth using different theoretical models as well as policy
papers and publication on this theme that appeared during the past ten years.
Participation of the author in the steering commitiee of the research projects on the
developments of quality systems in Dutch health-care institutions (NIVEL 1992, 93 aND 95)
was helpful for the development of insights expressed in this chapter.”

*KIAZINGA, CASPARIE AND VAN EVERDINGEN (1987), REERINK AND KLAZINGA (1991}, KAASENBROOD AND
KEAZINGA (1994), KLAZINGA (1994B), KLAZINGA (1995B). ‘

TKILAZINGA AND DONKER {1995), KIAZINGA AND SCHEPERS (1996), SCHEPERS, KLAZINGA AND SCHOLTEN
(1995).
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2.9 ISSUES OF VALIDITY AND GENERALIZABILITY

Validity and generalizability play a role in all types of scientific research. As this study
refers at different places to different types of research, a further explanation of these
terms and there meaning in different methodological contexts seems relevant.

In most research the common approach to validity relates to measurement: a valid
measure is one which ‘measures what it purports to measure’ (KarLan, 1964). A second
traditional approach to validity relates to experimentation (CAMPBELL AND STANLEY, 1966).
The questions here are about internal validity (‘did in fact the experimental treatments
make a difference in this specific experimental instance?’) and about external validity
(‘to what populations, settings, treatment variables and measurement variables can this
effect be generalized?’). The term ‘validity’ refers here to the study design and conclu-
sions whilst the term ‘generalizability’ is often introduced as synonymous with external
validity. In their discussion on experimental and quasi-experimental designs, Campbell
and Stanley identify eight threats to internal validity, a further four to external validity,
and then demonstrate a whole range of research designs which may meet these threats,

As this study is not of an experimental nature these approaches to validity do not
directly apply here. However, this does not imply that validity is not an issue when
performing a study based on a more eclectic-pluralist approach.

Another way of looking at validity in a study/measurement is to think about the
different sorts of validity in which we may be interested (Resson, [981). Apart from
internal and external validity there are:

e face validity — whether it ‘looks right’ to the reasonable discriminating observer;

e convergent validity — whether a number of measures which purport to measure the
same thing all point in the same direction (in contrast to discriminant validity);

e construct validity, which involves defining and measuring an unobservable abstract
or theoretical notion through its associated observables, and whether these observ-
ables can be constructed in terms of more than one construct.

For a theory the predictive validity is an important aspect: whether it is able to predict

future events in a correct way.

Finally, as we move away from experimental studies towards field studies, there are
notions of contextual validity, which is about how any particular piece of data fits in
with the whole picture.

Although the terms ‘internal validity’ and ‘external validity’ will be used several
times, especially in chapter 7 where the process of guideline and criteria development in
medicine is discussed, from the point of view of the overall methodology of the study
both construct and contextual validity seem to be of importance. The central phenome-
non of this study ‘quality management of medical specialist care’ needs to be con-
structed through a variety of concrete manifestations and its development is studied in
a specific (and changing) context. The way the concept ‘quality management of medical
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specialist care’ is constructed is already partly explained in chapter 1 but the operation-
alisation of the theoretical notion through associated observables (i.e. concrete activities
related to medical practice) will be given in chapter 5. The context validity finds its
essence in chapter 3 and 4, where the historical, sociological and organisational context
of medical specialist care in Dutch hospitals is discussed.

The context description on the one hand limits the level of generalizability in the
traditional sense, on the other hand it provides the reader with contextual information
that may help to get a better understanding of the generalizability of the mechanisms
described to other health systems. The empirical material in this study is based on
activities in Dutch hospitals, covering the last ten years, and in some of the covered
areas of specialist care the material is representative, in others it is merely illustrative.

As one of the studies underlying this book is a European study of the implementation
of quality assurance in hospitals, in several chapters the findings in the participating 15
Dutch hospitals will be put in a broader perspective by comparing them with the
findings in other hospitals (in total 267 hospitals in 15 countries participated in the
COMAC study, Krazinga 1994). This is merely done to put the material in a broader
perspective and enhance the convergent validity and does not have the pretense of
generalizability of the findings in Dutch hospitals to the rest of Europe. 'T'he COMAC
study itself has been set up as a before-after design in a given cohort of hospitals that
were not randomly selected buc self-assigned on the basis of enthusiasm to participate in
a research project on quality assurance.

Hermeneutics show that method in itself does not lead to knowledge (Kockeraans,
1975, GaDAMER 1975), and it is clear that inquiry is a particularly human process,
As C.R. Rogers points out:

“Setentific methodology needs to be seen for what it truly is, a way of
preventing me from deceiving myself in regard to my creatively formed
subjective hunches which have developed out of the relationship
between me and my material.”
{ROGERS, 1961)
According to Reason and Rowan (1981:242) validity in this type of research lies also in
the skills and sensitivities of the researcher, in how he uses himself as a knower, as an
inquirer. Validity is in this sense more personal and interpersonal, rather than

methodological.

