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1.1. Aim of this dissertation

policymakers have embraced market-based incentives and a commercial orientation 

traditional sector certain niche markets, and to assess whether these innovations 

study because these healthcare providers are incentivised to act as commercial 
entities but are simultaneously restricted by a ban on the distribution of dividends. 
This dissertation focuses on commercially-oriented providers, encompassing both 

of dividends. Table 1.1. provides an overview of healthcare providers by degree of 
commercialisation and shows the position of commercially-oriented providers on 
this spectrum, thereby illustrating the scope of this dissertation.

Table 1.1.

Degree of 
commercialisation

Type of organisation Commercial 
orientation

Ownership 
type

Low 
commercialisation

Publicly-owned, legally dependent Non-
commercially-
oriented

Public

Publicly-owned, but legally independent

Private-law providers, but state holds 
shares

Private

Commercially-
oriented

funded

High 
commercialisation

funded
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providers perform in terms of costs, quality and accessibility in relation to the 

services by commercial niche organisations? Figure 1.1 provides a schematic outline 
of the dissertation.

overview of this dissertation.

Figure 1.1. Schematic outline

 

Market Trends

Comparison 
‘traditional sector’

Ethical reflection

For-profit 
hospitals

For-profit 
nursing homes

Independent 
treatment 

centres

Chapter 2 Chapter 3 & 4 Chapter 5

Chapter 6 Chapter 7 & 8

Chapter 9

1.2. Emergence of commercially-oriented healthcare providers

1.2.1. The birth of commercially-oriented providers of public services

embracing neoliberalism, reckoned that to “get more for less”, public services should 
adopt a business mindset and become more commercially-oriented. Among other 

services.1

such as New Zealand, Australia, the Netherlands, and Canada. This paradigm shift 

1
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2,3

NPM is a multifaceted approach, but its conventional characteristics are public 
budget cuts, privatisation, competition and decentralisation.4 NPM in a nutshell is “a 
way of reorganising the public sector bodies to bring their management, reporting, 

5, 

p.9

6

Box 1.1. Non-market failure theories

providers are usually monopolies. “The absence of competition, either actual or 
threatened, and of the danger of take-over, reduces the incentive to keep costs 
to a minimum”.6, p.432 As well, prices become divorced from the actual costs of 
production.  Secondly, public organisations have to develop their own internal 

8 In any organisation, 
these internal goals are used to guide, regulate and evaluate performance,  but 
for public providers these internal goals are not clearly spelled out and may 
not align with the public purpose that the organisation is supposed to serve. 

9 Thirdly, 
public organisations can become politicised and this is often a distraction from 
optimising public services.10,11

1.2.2. Commercially-oriented providers in the healthcare sector
NPM ideology found its way into the healthcare sector as a response to increasing 

problems of high costs and low responsiveness to patients’ demands.12 In turn, in 
1991, an internal market was created, introducing a purchaser-provider split in the 
NHS.13 The Netherlands also embraced this ideology as a cure for the illnesses of its 
own healthcare system.

However, market principles and healthcare provision are not a match made in 
heaven. As early as 1963, the founding father of healthcare economics, Kenneth 
Arrow, warned that the healthcare sector does not comply to the conventional script 
of pure market mechanisms.14 Several characteristics make the healthcare market 
“unique”, such as information asymmetry between the patient and the healthcare 
provider and the nature of demand.14

market forces in the healthcare system. Some argue that healthcare services are not 
commodities and should not be treated as such.15-18 Other ethicists and physicians 

BinnenwerkFlorienVersie1.indd   14 23/02/2021   16:18:28
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contend that market forces will erode the professional ethos;19,20 in other words, 
saying that the patient-provider relationship would be damaged by market forces.21

1.2.3. Commercially-oriented providers in the Netherlands

provision, the Netherlands did reform the healthcare system towards a more 
demand-led system.22

roughly had in common is that healthcare providers, care seekers and healthcare 
purchasers were given a new script and new roles. According to these new roles, 

purchasers, and healthcare providers became commercially-oriented organisations.23 

on the opportunities provided to citizens and entrepreneurs. It requires an entirely 
24,p.84,i Figure 1.2. provides 

a schematic outline of the new healthcare landscape.

 or what the 
28-30 

healthcare providers.

Most healthcare systems host both public and private providers. However, the 
Netherlands has only private healthcare providers. This private sector in the 

providers imposes the so-called “non-distribution constraint”, which prevents 

stakeholders.31

over time and more commercially-oriented providers have sprung up, the for-
ii

i

ii

1
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Figure 1.2. iii

Healthcare insurers or 
long-term care offices 

        active care 
purchasers

Healthcare providers 
         commercially-oriented  

organisations

Patients/long-term care 
seekers            consumers

Healthcare 
provision market

Regulation and 
supervision by 
the government 

and independent 
agencies

 

ban.33,45

from country to country. In some cases, they operate as rival mainstream provider, 

market.46

as cream-skimming patients and issues of equity.
The composition of the Netherlands’ healthcare market is rather unique compared 

to healthcare markets in other countries because all intramural care providers are 

iii Note that with regard to personal-budgets, the care seeker is also the healthcare purchaser | Figure 
is based on: 25. Tweede Kamer der Staten-Generaal. Vernieuwing van het zorgstelsel. Nota. Vraag aan 
bod
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the Netherlands

32

healthcare system emerged in the curative care and long-term care sector.33 The 
commercially-oriented healthcare sector was a diverse market and operated on 
a small-scale.34

The paradigm shift towards a market-based healthcare system reopened 

to mature.25 The idea was to lift this ban in due course, although this remained 

proposals,

approved a law lifting the ban, but the law never came to a vote in the Senate. 
38

39 This 

with commercial investors defaulted,40 and reporters found that managers at 
41

became too politically sensitive, and the Minister of Health withdrew the law 
altogether.42

Independent Treatment Centres

physicians started opening their own private clinics.33 However, these private 
clinics were not lucrative businesses: initially, their costs were barely covered by 

A tug of war began over the legality of the newly established private clinics 
between, and within, the political and the juridical system.43 Private clinics found

1
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43 

44 

gained formal recognition in 1998. This meant that some private clinics were 

The formal distinction between ITCs and hospitals was abolished with the 
introduction of the Health Care Institutions Admission Act, which regulates 
the approval of reimbursable care providers. Now, both hospitals and ITCs 

for commercial investors’ interest in these hospitals is that they anticipate the lifting 

surpluses.40

 However, even ITCs that provide 

48,49Although there are several variations 

Health Care Institutions Admission Act and are barred from allocating surpluses, 
but these companies can subcontract the actual delivery of care to another company, 
owned by the same holding company. This subcontracted company is not registered 

50 On average a quarter of 
51
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1.3. Typology of commercially-oriented healthcare providers

1.3.1. Commercially-oriented providers
59,60 There may be more variation 

61 The private sector, for 

of the various organisational forms taken by private sector providers. This chart 

model.

Figure 1.4. Organisational forms within the private sector

Ownership

Business 
model

For-profit 
status

Non-profit 
status

Number of 
sites

Degree of 
specialisation

Privately 
held

Publicly  
quoted

Owner-
managed

Salaried-
managed 

Chain-affiliated

Sole-
proprietorship

Specialty/focus 
factory

General provider

Donative

Commercial

Continuum - 
number of 
procedures

Private-equity 
owned

Not private-
equity owned

Volume
 

Some of this greyness arises from the important distinction between “donative” 
62

are organisations that receive most of their income from grants or donations. 
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62 Currently, 
63,64 Moreover, 

because the incentive structure encourages providers to emulate pure commercial 
organisations.65 In other words, in an ecosystem where market incentives dominate, 
all healthcare providers will behave in a commercially-minded way, regardless of 

66 
62

publicly-owned providers. Table 1.1 provides a schematic overview of this. This 
 In addition, private-equity 

69

Table 1.1. (As above)

Degree of 
commercialisation

Type of organisation Commercial 
orientation

Ownership 
type

Low 
commercialisation

Publicly-owned, legally dependent Non-
commercially-
oriented

Public

Publicly-owned, but legally 
independent

Private-law providers, but state holds 
shares

Private

Commercially-
oriented

funded

High 
commercialisation

funded

model of established and traditional providers, a so called niche market – with the 

1
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This dissertation will focus mainly on the role of commercially-oriented 

or in other words “mainstream” providers.iv This dissertation deals with three types 

Hospitals with commercial investors

parties, a number of providers have acquired the status of a limited liability company, 

be legal reasons to change to this corporate structure other than the distribution 

Two of these hospital sites, acquired by the same investor group, defaulted on their 
payments in 2018.40

v

Independent Treatment Centres

care. ITCs are often physician-owned,

business model,  as focus clinics, which is grounded in the focus factory theory.  
This theory predicts that, by specialising, the organisation will gain stronger 

quality could be improved by means of routine and cultivating from continuous 

iv In economic terms, the niche market can be distinguished from the mainstream market, based on 
the following reasoning: “If a buyer without any prior information enters the monopolistic market, 

v
SC, Allen F. 
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volume-quality relationship and therefore the focus factory theory predicts that 
ITCs should outperform hospitals on costs and quality.

Like the UK and the US,
number and share of ITCs. The total number of ITCs grew from 229 centres in 2009 
to 418 in 2016. In other words, the number of ITCs almost doubled.80 The number of 

81

varies greatly. ITCs have the highest share in ophthalmology and dermatology, 18.4% 
and 18.2%, respectively.81

Figure 1.5.

54 80,82

83 The sector is diverse and 
consists of a range of sole-proprietorship nursing homes to larger nursing home 

34 

1
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Figure 1.6.

84

1.4. Existing research on commercially-oriented providers

1.4.1. Research on private providers: theoretical and empirical

has taken on a greater role in many healthcare systems.85 A rich body of literature 

organisations in quasi-public services such as healthcare. This section highlights 
four theoretical mechanisms often mentioned in the literature which provide 

for their relative performance compared with non-commercial providers.86-88 In 

the respective empirical literature.

Capital structure and responsiveness to demand

public grants and operating surpluses. However, donations and grants have largely 
dried up.64,89

64

free up substantial investment funds. Although the cost of private equity is generally 
90 the opportunity costs 

organisation more highly than its current earnings, making it easier to raise funds.91 

BinnenwerkFlorienVersie1.indd   24 23/02/2021   16:18:29



25

Introduction

to tap into more risk-taking and often large investment funds.64 This means that 

92

33,93 
International empirical evidence seems to support this theoretical premise of 
responsiveness to demand.92,94,95

vi

31,62

63,90

98,102,103 In the nursing home sector, evidence 
98,104 

International empirical studies that compare ITCs with hospitals are limited. The 

departments.

Quality improvements: mixed theory and empirical evidence

14,106 The non-distribution 

that they are primarily concerned with the interests of patients.  In addition, 

108 and will outperform for-

vi

output. For the sake of simplicity, quality of care is not taken into account as an output. In this regard, 

1
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argue that the market fails to provide relational goodsvii because it will erode the 
interpersonal values which are fundamental to the caregiving relationship.16-18 

providers of these relational goods. However, there is one theoretical argument 

patients’ satisfaction.110

quality of care.  Nursing home studies show more consistent results insofar 

providers.98,104,112,113

in terms of their relative performance compared with hospitals.114

the earnings of the provider are tied to the number of goods and services provided to 
patients and this has generated scepticism about the motives and trustworthiness of 
the provider.115

to upcodingviii

skimming” or “cherry picking”.63

provide lower levels of charity care.

1.4.2. Relevance for policy
The current state of knowledge about the performance of private healthcare 

vii
-

ipation - Incorporating Sociability into a Theory of Rational Action. Public Choice. 
doi:

viii “Upcoding is the practice of miscoding and misclassifying patient data in order to receive higher re-

the USA. Risk and reward in reimbursement optimization. Journal of Management in Medicine. 2002; 
, p.423
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oriented healthcare providers. There is gap in our knowledge on whether ITCs and 

opportunities of commercially-oriented niche providers and how to mitigate the 
risks. This dissertation aims to contribute to this type of knowledge, and by doing 
so enhance evidence-informed policymaking.

1.5. Research questions

This dissertation focuses on commercially-oriented providers, especially those that 

incentivised to behave in a business-like manner. This may have triggered some 
providers to carve out a niche market and pursue their commercial interest.

The contribution of this dissertation is to uncover missing pieces of the puzzle 
and thereby reveal a richer picture both of how commercially-oriented providers 
perform compared to “traditional” providers, and of how commercially-oriented 

insights for an international readership by means of country comparisons and by 

investor-owned hospitals in the Netherlands are rare, and moreover it provides 

multi-disciplinary approach using techniques, perspectives and theories from the 
disciplines of economics, public administration, organisational science, ethics and 
history.

Box 1.3. Research questions and sub-questions
The overarching research question of this dissertation is:

healthcare system?

With the sub-questions:
• 

oriented providers?
• 

quality and accessibility in relation to the “traditional” sector?
• 

commercial niche organisations?

1
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1.6. Overview of this dissertation

1.6.1. What market trends explain the growth and/or performance of commer-
cially-oriented providers?

commercial investors have entered the hospital sector. Chapter 2 analyses the factors 

healthcare systems but not in others.

managed competition system, and whether similarities can be drawn between ITCs 

in the hospital sector is the consolidation of the market. Therefore, in Chapter 3, we 

in we analyse whether there is a volume-quality relationship within the 
ITC sector. The volume-quality relationship is well-studied for high-risk, low-volume 
procedures but not for low-risk, high-volume treatments, which are treatments 
that ITCs provide. In addition, the focus factory theory underpins the volume-
quality relationship and by shedding light on the volume-quality relationship in 

the relationship between volume and quality.

has changed the long-term care provider landscape. In Chapter 5

BinnenwerkFlorienVersie1.indd   28 23/02/2021   16:18:29



29

Introduction

1.6.2. How do commercially-oriented (niche) providers perform in terms of 

The private sector has taken on a larger role in the healthcare system but it remains 

enhancing healthcare system. A rich body of literature has focused on how private 

pose the following research question in Chapter 6

Union? This chapter follows a systematic literature review approach.
The key question that arises with the increasing presence of ITCs in various 

Chapter 7 

between ITCs and general hospitals. In order to do this, we used publicly available 

Chapter 8 gives a more in-depth analysis of how ITCs perform compared to general 
hospitals, using the case of cataract care. This study uses claim data to compare 

the relationship.

1.6.3. What ethical issues arise from the provision of healthcare services by 
commercial niche organisations?

Chapter 9 to 

relationship. This study takes an empirical ethics approach, using qualitative data 

1.6.4. Discussion
Chapter 10

1
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1.7. Appendix

Appendix 1.A.

policies roughly follow the punctuated equilibrium theory: various incremental 

in 1995 in the long-term care sector.121 Personal budgets embrace the idea of a 
sovereign client who chooses and contracts his/her care provider. This notion 

policymakers.25,122,123

   A major reform in medical specialist care, in 2006, changed the sector towards 

consistently implement this as a ruling principle”.124 This meant that the 
healthcare market had to comply to a strict rulebook and was to be regulated by 
numerous independent governmental organisations. Three healthcare markets 
were introduced: the healthcare provision market, the health purchaser market 
and the health insurance market. The idea was that the patient, the healthcare 
provider and the healthcare insurer would keep each other in check.

reform of the LTC sector was driven by a normative reorientation towards more 
individual and social responsibility as well as a moving away from residential 
care to non-residential care.125 It introduced some elements of market-based 
principles: the sector became more decentralised and commissioning power 

provide in-kind care packages.
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Abstract

reimbursement under favourable terms from public health care payors is an 

have been largely immune to political shifts.

Keywords:
sector, comparative study, organisation and administration
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 However, we argue that this claim is based on unfounded 

Many nations’ health systems include a variety of hospital ownership types: for-

either as state-owned organisations at arm’s length or fully owned by regional or 
local governments.128

further their organisational purposes or missions, and are barred from distributing 
62

hospital owners control their organisations and have the right to all “residual claims” 
129

large investor-owned chains.130

131 and are 

14 a founding father of health economics, argued that 
fundamental information asymmetries in healthcare markets mandate reliance 
on trustworthy agents to compensate for market failures. He suggested that for-

is a signal that denies the trust relations.”14, p.965 Following this line of thought, one 

66 postulate 

de facto as doctors’ facilities 

14 and Pauly and Redisch’s66

33,45,132,133 This 

2
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66,134-136 
However, empirical evidence contradicts this. Systematic reviews analysing the 
relationship between hospital ownership and quality of care have either found 

 Reviews 

 

hospitals. 138,139 and higher 
140-143

hospitals often outsource and are thus able to minimise the number of employed 
144

important nuances. First, many systematic reviews on this subject have highlighted 
 when there is substantial variability 

61

145,146

services such as elective surgeries and minimise charity care.  Third, while 

 other longitudinal 

101,139

2.2. Research questions

If, as the literature suggests, consistently superior performance on patient outcomes 

2.2.1. How does access to capital and payment for services vary by hospital 
ownership type?
All hospitals require access to capital funds for investments into new or upgraded 
facilities that are essential for growth and even survival; however, they depend upon 

BinnenwerkFlorienVersie1.indd   36 23/02/2021   16:18:31



can also raise funds through bank loans or by issuing bonds.64

and may retain earnings from operating surpluses.64,151

90 However, in some circumstances, for-

to-earnings ratio may yield more by raising capital through stock sales rather than 
from borrowing.90,91,152

hospital ownership?
153 and 

a hospital’s business prospects.154

141 

commitments to social and altruistic goals.62,155 For some physicians who recognise 

66

ownership types?
Political theory would predict that left-leaning government regimes are more likely 
to be anti-commercial, and hence to implement public policies that disfavour for-

2.2.4. Structure of the paper

countries over time; following this, we delve deeper into our four case studies and 

2
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2.3. Methods and case selection

research questions. The UK and Germany both rely on public capital subsidies and 
regulation. These are centralised in the UK and decentralised in Germany. Hospital 

by operating surpluses which hospitals generate internally from reimbursement fees 
paid by insurers for care provided. Hospital physicians are mainly paid salaries in 
both Germany and the UK. Until recently, these physicians in the US were typically 
self-employed; while in the Netherlands, about half of hospital physicians are self-
employed and half are salaried.156 Political discussion on the appropriateness of for-

statistics, secondary sources, grey literature, and peer-reviewed studies.