This study about quality management of medical specialist care is written on the basis

of more than 10 years work in the field of quality management in hospitals. It seems

what Reason and Rowan call ‘an encounter with experiential knowledge’. For this

type of research Reason postulates eight notions about the prerequisites for validity:

e Valid research rests above all on high-quality awareness on the part of the
researcher.
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e Such high-quality awareness can only be maintained if the researcher engages in
some systematic method of personal and interpersonal development.

o Valid research cannot be conducted alone.

e 'The validity of research is much enhanced by the systematic use of feedback loops,
and by going round the research cycle several times. This notion bears similarities
with the ‘grounded theory’ approach in qualitative research as promoted by Glaser
and Strauss (1967).

e Valid research involves a subtle interplay between different forms of knowing.

o Contradiction can be used systematically.

¢ Convergent and contextual validity can be used to enhance the validity of any
particular piece of data.

o The research can be replicated in some form.

All through the research process that culminated in this book, these notions on
prerequisites for validity have been taken into account as much as possible. The
‘biased-viewpoint effect’ and the ‘absence of control effect’ that Riley (1963) describes
for the performance of case studies through participative observation were avoided
through continuous verification and discussions on the object of study with insiders as
well as outsiders. Although over the years the theoretical scope of the study has been
broadened as a result of growing awareness of the importance of contextual factors
(i.e, the adding of professionalisation theory), the processes of induction and deduc-
tion have been controlled and documented as much as possible and the discussions
with colleagues, peers, mentors and ‘friends willing to act as enemies” have helped to
illuminate the researchers conscious lopsidedness (after Toreerr, 1972).
Or, to paraphrase, with due respect, Donabedian in his paper on the effectiveness of

quality assurance:

“These are the reflections of one who, it is hoped, is a reasonably well

informed student of the field. It is largely speculative in method,

relying mainly on plausibility and coherence rather than controlled

experimentation, 1o gain acceptance, But perhaps this study can make

a contribution to the iterative interplay of theory and empirical

observation by which knowledge makes its often painfully slow

advance.”

(DONABEDIAN, 1991:76).
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3 — HISTORICAL DEVELOPMENT

Chapter 3
The development of quality management
of medical specialist care in Dutch

hospitals

A historical analysts focusing on professionalisation
and organisattonal development

in thetr social and economic context

“It may be that greater attention will be paid in the future to
aspects of professionalisation that cannot be explained eastly by
reference to material self-interest.

Who knows? Whig history may yet returnl”

E. Freidson (1994, p. 7)

3.1 INTRODUCTION

For a better understanding of the present activities in the field of quality management
it is necessary to describe the history of medical specialist care in hospitals in
The Netherlands and explain the social and economic context in which it developed.
The development of medical specialisation will be described from the perspective of
professionalisation theory, and the hospital as an institutional setting where medical
specialist care is provided, will be described from the perspective of organisational
development theory. Both processes, professionalisation and organisational develop-
ment, are put in their social and economic context. This contextual approach aims to
help the reader to understand the different forces and mechanisms that shaped the
present attitude and activities with respect to quality management of specialist care.

After a brief introduction to the history of medicine in The Netherlands (3.2}, the
development of specialist care, with its scientific origins in the nineteenth century but
strong expansion in the twentieth century, will be described from three different
perspectives:
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¢ the development of the medical profession and more specific medical specialties
(professionalisation);

¢ the development of hospitals (organisational development)

¢ the different attempts of governments to influence specialist care by either regulat-
ing the price, the volume and/or the quality as well as the access to care (economic
and social context),

Scientific and technical developments and public opinion on health and health care
are considered as an integral (and often crucial) part of the professionalisation and
organisational development processes.

Six different periods in the development of specialist care in hospitals will be dis-
cerned, each period with its own dynamics as a result of the interaction of professionali-
sation and organisational development processes with economic and social forces. The
first two periods cover a rather long era, 1848-1900 and 1900-1945 and are labelled as
“T'he dawn of medical specialist care’ (3.3) and ‘“Towards medical specialist care in
hospitals’” (3.4). Although from a historical point of view a more differentiated division
is possible, two periods are identified here to illustrate the beginning of the development
of medical specialist care and its relevance for activides that we call today ‘quality
management’. For the other periods, given their direct relation with qualicy-
management activities that will be described in chapter 4 and 5, a shorter time horizon
has been chosen. The periods mark different prevailing health policy approaches taken
by government to influence the development of medical specialist care. The third and
the fourth cover the periods 1945-1960 and 1960-1974 respectively, and are characterised
as the ‘guided awakening’ and the ‘blossoming of medical specialist care’ in a hospital
setting (3.5, 3.6). The fifth period covers 1974-1987, a period during which different
attempts are made to regulate specialist care in hospitals {"T'he framing of specialist
care’) (3.7). The last period covers 1987-1996 when specialist care in hospitals is
perceived as a service industry within economic constraints (“The taming and blaming
of medical specialist care?’) (3.8). The chapter ends with some reflections on the
changes in the professional autonomy of medical specialists and on the nature and
scope of existing and emerging systems for quality management of specialist care (3.9).
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3.2 THE HISTORY OF MEDICINE IN THE NETHERLANDS:
A SYNOPSIS FROM A SOCIOHISTORICAL POINT OF VIEW

The history of medicine in The Netherlands is similar to the history of medicine in
most West European countries. History of medicine is often described along the lines
of the development of clinical science, showing how observation, experimentation and
technology feed basic medical sciences such as anatomy, physiology, microbiology and
pathology, that become embedded in both academia and the hospital, resulting in
a continuous series of discoveries and ‘medical heroes’ (BREGER 1993, BoorH 1993). Apart
from these traditional positivistic historical descriptions a growing number of social
historical studies have been published during the past decades that focus on the
interaction between medicine and society. Many sociohistorical descriptions of the
relation between medicine and society tend to focus on the effects of epidemics when
they describe the seventeenth and the eighteenth century: on prevention of illnesses
and the impact of preventive measures on society when describing the nineteenth
century and on the development of medicine as a profession when describing the
twentieth century (Mor, VAN LiESHOUT 1989).

In descriptions of the development of the medical profession, the balance of power
beoween the state and the profession is usually a central theme. Following Foucault’s
concept of governmentality (Foucaurr 1979), the rise of the medical profession and its
forms of institutionalised experdse should not be considered as an autonomous process,
separated from state and society, but rather as a part of the process of state formation. In
a certain sense, overseeing established definitions of iilness, the profession is the state:
the privileged place of medical definers in the social order is that they are part of an
official realm of discourse (Jormnson 1995).

The effect of ‘doctors” on the health of the population before the beginning of the
nineteenth century in The Netherlands, as elsewhere in Europe, is usually considered
marginal. Physicians who had studied at universities (and had been more oriented
towards theory than towards practice), surgeons who performed surgery and herbal
healers all have had a cultural impact, but their therapeutic contribution towards heath
is considered as minor. At the same time the relation between the governing national
and local authorities and the professionals was rather loose and neither the doctores
medicinge nor the surgeons can be considered as ‘state agents’. However, both the
industrial and the French revolution have brought about changes in the Dutch society
that still shape the roles of the state and the medical profession.
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3.2.1  Medicine in The Netherlands in the nineteenth century: from
organised public health care towards organised personal health care

Historians commenting on the nineteenth century tend to focus on the role doctors in
The Netherlands were playing in relation to the introduction of preventive measures
and the effects this had on society (Mo, Van Liesnout 1989). The links between medicine,
society, and state governance become visible, Urbanised areas are considered a source
of infection, and thus cities become the focus of the so-called ‘sanitarians’: a group of
doctors that try to persuade national and local government to take preventive actions
to improve the health of the population (Houwaarr, 1991). Doctors become involved in
discussions on the way society should be regulated. At a certain point there is even
a conflict between doctors and engineers about which profession is responsible for the
design of cities (VERDOORN, 1965). Doctors influence the schooling system, but influence
on the factories as a potential source of illness (the work of Coronel) was hardly
permitted during the industrialisation period (Mor, VAN LIESHOUT 1989).

Gradually the focus of prevention shifts towards the end of the nineteenth century
from the public domain to the private domain (VaN pEr KorsT 1988). Although new
technology and emerging scientific knowledge pave the way to improved methods for
diagnosis and treatment, the impace of individual clinical care is still considered of little
influence on ‘health benefit’ (McKrown 1979). Mackenbach {1992) concludes that major
shifts in mortality between ca. 1800 and ca. 1875 are partly influenced by the growth in
welfare (and the extinction of food shortages) but to alarger extent by collective
prevention (cholera) and health care {smallpox) (MackenBach, 1992:37). ‘The sanitarian
movement in the nineteenth century illustrates also that health measures, even when
they are effective, should not be assessed merely by mortality data. They also have an
impact on the way society is regulated and on the behaviour of individuals. Health
measures proclaimed by medicine should be interpreted as part of the complex social
and cultural environment of which they are part.

The notion that the history of medicine cannot be described by looking at medical
effectiveness in terms of its impact on mortality data alone is congruent with the multi-
dimensional definition of quality of care provided in chapter {. This similarity under-
lines the choice made in this chapter to take the sociohistorical approach in describing
the history of medical specialist care in The Netherlands. A traditional historical
description, focusing on the scientific development and the individuals personifying
medical progress would be too limited ascope to understand the real nature of the
development of quality management of medical specialist care.
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3.2.2  Medicine in The Netherlands in the twentieth century:
personal care delivered by specialists in the hospital
and by general practitioners in the home situation

In the twentieth century the weight of preventive medicine diminishes relative to the
rapid expansion of clinical medicine. Clinical medicine is not aimed at populations
and public life but focuses on the individual patient. In the first half of the century
this expansion of personalised medicine was carried for a large extent by the family
doctors but after World War 11, specialists and hospitals became increasingly impor-
tant (Mor, Van Liestout, 1989). The status of the specialist increases when therapies
become more effective and hospital stay more commonplace, at the same time the
status of the family doctor seems to devalue. Both the general public and the profes-
sion tend to perceive the family doctor as less in tune modern technological medicine.
In the fifties specialist care in The Netherfands becomes more and more integrated in
the hospital organisation. Partly as a reaction, further professionalisation of the family
doctor takes place during the sixties and seventies. This shows in specific research in
primary health care, specific training programmes, a (politically endorsed) status as
gatekeeper of the health-care system, and quality-management initiatives for General
Practitioners (VAN HERK ET AL, 1994).

Since the eighties the balance in public esteemn between specialists and General Prac-
titioners (GPs) in The Netherlands seems to shift again now that the benefit of clinical
medicine, driven by new specialised knowledge and technology, is questioned and the
family doctor, putting more emphasis on the role of communication in health care,
provides a better fit with the democratised post-modern society than the specialist.