2.4. Results

In the UK, growth has been more modest and private hospital beds currently account 

hospital beds in 2018.53 In the Netherlands, only a single hospital remained under 

acquired by commercial investors.

hospitals, their market share as measured by the number of hospitals is higher than 
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Table 2.1.
UK, Germany, and the Netherlands 

US UK Germany Netherlands

Number of for-

(% of total)
[Year]

1,663 195b

53,158 159

1a

54 

(% of total)
[Year]

 c

53,158

93,189
159

 a

54

Health system Private 
with public 
programs

National 
Health Service

Social-insurance Social-insurance

Capital funding Mainly 
operating 
surpluses

Public 
subsidies

Mainly public 
subsidies 

Mainly operating 
surpluses

Physician 
employment 
status

Mainly self-
employed 
until recently, 
currently 

Salary / self-
employed 

Salary Self-employed 

156

Explicit political 
debate

picking by 
specialty 
hospitals 

NHS pay-beds 

outsourcing 
to the private 

Privatisation 
of hospitals in 
former German 

Lifting ban on 

a. 

table.
b.

c.

2
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coalition in each period.

Figure 2.1.
of the ruling party during each perioda

a. 

the graph may be imprecise.
160 158 161 162, 

53 159 54

In the late 19th

care to the destitute began to be replaced by modern hospitals with sophisticated 
operating theatres and diagnostic equipment that catered to patients of all economic 
backgrounds.33 Most of these early hospitals were publicly- or church-owned facilities 

to a small group of physicians, which stimulated the growth of physician-owned 

low-cost charitable or public sources of capital nor could they use cheap religious 
labour such as nuns, and public payments for care of the poor were meagre.
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nations.33

163 In the UK, 9.6% of all beds 
164 US proprietary 

33

implemented universal health coverage.165

14 66 analyses led them to 

2.4.1. The United States
Medicare and Medicaid Capital Payment Policies

Medicare, which covered persons age 65 and over, paid hospitals for their 
operating costs, with a 2% add-on for future “capital improvements” and additional 

166 

 

This additional capital payment for return on investment was set at 1.5 times the 
rate of return earned by Medicare’s Hospital Insurance Trust Fund.33 This proviso, 
inserted at the insistence of the nursing home industry, virtually guaranteed for-

166

Medicare’s and Medicaid’s capital payment policies spurred the rapid growth of 

was founded in 1960, and by 1980 owned about 300 hospitals with 40,000 beds. 

additional hospitals.86,169

to claim accelerated depreciation over a 15-year period. These measures assured 

86 This 

2
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favourable public reimbursement scheme stimulated the creation of new hospitals 

Table 2.2. Growth of investor-owned hospital chains around 1980 in the US

Number of chain-
owned hospitals

Percentage of total 
hospital beds

Number of stand-alone 

1975 5.2% 682

1980 531 n/a

1982 682 8.9% 330
86

desire to reduce government spending and introduce market-based principles, an 
approach resembling the NPM ideology ascendant around the same time in the UK.

double that of the hospital sector as a whole – 9.2% versus 4.3%.
 the growth of investor-

owned hospital chains provoked increasing debate, leading the Institute of Medicine 
86 The IOM 

policies either opposing or supporting investor ownership.86

The administration’s political bent precluded taking any steps that directly 

out after the publication of highly critical reports by the U.S. General Accounting 
 The return-on-equity payment rate was cut from 1.5 to 1.0 times the 

rate of return of the Hospital Insurance Trust, and the option to charge Medicare for 

In 1983, Medicare replaced cost-plus hospital reimbursement with a system 

sector welcomed the new payment approach, anticipating that it would reward more 

 Capital costs and return on equity 

publicity generated by the practice of patient dumping of critically-ill uninsured 
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patients
which to this day requires emergency departments to stabilise urgently ill patients 
regardless of ability to pay,
patients.

the importance it has placed on political and regulatory decision making. In 1985, the 

contributions to political candidates, while its trade association funded another 25% 
of contributions.
policy constraints, but kept on growing.

The managed care era
Starting in the 1980s, traditional health insurance that paid virtually anything that 
any provider charged gradually gave way to managed care plans, which negotiated 
lower prices and imposed strict utilisation management and restricted networks of 
providers.  The price reductions, narrow networks and utilisation reviews reduced 

stalled and the acquisition value per bed was halved.180

181

in the US, despite less favourable reimbursement regulations and increasing 

psychiatric inpatient care, and have applied rigorous “turn-around-management” 

182 HCA, still the largest for-

practices,183

184,185

2
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Although an increasing proportion of US physicians are employed by hospitals,186 

as an equity stake in a local venture, to admit patients.33 Starting in the 1980s, for-

limited range of services, such as orthopaedic and cardiac surgery.

month moratorium banning new physician-owned specialty hospitals from billing 

– opposition that was overridden by hospital groups that lobbied intensively 
against specialty hospitals’ “unfair” competition. In 2005, Congress re-imposed the 
moratorium;  however, it was lifted again in 2006.188

At present, wages for non-physician hospital employees are generally lower at 

based payments189 190

COVID-19 Crisis

the uninsured rate from 15.5% in 2010 to 8.6% in 2016.191 The decline in the number 

bad debts among persons with coverage.192 The ACA also implemented accountable 

193

In addition, the ACA cut the annual increase in Medicare’s payment rates for 
hospitals, widening the gap between the rates paid by public vs. private insurers,194 
and increasing the incentives to recruit privately-insured patients.195 Of particular 

196
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relatively stable or have increased.

Figure 2.2.
a

a. Margins in the left graph are calculated as payments minus Medicare-allowable costs, divided 
by payments. “Overall Medicare margin is for acute inpatient, outpatient, hospital-based skilled 

rehabilitation services, plus uncompensated care, graduate medical education, and electronic health 
record incentive payments”

198, HCA Healthcare 
199-201 202-205, Tenet Healthcare 

206-209

210 it saved the largest 
211 And since Trump assumed 

212

hospitals213

cornerstone of our hospital system’s operating model – and the negative impact 
due to the cancellation of these procedures cannot be overstated.”214 At the time of 

uncertain.

2.4.2. The United Kingdom

The NHS, established in 1948, promised care “free at the point of delivery” to all. The 
Labour Government nationalised almost the entire hospital sector. Only some non-

2
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33 

215 the 
government allowed them to engage in some lucrative private practice within 
NHS hospitals, using so-called “pay-beds”. Pay-bed payment rates were very high, 
although the number of patients who used them was small.216 Nevertheless, these 
pay-beds were very important for the income of consultants. As the NHS’ founding 

218

for private care in the NHS were still paid out-of-pocket.219

hospitals began to be incorporated into the NHS, the availability of private care 

220

Government, supported by the unions, tried simultaneously to limit the number of 
NHS pay-beds and to severely curtail the independent sector.221 They harvested the 
opposite – a much more commercial independent hospital sector. The government’s 
policies posed a direct threat to the income of NHS consultants who pursued private 
practice. Many consultants were outraged and massive strikes loomed. A coalition 
of private insurers and private hospitals managed to gather the support of the 

222 The 
government compromised: the number of pay-beds would be reduced, but less than 
had been previously planned, and the government promised less interference in the 
independent sector. However, an unintended consequence of this was that NHS 
consultants began to refer large numbers of their private patients to the independent 
sector.

Spurred by new opportunities, the independent hospital sector took on an 

their home country. These groups invested heavily in new facilities and equipment.
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12 Retrenchment of the 
public sector was at the core of this ideological project. NHS budgets were curtailed, 
causing large increases in waiting lists for elective surgery and making private 

to consider the private sector in their tendering process,223 opening up additional 

224

225 However, the 

proved unsuccessful.226 One of the problems was that the marginal costs of using 
private facilities were higher on average.226

countries
very small.33 Private providers were able to demand high prices from private health 
insurers because of limited competition in the private sector and because patients 

228

In 1991, local health authorities were given the responsibility of commissioning 

private sector perceived this development as a threat to their business and argued 
that it constituted unfair competition.229

substantially change the NHS provider markets – with public providers continuing 

to work more NHS hours.230

231-233 
NHS consultants were also discouraged from relying on private earnings by the 
imposition of the “10% rule” which forbade those on full-time contracts from earning 
more than 10% of their income from private practice.232 Gradually, the NHS became 
more appealing to private patients.

2
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a £1.6 billion program to reduce NHS waiting lists234 and, in 2005, a second phase 
was launched with an estimated cost of £4 billion.235 Most contracts were given 
to new foreign providers who set up special clinics for this purpose. These non-

236

this new competition with dismay.
The prospects of the new patient-choice policies were also problematic. Under 

these policies, patients could opt for any private provider willing to accept the NHS’s 
payment rates. Consequently, private hospital groups felt increasingly pressured 

or to adopt new low-cost business models for NHS patients. Private insurers also 
became more critical purchasers, trying to lower costs by stimulating the growth of 

33

The decade of austerity

insurance, with enrolment falling steeply in the past decade.53 Private hospitals were 
only partly able to compensate for this decline by increasing services covered by 
low-margin public funding and by a small number of self-pay patients.

Table 2.3.

2010 2011 2012 2013 2014 2015 2016 2017 2018

BMI Healthcarea -3.5% -6.3% -8.5% -2.4% 0.0% -10.0% -4.2% 1.9%

Ramsayb 9.0% 10.4% 10.4% 6.0%

Spire Healthcarec -6.8% -0.8% 8.3% 2.4% 0.9%
a. 198

b. 

of Ramsay’s hospitals in the UK.
c. 

198

240-242
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The Conservative government’s stringent austerity policies held healthcare 

government opened opportunities for private providers to deliver services paid for 
Equity and excellence: liberating the NHS mandated that 

patients be allowed to seek care from any provider of their choosing, and that quality 
guidelines and prices be harmonised.243

Commissioning Groups – one of the most far-reaching pieces of legislation in the 
history of the NHS.244

245

NHS contracts, the private sector now derives 32% of its revenues from lower-margin 
public funding, up from 5% a decade ago.53

2009 and 2015, and junior doctors and consultants alike had to tighten their belts.246 

to supplement their incomes.

become more critical of the private sector and highlights the risks associated with 
contracting private hospitals to deliver NHS care.  They and others have voiced 
concern about the lack of transparency of private hospitals.

The question at present is what impact the Long-Term Plan for the NHS and the 

autonomy to the UK’s new leading integrated care systems – its version of ACOs248 
– to manage services. These systems may enjoy even greater latitude to contract out 

249 The huge backlog in maintenance of NHS 
250

by the medical catastrophe and impending recession may push the government to 

spring 2020, the government block-bought the private hospital capacity.213

2.4.3. Germany: privatisation of the public sector

outpatient hospital care at proprietary clinics. From 1931 onwards, hospitals were 
required to focus only on inpatient treatment, and most of their physicians were 
salaried.251 However, in rural areas, due to shortages of local ambulatory specialist 

2
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33

Short on money after World War II

government. In healthcare, many powers were delegated to nongovernmental bodies, 

33

rebuilt. However, capital was scarce and public needs other than hospitals were 
252 which, in many 

cases, had to be covered by the states and the municipalities that owned them. The 
federal government and sickness funds which paid the hospitals focused on keeping 
contribution rates low. As a result, policies during the 1950s and 1960s prioritised 

252

the states, or endowments and free labour from the voluntary sector. Two niche 

those paid by sickness funds;253

for ambulatory medical specialists in sparsely populated rural areas, especially 
254 Nevertheless, by 1969, proprietary hospitals’ share of acute care beds 

had fallen to 4.3%, down from almost 8% in the late 1950s.33

Dual funding: capital versus current costs

initiated systematic planning of hospital infrastructure, with the federal government 
assuming responsibility for co-funding hospital investments. The HFA introduced 

responsible for funding capital investments. The amounts invested were based on 
state planning and calculations of operating costs by sickness funds.

under limited conditions and were not required to contract with physicians who 
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were not listed in state hospital plans.255,256

operate with a lower cost base than their peers or had to rely on private patients.
Most states were unable to meet demands for public capital and soon shortages 

became evident, the so-called Investitionsstau. Additionally, in 1984 – a year after a 
right-leaning party came into power – the federal government stopped contributing 
to hospital capital investment and reduced hospital investment budgets.93 At this 

hospital plans.  Additionally, hospital operating payment schemes increasingly 
included funding for small investments. Many municipalities, struggling to support 
heavily indebted public hospitals, debated privatising them. In 1984, the city of 

turn to privatisation.258 However, soon thereafter, improved economic conditions 
reduced the pressure for privatisation.

Germany had to cope with large numbers of neglected public hospitals in the 
eastern part of the country and privatisation seemed an appealing solution. For-

93 Corporate 
154

and Asklepios. Such publicly-traded hospital groups were well-positioned to take 

33

260 This eventually triggered privatisation 

33

261

262 
Public sector wages today are uniform across hospitals,263 while labour agreements 
set private sector wage scales that vary from hospital to hospital.264 At present, 

265

2
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266

Figure 2.3.

Source: Arbeitsgemeinschaft der Obersten Landesgesundheitsbehörden259

Table 2.4.
of service, 2019

1-3 years 4-6 years 7-8 years 9-10 years 11-12 years 13 years

Public hospitals 5956 6455 6894

Rhön Klinikum 6040 6514

Asklepios 6025 6530 6965

Heliosa 6123-6305 6634-6938
a.

2 to 3 years, hence, the range in the cells

Hospital payment reforms introduced in the 1992 Health Care Structure Act and 

the principle of the dual funding structure remained intact, these acts introduced 

with almost 40% of hospital capital investments coming from sources other than state 
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subsidies.

advantage.

Angela Merkel’s chancellorship has produced no major reforms in the healthcare 
sector,  but incremental policy changes during her tenure may have profound long-

integration among providers and to integrate care models, weakened the separation 
between inpatient and outpatient care, and allowed hospitals to provide some 
ambulatory care.  This legislative change opened up a new market for the for-

hospital planning and pay-for-performance schemes, and aspired to reduce capacity, 
consolidate care into fewer facilities and control inpatient utilisation. As a result, the 

of care they deliver. Some predict that this legislation will incentivise hospitals to 

the competition authority has recently raised concerns about the high level of 
concentration in the private hospital market,280

2
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Table 2.5. a

2010 2011 2012 2013 2014 2015 2016 2017 2018

Asklepios Kliniken 5.3% 6.2% 5.3% 6.6% 8.6%

5.8% 3.6% 4.0% 3.5% -6.6% 8.4% 11.1% 9.6% 11.6%

Sana Kliniken AG 3.1% 3.2% 4.0% 4.9%
a.

198

strong foothold in the healthcare system since the 1850s because of the reliance 

facilities. Thus the drivers of proprietary hospitals in the US, the UK and Germany 

dominant providers.

government bore no responsibility for funding the investment. Instead, the social 
insurance scheme was required to include reimbursement for approved capital 

hospital capital investments virtually risk-free, and obviating the need for hospitals 
to accumulate cash for down payments.33 As a result, a construction boom followed. 

281

282 conditions were not favourable for the growth of 

a mechanism to enforce cost-containment policies. The HFA also prohibited for-

insurance scheme.283
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insurers, which covered the wealthiest 30% of the market, were strongly embedded 

UK and Germany, did not push for the development of private hospitals.

healthcare system, based on the principles of regulated competition, with hospitals 

Under the reform, private insurers could compete for customers – although they 

30

32 including the High Court.283 Moreover, the 2005 Health Care 

reduced the government’s role in hospital planning, which seemingly opened the 

to become private companies so long as they did not pay any dividends to investors 
until the ban was formally lifted.283 Twelve hospitals converted to private ownership 

risks.284

285 The two MC hospitals 

MC Slotervaart had to close its doors permanently in 2019, while the other hospital 
286

hospital.40  and is 
currently the only surviving investor-owned hospital.

2
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dividends was always controversial, and left-leaning parties that opposed lifting 

years; hospitals would have to maintain solvency ratios of at least 20%; and the 
hospital would have to receive a positive rating from the Health Care Inspectorate.  

delay voting on the law,38 claiming that it was not ready for implementation. Political 
considerations apparently contributed to the postponement; it has since come to light 
that the Senate would probably have voted against the law.39

whether to proceed with the law, but subsequently postponed this again to 2019.288 
In October 2019, the Minister of Health encountered political obstacles because of the 
widely publicised defaults of the commercially-owned hospitals described above, 

289 This was the 
straw that broke the camel’s back; the government announced that it was taking the 

42

290 now average nearly 25% – an increase that has occurred mostly 

of healthcare providers have developed creative accounting tricks to circumvent 
291 such high levels of solvency might well draw the 

Table 2.6. a

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

Average 
solvency rates

11.9% 14.1% 14.8% 16.8% 18.9% 20.8% 22.4% 20.9% 21.6%

Median 
solvency rates

12.1% 12.6% 12.4% 13.8% 18.1% 19.6% 20.5% 22.5% 21.2% 22.4% 24.4%

a. Authors’ calculations.
54
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2.5. Discussion

hospital sector has grown rapidly in some, but not all, developed nations in recent 

and somewhat less briskly in the US since the 1960s. However, growth has been slow 
in the UK, and almost nil in the Netherlands.

In the US, public Medicare and Medicaid insurance programs implemented in 

especially access to capital funding – appears most important. Physicians’ ability 
th 

century, but its importance has since waned. The political environment shapes key 

ownership are often short-lived and of lesser importance.

regulations that determine access to capital subsidies and return on investments; 

four of the countries we analysed. Governments stepped in to provide resources to 

2
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need of funds for modernisation. In the UK, the NHS has, since its founding, had a 
serious shortage of capital funds. Inadequate funding of the public sector created an 

Table 2.7. a

United 
States

United 
Kingdom

Germany The 
Netherlands

Public funding Access to funding/ 
reimbursement for 
capital investments

4 3 4 5
Stimulated 
growth

Stimulated 
growth

Stimulated 
growth

Prohibited 

Access to and terms 
of reimbursement 
for service delivery 
from public 
programmes

4 4 4 4

Stimulated 
growth

Shaped 
provision

Stimulated 
growth

Hindered 
growth

Cost-control 
measures applied 
to broader hospital 
sector

4 5 4 3
Created 
acquisition 
targets

Created 
acquisition 
targets

Created 
acquisition 
targets

Concordance 
with physicians’ 

Higher 
remuneration by 

4 5 3 1
Not 
applicable

Political 
environment

Supporting for- 3 3 5 4

debated
Privatizations 
encouraged

Vetoed at 
several points

a.1: very unimportant, 2: unimportant, 3: neutral, 4: important, 5: very important

on private payments, and the sector’s mode of provision – characterised by small-

mostly to providing supplementary services. The recent advent of outsourcing by the 
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during periods when cost-containment policies squeeze the hospital sector. For-

the enforcement of cost-controls may open opportunities for investors to acquire 

public funding.

consultants sought a venue for private practice – was the clearest case. Similarly 

with substantial bargaining power – generous salaries.66

to physicians has somewhat diminished. The number of NHS consultants working 
in the independent sector in the UK has declined. In Germany, the wages of 

292 In the US, the 
number of physician-owned hospitals appears to be declining, and more physicians 
have become employees either of hospitals or of practices owned by venture capital 

293

diminished in recent years.

2
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particularly through reforms in hospital payment policy – the political colour of the 

and induced the commercial transformation of the independent sector. In the US, 

fall of communism in Germany spurred the privatisation of public hospitals in the 

from the NPM ideological shift during Thatcher’s premiership. However, despite the 

hospital growth. The hospital sector is inherently rigid: hospitals cannot be built nor 

disrupt their business.

2.6. Conclusions and policy implications

greatest impact. Cost-containment measures and payment arrangements that have 

in recent years as more power has been ceded to investors. The commercialisation of 
hospital care can be a heated political topic, with left- and right-leaning politicians 
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often holding opposing views. However, the political environment, at least within 

2.6.1. Policy implications

design of payment schemes, and particularly the details of capital funding and 
reimbursement. Intervening to reduce the capital costs for one ownership form 
relative to others may induce long-run changes in the composition of the hospital 

sticky – once it has grown, it tends not to shrink. This characteristic is particularly 

privatisation is often strenuous and costly.

2
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Chapter 
Market concentration in the 

independent treatment centre sector 
is a cause for concern

 F.M. Kruse
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Abstract

Introduction:

followed the same trajectory.
Method:

markets. In addition, in order to study the relationship between market share 

healthcare insurer.
Findings:
time. Market concentration is currently even greater in the ITC sector than in the 
hospital sector. In both the ITC and hospital sectors, the relationship between 
market concentration and prices is tenuous.
Conclusion: The ITC sector has been able to operate under the radar, but this 
study reveals that a few large ITC chains dominate the ITC sector. The notion 
that the ITC sector is a diverse sector with just a few sole-proprietorship ITC 
sites is outdated. Therefore, we need to investigate further how the ITC market 
behaves in order to safeguard the functioning of the outpatient market.

Keywords: Independent Treatment Centres, market concentration, healthcare 
prices
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3.1. Introduction

294,295 Concerns 

this trend because it could hamper competition and threaten the functioning of 
the healthcare market. Hospital providers with a high level of market power could 
pressure healthcare purchasers to pay above market prices. The ACM began to study 

up prices.296

The debate about market concentration has focused on the hospital sector. 

largely been ignored in the analysis and the debate, perhaps because they only 
81

ITCs have acquired a more prominent role in the healthcare system, and they are still 
growing.81 Although media have reported about acquisitions and mergers among 
ITCs,

Box 3.1. Background Dutch healthcare purchasing market

competitive system.298 In this new system, healthcare providers need to 
compete for contracts and healthcare insurers act on behalf of their clients as 
healthcare purchasers. Healthcare insurers can selectively contract healthcare 

23 The 
negotiated prices vary markedly between healthcare providers: the price for a 

298

3.1.1. Independent Treatment Centres

care that does not require an overnight stay.299 ITCs also tend to focus on one or two 
specialisms, such as dermatology, ophthalmology or orthopaedics.  ITCs provided 

81

medical specialist care market.33

politicians and the judicial system, among others.43

view was that specialist healthcare services should only be provided in a hospital 

commercial interest.33 However, the embrace of New Public Management prompted 
perceptions of quasi-public services to change and the barriers for entrepreneurial 
healthcare providers were gradually lifted.300 ITCs were formally recognised in 1998 
as distinct medical entities,301 and in the early 2000s the ITC market grew into a 

3
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highly diverse market, consisting of various small entrepreneurial medical care 
businesses.34 In 2006, the legal distinction between hospitals and ITCs was removed 

302

ITCs remain.

3.1.2. Submarkets and market concentration
ITCs are active in the outpatient elective care market. Some scholars argue that 
outpatient treatments are less prone to market failure than other medical care 
services. The market conditions for outpatient treatments are favourable due to the 
large and growing demand for outpatient care,303,304 and this ensures opportunities 

to enter the market for outpatient treatments are favourable, with relatively low 
305 ITCs also 

play a vital role in correcting the imperfections of the hospital market: healthcare 
insurers can purchase outpatient care from ITCs to circumvent the market power 
of hospitals.304

economies of scale in the ITC market, and therefore the outpatient market is less 
likely to consolidate.306

analyse whether market concentration is also prominent within the ITC sector and 

the hospital sector.

3.2. Method

3.2.1. Data

 Healthcare providers that provide reimbursable care under the 

in order to analyse the relationship between market share and price we used the 

are normally not available publicly from health insurers, but CZ has published them 
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organisation for people with intellectual disabilities, mental healthcare institution, 
rehabilitation practice, or general practice. ITCs that belong to a hospital – and 

3.2.3. Data analysis

absolute equality and the Lorenz curve. The Lorenz curve represents the cumulative 
share of revenue in the submarket against the cumulative percentage of providers in 

revenue share, to 1 or absolute concentration of the market, whereat one provider 

of the four largest providers.

cluster-robust standard errors allow each cluster to have its own error variance, 

model therefore takes into account that the contracted prices are interconnected and 
nested for each healthcare provider. It also controls for possible overrepresentation 
of certain organisations in the data.

3.3. Results

3.3.1. Size of the market
In order to compare the market dynamic of the ITC market with that of hospitals, 

growth in the market took place before 2013.

relatively small compared to the general hospital market for which total revenue in 
308

3
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Figure 3.1. Increase in the number ITCs and stagnation in the number of hospitals

but thereafter growth slowed. In 2011 and 2012, average annual revenue growth 

with average annual revenue up by 2% that year, and up by a further 20% in 2015. 
The median initially grew simultaneously with the average, but this also decreased 
between 2012 and 2013. This suggests that more than half the ITCs faced falling 
revenues in that period.

3.3.2. Structure of the market

comparison, in the hospital market, the top 25% of healthcare providers by revenue 

constant around 11% in the hospital sector.
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Figure 3.2.

3.3.3. Impact on price

for ophthalmology, which means that ITCs with a higher market share in the ITC 
sector were able to negotiate higher prices for ophthalmological treatments. The 
model predicts that an increase of one percent point in the market share of an ITC 
leads to an increase of 0.15 percentage point in the standardised ophthalmological 

points.

Table 3.1. Relationship between market concentration and contracted prices in 2015

Independent Treatment Centres Hospitals
Total Ophthal-

mology
Ortho-
paedics

Plastic 
surgery

Total Ophthal-
mology

Ortho-
paedics

Plastic 
surgery

Share in 
submarket 
revenue (%)

0.018 0.151* -0.012 -0.003 0.020 0.028 0.095*

Number of 
observations

1,254 369 126 4,491 682

Number of 
providers

105 31 19 56 54 54 54

* p<0.10

3
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3.4. Discussion

This study challenges the argument that the market for outpatient treatments is less 
vulnerable to market concentration. Initially, the ITC sector consisted of various 
small-scale providers,34 but it is now dominated by a few large ITC chains.

International studies on this subject are rare – most studies focus on hospitals.e.g. 

292,309 One study from the United States found that ITCs that provide arthroscopies 

of 0.52 and 0.49 respectively.310

share and healthcare prices in the hospital sector.296,311-313

from the conclusions in the report of the ACM. This report concluded that market 
concentration leads to higher prices.296

296 Other 

309,314 Studies that originate from the United States are more conclusive 
311-313

concentrated within a region.

growth in the ITC sector slowed. This cost ceiling may have had a negative impact 

3.4.1. Strengths and limitations

contribute to our understanding of how the share of revenue is divided in the ITC 
sector. However, this study has its limitations. Firstly, our market share calculation is 
a rather blunt measure. Future research should focus on measures that take regional 

separates the ITC market from the hospital market even though they provide similar 
treatments. Although the ITC market for outpatient care is relatively concentrated, 
the combined hospital and ITC market for outpatient care may be less concentrated, 
with market share more evenly spread among providers of both kinds. And, as a 
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result, those large ITCs would have less negotiating power with respect to healthcare 
purchasers than otherwise anticipated.

3.4.2. Policy implications

prices, the unequal distribution of total ITC revenue among ITCs could have negative 
consequences for the price and quality of care in the long run, especially if the market 
become more consolidated. Other scholars have pointed out that the ITC sector keeps 
the functioning of the hospital market healthy;304 we must therefore ensure that the 
ITC market functions well.

On a positive note, the relatively high market concentration of the ITC market 

315 In addition, 
a highly concentrated ITC market may not pose such a big threat to healthcare 
purchasers because ITC chains have less regional power where ITC sites are much 

To conclude, the ITC sector has been able to operate under the radar for a long 

are weak, we do want to challenge the notion that the ITC sector is marginal, with 
just a few small ITC sites. Although they may be relatively small, we need a sound 
understanding of the dynamics of niche markets such as the ITC sector.

3.5. Conclusion

This study contributes to our understanding of the ITC sector in two ways. Firstly, 

number of providers – more so than in the hospital market. The four largest ITC 
chains accounted for 32% of the total ITC revenue in 2015. Secondly, even though 
the market concentration is relatively strong in the ITC sector, the impact this has 

price for ophthalmological treatments in the ITC sector.

3
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Abstract

within this sector and whether other possible organisational factors mediate 

possible relationships.

relationship, including a fractional logit model.

only marginally on outcome. However, ITCs with higher volumes do not have 

    Our study shows with some certainty that the quality of care in low-volume 
ITCs is lower than in high-volume ITCs as measured by structural, process and 

volume on postoperative infections is small, and at higher volumes the marginal 

is not related to patient satisfaction. Furthermore, the association between the 
structural intermediating factors and quality are tenuous.

Keywords: Independent treatment centres, volume, quality of care, outpatient 
procedure
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4.1. Background

risk invasive ambulatory treatments such as cataract surgery and carpal tunnel 
syndrome.  The growth in ITC market share has been made possible by advances 
in technology, which have enabled more invasive treatments to be relocated from 

year.
the number of commissioned ITCs to improve accessibility and reduce waiting lists.316 

2016.80 Although ITCs still have a small share of 3.8% of total reimbursable care in 
the Netherlands in 2016, for some procedures their share is considerably higher; for 

of the dermatological treatments.81

The increasing importance of ITCs as providers of healthcare demands an 

care provision; however, there has been a paucity of research on this topic. Instead, 
most research on the ITC sector is concerned with comparing ITCs with general 
hospitals, and these studies often have equivocal results.114,318-320 The volume-quality 
relationship is of particular interest in the ITC sector because organisational scale is 

4.1.1. Dutch ITC market

and non-reimbursable care, but since they fall under the regulatory framework of 

account for 32% of the total revenue.321 Physicians working in ITCs can be working 

4
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physicians are working for both an ITC and a hospital, these physicians are generally 
on the payroll of both providers.

4.1.2. Volume-quality relationship

322 Subsequently, 
the volume-quality relationship for high-risk, inpatient procedures has been well 

323

It has been found that lower volumes are associated with worse outcomes – often 
measured in postoperative mortality.324-326

However, the contemporary debate regarding the volume-quality relationship 
focuses primarily on these high-risk, low-volume, inpatient procedures,  and both 
low-risk, high-volume procedures and outpatient procedures have received much 

relationship in low-risk, high-volume procedures but these have focused mainly 
on total knee and hip arthroplasty, and hernia repair surgery.325,326,328-332 Moreover, 
almost all studies of the volume-quality relationship analyse inpatient hospital data 

 Two papers 
310,333 but their contribution to 

the evidence on the volume-quality relationship for low-risk outpatient treatments 
is limited because their data originates from Florida alone and is relatively outdated 

310,333

334,335

volume drives quality, is based on the hypothesis that “practice makes perfect”. 

336 The volume-quality relationship can also be more static, meaning that 

the provider.  The alternative direction of this relationship, wherein quality drives 
volume, is based on the hypothesis that providers that demonstrate a good quality 

relationship could be characterised by either a linear or a non-linear trend.338,339

The theoretical framework and the empirical literature are largely focused on 

entail a high-risk of mortality or of other severe outcomes, but it denotes negative 

be applied directly to the ITC sector because the nature of the treatments is so 
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null-hypothesis that there is no association between volume and quality outcomes.

4.1.3. Mediating factors
To identify factors that might mediate the volume-quality association, we formulated 

team is associated with more internal learning, support and control, and that this 
then increases the quality of care. One earlier study highlighted the importance of 

340

complementary medical and technical support services could possibly foster broader 
organisational knowledge.341,342

entities when there is asymmetry of information in favour of the provider because, 

system as a result of this asymmetry.62

108,110 Furthermore, in the Netherlands, health 
insurers have the legal discretion to selectively contract healthcare providers.343 Non-

they have to compete in terms of price and quality to obtain these contracts while 

theoretically will outperform on them.110 It is important to note that these theories 
originate from the hospital sector and we do not know in how far they hold for the 
ITC sector.

associated with quality in the ITC sector and, in addition, identify possible mediating 

4.2. Methods

4.2.1. Data

uses a framework of risk indicators for the supervision of ITCs.344

been collecting annual information by means of a mandatory quality assessment 

4
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involved in deciding which indicators were most suitable for this study. The inclusion 

least one of the following specialties: ophthalmology, dermatology, orthopaedics or 
aesthetic surgery. The dataset included 338 ITCs and 206 of these had at least three 
years of observations.

on a 0 to 10 scale and are based on the ratings per ITC location regarding treatment, 

345 to further restrict these scores 
to providers with 30 or more patient ratings, leaving 80 ITCs with a total of 19,294 
ratings.

A description of how the data was merged between the patient ratings and the 

4.2.2. Variables

a percentile-based categorisation of the annual number of invasive treatments in 

346

 and are dichotomous variables with values representing “1” 

of structural and process indicators based upon the annual sum of the Z-scores of 

did not have the seven categorical quality indicators, hence no observations for that 
year could be used for the composite measure score.
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Table 4.1. The seven structural and process quality indicators

has a system whereby the performance of their personnel is reviewed

has an arrangement in place for dysfunctional personnel

of their patients

screened for delirium

Medical quality was assessed by the rate of postoperative infections: the lower 

in other studies.348-350

351

more frequently than people with neutral opinions; the indicators above address 
this complication.

To adjust for possible confounders, four types of control variables were included 
352 II and ASA III were used 

One of the assumptions is that locations within the same chain behave similarly. 

4.2.3. Data analysis
Descriptive statistics

overall and between variances is that the between variances use the mean of the 
panel data while the overall mean calculates the weighted mean of the panel data, 
whereby the weights are given by the number of observations in the panel data.

Linearity of the volume-quality relationship
For the volume-quality relationship in ITCs, linearity of the curve is tested by re-

4
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right-skewed and therefore transformed down the ladder of powers – to a squared 

353

354

residual plots according to the method proposed by Mallows355

Explanatory regressions

356

only included those providers that had above 0 postoperative infections and with at 
least 50 invasive treatments to prevent outliers. For the binary dependent variables 

model was used. In addition, we performed an analysis pooling all postoperative 

smaller providers with less than 50 invasive treatments and possibly include ITCs 
that had 0 postoperative infections in one year, but during the course of 3 years, are 
more likely to have above 0 postoperative infections. Providers with observations 

years of observations, we took the average of the 4 years to subtract one average year 
from the total 4 years of observations to get 3 years of pooled observations.