3.2.3 Specific characteristics of professionalisation
of the medical profession in The Netherlands

The history of the expansion of personalised medicine is usually described by looking
at the development of the medical profession as a group that, armed with new
(scientific) knowledge that can be applied in practice, tries to achieve an independent
position, both professionally and economically. This explains the large amount of
sociological literature perceiving the development of medicine as a process of profes-
sionalisation (LE. FREIDSON 1973, HAUG 1973, JOHNSON 1972 ABBOTT 1988). In The Social Transfor-
mation of American Medicine Starr (1982) gives a detailed account of the development
of the medical profession in the USA from a weak unorganised group in the nineteenth
century into a monopolistic, well-organised profession since the 1920s. By resisting
pressure from government and ‘third parties’ like industry and insurance companies,
physicians managed to achieve not only professional autonomy in the clinical field
but also relative economic independence. When in the sixties the American govern-
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ment tried to regulate the expansion of health care, resistance from the medical side
arose. This had, however, the paradoxical effect that commercial industry became
interested in health care and started to consider the ‘medical industrial complex’ as an
interesting field for investments. Starr (as quoted in Mol and Van Lieshout) concludes
that:

“V...] the resistance of physicians and hospitals against public control

on public services has resulted in commercial forces that will in the

Juture threaten the independence of private doctors and hospitals. In

the long run the development of a commercialized medical-indusirial

complex will be a bigger threat towards the autonomy of the medical

profession than all attempts of government to regulate health care.”
(STARR, 1982:445)

This conclusion gives rise to reflections on the developments in The Netherlands
where the debate on regulating health care since the mid-eighties is also shifting from
a profession-government debate towards a profession-financier debate, and increased
competition in health care is foreseen in several policy plans (DERKER 1987, SMONS 1990).
This shift in the debate on regulating mechanisms is transforming professional
autonomy. In the changing context of the Dutch health-care system adaptations can
be observed in clinical autonomy {medical decision making), economic autonomy
(influence on income) and political autonomy (influence on regulations related to the
profession and health policy in general). These changes can, however, better be
characterised as transformations to a changing context than described in terms of
increase or decline of professional autonomy (SCHEPERS, KEAZINGA 1993).

The work of Starr and other social historians of medicine illustrates that the devel-
opment of medicine cannot be understood without looking at the way the medical
profession has developed itself and how it has handled health care as an economic good
and as asocial commodity, Policies and activities of the medical profession on the
quality of medical care should therefore also be considered in their economic and social
context, The professional should be seen not only as a medical expert but as an entre-
preneur with his/her own economic interests and as a citizen with social responsibilities.

According to Mol and Van Lieshout, studies that describe the history of medicine in
The Netherlands bear similarities with the work of Starr® Although they conclude that
in many Dutch studies more emphasis is put on scientific development as an incentive
for further professionalism, the drive for autonomy is considered a central theme. The
main difference between Dutch studies and the one by Starr seems to be the attention
paid to the other actors in the health-care field such as government, sick funds, labour

SThese refer to the work of Querido, 1965 and 1967; Festen, 1974 and 1985; Juffermans, 1982; Goudsmit, 1975;
De Wolff, 1984; Jaspers, 1985; Haneveld, 1986; Van der Grinten, 1987 and Griincwald, 1987.
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organisations, employers’ organisations, patient organisations and the different political
and religious organisations that shaped Dutch society. Another difference seems to be
the parallel professionalisation of specialists confined to the hospital setting and general
practitioners playing a predominant role in primary health care (MoL AND VaN LigsnouT
1989),

In general, the health-care debate in The Netherlands throughout the past century
seems to have been grounded more on solidarity in society than the corresponding
debate in the USA. Health care is to a large extent considered a social right that should
be guaranteed through collective risk sharing. On the other hand a national histery of
corporatisation and liberalisation has always restrained health policies based on strong
government interference. Perhaps these national health policy characteristics explain
part of the nature of the ‘quality debate’ in health care — as this will be unfolded in this
chapter and chapters 4 and 5.

33 1848-1900: THE DAWN OF MEDICAL SPECIALIST CARE
IN THE NETHERLANDS

3.3.1 The founding of the Dutch Medical Association (NMG)

The year 1848 was a year of turmoil all over Europe. Revolutionary activities in
France brings about a spirit of change and revolc against the establishment. For the
medical community in The Netherlands it is a year of unrest about the general health
sitvation (sanitarians), the lack of uniform training programmes and the wish to link
the study of medicine to the emerging natural sciences (Amsterdam lecture prof. Van
Geuns 1847). But especially the threat towards the independent position of
‘physicians’ working in the rural areas, since 1842 agovernment committee was
working on the revision of the laws on health care of 1818, has cumulated in an
initiative of 14 local medical associations to found The Netherlands Medical Associa-
tion (NMG) (Amsterdam, 23 August, 1848) (van per Kowst 1988). The association
becomes official in March, 1849, but the first meeting of the general assembly has to
be postponed till 22 and 23 October in Arnhem because of a cholera epidemic.