The correlation between workforce size and volume can substantially distort the 
analysis therefore all the models were tested for multicollinearity with the variance 

ITC locations and chain membership using the likelihood-ratio test. For models 

within chains.

since they are more likely to have zero postoperative infections. The postoperative 
infections are included in the fractional logit model as values between 0 and 1. The 
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fractional logit regression model can account for intragroup correlations in the panel 

such as the unbalanced panel structure.
A second robustness check addresses the problem that within the dataset it is not 

assessed. To correct for this, the models with postoperative infections were also 

aesthetic surgery.
Furthermore, as a low number of invasive treatments can potentially skew 

the percentage of postoperative infections, an additional robustness check was 

4.3. Results

4.3.1. Descriptive statistics
ITC characteristics
The number of invasive treatments shows substantial variation between ITCs with, 

In addition, sole-proprietorship ITCs perform a lower number of invasive treatments 

(Composite) structural and process indicator(s)

and process quality indicators, indicating that most centres perform well on these 

60%. Firstly, 36% of ITCs have no collaboration agreement with any hospital in case of 

4
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66% did not screen for delirium. All of these are obligatory for ITCs conducting 
invasive treatments. The within standard deviation of the structural and process 
indicators illustrates that these indicators change over the years within ITCs. This 
is partly due to the fact that the weights per year could deviate. The mean of the 

high and demonstrates that there is substantial variance between ITCs. In order to 

stress that this variation of Z-scores is based upon the sum of Z-scores of the seven 

Outcome indicators and patient satisfaction

providers with at least one patient with a postoperative infection and which 
performed 50 or more invasive treatments, the rate was slightly higher, at 5 in 1000 
invasive treatments resulting in a postoperative infection. For the outcomes related 

deviation of 1.2. The mean rate of promoters lies around 52% per provider, while the 

of the patients, and 84% score 8 or higher. The NPS accounts for 55%.

Control variables

have mild systemic diseases, ASA II, and only 1% are patients with severe systemic 
diseases, ASA III.

Table 4.2. 

Overall mean ± SD Between SD Within SD N (n)

Characteristics ITCs

Number of invasive treatments 1693.96 819.81

2.35 1.04

3.34 1.14

Number of locations 0.82

Chain membership 0.16

0.00

Composite Quality indicators

0.31 0.40

Personnel functioning system 0.38 0.21
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Table 4.2. Continued.

Overall mean ± SD Between SD Within SD N (n)
Personnel malfunctioning system 0.36 0.22

Patient satisfactory questionnaire 0.32 0.16

0.46 0.21

Screening delirium 0.42 0.23

0.45 0.20

Structural and process composite 3.19 1.48

Quality outcomes

Percentage infections 0.96

0.65 0.29

Average patient satisfaction score 0.40 1.12

Ratio promoters over total number 
of observations per provider

Ratio detractors over total number 
of observations per provider

0.04

of observations per provider
0.04 0.21

Ratio 8 or more over total number 
of observations per provider

0.09 0.35

0.19 0.06

Control variables

Specialism ophthalmology 0.39

Specialism dermatology 0.13

Specialism orthopaedics 0.31 0.05

Specialism aesthetic surgery 0.18

Ratio ASA II over total number of 
patients

0.14 0.08

Ratio ASA III over total number of 
patients

0.04 0.04

Robustness check

Number of aesthetic invasive 
treatments

844.36

Percentage infections after aesthetic 
surgery

4.16

4
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4.3.2. Explanatory statistics
Linearity

non-linear for all the quality indicators; the AIC rates the logarithmic curve as the 

Table 4.3. AIC scores

Linear SQRT Cubic Logarithmic

Structural and process composite 2152 2144 2138

Postoperative infections 352.0 339.9

Pooled data - postoperative infections 40.90 39.10 38.60 38.30

Aesthetic postoperative infections 408.6 400.5 393.5

Patients ratings – mean score 59435 59433 59432 59430

NPS -128.1 -128.2 -128.3 -128.5

To visualise this relationship, Figure 4.1. shows the augmented partial residuals 

Unlike the AIC scores, both lines in Figure 4.1. show that there is no clear non-
linear trend regarding the association between volume and the structural and 
process indicators. Likewise, the visualisation does not present a non-linear curve 
for the relationship between the NPS and volume. In contrast, the observations with 
postoperative infections delineate a distinctive negative logarithmic function, similar 
to the trend found within the pooled 3-year data. For postoperative infections, the 

impact of size seems to diminish.

Volume-quality relationship
The logarithmic curve shows a positive relationship between the composite of the 

postoperative infections and with 50 or more invasive treatments, the percentage 

is associated with a reduction in the annual number of postoperative infections by 

chance of postoperative infections than high-volume ITCs. Patient satisfaction has 

BinnenwerkFlorienVersie1.indd   84 23/02/2021   16:18:37



85

Is there a volume-quality relationship within the independent treatment centre sector?

a weak association with the number of invasive treatments. The mean patient rating 

chance of having promoters and ratings above 8 declines with volume. All three are 

of invasive treatments.

Figure 4.1. Visualisation non-linear volume-quality relationship

Mediating structural factors

Structural and process quality indicators suggest that chain membership has 

chain membership and postoperative infections indicates that there are, on average, 

a negative and consistent relationship with chain membership, but only on a 90% 

4
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No association was found between ownership and the structural and process 

ownership and postoperative infections can only be detected with the inclusion 
of higher denominators or the possible inclusion of centres that could not be 
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Table 4.4. Relationship between the composite structural and process quality indicators or 
postoperative infections and ITC characteristics

Model I Model II Model III Model IV

Type of outcome 
variable

Composite 
structural and 
process quality 
indicator

Percentage 
postoperative 
infections

Percentage 
postoperative 
infections

Percentage 
postoperative 
infections

Type of model 
used

RE-Linear RE-Linear RE-Linear RE-Linear

Type of data 
used

Annual data Annual data Total over 3 
years

Annual data

Log invasive 
treatments

0.418*** -0.339*** -0.094***

Highest quantile 
invasive 
treatments

Reference

Higher medium 
quantile invasive 
treatments

0.029

Lower medium 
quantile invasive 
treatments

0.169

Lowest quantile 
invasive 
treatments

0.293***

professionals
0.009 0.010 0.011* 0.009

No chain 
membership

Reference Reference Reference Reference

Chain 
membership

-0.393 0.116* -0.130 -0.100

Reference Reference Reference Reference

0.449 0.028

Observations 459 292 112 596

Number of groups 211 145 236

*** p<0.01, ** p<0.05, * p<0.1

4
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Table 4.5. Relationship between patient ratings and ITC characteristics

Type of 
outcome 
variable

Mean
score

Promoter 
(>=9)

Ratings 
>=7

Ratings 
>=8

Detractor
(<=6)

NPS

Type of 
model

RE-Linear RE-Logit RE-Logit RE-Logit RE-Logit RE-Linear

Log invasive 
treatments

-0.123* -0.103 0.182

number of 
professionals

0.002 0.008 0.014 -0.013 -0.00

No chain 
membership

Reference Reference Reference Reference Reference Reference

Chain 
membership

-0.163* -0.133 -0.409* -0.390* 0.504*

Reference Reference Reference Reference Reference Reference

-0.133 -0.365 -0.355 -0.446

Level of 
measurement

Patient 
level

Patient 
level

Patient 
level

Patient 
level

Patient 
level

Provider 
level

Cluster

Observations

Number of 
groups

68 68 68 68 68 46

Table 4.6. shows the robustness checks with fractional logit regressions and 
the restricted model with aesthetic invasive treatments and the percentage of 
postoperative infections after aesthetic surgery. The fractional logit regression 

inclusion of centres with zero-infections is advantageous for the relative performance 
of high-volume ITCs compared to the low-volume ITCs and lower-medium-volume 
ITCs. The restricted model with the aesthetic invasive treatments also supports the 
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discrepancy can also be because the models had more statistical power due to the 
higher number of ITC locations included in the analysis. The model that restricted 

Table 4.6. Robustness check with fractional logit models and aesthetic invasive treatments

Model I Model II Model III

Type of outcome variable Proportional 
postoperative 
infections

Proportional 
postoperative 
infections

Percentage 
postoperative 
infections – 
aesthetic surgery

Type of model used Fractional logit Fractional logit RE-Linear

Type of data used Annual data Annual data Annual data

Log invasive treatments -0.226** -0.566***

Highest quantile invasive 
treatments

Reference

Higher medium quantile 
invasive treatments

Lower medium quantile 
invasive treatments

0.869***

Lowest quantile invasive 
treatments

1.321***

professionals
0.029 0.056*** 0.012

No chain membership Reference Reference Reference

Chain membership -0.188 -0.550*

Reference Reference Reference

0.558* -0.226

Observations 555 596 113

****p < 0.01, **p < 0.05, *p < 0.1

4
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4.4. Discussion

on the structural and process indicators and on the number of postoperative 
infections – our outcome indicator. However, because the number of postoperative 
infections is generally low in low-risk surgical procedures, any increase in volume 
is associated with only a small decrease in the number of postoperative infections. 
Furthermore, our study suggests that there is a non-linear relationship between 

322,339 but contrary to the study 
on elective surgical procedures.328

volumes and higher quality of care was also reported by Chukmaitov et al.,310 who 

volume and the number of 30-day unplanned hospitalisations. The volume-quality 

procedures,329-333,358 and by reviews including high-risk procedures.324-326 However, 

328

Our models also indicate a negative relationship between volume and patient 

a previous study which suggested that patients with total hip replacement surgery 

volume hospitals.331

Regardless of the apparent relationship between volume and quality in this study, 

limitations detailed in the limitations section. Further research should be undertaken 
to scrutinise the volume-quality relationship for outpatient care.

None of the three hypotheses concerning the structural mediating factors 
that could potentially mediate the relationship between volume and quality were 

quality of care, and therefore our hypothesis that a bigger workforce improves 
quality does not hold. This outcome is contrary to one study that found a positive 
relationship between workforce size and quality by outpatient clinics.359 Various 

on patient outcome. One review found a positive relationship between surgeon 
volume and quality of care.  Secondly, our study provides no evidence of a robust 

BinnenwerkFlorienVersie1.indd   90 23/02/2021   16:18:38



91

Is there a volume-quality relationship within the independent treatment centre sector?

that shows that concentration and multihospital systems in the US hospital sector 
360-363 Thirdly, and contrary to our third hypothesis, we 

quality of care. The international empirical evidence for the relationship between 

measurable and transparent outcomes.

hand, the descriptive statistics demonstrate that on average ITCs perform well on 
quality. Most ITCs comply with the structural and process quality indicators; the 
average chance of postoperative infections is relatively low; and the average NPS is 
55%, which is high compared to the median NPS of 16% for more than 400 companies 
in 28 industries.351

quality relationship for high-volume and low-risk procedures taking the entire ITC 

sector by means of inspection interventions, which in part are guided by various 
indicators. Some of these indicators were part of this study. The inspectorate could 

taking into account non-linearity when using this indicator.
These results may have important implications for patients as well. In a regulated 

competitive healthcare system, patients are empowered to choose their own 

variation in performance within the ITC sector.
A data-related practical implication is that the available quality indicators are 

sub-optimal and therefore we make an appeal to stakeholders in charge to continue 

4.4.1 Limitations

the data did not allow us to study the learning curve of individual surgeons, with 

possible impact of quality improvement programmes.364

4
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infections due to a suboptimal postoperative surveillance system or it could 
incentivise desirable answers.
consequences based on what they have reported, so perverse incentives are 

Thirdly, patient ratings have their weaknesses, in particular potential selection 
bias.368 A number of ITCs did not receive online patient rating scores therefore we 

potentially lead to a Type II error. Furthermore, the online patient rating scores might 
be subject to selection bias because the patients have to go proactively to the online 
patient rating website to provide their feedback; they do not receive a reminder after 

Fourthly, it remains a challenging endeavour to assess the relationship between 

logit model as a robustness check.
Fifthly, although we obtained patient-level data for the patient ratings for this 

study, the other variables are at the ITC location level. In order to derive more 
conclusive results, patient-level data for all variables would be preferable, but this 

369

4.5. Conclusions

Our results indicate that, in general, low-volume ITCs are more likely to provide 
lower quality of care for low-risk invasive ambulatory care than high-volume ITCs. 

postoperative infections is small and is a non-linear relationship – an L-shaped 

for the rate of postoperative infections is at around 2,000 invasive treatments per 
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ITC location. In addition, higher volume does not necessarily lead to higher patient 

The mediating factors have a more tenuous relationship with quality. The size of 
the workforce is not related to the three quality measures. Furthermore, our results 
suggest that chain membership does not improve quality of care. Instead, a negative 
relationship between chain membership and patient ratings seems apparent. 

4
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4.6. Appendix

Appendix 4.A. Questions used from the IGJ dataseta

Aantal locaties
Number of locations

Had uw instelling afspraken met een ziekenhuis waar de patiënt in geval van calamiteiten 
of complicaties, die niet in de particuliere kliniek of het medisch diagnostisch centrum 

 

 

Voerde uw instelling in het verslagjaar invasieve ingrepen uit?

Totaal aantal invasieve behandelingen in het verslagjaar
Total number of invasive treatments in the year of survey

Totaal aantal patiënten dat een invasieve ingreep onderging in het verslagjaar
Total number of patients with invasive treatments in the year of survey

Kunt u onderscheid maken naar ASA-klasse?
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beschrijving?

Screende u in het verslagjaar structureel patiënten op risico voor delirium?

Aantal patiënten met een postoperatieve infectie in het verslagjaar
Number of patients with postoperative infections in the year of survey

verslagjaar

survey

 

by each care location separately.

4
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Appendix 4.B. Additional methods description

There were some patients’ rating locations that did not have data with the corresponding 

characteristics of the ITCs were assigned to those patients’ rating observations whereby the 

Augmented component plus residual plots
The augmented component plus residual plots is a method proposed by Mallows355 to visually 
detect non-linearity. The partial residuals are the dependent variables corrected for all the 

the augmented partial residuals adds a quadratic term. “In the absence of nonlinearity, the 

. The graphs are 
supported by a linear line and a line that locally weights the regression, to illustrate potential 
non-linearity for each quality indicator with the number of invasive treatments.
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Appendix 4.D. Summary statistics divided by the type of provider and 
chain-membership (2014-2017)

Average number of 
locations

Average 
number of 
invasive 
treatments

Average 
number of 
locations

Average 
number of 
invasive 
treatments

ITC locations
Overall 

2513.29

n% 42% 39%

Sole 
proprietorship

Overall 
1020.13

n% 58% 61%
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-
operative infections

Type of outcome variable Postoperative infections

Type of model

Type of data used Annual data

Log invasive treatments

0.009*

No chain membership Reference

Chain membership 0.101*

Reference

0.029

Observations

Number of groups 143

*** p<0.01, ** p<0.05, * p<0.1

-
tients’ ratings

T-statistics

Number of invasive treatments 1368.10***

4.44***

Chain membership -0.02

Ownership 0.23***

Specialism ophthalmology 0.15**

Specialism orthopaedics 0.12*

Specialism aesthetic surgery -0.08

Specialism dermatology 0.04

ASA II

ASA III 0.02**

N 328

* p<0.05, **p<0.01, *** p<0.001
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5.1 Introduction

56

 Research on factors 

about factors that might shape the organisational makeup of sectors, scholars also 

other”.

opportunity to increase our understanding of these dynamics. The Netherlands is 
124 

nursing homes are gaining ground.

form markets literature 

5.2. Theoretical framework

presence of strict limits on the appropriation of the organisation’s surplus in the 
form of monetary gain by those who run and control it”.

31,62

industries.

5
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government provision of services.

are unable to deal with heterogeneity in demand.  The “contracting and trust-goods 

control the contracted providers.

organisations.56

63,381 and helps us to 

Sector conditions

demand increases or changes.62

so-called “trapped capital”.92

382, p.339

A related condition is the potential for “cream skimming”. It is not unusual for 
62 The surplus of payments 
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able to compete on price and/or quality of services.  In general, increasing prices 

381

Broader trends

380 

services. Labour market circumstances determine the type of labour available and 

31

donations, or grants. Finally, technological developments can lead to innovations 
that disrupt the composition of the market.383

Context
These conditions and trends need to be placed in their regulatory, political and 

380

organisations.

form over the other because of more or less trust in the private sector. The American 

welfare states in Scandinavia favour public provision.384 Third, path dependencies 

380,384 Fourth, the 

notably, the New Public Management paradigm of the 1980s and 1990s encouraged 

orientation.3 New Public Management heralded an era of privatisation, tendering 

nursing home sector grew in response to the introduction of quasi-markets.

5
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Figure 5.1. shows the schematic representation of the theoretical framework.

Figure 5.1. 

 

Regulatory, political, and cultural context

Sector conditions:
Inadequate responsiveness by non-profits
Demand heterogeneity
“Cream skimming” potential 

Demographic, labour market, financial, and technological trends

5.2.3. Institutional background
The comprehensive, universal LTC system in the Netherlands enables every citizen 
in need of LTC to rely on public funding. The Netherlands is one of the highest LTC 

390

In 2015, a major reform of LTC regulation in the Netherlands occurred. The 
reform aimed to bring about a move from residential to non-residential care.125 It 
also decentralised the LTC sector, delegating commissioning power to regional LTC 

functioning of the LTC market.

must undergo both a care needs assessment and means testing. The care need is 
determined by the Care Assessment Centre and gives a person access to public LTC 

contracts nursing homes within its region. People choosing the in-kind package 
are placed in a contracted LTC facility based on the nursing home’s suitability and 
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facilitate the provision of care at home by making housing a private responsibility, 

5.3. Methods and data

qualitative data to answer our research question.

5.3.1. Quantitative methods and data

and trades unlisted, private companies; it creates one or more funds that obtain 
capital commitments from investors such as pension funds, insurance companies, 
or wealthy individuals. Using the fund’s capital, along with a loan commitment, 
the private company acquires so-called portfolio companies, which are sold within 
three to seven years on average.

Data sources

391

for Social Research; 392 and Statistics Netherlands.393

Variables and analysis
To ascertain the legal status, types of ownership, and year of opening for each for-

tried to obtain missing data through e-mail correspondence with the nursing homes. 

were categorised as chain members if they were part of a parent company with 
two or more nursing homes. Furthermore, we calculated the percentage of nursing 

5
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types of nursing homes. The Netherlands Patients Federation data were used to 

Regional statistics include the socioeconomic status of the region and the average 
value of the buildings in euros. Regional statistics were linked by means of four-digit 
postal codes. The socioeconomic status uses a standardised measure in which zero 

5.3.2. Qualitative methods and data
In addition to the quantitative analyses, we carried out a qualitative analysis to 

Research Involving Human Subjects Act.

Data collection
Twenty-two semi-structured, in-depth interviews were conducted with a total of 

nursing home industry? Other questions were applied in interviews with the client 

were audiotaped and transcribed verbatim.

Table 5.1. 

Background Interview participants

n = 25 Participant no.

5 6, 8, 22

5 5, 10, 11, 12

5 1, 2, 3, 14, 15

General sector expert 5

Institutional actora 4
b 1 20

a 

b 
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Sampling
Participants were purposefully selected based on preselected criteria. These included 

adding new participants to our sample when we reached thematic saturation.

Data analysis

the interview data using Atlas.ti. Two researchers independently drafted a list of 

an initial set of codes that captured the main ideas in the data. Subsequently, the 
codes were collated into broader themes. For all themes, both the number of coded 
interview segments on the theme and the number of respondents who shared 

5.4. Results

each factor separately for the sake of analytical clarity. The dynamics between the 

5.4.1. Context
Regulatory context

to third parties for nursing homes that apply the in-kind intramural care package. 

394 

at home, they are increasingly used to provide nursing home care for groups of care-

5
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are still able to receive public funding to provide care to people who are assessed 
by the Care Assessment Centre as requiring nursing home care.

395 
The cost of care, which is covered by public budgets and obligatory co-payments, 

389.

Political and cultural context

welfare state types.396

model that is consensual, decentralised, horizontal, and in collaboration with its 
stakeholders.

33 

33 The 
32

homes.

equity-owned; one in four is owned by an international chain.
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higher average value of buildings.

Table 5.2. 

contracted by the 

(HCP/MCP)
personal 
budget (PB)

Number of nursing home locations
a

12.2%
b

5.9% 6.3%

Average number of clientsc 64.2 22.9 15.5

Legal status ultimate owner
98.5% 93.0%

Sole proprietorship or general partnership 1.5%
Type of owner
Privately owned 53.8%
Investor 19.0%
Private equity 20.5% 3.5%
International chain 26.5%

Chain membership 95.24% 81.8% 69.0%
Percentage nursing homes owned by the 
four biggest chains

6.1% 38.6% 40.9%

Geographical distribution
d

e

Sources: Netherlands Patients Federation, National Healthcare Institute, Netherlands Institute for 
Social Research, Statistics Netherlands
***p<0.01, ** p<0.05, * p<0.1 | Standard deviation between parentheses
a. The number of intramural care providers in the National Healthcare Institute dataset

number of nursing homes are smaller than the total number of nursing homes

e. In the region of the residence

5
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intentions to open 45 new nursing homes in the near future, implying short-term 

Figure 5.2. a

a. There was 1 missing and 16 locations were opened in 2018, but were already included in the 

the dataset.

care at home, respondents highlighted that these packages are primarily used for 

398

5.4.3. Sector conditions

plan are able to select their clients, whereas other nursing homes must accept clients 
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Inadequate responsiveness

399 

demand for a “well-being” approach that focuses on well-being rather than the 
medical aspects of nursing home care and that encourages small-scale nursing 

are frontrunners in the implementation of the “well-being” approach, whereas the 

organisations. The qualitative data further indicate that the elderly of today, and 
their families, are increasingly demanding: they articulate their wishes and ask for 

Participants provided numerous illustrations of what the “well-being” approach 

as an important aspect of well-being. Another aspect of well-being is the living 

large private rooms that residents can furnish themselves so that they feel at home, 

but that these looked too much like 

“open front doors for 

Our tentative analysis of the client ratings of the Netherlands Patients Federation 

being” approach and small-scale units, they are hindered by their heritage of large-
scale real estate and an organisational culture in which the medical perspective 
on nursing home care is strongly embedded: 

as newly established organisations.

5
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Table 5.3.

a

Average score accommodation

Average score employees 8.16

Average score for listening 8.39***

Ratio of clients who would recommend the nursing home 0.92 0.95***

N 1.108 32

Standard deviation in parentheses

observations was deemed too low to separate the two groups

the wider healthcare system: they utilise the current care system to reduce their 
labour costs. GPs have raised their concerns about the limits of their profession in 
this organisational model:

GPs perceive the care for the elderly in these types of homes as too severe and 

400

Although participants observed that the “well-being” demand is primarily 
articulated by more highly educated elderly, our data provide no clear evidence for 
the heterogeneity of demand proposition as presented in the theoretical framework.
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5.4.4. Broader trends
Demographic

number of elderly in the Netherlands, and this trend is likely to continue in coming 
decades.401

generations and wealthier in terms of equity.401 More than half of the elderly in the 

402 The older population is often able and willing to 

The qualitative data highlight an important labour market trend: the relative 

professionals.401

homes that rely on traditional in-kind funding plans must abide. Participants from 

also observe more “hospitality employees
and hostesses: 

Financial

sources for other collective goods.403 The LTC reform of 2015 aimed at bending the 
increasing cost curve, leading to decreased LTC funding.125 After a loud public outcry 

404 

405 In 2016, 39% of the 

5
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nursing homes were loss-making entities.406 According to the participants, many for-

for real estate and for additional services and amenities.

32 For-

chains, comprising 49 locations in total. In all three cases, they were sold to French 

Table 5.4.

Non-private equity owned 
nursing home

Private equity owned 
nursing home

Accommodation 8.84 8.63*

Employees 8.91 8.46***

Listening 8.62 8.01***

Information 8.44

Recommendation 0.92**

N 19 16

Standard deviation in parentheses.
*** p<0.01, ** p<0.05, * p<0.1
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5.5. Discussion and Conclusions

homes and chains, including private equity-owned chains.

the implementation of the LTC reform.

sector was unable to respond to the demographically driven increase and change in 

nursing homes established a well-being approach that tallied with the wishes of 

to reform their nursing homes from a medical to a social care model.389 Tentative 

5
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because they enjoy more freedom to select their clients than the HCP/MCP-funded, 

heavily on the wider care system for specialist care by using geriatric specialists 

reduce labour costs by utilising the wider healthcare system. This “system utilisation” 
was not found in literature and therefore adds to our understanding on what factors 

 
organisations with both public and private funding enabled them to rely less on 
public funding, shielding them somewhat from austerity measures.

5.5.1. Limitations

Since some standalone homes might be unknown to them, there might be a slight 
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5.5.2. Implications

implications related to the composition of the market, care quality norms, and 
accessibility.

negative consequences for the quality of care: studies on US nursing homes have 
 The 

homes. In countries such as Sweden, Norway, Canada, the United Kingdom, and 
 Our 

The consequences are unclear because the international evidence on the quality 

of lower quality in private equity homes,  and no harm to quality of care.411 Our 
data tentatively suggest that client ratings are lower among private equity-owned 

close scrutiny with regard to their long-term consequences.

412

Sweden.388

more on personal service aspects rather than on structural prerequisites for care 
quality”.388, p.565 Most literature reviews from the US report lower care quality in for-

104,112,113 Studies in Nordic countries do 
 Further research is needed on how 

nursing home system for lower-income groups due to the more limited options 
83

care and shaken up the unresponsive traditional LTC market, there are serious 

5
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Abstract

their healthcare systems. Privatising services have been suggested as a means 

about the relative performance of private hospitals compared with public 
hospitals. Most systematic reviews that scrutinise the performance of the private 

    This review synthesises evidence from Italy, Germany, the United Kingdom, 
France, Greece, Austria, Spain and Portugal. Most evidence suggests that public 

to private hospital provision, especially in private parallel systems such as the 

too diverse to make a conclusive statement.
    In conclusion, the growth in private hospital provision seems not related to 

incentives than other provider types. In such cases, policymakers either 
should very carefully develop adequate incentive structures or be hesitant to 
accommodate the growth of the private hospital sector.

Keywords: 
review, private sector
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6.1. Introduction

It is an ongoing debate what the role of the private sector in the healthcare system 
should be. In theory, under competitive forces and the right preconditions, private 
hospitals might outperform public providers. However, empirical evidence, mostly 

98-100 For 

98

61

mortality rates.111

hospitals on more competitive markets, which might blur the distinctions between 
both ownership types.146

past decades, the high share of public provision spurred discussions about possible 

85,413

hospitals may be on par with public hospitals: public and private providers provide 
comparable services and are reimbursed in a similar way. To illustrate, in Germany, 

 Other countries 

414 In Austria, public 

the hospitals services.415

parallel to the public sector as an alternative provision.85 The private sector then also 

through either out-of-pocket payments or private health insurance.416 The United 

countries, hospital ownership is predominantly public, while in other countries, 

6
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It is currently unknown whether private hospitals outperform public hospitals 

might function as a way to limit market imperfections in situations of unobservable 
performance of information asymmetries.14 However, distinctions between public 
and private provision are often at least as important as institutional demarcations, 

we focus on the distinction between public and private. However, if indicated in the 

private hospitals.

6.2 Methods

Public hospitals can be either state-owned or fully run by public entities; private 
128 The 

term “private” hospitals will be used as an encompassing term throughout this 

418 
This includes both productivity measures on the basis of frontier analysis and other 

100,101

96

419 Quality of care 

outcomes.420

BinnenwerkFlorienVersie1.indd   128 23/02/2021   16:18:44



129

quality of care, this review does not look into variation in practices.

6.2.2. Realist Review
Our study follows a realist review approach. A realistic review is suited to review 

421 Rationales and drivers behind the 

nature of our “intervention”, minor deviations from the realist review protocol 

421, p.24

6.2.3. Search strategy

search terms were tested before the actual selection of the articles, to reassure the 
quality and relevance of the included hits. Table 6.1. shows the search terms in a 

Table 6.1. Search terms

Intervention private hospital OR privatization OR public-private hospital, OR hospital 

Outcome
care accessibility OR hospital admission OR 
patient admission OR health care delivery OR 

health care availability

AND NOT: job satisfaction 
OR Medicare in keywords 

Inclusion 
criteria

6
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6.2.4. Selection criteria

Figure 6.1. Flow chart of selection process

 

Total hits (original & updated): 

Scopus=1499, EconLit=129, 

SocINDEX=56, Web of 

Science=1604

PICOS criteria: Title and 

Abstract

PICOS criteria: Full-text and 

Quality appraisal

Excluded

Scopus=1412 

EconLit=110

SocINDEX=55

Web of 

Science=1526

Excluded

94

Duplicates

56

Backward and 

forward snowballing

Selected based upon Title and 

Abstract

Backward: 75 Forward: 427

Full-text and Quality 

Appraisal: 

Total: 39 articles

Total articles in review: 35 Total articles in review: 10

 

Table 6.2. Inclusion criteria for the second phase

Population
that include private hospitals as a control variable are also considered to be 
eligible.

Intervention/ 
exposure

Comparison A comparison should be made with public hospitals.

Outcome
care and accessibility. Articles that only include employment conditions are 
not taken into consideration.

Study design
included.
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Articles were assessed using a standard format to appraise the quality of the 

on the dataset and methodology, or no possibility of a critical appraisal. The two 
reviewers only included evidence whereby the quality assessment demonstrated that 

the review process. Additionally, the literature selected in other systematic reviews 
99-101,422,423 Such a snowballing methodology has been 

assessed as a successful addition to the systematic review by advocates of realist 
reviews.421 Articles conceived to be useful upon the PICOS criteria went through the 
same inclusion process. In total, another ten articles could be included, bringing the 

6.3. Results

Germany, Italy, France, and Austria most private hospitals act as a substitute for 
public hospitals, in the UK, Portugal, Spain, and Greece, most private hospitals do 
complement the public system.

Productivity functions
266,424-426 or a 

SFA model. 432-

434

cases were most often used as output parameters.266,425,428,429,434

424,426 outpatient visits,424

6
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431,433 were used 
less frequently. Regarding input factors, most studies used the number of beds as 

measurement of the capital used.425 To identify labour inputs, all studies incorporate 

431

but do indicate more favourable results for public hospitals. Four German studies 
266,432,434 One 

private sector.432

266

431

431

266,428,434

 Similar 
converging results were found in Germany.429

 
Two studies, from Austria and Germany, reasoned that private providers are more 

424,425 The German study analysed the process of 

425 In the case 

their public counterparts.430

426

The overarching message in most studies might actually be the fact that 

resources accordingly.431 Another indication of the importance of funding schemes 

public hospitals.433
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429

to raise revenues.428

output factors.429

425

only covers up to 50% of hospital costs, and additional funds come from states and 

disproportionally accrue to public providers placing the private sector at bay, but 
possibly also increasing their incentives to operate more cost conscious.424

Table 6.3. 

5 studies from 
Germany & Italy 

than public hospitals 
266,428,431,432,434

2 studies from 

public hospitals 

1 study from Germany 

hospitals to be more 

hospitals 425

3 studies from 

public 266,428,434

4 studies from 

public hospitals 

1 study from Austria 

public hospitals 424

have longer LOS for knee procedures, but shorter LOS for hip procedures.435 For most 

private ITCs, although for some treatments, particularly hip and knee procedures, a 
119 Another study 

in ITCs is shorter than in public hospitals for hip replacements.436

reports shorter LOS in private hospitals for aortic valve substitution.  However, LOS 
was found to be longer in Italian private psychiatric hospitals.438

this by private psychiatric hospitals being funded on a per diem basis, creating 

6
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incentives to increase LOS. Indeed, in Greece, LOS was also higher in private mental 
health clinics.439

in mental health – seem to increase LOS among private providers, while prospective 

that the private providers respond more intensely to incentives than public hospitals. 
95 The author 

discipline and penalised high-cost hospitals, creating incentives for German private 
hospitals to take over public hospitals.95

found to respond faster to increasing demand than other ownership types. Public 
hospitals were more likely to default; therefore, privatisation became an appealing 
option.95 Another study, also conducted in Germany, analyses changes in hospital 

acquiring party.144

439

440 

institutionalised. No such evidence was found for public hospitals.440

upcoding practices than other hospital types.
were found after 2005, probably because of more severe checks implemented after 
2003.

6.3.2. Accessibility

included studies do raise concerns about accessibility to private hospitals; most of 

characteristics. In many countries, private providers do target higher socioeconomic 

lower.
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Table 6.4. 

Outcome/ 
indicator

Number 
of 
studies

Type (private) Countries Impact

Length of stay 3 Aortic valve substitution, 
hip and knee procedures in 
private hospitals or ITCs

Italy, UK, 
France

Private 
hospitals have 
shorter LOS

3
hospitals, mental health 

procedures

Italy, 
Greece, 
France

Private 
hospitals have 
longer LOS

1 United 
Kingdom

Responsiveness to 
demand

1 Germany Private 
hospitals 
are more 
responsive

Employment 1 Germany

2 Germany, 
Greece

Private 
hospitals have 

Upcoding 1 Italy Private 
hospitals have 
more upcoding

1 Italy
Abbreviations: ITCs: Independent treatment centres | LOS: Length of stay | UK: United 
Kingdom

6
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Table 6.5. Accessibility indicators overview

Concept Number 
of studies

Outcome/indicator Type 
(private)

Countries Impact

8
employment status, 
residents from 
deprived versus 

maternity, 

ITCs

Italy, UK, 
Greece, 
Spain

Public 
hospitals 
perform 

2 Method of payment 

insurance and pay 

Private Greece

1 Payment per discharge Greece

Physical 3
ITCs

Italy, UK

1 Access to specialty Private France

1 Private 
psychiatric

Italy

1 Access to pre-emptive 
registration

France

1 Regional physical 

non-resident patients 

Private Italy

Physical 1
usage of drugs

France No 

1 Access to specialty Private France

Private 
hospitals 
perform 

1 Method of payment Private Greece

Physical 1 Chance op follow-up 
treatment

Private 
psychiatric

Italy

Timely 1 Private UK

Kingdom
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In the UK, patients of private ITCs are less likely to come from deprived residential 
areas.119,441 One other study concludes that patients in private hospitals diagnosed 

442 In Greece, monthly 
family income is positively related to private hospital admissions.443-445 In addition, 
both patients with private health insurance and rural residents are more likely to 
use private care services.445

Insurance fund.439 In Greece, more private patients had to pay out-of-pocket payments 
than in public hospitals. On the other hand, and maybe remarkably, “under-the-
table” payments were lower in private hospitals.446

In Spain, private maternity units/hospitals proportionally treat more patients 
 In private hospitals, the prevalence of caesarean 

sections was also higher among immigrants in comparison with natives; no such 
distinctions were found within public hospitals.448 In Italy, patient characteristics 

to be unemployed and make more use of private services.449

Physical access

119,441 In France, a 
higher percentage of patients with ambulatory care sensitive conditions visit public 
hospitals in comparison with private hospitals, while the opposite appears for 

revascularisations procedures.450

high-risk mental health patients are less able to access private services.451 Patients in 
private acute psychiatric inpatient clinics were also more likely to receive a follow-up 

449

452

453 Pre-emptive transplantation 

might be disadvantaged in access to such treatments. Regarding regional mobility, 

6
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private hospitals compared with public hospitals when they could not gain access 
to care in their own region.  The authors point out that this is of concern, since 

Timely access
In the UK, shorter inpatient waiting times are associated with higher rates of private 
hospital beds.454

6.3.3. Quality of care

structure, process, and outcomes420

Table 6.6. Quality of care indicators overview

Concept Number 
of studies

Outcome/indicator Type 
(private)

Country Impact

Structure 1 Continuity of care Private 
psychiatric 
clinics

Italy

Public 
hospitals 
perform 

1 Greece

Process 2 Adherence guideline 
and screening

Private Austria, 
Italy

1 Appropriate 
admission

Private Italy

Outcome 2 Mortality rate 
private

France, 
Italy

Public 
hospitals 
perform 1 Rehospitalisation rates Private France

1 ITCs UK No 

3 Private 
hospitals, 

Germany, 
Italy

Private 
hospitals 
perform 

1 Private 
hospitals

Italy

1 ITCs UK

Abbreviations: ITCs: Independent treatment centres | UK: United Kingdom
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Structure

personnel compared with public hospitals.439

psychiatric clinics collaborated less intensely with the community system as public 
psychiatric departments do.449

Process

of admission was evaluated. Although the number of inappropriate admissions 

inappropriate admissions than public hospitals.455 Private hospitals are also showing 
456 

A study on Austrian hospitals shows that adherence to the guidelines for colorectal 
cancer screening was worse among private hospitals. After the implementation of 
a guideline for colorectal screening, only 3.8% of private hospitals changed their 
routine practice versus 14.2% of public hospitals.