The objectives of the association are to revise the legislation on health care and
health-care professionals thus improving the health of the population as well as the
general status of the medical profession (van DER Korsr, 1988). At the time of the founda-
tion of the NMG the medical profession is quite diverse and does not constitute one
occupational group. Apart from the doctores medicinae with their academic training in
medicine and/or surgery and obstetrics, there is a variety of healers working in rural
areas and aboard ships with varied types of formal authorisation. In accordance with
a law from 1818 provincial committees have the responsibility to assess the competence
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of practitioners and provide licences to practice and inspect the quality of care delivery.
General opinion around 1840 is that the control function of the provincial committees is
insufficient to prevent quackery (CANNEGIETER, 1954:49). The founding of a national
medical association, promoting not only scientific development but also the economic
and political interests of a more unified profession, can in the same period also be
observed in other West and North European countries and the usa (Denmark 1857,
Den Almindelige Danske Lageforening; Great Britain 1832, British Medical Associa-
tion; Norway 1886, Den Norske Lageforening; USA, 1886, American Association of
Physicians). In Belgium, although channelled through different types of organisations
(with a strong distinction between the medical elite and the common medical practitio-
ner} a similar process of professional unification and increased professional autonomy
takes place (Scureers, 1994). The Netherlands Medical Association grows steadily and
organises itself in districts all over the country. Around 1900 almost all physicians are
members.

From the start the NMG tries actively to influence governmental policy-making re-
lated to the medical profession, Different attempts of government through a series of
state committees (the first one in 1841) to produce new legislation on health care and
the health-care professions, are the subject of intensive discussions. Formal steps are
taken in 1865 under minister of internal affairs Thorbecke. In that year several laws are
accepted in Parliament that regulate the organisation of medical education and the
rights for physicians to practise (Wet op de Ultoefening der Geneeskunst, Wet op de
Verkrijging der Bevoegdheid) and control on medical practice (Wet op het Geneeskundig
Staatstoezicht). Although the NMG has great difficulty with the government attempts to
control the medical profession, the government ideas about medical training meet
approval.

3.3.2 Compulsory academic training to practice medicine

Academic training becomes compulsory to practise medicine. ‘This academic training
is examined through two state examinations, one on theory and one on practice.
These examinations are the responsibility of a committee, set up independently from
the medical faculties (it will last until 1921 before state examinations are abolished
and medical examination becomes the sole responsibility of the medical faculties).
The new situation favours the academically trained doctores medicinae and has a large
impact on the other healing disciplines. Although some docrores medicinae also
perform surgery and obstetrics, academic theory and empirical practice had mainly
been separated and considered as of different status. Now the knowledge of the
doctores medicinae and the skills of surgical healers and other medical professionals is
merged in ajoint curriculum with a sound scientific basis. The state commissions
responsible for taking the state examinations play an important role in the process of
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the introduction of scientific medicine into the universities as well as the introduction
of the sciences in secondary schools, preparing scholars for academic training (Van
LizsURG, 1995). In 1879 a new law for higher education provides the basis for the
integration of the non-academic teaching of medicine within the universities. Non-
academic students can pass state medical examinations in order to become
a physician. The professional status of physicians increases. Training requirements
are refined and (the four) universities start to include more practical education in
their programmes.

The control on medical practice takes shape by means of an Inspectorate of Health
although this Inspectorate has very limited instruments for actually influencing health
care and a lot of room is left for self-regulation of the medical profession. In pace with
the academisation of medicine scientific associations are set up around 1900 to represent
the academic and occupational interests of the new groups that evolve as a consequence
of the further differentiation of the medical profession. Examples are the Society for
Psychiatry and Neurology (1873), the Society for Surgery {1902) (see also 4.2).

3.3.3 The development of the hospital organisation in the 19th century

In the course of the twentieth century hospitals undergo major changes that are
characterised by Turner (1987) as the third phase in their development after being
based on religious and charity foundations. In the nineteenth century, hospitals are
considered a place for the poor and travellers where they can get care, usually pro-
vided by the church or the municipality, that they cannot afford at home. The name
Gasthuis (‘guesthouse’, the Dutch translation of the neo-Latin hospitale), which is still
prevalent in the names of several Dutch Hospitals, expresses this function of the
hospital in the nineteenth century (QUERDO, 1967). At the same time the use of the word
Godshuis (‘the house of God’) illustrates the religious foundation of many Dutch
hospitals. During the nineteenth century and especially after 1865 hospitals are more
often used as training sites for medical students. Firstly the special hospitals are
recognised as a place where a physician can build a career, but later on general
hospitals are also recognised as a proper workplace for scientific medicine. To quote
Granshaw:

“It was in the assistance that the hospitals provided to the uprwardly

mobile doctor that the key to their foundation can be found.”

(GRANSHAW, 1989:200)
In comparison with France, the UK and Belgium the involvement of physicians in
Gasthuizen en Godshuizen in The Netherlands seems to have been a bit slow. The
Belgian physician Van Meerbeeck comments in 1842 on the situation in Dutch

‘hospitals” as follows:
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“Il west pas douteux, non plus, que si les médecins avaient un peu plus

d’influence dans Uadministration des hdpitaux, tout les hépitaux de la

Hollande ne fussent bient6t pourvus d*éléves internes. Leur absence,

tout dans les hépitaux de clinique que dans les autres hépitaux civils de

ce pays, m’a singulierement frappé; [...] comment, sans eux, il est

possible de faire convenablement le seruvice de ces établissements.”

{VAN LIEBURG, 1986:11)
Gradually, however, more doctors become involved in hospital activities, at first
mainly employed part-time (family doctors who combine their practice with work in
the hospitals). But eventually, with the expansion of the number of specialists and
policlinics, specialists become full-time involved in hospital care and combine
polictinical and clinical work using hospital beds for patients who can be treated
neither in an ambulatory setting nor at home. When policlinics are located within the
hospital building specialist care and the hospital organisation integrate even further.
Two other developments in the nineteenth century that gave hospitals a push forward
are the Law on the care for the poor in 1854 (Armenwet, enforcing the caretaking
function of the hospital) and the Law on contagious diseases in 1872 (Legal embed-
ding of the cure function for infectious diseases and increased involvement of the
inspectorate of health) (VANLEBURG, 1986),

3.4 1900-1945: TOWARDS MEDICAL SPECIALIST CARE
IN FHOSPITALS

3.4.1 The rise and decline of specialist practice performed in policlinics

In 1883 the Dutch Medical Association (NMG) welcomes its first specialist members.
These are mainly professors and their assistants. Other specialists working in hospitals
do not exist at that time. Around 1900 a growing number of family doctors starts
working part-time as a specialist. This results in half-specialisten, physicians who still
work as a family doctor but spent part of their time with diagnosis and treatment of
diseases related to the skin, eyes, children, nervous system, ears or throat. These initial
forms of specialist practice are organised in so-called ‘policlinics’ {city clinics for poor
ambulatory patients; PINKHOF MEDICAL DICTIONARY 1936).

In 1903 the Dutch Medical Association introduces a system for jurisdiction for its
members, including rules on interprofessional behaviour on transferring patients and
starting a new practice. This form of self-regulation of the profession can be considered
as a quality control system aquant la lettre with an internal function (assuring a certain
level of care delivery) as well as an external function (assuring a certain economic
autonomy). This second function is illustrated by the pofikliniekfrvestie, the debates in
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the NMG about the rapid growth of the number of policlinics, resulting in a special study
committee in 1906, Although the rise of specialisation and policlinics is heavily debated,
the NMG is not able to enforce any form of self-regulation and more or less accepts the
situation as it develops. In several cities (starting in 1905 in Amsterdamy), independent
organisations of specialists are set up. In 1910 the limited number of medical specialists
succeed in establishing their own organisation within the framework of the Medical
Association. It will last, however, until 1931 before the Specialisten Registratie Commissie
{a committee keeping a register of qualified specialists) is established and thus the post-
graduate training for specialists is formalised. The self-regulation of specialists” job
descriptions, recognition of the profession and patient transfer between family doctors
and specialists is formalised only after along period of internal debates within the
profession. In the period between 1900 and 1930 the number of physicians calling
themselves specialists grows from 100 to 1000,

In 1928 the Dutch Parliament accepts the Medische Tuchtwer (Disciplinary Law for
the Medical Profession), a law that initiates a still existing practice of jurisdiction that
functions between the handling of patient complaints on the one hand and criminal
lawsuits on the other. The law leaves sufficient room for self-regulation of the medical
profession and formalises strong input of professionals in the law-seeking process (see
also 4.3).

It can be concluded that around 1930 specialisation in medicine is there to stay.
Neither the medical profession (NMG), nor the state have seriously tried to stop the
specialisation process. The powerful combination of new theory (scientific develop-
ment) and new practice (inidally in policlinics) resulted in a series of specialties that
become integrated in the existing formal structures of the medical profession (NMG,
specialty registers) and the state (laws on medical professions).

3.4.2 The financing of health care

Since the second half of the nineteenth century the medical profession gets a growing
grip on the financing of health care by creating doksersfondsen (‘physicians’ funds’).
These can be seen as insurance initiatives taken by the physicians themselves: people
who pay a contribution will get treatment when they need it. This initiative partly
blocks the way of the development of for-profit insurance companies and not-for-
profit sick funds as set up by groups of employees. Attempts of government to regulate
health insurance are resisted. Since 1913 government regulates payment of employees
during periods of sick leave with the Ziektewet, but no further initiatives for health
insurance are taken at that time. In 1913 the Medical Association takes the initiative
to bundle the different doktersfondsen and create maatschappijfondsen (‘association
funds’),
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It will last until World War 11 when the German occupiers, used to the Bismarckian
model of Krankenkassen, change the previous privatised and largely voluntary system of
health-care financing and introduce a legal basis for sick funds in 1941. The proportion
of insured persons rises from 40% of the population in 1940 towards 70% in 1950. The
system of sick funds is at present still intact although in the nineties discussions take
place to transform it into abasic insurance system for the whole population with
a limited coverage. Although the social care system (apart from health care including
provisions for unemployment, poverty, old age pensions etc.) is developed rather late
compared to other European countries, the scope and volume of provisions of nationally
regulated social care is substantial. Taxes are as a result rather high compared with
other West European countries. Consequently in The Netherlands debates on access to
care have always been strongly linked to politics on income solidarity (VAN DER VELDEN,
1993).