Outcomes

emphasis on such issues.266

France was the country were the two included studies on quality outcomes 
indicated a consistently worse performance for the private sector. Mortality rates 

458 Rehospitalisation rates, a possible indicator for worse 

of 30-day all-cause rehospitalisations of older patients than public providers.459

public delivery of healthcare services was associated with increased reduction in 

spending increases on private healthcare services. This implies that increases of 
spending on private healthcare services might hamper the possible reduction in 
avoidable mortality by investments in the public sector.460 Contrary results indicate 

6
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to be much lower.461 This corresponds to the results of a multi-level analysis, also 

hospitals.462

463

doctors.464

found seemed to relate to other variables such as patient characteristics.463

6.4. Discussion

incentives than the public sector. This was shown for a range of indicators such as 

seem to depend on type of treatment, whereby consistent evidence shows the private 
sector has shorter LOS for hip procedures compared with the public sector and type 

surroundings, especially for mental health.

a broader inclusion of private providers in the mainstream health system might be 
an important option to reduce such disparities in access. The same goes for cream-
skimming, which, although higher in private hospitals, might be prevented by 

mortality and readmissions in Germany and Italy. In France, private hospitals 

predominantly seem to favour public hospitals. This casts doubt on the advantages 
of private hospital specialisation.
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6.4.1. Limitations

subject to various limitations. Included studies used a wide range of indicators; 
research designs vary substantially. This makes it somewhat problematic to 

and/or indicators implying they do not necessarily hold for a broader spectrum 

465 The 

mention a valid criticism when stating that “much apparent inconsistencies in the 

98, p.289 Indeed, private hospitals 

sector in the wider health system could aid policymakers in designing sound and 
evidence-based policies in this area.

6.5. Conclusion

with several take-away messages. Firstly, the private hospital sector consists of many 

take a careful note to the incentives built into the healthcare systems, because they 
seem to be an important driver for either the divergence or convergence of the private 

designed. Fine-tuning such structure, e.g., hospital payment systems, becomes 
even more important if the role of the private sector increases. It is not clear if all 

6
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highlights that policy “shopping” among research results, although possible for 
this subject, is dangerous. The evidence on private sector performance should be 

the supposed superior performance of the private sector – and especially the private 

health system to guarantee broader access to the private sector; for all countries, it 
is then important to design incentive structures that minimise the opportunities for 
opportunistic behaviour and for quality of care includes transparency.

Overall, this review could contribute to the discussion on the role of the 

sectors.
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6.6. Appendix

Appendix 6.A. Search string

Scopus

OR

OR

OR

And no Keywords “Medicare” OR “US” OR “United States”

After 2008

6
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OR

OR

OR

And no Keywords “Medicare”

Search Options

Source types
Academic Journals and English

BinnenwerkFlorienVersie1.indd   144 23/02/2021   16:18:45



145

Appendix 6.B. Quality Appraisal form

Component Ratings of Study: Score

from and what the characteristics are of the sample 

Strong: The selected individuals/hospitals are very 
likely to be representative of the target population

Moderate: The selected individuals/hospitals are at 
least somewhat likely to be representative of the target 
population

6
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to be representative of the target population

Strong: will be assigned to those articles that 
controlled for most relevant confounders

Moderate: will be given to those studies that controlled 

it missed some relevant confounders

Strong: The data collection tools have been shown to 
be valid; and the data collection tools have been shown 
to be reliable

Moderate: The data collection tools have been shown 
to be valid ; and the data collection tools have not been 
shown to be reliable or reliability is not described .

to be valid or both reliability and validity are not 
described.

The choice of measurement of the outcome variable 

Strong: Clear connection with one of the three 

Moderate: a couple of validity issues arise. The 
connection between the outcome variable and the 

Strong: more than 10 hospitals are included in the 
analysis

Moderate: between 3 and 10 hospitals are included in 
the analysis
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characteristics

rate is less than 60% or if the withdrawals and drop-

Total score

Additional comments Answers to comments

of our research question?

Can the results be generalised?

In or out

Final judgment made based on the score and the 
additional comments

Appendix 6.C.

• 

Treatment Centres: Comparison with NHS providers.” 
research

• 
cost and performance comparison of Public Private Partnership and public 
hospitals in Spain.” 

• 

research 13: 393.
• 

6
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of acute psychiatric in-patient facilities: national survey in Italy.” 

• 
status and payment structure on the adoption and use of drug-eluting stents 
for percutaneous coronary interventions.” Canadian Medical Association 

• 
following elective total hip arthroplasty: pitfalls of misinterpretation.” 

• 
of health services and equity of access in remote areas in Greece.” Health 

• 

for colorectal cancer surgery and care according to patient-, tumor-, and 
hospital-related factors.” 

• 

and convenience.”  15: 288-295.
• 

hospitals from the viewpoints of economic theory and slovak practice.” 
 13: 19-31.

• 

.
• 

Hospitals in Private and Public Sectors of Czech Republic.” 
Sociology

• 
surgery: Changes in perioperative management improving hospital 
pathway.” Minerva Ginecologica

• 

patients: a prospective cohort study.” Critical Care
• 

Independent-Sector Treatment Centre on provision of elective orthopaedic 
Annals of the Royal College of 

• 
in favour of those in a higher socioeconomic group?”  
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Abstract

Background: 
in many healthcare systems. Focus factory theory predicts that ITCs provide 
high quality healthcare with low prices, through specialisation, high-volume 

care within a regulated competition system in the Netherlands, by focusing on 

Methods: The cross-sectional study combined publicly available quality data, list 

Lastly, we analysed quality of care in relation to the number of insurance 

regressions.
Results:

relationship was found between the underlying factors and quality or price, in 

based on quality within the ITC sector.
Conclusions: This study found no evidence that ITCs outperform GHs on 
quality or price. This evidence does not support the focus factory theory. The 
substantial practice variation in quality of care may justify more evidence-based 
contracting within the market for elective surgery.

Keywords: independent treatment centres, focus factory theory, ambulatory 
care, quality.

BinnenwerkFlorienVersie1.indd   158 23/02/2021   16:18:48



159

ITCs are not a guarantee for high quality and low healthcare prices

7.1. Background

Healthcare systems worldwide strive to improve the quality of care, while 
466 As a response, 

governments aim to improve quality and reduce costs simultaneously.  One of 
the proposed solutions is the reallocation of ambulatory care from General Hospitals 

383,469

ITCs are a growing phenomenon in many healthcare systems. In the United 

2011.
in 2009 to 418 ITC sites in 2016, while the number of invasive treatments performed 
in ITCs nearly tripled.80

in the Netherlands is only 3.8% in 2016.

as a result of technological developments.

and GH care, and investigate how this is supported within a regulated competition 
healthcare system.

are hospitals. 

was formalised in 1998, when ITCs were allowed to provide reimbursable medical 
care for a limited array of treatments. The rationale behind the legislation was to 

44,299 In 2005, a formal distinction 
between ITCs and hospitals was abolished with the introduction of the Health 

elective ambulatory care, and tend to be more focused.  In practice, ITCs are still 

been able to freely choose their health insurers and healthcare providers.26,28 In 
this regulated competition system, health insurers purchase healthcare selectively 

343 
A restitution plan reimburses all providers, guaranteeing full choice for consumers 

network providers.
 For 

7
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GHs and ITCs. The location and presence of certain physicians are important factors 
in patients’ choice of GHs, whereas quality of care and limited waiting time are 
important motivations for patients opting for ITCs.  Important information sources 

7.1.1. Theory
299 

Their concept originates from the “focus factory” theory, which builds on 

productivity and quality improvements as a result of focus.  Thus, the focus and 

Healthcare performance could be driven by a number of underlying factors 

performance on process and structure indicators, due to standardisation and 
improved coordination of processes.  This might also reduce overhead costs, 
leading to lower production costs and potentially lower prices. Moreover, high 
volume could improve quality – known as the volume-quality relationship.  

other chain members.

important driver to improve quality within the ITC sector. Almost every hospital 
in the Netherlands is contracted by the main insurance companies, but this is not 
the case for ITCs.
provider of high quality care with low prices, to compete with hospitals that have 
greater market power. Representatives of the ITC sector deemed this pressure as very 

The aim of this study is to compare ITCs to GHs on quality of care and price. The 

questions were asked towards understanding the determinants behind potential 

quality outcomes of the previous year?
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ITCs are not a guarantee for high quality and low healthcare prices

7.2. Methods

7.2.1. Data and variables

medical procedures were selected based on the availability of clinical outcome data: 

annual number of surgeries per facility. The quality indicators were selected and 

facilitated and managed this process. Percentage postoperative infections after 
CTS and the percentage of revisions after TKR, THR and ACL surgery were used 
as clinical outcomes. The quality indicators for CTS, TKR, THR and ACL were 

was available.

was constructed for ACL treatments due to the absence of process and structure 
indicators.

the Netherlands, prices are freely negotiable: each insurer and provider negotiate 

are not made public, and were not available for this study. However, providers are 
legally obliged to publish list prices. In theory, these prices apply for patients without 

patients visit out-of-network-providers, they may pay up to 25% of the list price, 

7
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although list prices are generally higher than contracted prices. List prices of the 

481

medical procedures were obtained by hand-searching the websites of the four 

482

providers that were contracted in each limited provider plan was used to construct 
the total number of contracts per ITC.

quality data. These consist of: four ITC observations and one GH observation for 
cataract surgery; four ITC observations and one GH observation for CTS; four ITC 
observations for THR and TKR; and, four ITC observations and two GH observations 

patient group compared to ITCs and GHs.483 In addition, specialty- and academic 

that delivered data as holding companies only. This means that we had to remove 

performed Cook’s distance tests on all regression models.484 Since our sample size 
was relatively small and single infections could lead to high infection percentages in 
providers with low volumes; our results could have been driven by outliers. A Cook’s 

485 

7.2.2. Data analysis

as a dependent variable, one with list price as a dependent variable and one with 

BinnenwerkFlorienVersie1.indd   162 23/02/2021   16:18:48



163

ITCs are not a guarantee for high quality and low healthcare prices

the number of insurance contracts as a dependent variable. In all regression models, 

assess if the relationship between the type of provider and clinical outcomes persists 

 In these models, 

separately through the margins command in Stata.15®

we display the residual plots to assess if the residuals after the ordinary least squares 
regressions are normally distributed. Please note that we had already clustered our 
observations within chains to limit this possibility. These plots illustrate that no 

logistic regression, the number of contracted ITCs in 2018 was related to quality 

regression, as the dependent variable – number of contracts – should be treated as 
ordered categorical classes.

7.3. Results

7.3.1. Descriptive statistics

inconsistent; ITCs outperform GHs on cataract care, CTS and ACL surgery, but 
perform on average worse on THR and TKR. However, standard errors are often 
large, indicating high variation in quality outcomes in both ITCs and GHs. All 

7
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and positive for GHs.
Average list prices are higher in ITCs for TKR, THR and CTS surgeries, but lower 

for cataract- and ACL surgeries. The variance in surgery list prices on TKR and THR 
is larger within ITCs. Furthermore, the vast majority of GHs are contracted by the 

insurance contracts with at least one of the four insurance companies, which is not 
the case for all ITCs.
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7.3.2. Regression analyses

that ITCs have a higher revision rate for THR, but a lower revision rate for ACL. 

estimated elasticity of 0.82 for THR translates into a 1.44 percentage point higher 
revision rate in ITCs. ITCs performed 2.21 percentage point fewer revision surgeries 

infections declines when more CTS surgeries are performed. However, a volume-
quality relationship was not found for any of the other procedures. Similarly, the 
process and structure indicators are only related to one procedure: they are positively 
associated with the increase of postoperative dioptre of target for cataract care. Chain 

Table 7.2. 

Cataract1 CTS TKR THR ACL

variable

Postoperative 

target

Improved 
visual 

line

Post-
operative 
infection

Revision 
within 1 
year

Revision 
within 1 
year

Revision 
within 1 
year

Model 1
GH Reference Reference Reference Reference Reference Reference
ITC

Number of 

Process / 
structure

No chain 
Reference Reference Reference Reference Reference Reference

Chain 

Syndrome; TNR: Total Knee Replacement; THR: Total Hip Replacement; ACL: Anterior Cruciate 
Ligament injury.

*** p<0.01, ** p<0.05
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Price and facility type

additional factors. High volume is related to a lower list price for standard cataract 

measures are related to higher surgery prices for CTS surgery. This means that one 
standard-deviation increase in process and structure indicators increases list prices 

Table 7.3. 

Cataract

Carpal 
Tunnel 
Syndrome 
(CTS)

Total Knee 
Replacement 
(TKR)

Total Hip 
Replacement 
(THR)

Anterior 
Cruciate 
Ligament 
injury (ACL)

variable
List price List price List price List price List price 

Model 2

GH Reference Reference Reference Reference Reference

ITC

Number of 

Process / 
structure

No chain 
Reference Reference Reference Reference Reference

*** p<0.01, ** p<0.05

Insurance contracts
No relationship was detected between the number of insurance contracts for 2018 

are independent of quality of care within the ITC sector.

7

BinnenwerkFlorienVersie1.indd   167 23/02/2021   16:18:48



168

Table 7.4. Four ordered logistic regression models on the relation between insurance contracts of 

Number of insurance 
contracts [0-4]

Model 3

Carpal Tunnel Syndrome model – fraction infection

Anterior Cruciate Ligament injury model – fraction revision

*** p<0.01,** p<0.05

volume-quality relationship for CTS, but this relationship disappeared in 2016; and, 

cataract care, but in 2016, the process and structure indicators are related to the 

hospitals on postoperative dioptre of target refraction after cataract surgery. One of 

base when performing cataract surgery.483

probability of having revisions within one year after THR and type of provider 

BinnenwerkFlorienVersie1.indd   168 23/02/2021   16:18:49



169

ITCs are not a guarantee for high quality and low healthcare prices

values above 0.85, illustrates that the two outliers have a substantial impact on the 

In addition, the relationship between facility type and ACL care disappeared in the 
model when the outlier was included.

7.4. Discussion

time. ITCs needed fewer revision surgeries after ACL surgery. In contrast, revision 
surgery after THR was performed more often in ITCs than in GHs. However, these 

is relevant for patients with a restrictive-provider plan, as they may need to pay the 

decide to visit a non-contracted provider.  Furthermore, the underlying factors did 

procedures. This indicates that ITCs may not strategically compete for patients by 

319,320,483,488,489 

and GHs in providing cataract care.483

higher on patient satisfaction compared to GHs, but patient reported outcomes were 
similar.483

319

488 In the United 

centres and hospitals,320 while Hollingsworth et al. found fewer complications after 
urological surgery for ambulatory surgery centres.318

clinical quality outcomes could be caused by ITCs that focus more on aspects such 
490,491 In line with research on hospital chain 

improves quality of care.361

7
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the board for ITCs compared to GHs,299 and another, more recent empirical study 
483 A 

lower contracted price could indicate that ITCs have less bargaining power vis-à-vis 

margins for ITCs compared to GHs.492 Alternatively, lower contracted prices could 

use higher margins on procedures that can be standardised easily to cross-subsidize 
more loss-making procedures. This requires additional research.