3.4.3 The development of the hospital organisation
between 1900 and 1945

The development of hospital care is around 1900 characterised by the fact that
a growing number of doctors become involved in hospital management thus replacing
the members of the clergy and governors appointed by the municipality college
(regenten). In 1900 physicians who combine the task of clinical work with hospital
management {(geneesheer-directeur) organise themselves in the Geneeskundige Vereeni-
ging ter Bevordering van het Ziekenhuiswezen (GVBZ), This association, set up within
the frame of the NMG, acts as a professional organisation and guards the interests of
the larger hospitals (small hospitals usually cannot afford to have a physician-
director) (WorF, 1992).

Jaspers (1985) gives the following characteristics of a Dutch hospital around 1900:
decent nursing, sober amenities and food, patients from lower classes, a simple structure
of cure and care, assistance from several doctors and trained nurses, and management
by a doctor, but in a lot of cases by other functionaries as well,

The quality of hospital care is influenced by the inventions in medical science that
have a major impact on the way medicine is practised: asepsis (Semmehweis, 1846},
ether (Morton, 1846), chloroform (Simpson, 1847), antisepsis (Lister, 1865), Especially
antisepsis results in many practical changes and additional investments in hospitals.
Another contribution to the major changes of hospitals come with the introduction of
trained nurses. Around 1900 there are 800 nurses with a diploma and the training
possibilities will expand rapidly when hospital training for nurses is developed, resulting
in more than 6000 nurses shortly after World War 11 (jaseers, 1985:36).

The effect is that hospitals are no longer associated with care for the poor but become
institutions where ‘scientific treatments’ can be obtained that cannot be provided in the
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home situation. Thus, since the beginning of the 20th century, the modern hospital, as
a complex service organisation providing specialised medical care, takes shape. Accord-
ing to Turner (1987) the development of the modern hospital as a centre for training
doctors and promoting research owes a great deal to the transformation of the hospital
system by the French revolution. He bases this conclusion on Foucault (1973). Foucault
recognised the existence of ‘proto-clinics’ from the seventeenth century (such as the
clinic established by Boerhaave in Leyden in 1685), but he argued that it was the reform
undertaken by the Comité de Médicité in France which paved the way for a new
empiricism in medical training, When post-Descartian medicine, and medical special-
ists who are the products of the professionalisation process that went with it, took the
hospital as their working place where patients can be studied and cured (and started
calling it aclinic), the seeds for the development towards the modern hospital as
a professional bureaucracy are planted. In summary three groups of factors seem to have
influenced this development of the hospital organisation:

¢ The successful professionalisation of the medical and nursing profession.

¢ Improvements in hospital hygiene and sanitation together with a series of inven-

tions (like anaesthesia).

© The willingness of the middle class to enter the hospital in search of cures Frws

1952, LARSON 1977),

The historical development of hospitals in the USA is described along similar lines by
Rosenberg (1987} who also puts emphasis on the links with the social history of
American society.

In The Netherlands the gradual integration of ambulatory specialist care provided in
policlinics in the overall function of the hospital and the rather sharp distinction
between specialists and general practitioners have shaped the present profile of Dutch
hospitals. Jaspers (1985) concludes that these developments have resulted in both an
absolute growth of hospital capacity and an increase of its use.

Before World War 11 the Dutch government has hardly tried to influence this rapid
expansion. The only serious atternpt to regulate hospital capacity (and introduce
a licensing system) was undertaken in 1935 by the Frederiks committee, but failed. Wolf
(1992) concludes that the opposition of the owners of the hospitals (private ownership
of 80% of the beds), against government interference, blocked planning initiatives.
Collectively the organisations of physician-directors (GVBZ), and the hospital board
members (Vereniging van Ziekenhuizen in Nederland, municipality hospitals), Bond der
Nederlandse Diaconessenhuizen (Protestant) and the Vereniging van Katholicke Zicken-
huizen (Roman Catholic)) were in favour of self-regulation to guard their own interests.

The relations between the GvBz and the hospital organisations are in the thirties
rather troublesome. The question arises who is in charge of the hospital: the traditional
hospital board or the physician-director who presents himself as an expert on hospital
care and proposes many innovations (WOLF, 1992:197, D'HAENE AND SCHALEMA 1987). It seems
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remarkable that, contrary to the development of hospital administration as a separate
profession at the beginning of the twentieth century in the USA (Vocrr, 1989), the devel-
opment of early hospital administration in The Netherlands is so strongly linked to the
medical profession. This has certainly shaped the profession management debate in
Dutch hospitals as will be discussed in more detail in chapter 5.

35 1945-1960: GUIDED AWAKENING OF
MEDICAL SPECIALIST CARE IN A HOSPITAL SETTING

The expansion of specialist care and hospitals continues after World War 11. Attempts
of the government to get more grip on the structuring of the post-war health-care
system are not successful in contrast to the UK where Labour Secretary Bevan intro-
duces the National Health System in 1948, The actors in the health-care field
(especially the powerful Roman Catholic organisations) continue to regulate the
health-care services without major government interference. Flowever, they cannot
prevent the government from developing specific policies towards health economics.
These policies are the inidative of the Ministry of Economic Affairs. As part of the
post-war reconstruction of The Netherlands, emphasis is given to industrial growth
and therefore expenditure on health care must be controlled, The Ministry takes
a centralised and global approach, which is not grounded on laws developed specific
to health care, and starts to control the income of physicians and the premiums from
sick funds, Furthermore, the prices for hospital care are maximised and the building
of new hospitals is regulated. For each construction initiative permission from central
government is required. With this strict regime the Ministry of Economic Affairs,
supported by Parliament, tries to regulate the growth of health care (aseers 1985,
GRONWALD 1987, SCHUT 1995).