Similar to the quality outcome measures, the volume-quality relationship and the 
relationship between quality and the process and structure indicators vary over time. 

for the other treatments. The volume-quality relationship has been demonstrated 
in previous research on high-risk surgical procedures in hospitals,  but 
is less studied for low-risk surgical outpatient procedures.  Previous research 

low-risk invasive treatments.330,332,333,358 One contribution from the United States and 
the Netherlands shows that the volume-quality relationship also persist within the 
ITC sector, however, this relationship appears to be weaker.

contract ITCs based on quality. Therefore, ITCs may not obtain a competitive 
advantage when outperforming on quality. This goes against the premise of the 
regulated competition system that high quality gets rewarded through selective 
contracting. Studies on the relation between quality and selective contracting in 

results.493-495

26,28,494 One study found an 

28 Heijink et al. detected 
no decrease in cataract prices after the introduction of regulated competition, and 
insurers did not selectively contract hospitals on cataract care.26 The role of quality 
in negotiations between insurers and providers seems to be limited.494

7.4.1. Limitations

GHs and ITCs for multiple treatments – some data limitations need to be taken into 
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that include specialty- and academic hospitals indicate concerns of such sort. 
International evidence allude to concerns of “cherry-picking” behaviour among ITCs, 

119,120 However, 
483,496 

could potentially drive quality outcomes for CTS treatments.  For instance, ITCs 
might treat less CTS patients with diabetes compared to GHs,498

in postoperative infections between diabetic and non-diabetic patients are not 
necessarily present.499 One risk factor for postoperative complications for ACL 

500,501

anaesthesia provides more same-day discharges, while general anaesthesia often 
requires inpatient admission.502,503 It is unclear if the choice of anaesthesia between 

conservative conclusion.
Secondly, despite a legal mandate for providers to report their annual quality 

their quality data. This could introduce selection bias. Also, one large ITC chain 

z-score removed from the overall mean. Therefore, we argue that the possibility that 

of the data, we compared ITCs included in our dataset to all healthcare providers 

a tool for patients to choose between healthcare providers. The vast majority of ITCs 
were present in our dataset – depending on the type of treatment – ranging from 

bias could not be ruled out. Again, this suggests that the absence of higher quality 
in ITCs is a conservative conclusion.

lower than list prices, especially for ITCs. Furthermore, it is unclear if list prices are 

prices of out-of-network care to form a major barrier in patient choice: for patients 

7
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out-of-pocket costs, and the list prices lose their informational value. More research 
is needed to assess if and how list prices are actually used in practice.

Other limitations include self-reporting, small sample size and ITC physicians 
working in GHs. Firstly, quality data was self-reported by ITCs and GHs, which 

are based on a relatively small sample size, which limit the ability to detect small 

outliers. This was also demonstrated in the robustness checks. Thirdly, a report 

also worked as a physician at a GH.  However, the available data did not allow 
us to correct for physicians that work in both GHs and ITCs. These physicians 

7.4.2. Implications
Our study contributes to the understanding of how ITCs perform compared to GHs 

prominent in many healthcare systems and the need for ambulatory care is likely 
to grow in the near future, with an increasingly ageing population that will further 
intensify the demand on, for instance, ophthalmological and orthopaedic care.504,505

Firstly, health insurers may want to utilise this information in strategic contracting. 

in list prices, other studies have shown that contracted prices were lower for ITCs 
compared to GHs.299,483 Thus, reallocating low invasive care to ITCs could still be 

average perform similarly, substantial practice variation in quality may justify more 
selective contracting on quality. This could also incentivise both ITCs and GHs 
to invest in quality. Creating more transparency in healthcare costs and prices is 

506

treated in GHs and/or ITCs. Once those improvements are realised, the ITC sector has 

BinnenwerkFlorienVersie1.indd   172 23/02/2021   16:18:49



ITCs are not a guarantee for high quality and low healthcare prices

the potential to play a more prominent role in the provision of elective care and can 
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Appendix 7.C. Residual plots of the OLS regression models with price as out-
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Appendix 7.G. Relation price and facility type (i.e. ITCs versus General Hospi-

Cataract
Carpal Tunnel 
Syndrome 
(CTS)

Total Knee 
Replacement 
(TKR)

Total Hip 
Replacement 
(THR)

Anterior 
Cruciate 
Ligament 
injury (ACL)

variable
List price List price List price List price List price 

Model 2

H Reference Reference Reference Reference Reference
ITC

Number of 

Process / 
structure

No chain 
Reference Reference Reference Reference Reference

Chain 

314.00

*** p<0.01, ** p<0.05

Total Knee Replacement
Anterior Cruciate Ligament 
injury

Model 1a
GH Reference Reference
ITC

Model 1
GH Reference Reference
ITC

Process / structure

Reference Reference

*** p<0.01, ** p<0.05

7
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Abstract

Objective.

Data sources.
quality indicators from a semi-public platform.
Study design. This study uses a comparative multi-level analysis, controlling for 

with cataract.
Data collection. 

cataract care. ITCs seem to perform surgeries more frequently per care pathway, 
but conduct a lower number of healthcare activities per surgical claim. Total 
average costs are lower in ITCs compared with GHs, but when adjusted for 

but patients’ outcomes are similar.
Conclusion. 
theory – that ITCs can provide more value for cataract care than GHs.

Keywords
of care, value
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8.1. Introduction

Provoked by the increasing pressure to sustain rising health care costs, policymakers 

instead of full-service providers.  The theoretical assumption behind this argues 

ITCs are usually smaller independent providers which generally focus on one 
patient group, specialism or treatment.  In several healthcare systems, ITCs are more 

33 ITCs seem to embody to a greater 
 This theory postulates that 

gains could then lower operational costs,  through standardisation and by 

in overhead costs could be made possible. Furthermore, quality could be improved 
by means of routine and cultivating from continued learning. In line with Michael 

outcomes relative to costs,  ITCs would theoretically achieve more value for the 
same procedure compared with full-service hospitals.

In many countries, the number of ITCs has risen steeply over the past decades. 
This increase is partly due to technological advances: more treatments can be 

toward ITCs, since many healthcare systems opted for a more market-driven system. 

but recently this growth has slowed down.
number of ITCs peaked in the mid-90s and has been declining since,509 however, 
the total spending on the ITC-sector increased with 39% between 2013-2014 and 

 In the Netherlands, the number of ITC concerns has been growing 
steadily from 81 in 2008 to 241 in 2015.321 ITCs started to emerge in the Netherlands 

care for a limited array of treatments. That act was introduced in order to reduce 
44,299 The formal distinction 

between ITCs and hospitals was abolished with the introduction of the Health Care 
Institutions Admission Act in 2005, which regulates the approval of reimbursable 

8
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and ITCs themselves.

which comes from the US. However, comparative studies scrutinising cost and 
quality simultaneously are lacking. The studies that analysed quality of care either 

318,320

full-service hospitals.114 

463

464 In contrast, 

510 and evidence points to the fact that ITCs in the 

a shorter length of stay when treated in an ITC.119

both the UK and the US suggest that ITCs might be cherry-picking and treat less 

From the demand side, it seems that the characteristics of patients seeking 

independent sector in the UK historically serves the interests of private practices of 

shorter waiting lists.119,33 Also in the US, patients who are not insured via Medicaid 
more often chose to visit an ITC.120 In the Netherlands, there is still a knowledge gap 

provides more insight on the motivations underlying patients’ choice of healthcare 

 Furthermore, not 
all ITCs are contracted by all health insurers, while GHs more often are contracted 

0.88 for hospitals.513 Therefore, people with a comprehensive indemnity healthcare 
insurance package will probably be more inclined to opt for ITCs. These insurance 
packages cover ITC care even when the ITC has no contract from this respective 

indemnity healthcare insurance package – people with a higher socioeconomic 

no relationship between income and the choice for those insurance coverage that 
limits the choice of healthcare providers.514 Another reason why there might be a 
certain selection of patients visiting ITCs is that, according to guidelines set by the 

systemic diseases.515
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This study focuses on cataract care, a care modality often provided by ITCs. 

Cataract surgery has dramatically evolved from a procedure done 

”516, p.146 
In the Netherlands, most cataract surgical procedures are now outpatient and ITCs 
play a substantial role in delivering them.  There is a growing need to optimise 
cataract care delivery due to ageing societies which means that the demand for 
cataract surgery will increase.505

In 2006, the Netherlands implemented a number of market-oriented reforms 
of the healthcare system and the ITC enterprises subsequently grew. The focus 

remains uncertainty as to whether ITCs really do outperform GHs. To the best of 

provided by ITCs is compared with GHs over the period 2013 to 2015. Our aim was 

8.2. Methods

8.2.1. Data

company Achmea. This sample is highly representative: Achmea had a market 
share of 31.1% in 2015, making it the biggest health insurer in the Netherlands.518 
Achmea has the highest market share across a wide geographic area in the 
Netherlands whereas three other largest health insurers are more geographically 

representativeness.519

520 

on the diagnosis code included in the claims data. All individual ophthalmological 
claims within a single year were obtained.

patients’ care pathway. This means that all the ophthalmological claims that were 

their patients’ care pathway. Patients who received care from multiple providers 

8
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way that the type of provider can be easily detected. Comparisons between GHs and 
ITCs are our main interest because academic and tertiary care hospitals deviate too 
much from the ITC organisational model, mainly because of their teaching objectives 

8.2.2. Study variables
In the Netherlands, providers are paid through a diagnostic-related groups system. 

343 

bilateral negotiations between health insurers and providers. Volume encompasses 

are categorised into four categories. These four categories contain the following 
number of activities: 14 diagnostic, 5 anaesthetic, 4 surgical, 2 consultation activities 

consultations. The precise number of activities could only be analysed for 2015 
because before that year providers were not obliged to share this information with 
their health insurers.

521

392

in the labour market of all the inhabitants within that neighbourhood. Zero equals 

possible multimorbidity, we grouped pharmaceutical claims of patients and used 
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comorbidity as a separate confounder variable, since ocular comorbidity can have an 
impact on possible complications after cataract surgery.522 To measure this, we used a 

claims. The models that include quality were adjusted for total surgical volume, 
accounting for the volume-quality relationship.325 This includes the total number 

523 

patient satisfaction and asks the opinion of patients on “
 The ratio 

of the number of promoters over the number of detractors makes up the NPS. The 
PROM used for this study measures the perceived outcome of patients 4 weeks after 

reported outcome after surgery. For instance, if the patient, 4 weeks after the cataract 

2014, this was a 5-point scale, which makes comparisons between these two years 
troublesome.

8.2.3. Statistical analysis

clustering of patients within hospitals, including a random intercept for provider 

costs are skewed to the right; therefore, the total claims costs were logarithmically 

with the non-transformed costs models utilising the Akaike Information Criterion 
354 The GHs are used as our reference category.

comorbidity. The model, which includes the total log costs as dependent variable, 

8
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restricts to patients who at least had one surgical cataract procedure. Total costs 
are used as a control when quality is the dependent variable and vice versa. This 
last model builds upon the last mentioned model, but adds total volume of the 

8.3. Results

8.3.1. Patient characteristics
Table 8.1. shows the characteristics of the sample of patients per type of provider 

The dataset includes 29 cataract ITCs. In total, this dataset contains around 50,000 

24.1% in 2015. The type of treatment provided to patients is relatively similar between 
ITCs and GHs: around 56% of the cataract patients received standard cataract 

lower in ITCs. The percentage of patients who are 85 years or older is much lower 
in ITCs than GHs. The average number of chronic conditions illustrate that ITCs’ 
patients have less comorbidity, and the average number of patients with diabetes 

ITCs is higher compared with GHs. Glaucoma is the only indicator that suggests 

of patients with glaucoma is higher compared with GHs. Glaucoma might have a 
negative impact on the postoperative visual acuity,522 but on the other hand, when 
glaucoma has been detected early enough, a higher share of glaucoma patients does 

symptoms can be successfully suppressed.524,525

GHs.
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Table 8.1.

Cataract
ITCs GHs

Provider characteristics
Total number of providers N 29 52
Number of patients N 11526 20901

% 24.11
Type of treatment
Standard cataract surgery % 55.69 55.92

% 6.55 5.14
No surgery % 38.91
Patient characteristics
Average Age Mean

<18 years % 0.08 0.26
% 8.32 10.29

Men %
Average number of chronic conditions Mean 2.15 2.24

Mean 0.05 0.08

Mean 0.14 0.18

Average number of Glaucoma patients Mean 0.30 0.12

Mean -0.06 -0.28

Volume

pathway of cataract care
Mean 1.45 1.41

Number of cataracts per patients’ care 
pathway

Mean 0.91 0.84

% 28.42 22.96
Price

Mean 1009.22 1095.15

Mean 1250.58

Total costs
Total costs for cataract – conservative Mean 115.43

Total costs for patients with 1 cataract 
operation

Mean 1151.20

Total costs for patients with 2 cataract 
operations

Mean 2085.43

Standard deviations in parentheses

8
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8.3.2. Volume

Nevertheless, the average number of surgeries is higher within ITCs, with, on 
average, 0.91 cataract operations per care pathway, while GHs have an average of 0.84.

8.3.3. Price and total claims costs

with ITCs, are substantially lower for cataract surgery than prices for GHs: on average 

average 94 euros per care pathway, and for patients with two cataract operations, 

statistics of 8%. In addition, in 2013 ITCs seem to have been, in contrast to 2014 and 

Table 8.2.

2013
log costs

2014
log costs

2015
log costs

GHs Reference Reference Reference

ITCs 0.05*** -0.02*** -0.05***

Observations

*** p<0.01. ** p<0.05. * p<0.1
Standard errors in parentheses
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ITCs reporting almost no anaesthetic procedures is because there are no healthcare 

526

procedure among ITCs. This might well correspond with our reasoning that ITCs 

ophthalmologists.

activity fewer.

Table 8.3.

ITCs GHs

Activities within complex 
cataract surgery

Total 5.48

0.82 1.04

Anaesthetics 0.00 0.51

0.31

Optometric consultation 0.44 0.26

Activities within standard 
cataract surgery

Total 4.14 4.56

0.86

Anaesthetics 0.01 0.38

0.36

Optometric consult 0.38 0.25

Standard deviations in parentheses

8
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Table 8.4.

For standard cataract 
surgical claim

For complex cataract 
surgical claim

GHs Reference Reference

ITCs -0.42*** -1.19***

Observations 34863 3299

comorbidity, gender, aged 85 or over
*** p<0.01. ** p<0.05. * p<0.1
Standard errors in parentheses

8.3.5. Patient Value
Table 8.5. illustrates that, when the model controls for quality, the claims costs in 

compared with GHs. However, the dissimilarity of the PROM scores is marginal 

after cataract surgery.

Table 8.5.

Cataract Cataract Cataract Cataract Cataract Cataract

2013
log costsa

2014
log costsa

2013
NPSb

2014
NPSb

2013
PROMb

2014
PROMb

GHs Reference Reference Reference Reference Reference Reference

ITCs 0.16*** 0.13*** 0.01*** -0.01***

Observations 29486 28582 29486 28582 29486 28582

comorbidity, aged 85 or over. high and low volume providers. 2 or more operations. type of 

a. controlled for NPS and PROM
b. controlled for log costs
*** p<0.01. ** p<0.05. * p<0.1
Standard errors in parentheses
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8.4. Discussion

Our results indicate that ITCs, compared with GHs, can be value-adding entities 

Total costs of cataract claims are lower for ITCs compared with GHs, although the 

costs seem to be partly driven by lower negotiated prices, since ITCs tend to have 

less healthcare activities within cataract surgical claims and through more intense 

496 but goes against the 
119,120 Furthermore, this study also seems to 

318 A general 
464 but 

not on patient-reported outcomes of the treatment.320

perspective of the patients’ care pathway, instead of only comparing surgical claims. 
Fourthly, we were able to separate claim reimbursements from actual activities, 

this study were not optimal. Quality data for cataract surgery were on provider-
level, and not individual treatment level. In addition, the PROM scores were part 

considered for future research, when longitudinal and/or more detailed data become 
available, to limit the unobserved variances between ITCs and GHs. This is especially 

8
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for this purpose. These models should then take into account potential selection 
528

study to measure patients’ care pathway is a relatively crude measure since it is 
based on the annual cross-sectional claims. This study would ideally have used the 

cross subsidise their activities on more competitive markets such as cataract surgery. 
However, due to negotiated global budgets with the additional requirement to deliver 
additional services if patients need them, the actual room to cross-subsidise has 
become more limited in recent years.