This regulation of building initiatives, volume and prices is only partly successful as
the autonomous growth process of health services continues. Between 1945 and 1960
the number of hospital beds rises from 36.000 to 58.000, although hardly any new
building initiative is taken. The results are crowded and old-fashioned hospital wards:
in 1960 halif of the Dutch hospital buildings is built in the {9th century. The global
economic regulation of the Ministry has resulted in some quantitative limitations but
has above all resulted in a qualitative decrease of health care (MoLAND VAN LIESHOUT, 1989).

3.5.1 ‘Closed hospitals’, ‘partnerships’ and medical staff development

At the end of the fifties more changes in hospitals in the direction of the institutes as
we know them today are noticeable. Increasingly specialists stop having a practice at
home and start an office in the hospital where they can be consulted by patients

80



3 — HISTORICAL DEVELOPMENT

(VissgRs, 1980). Medical specialist care in the hospital is limited to those specialists who
have a contract with the institution. The contract allows them to perform specialist
care, using the beds and other facilities of the hospital. This construction, of
a combination of policlinic consulting hours and clinical care on the wards by the
same doctors and a limited group of peers, will characterise the further development
of medical specialist care in Dutch hospitals. When specialists choose the hospital as
their working place, a discussion starts about their exact role and responsibilities
within the hospital organisation. After World War II this debate focuses on the issue
whether the hospital structure rowards specialists should be ‘open’ or ‘closed’. Two
reports on this issue, addressed to the board of the Royal Dutch Medical Association,
appear in 1949 and 1954 and a third one, addressed to the minister of Social Affairs
and Health Care in 1957, All three reports express the wish to organise all specialists
working in a hospital in a formal medical staff. The draft versions of bylaws, attached
to the first two reports, formulate the aim:

“Through co-operation realise the best medical care, the best scientific

results and the most efficient modes of work attainable given the local

conditions.”
Until 1958 the discussion about open and closed hospitals is dominated by arguments
related to the freedom of choice of patients, autonomy of specialists and responsibili-
ties of hospital management. In a lecture to the Association of Hospital Directors,
J.H. Pannekoek introduces the quality argument in the discussion when he states
that:

“A structured well-functioning medical staff is necessary to assure the

level of the care given in the hospital by continuous evaluation and

tmprovement.”
(J.H. PANNEKOEK, 1958)
Pannekoek, a specialist in internal medicine who at that moment was hospital

director in Deventer, believed that the director and board of a hospital could only
carry the external responsibility for the quality of care given in their institution when
the medical staff, as a collective body, takes the responsibility to assure the quality.
A few days later this opinion is quoted in the speech of the chairman of the Dutch
Specialist Association to the annual assembly (van NizuweNHuZEN 1958) thus strength-
ening the idea that specialists should take their responsibility with respect to quality
management, It is noteworthy that the speech in which Van Nieuwenhuizen ex-
presses this view was entitled ‘About measures to protect a free profession’, The link
with changes in professional autonomy as part of professionalisation seems evident.
Already in 1958 Pannekoek bases part of his views on the audit system existing in the
Usa and introduces the English terminology.

Hence, after a discussion of several decades the final conclusion is drawn to have
‘closed hospitals’; specialists have exclusive contracts with one hospital and provide
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ambulatory care in policlinics located on the hospital grounds. This decision will have
amajor impact on the labour division between specialists (working exclusively in
a hospital), and general practitioners.- In contrast to the situation in for example
Germany, The Netherlands houses few specialists with an (ambulatory) practice at
home. Through the institutionalisation of a medical staff the specialist regulate their
political autonomy, i.e. they influence the hospital strategies that have an impact on
their work (Roovasrps 1961). At the same time more and more groups of specialists of the
same specialty formalise their relation with the hospital through partnerships. In these
partnerships the economic interests of a group of specialists is bundled. Thus economic
autonomy of the specialist is to a large extent dependent on the functioning of the
partnerships (see also chapter 5). Fee-for-service remains the main mechanism for
specialist financing. In 1949 the specialists’ association (LSV) and the association of sick
funds agree upon uniformation through a national fee schedule. The hospital also
charges a fee, based on the number of days a patient stays in the hospital. These fees are
paid by either the sick funds or private health insurers.

Hospital culture in the fifties and sixties is still largely dominated by the different
denominational groups in the Dutch society. Based on an analysis of annual reports De
Gooyer (1988) characterises the image of the hospitals in this period as isolated from
social realities, and not, as in industry, integrated in the surrounding social context.
Hospitals are ‘a world in themselves characterised by devoutness and austerity’.
Hospital management is usually the responsibility of a physician-director, sometimes
assisted by a deputy. Very few hospitals have at that time an economist as (deputy)
director.

3.6 1960-1974: BLOSSOMING OF MEDICAL SPECIALIST CARE
IN HOSPITALS

During the period 1960-1970 economic growth and further expansion of the possi-
bilities of specialist care facilitate new government policies. After a period of economic
control, liberalisation of health care is the central issue. The corporate approach, in
which the different parties in the health-care field are responsible for planning and
control, is again emphasised. Price liberalisation results in a health syst