This study contributes to our limited understanding of the relative performance 
of ITCs compared with GHs. However, some important questions remain 

does not necessarily induce a decline in ICT-sensitive services in hospitals.529 The 
second question, relates to the concern whether suppliers induce demand. Several 
studies from the US have indicated that this is sometimes the case,530,531 particularly 
among physician-owned healthcare providers.114

of the ITCs contracted for cataract care, 68% are physician-owned. The phenomenon 

US’ prohibition on self-referrals under the Stark Laws also tries to limit the issue of 

Notwithstanding the regulation already in place, policymakers and healthcare 
purchasers should consider the possibilities of supplier-induced demand when 
designing reimbursement legislation and contracting strategies. Thirdly, we have 
found that ITCs more often carry out two cataract operations per care pathway than 
GHs. It is beyond the scope of this study to assess whether this indicates that ITCs 
are undertaking unnecessary cataract operations but it does raise concerns which 

care pathway among ITCs, but a lower number of activities within each claim, while 
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The role of ITCs within future healthcare systems is still up for debate. Currently, 
GHs need to continue providing elective ambulatory care surgery if they are to ensure 

these services to ITCs. Moreover, increasing ITC penetration may increase the risks of 

surgeries ITCs could potentially enhance value of modern healthcare systems, but 

8
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8.5. Appendix

Appendix 8.A. Descriptive statistics tertiary and academic hospitals (2015)

Academic 
hospitals

Tertiary care 
hospitals

Provider characteristics

Total number of providers 8 19

Number of patients N 2108

% 4.41

Type of treatment

Standard cataract surgery % 43.93 53.8

%

No surgery % 43.93 38.92

Patient characteristics

Average Age Mean 66.19

<18 years % 3.32

% 9.14

Men % 49.00 43.40

Average number of pharmaceutical 
products

Mean 2.30 2.38

patients
Mean 0.11 0.09

patients
Mean 0.16 0.21

Average number of Glaucoma 
patients

Mean 0.29 0.19

Mean -0.24 -0.23

Volume

of cataract care
Mean 1.40

Number of cataract operations per 
patient journey

Mean 0.86

journey
% 11.1 24.63

Price

surgery
Mean 1091.45
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Academic 
hospitals

Tertiary care 
hospitals

surgery
Mean 1844.82 1361.35

Total costs

Total costs for cataract care – 
conservative

Mean 119.05

Total costs for patients with 1 cataract Mean 1413.34

Total costs for patients with 2 cataract Mean 2262.29

Standard deviations in parentheses

-

ITCs GHs

Provider characteristics

Total number of providers N 29 62

Number of patients N 24656

% 19.3%

Type of treatment

Standard cataract surgery % 55.34

% 5.85

No surgery % 40.89

Patient characteristics

Average Age Mean

<18 years % 0.03 0.20

% 9.64

Men % 39.83 42.34

Average number of chronic conditions Mean 2.11 2.28

Mean 0.04 0.09

Mean 0.13 0.20

Average number of Glaucoma patients Mean 0.30 0.12

Mean -0.29

8
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ITCs GHs

Volume

cataract care
Mean

Number of cataract operations per 
patient journey

Mean 0.90 0.80

journey
%

Price

Mean 1231.10

Mean 1316.49

Total costs

Total costs for cataract care – 
conservative

Mean 138.01 119.45

Total costs for patients with 1 cataract 
operation

Mean 1195.39 1294.04

Total costs for patients with 2 cataract 
operations

Mean

Standard deviations in parentheses

-

ITCs GHs

Provider characteristics

Total number of providers N 59

Number of patients N

% 22.5 44.4

Type of treatment

Standard cataract surgery % 55.21 55.50

% 6.42 4.22

No surgery % 38.35

Patient characteristics

Average Age Mean

<18 years % 0.08 0.15

% 8.03 9.66

Men % 39.51 41.81
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ITCs GHs

Average number of chronic conditions Mean 2.12 2.24

Mean 0.05 0.08

Mean 0.13 0.19

Average number of Glaucoma patients Mean 0.29 0.12

Mean -0.06 -0.31

Volume

cataract care
Mean 1.40 1.34

Number of cataract operations per patient 
journey

Mean 0.86

% 18.62

Price

Mean

Mean 1451.95

Total costs

Total costs for cataract care – conservative Mean 129.05

Total costs for patients with 1 cataract 
operation

Mean 1128.21 1216.40

Total costs for patients with 2 cataract 
operations

Mean 2193.03

Standard deviations in parentheses

8
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Appendix 8.D. PROM questions - in Dutch and with our own English translation

Hoe gaat het volgende bij u: goed dichtbij kunnen zien?
 

Hoe gaat het volgende bij u: samenwerking tussen beide ogen?

Hoe gaat het volgende bij u: goed veraf kunnen zien?

Hoe gaat het volgende bij u: doen van de normale bezigheden?

Hoe gaat het volgende bij u: geen last hebben van felle lichten?

Hoe gaat het volgende bij u: mogelijkheid tot deelname aan het verkeer?

Hoe gaat het volgende bij u: geen dingen dubbel zien?

Hoe gaat het volgende bij u: goed op middelgrote afstanden kunnen zien?

Hoe gaat het volgende bij u: helder en kleurrijk zien van dingen?

Hoe gaat het volgende bij u: goed erg dichtbij kunnen zien?

Hoe gaat het volgende bij u: geen dingen wazig zien?

Options for answering 2013

Veel slechter dan 
verwacht
Much worse than 
expected

Slechter dan 
verwacht
Worse than 
expected

Zoals verwacht 
As expected verwacht

expected

Veel beter dan 
verwacht

expected

Options for answering 2014

Nu veel slechter dan voor 
de operatie
 Now much worse than 
expected

Geen verschil Nu beter dan voor 
de operatie

expected

Nu veel beter dan voor 
de operatie

expected
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Abstract

Background:
share of nursing home care within just a few years. The ethical question that 

reconciled with the provision of healthcare. This question relates to the debate 

Methods: The contribution of this study is twofold. Firstly, we construct a 

nursing homes as case studies and conducted qualitative interviews with various 
stakeholders.
Results: Four main insights emerge from our empirical study. Firstly, there 

of care and which contrasts with bureaucratic logic. However, insofar as 

the market logic also prevails. Thirdly, a multi-level approach is necessary to 

the residents of nursing homes.
Conclusions:

environment in which care professionals can provide person-oriented care, 
thereby reconciling the logic of the market with the logic of care.

Keywords
ethics
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9.1. Introduction

84 

in the United Kingdom, the United States and the Nordic countries.  The 
increasing prevalence of business-oriented providers in various healthcare systems 
has sparked the interest of many moral philosophers.16-18 They question whether 

market mechanisms are an appropriate means of distributing every type of good 
or service. The concern is that the market for some goods may lead to an unjust 
distribution of goods or that the market erodes the value of the good.

This study adds to the MLM debate in two ways. Firstly, the MLM debate often 

the MLM debate is primarily held on a theoretical level. Less is known about how 
values manifest themselves – and how the various healthcare stakeholders respond 
to market forces – in practice. This study empirically assesses these issues within the 

concerns about vulnerability, solidarity, dependency and mortality. In addition, the 

under the moral microscope. In a similar vein, the increasing commercialisation 

pointing out in advance. The nursing home sector has historically been dominated 

84 There is a lack of quantitative information 

9
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83

83,84

homes in the Netherlands has grown.

constructed a theoretical framework by compiling and synthesising previous 

21,533

debate because it enables discussion about the limits of the market sphere.532 In our 

9.2. Theoretical framework

The theoretical framework consists of four logics. Three of the four logics are based 
on the contribution of Freidson.534 He contrasted the logics of the market, bureaucracy 
and professionalism.534 533, to be a 
necessary addition to the framework to capture the relational process of caring.

Although Freidson’s analysis is sociological and Mol’s analysis is ethical, we 
argue that they can be brought together in one theoretical framework. Freidson’s 
logics – the market, bureaucracy and professionalism – are not morally free, they 

reason.535

which means that by integrating empirical social analysis with ethical analysis, we 
can draw normative conclusions.536 Hence, the two disciplines are already integrated 
by means of this approach.

each of these four logics which help us uncover and categorise the ethical foundations 

central to each logic. The second dimension, “care as”, relates to how each logic views 
the activity of care provision. The third dimension, the “care relationship”, concerns 
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the relationship between care provider and care recipient. And the fourth dimension, 
“motive”, addresses the motivation of the care provider according to each logic. These 

literature.

framework is twofold. Firstly, it provides a clear and comprehensive overview of 

balanced with one another.
The remainder of this section provides a description and overview of each logic; 

Table 9.1. The four logics

Logic Market Bureaucracy Professional Care

Value
freedom, 
autonomy, 
rationality, 
choice

Accessibility, 
rationality,
control, 
thoroughness

Trust, collective 
knowledge, 
quality

Relationship 
forming and 
stabilising 

generosity, 

Relationship Commercial: 
impersonal,
equal, fungible,
demand driven

Impersonal, 
hierarchical, 
rational

Hierarchical Interdependent, 
personal,

Care as.. Commodity Procedure Higher 
professional 

Process

Motive 
healthcare 
provider

Intrinsic
Social

9
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9.2.1. Logic of the market
Adam Smith, a philosopher by training, lay the foundations of classical economics 

540 Smith 
theorised that “the invisible hand”, the pursuit of self-interest of people within 

132,134

Values

enjoy their freedom to choose – only bounded by the limits of the law – because the 

the market logic, this belief in the power of “choice” is paramount and requires 

interference from others to be left to do or be able to do what they desire to do.
Moral deliberation prior to the act of choosing is a private concern.21

Care as
The market logic treats care as a product that can be traded on the market. In 

15,16 This implies that the value 

Consequently, the product is fungible. In addition, the logic of the market considers 
care-providing to be property.

Relationship
The logic of the market is based on the idea that buyers and sellers act as homo 
economicus: someone who makes rational decisions out of self-interest.543 According 

in other words, the logic of the market is associated with individualism and 

market shapes individuals to be self-interested and rational human beings; they 
become dependent on the logic of the market because the market logic has shaped 
them to think this way.538

commercial one.15 It is impersonal, fungible, instrumental, rational and relies on 
an equal relationship. The relationship is demand-driven, which means that it is 
responsive to the wishes and needs of consumers. The market logic is based upon 
the notion that all the stakeholders involved in the care transaction make economic 
and political choices that will serve their best interests. Hence, consumers are always 
right in making their own decisions and they do not need specialists to choose on 
their behalf.534 The clients are selected by their ability to pay and through contractual 
agreements the relationship is sealed.
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Motive
The driver behind the logic of the market is that organisations strive continuously 

former, the main objective of the organisation is to satisfy their clients in order to 

the organisation will try to minimise the marginal costs and optimise the use of 

9.2.2. Logic of bureaucracy
539 The 

bureaucratic rationale was developed after the industrial revolution when large-scale 

by traditional authority – i.e. making decisions based upon kinship, relationship and 
particularism. However, new large-scale organisations demanded rationalisation, 
formality, specialisation and hierarchy.544

Values
The core objective of bureaucratic logic is to treat clients equally. In addition, 
organisational control is central to bureaucratic logic as the means to minimisation of 

values such as rationality, carefulness, thoroughness, lawfulness and predictability.

Care as
The bureaucratic logic considers care to be the highly organised and systematised 
provision of care to citizens in a non-discriminatory fashion, with all receiving the 

534 
Furthermore, the logic of bureaucracy understands care as a linear system of multiple 
care processes such as washing and feeding. In other words, care is not a single 
act but a system involving many procedures. The central objective of the logic of 
bureaucracy is to organise the process of care; outcomes are secondary.

Relationship

be impersonal to protect itself from particularism.544 Hence, the relationship is 
impersonal and hierarchical. The care seeker counts on universal access, availability 
and quality of healthcare services. However, the care seeker is only entitled to 

9
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of care.

Motive
The motivation that drives bureaucratic organisations is that they want to maintain 

and laws or by implementing additional formal rules.

9.2.3. Logic of professionalism

elementary sense, professionalism is a set of institutions which permit the 
members of an occupation to make a living while controlling their own work”.534, 

534 

a professional space that establishes favourable economic and social conditions, 
allowing the professionals to control their own work.534

Values

professional logic concerns the acquisition of knowledge and sharing of knowledge 
among peers.545

Care as
The professionalisation of care is creating a discipline: “care-as-discipline”.546 This 
means that care is systemised through the need and control of formulating theory 
and the fabrication of knowledge concerning “care”.  The professional care logic 

548 Therefore, in theory, the provision of care is at its 
best when the professional is given its full autonomy.

Relationship
The relationship between professional and client depends on who has permission 

548 The theory is that the care recipient is dependent 

skills of the care provider. Therefore, the relationship becomes hierarchical.546 
Professionals are less bound by rules and enjoy more freedom to make decisions 
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based on their professional title compared to working in a bureaucratic organisation. 
In other words, the relationship is built on trust – trust that the professional has the 
best motives and intentions to provide the optimal care.

Motive
The professional is the main driver of the organisation. Importantly, the professional 
is intrinsically motivated to provide the best care. The purpose of their profession is 

545 Furthermore, in theory, the professional’s 
work is about more than making a salary: work becomes their life and their identity. 
According to the logic of professional assumes that satisfaction is largely gained 

534, p.108

9.2.4. Logic of care

549

of care”.541

relationships as purely rational, as embodied by Kantian universalist ethics, and 
argued instead for a “care perspective” which acknowledges the role of emotions. 

interdependence and emotional sensitivity. Relatedly, Annemarie Mol introduced 
the term “logic of care” as a critique of the values imposed on the care relationship 
by the market.21,533

Values
The logic of care treats caring itself as a virtue.550

to the logic of care, values such as sharing, mutual respect, responsibility for one 

for all situations.

Care as

moral problems. Care ethics is instead informed by emotional wisdom – intuition, 

are fundamentally dependent on other human beings. Interpersonal situations 

that care is a process involving the care recipient and the caregiver; it is not a 

9
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21

of care is situation-dependent and therefore the appropriate care is determined on a 

Relationship

logics individuals are treated as independent and rational beings, in the logic of 
care, individuals are treated as interdependent and shaped by their relations with 

distances itself from a hierarchical relationship between the professional and the 
care recipient and advances a more equal relationship.

Motive
16 

gift goods derives from factors other than market value, such as friendship and 
respect.16 The “rewards” of caring are described as transformative because in the 
care relationship both caregiver and care receiver are cultivated.551

9.2.5. Bridging the gap between theory and practice
The four logics are ideal types, used for instrumental purposes to analytically assess 

552 

dominate over the others. This can depend on, among other things, the conditions 
wherein stakeholders are incentivised to pursue a certain logic. For instance, a 

distress the market logic might overrule.

other valuable logics in healthcare.  Two main objections against market forces in 
healthcare are that markets perpetuate inequalities and markets degrade the value 
of a certain good – or in other words, it can corrupt the good.
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the nature of illness and the healing process are not products which patients can 
consume and which the doctor produces out of materials.15

554,555 Kaveny argues 

is a polyvalent good.554

554

555 According 

eroding each other.555

should not merely rest on the market-based philosophy of incentives, and should 
554

The impact of the logic of the market on the logic of professionalism has been a 

in spite of market pressures if they are able to maintain the dominance of their 

communities in order to monopolise scarce resources for their own professional 
534 However, others have pointed to ways in which both market and 

19 Authors like 
Light556 and Reinhardt , are more sceptical about the altruistic or civic values of 

markets and corporations that advance their interests.556

decent as other human beings, and just as frail under severe economic pressure”.
The logics of the market and bureaucracy seem to be more intertwined and less 

contested than the interaction between the other logics. The logic of the market 

bureaucratic penetration strongly varies. The risks of market failures are higher 
for public goods or social services of general interest and, hence, the market needs 

558 Nobel prize winner Kenneth Arrow argued 
that the healthcare market will never be able to function according to pure market 
logic.14 Likewise, Adam Smith was aware of the possible market failures and argued 
for strong supportive social institutions.540,559 The market of healthcare has several 

nature of demand is irregular, unpredictable and “with an assault on personal 
integrity”.14, p.949 Secondly, there is uncertainty about the quality of the product 

imperfections in the healthcare system, the Netherlands has adopted a regulated 
healthcare market,125 which is to say the Netherlands implemented a hybrid form 

9
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combining market principles and bureaucracy. Nonetheless, there is still friction 
between the logic of the market and the logic of bureaucracy because bureaucracy 

However, all the aforementioned theoretical nuances still take the healthcare 

levels. This study, therefore, takes a multi-level approach, in order to add some depth 
to the theoretical framework that underlies the MLM debate.

9.3. Method

9.3.1. Approach
This research takes an empirical ethics approach to the topic,560,561 following the 
critical applied ethics method.562 The methodology is phenomenological, involving 
both deductive and inductive work. Phenomenological ethics is about studying 

563, p.443 and 

This study takes a multi-level approach, distinguishing between the levels of: 

the relationship between the care recipient and the care provider. The meso-level 
concerns organisational and institutional values at the level of the healthcare 
organisation. The macro-level refers to societal values and includes characteristics 
of the healthcare system in general. It is important to take a multi-level approach 

values are often interconnected across levels.564 Failing to study these values on 

564

9.3.2. Data collection
Interviews

achieve their notion of “good care”; and, if they do achieve this, how does the nursing 
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Sampling of cases

The participating nursing homes were selected by means of purposeful sampling, 
based on their organisational characteristics, in order to cover a wide spectrum of 

care packages only partly rely on private contracts.

Sampling of respondents

nursing home we included at least two residents and/or family members, two 
employees, and at least one manager. The nursing home managers could also be 

owners and nursing home managers in this article; both are referred to as nursing 

to collect multiple perspectives on the macro-level.
After approval and support from the manager of the nursing homes, the 

occasions the employees or managers assisted us to the residents with only a mild or 
no cognitive impairment to ask them whether they wanted to partake in our study 

consent. On a few occasions, we assessed that the respondents were not able to do 

9

BinnenwerkFlorienVersie1.indd   217 23/02/2021   16:18:58



218

Chapter 9

sent out to the residents and their family members to inform them about our visit. 

these employees as professionals in their own right. Hence, the term “professionals” 

did not involve subjecting participants to procedures or rules of behaviour that may 
infringe the physical and/or psychological integrity of the study subjects. This study 
instead follows the Netherlands Code of Conduct for Research Integrity which is 

565

Table 9.2. List of respondents

N Level

Total 35

Experts (including other nursing home managers) 15 Macro

3

3

5

Institutional actor 3

1

included in the case study
4 Macro/Meso

Owners 3

Manager 1

Employees Meso/Micro

Nurse 5

Other employee type 2

Residents or family members on 
behalf of the residents

9 Meso/Micro

Residents 6

Family of residents 3
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9.3.3. Data analysis
The interviews were recorded, transcribed verbatim and afterwards analysed using 
qualitative analysis software program ATLAS.ti. The a priori codes, deducted from 

codes emerged from the data itself. Two researchers independently coded the 
interviews. All codes were checked by the other researcher. Inter-coder reliability 
was improved by numerous discussions throughout the coding process between 

among the researchers. In order to select the key themes from our evidence, we 
used as a guide the number of times the themes were mentioned and how many 
respondents mentioned those themes. The key themes were determined based upon 
consultations between the various researchers, and by using tools such as creating 
a visual representation of the codes and their respective connections.

9.3.4. Reporting

results section refers to narratives instead of logics because the results section 

9.4. Results

9.4.1. Categorisation

homes as “hotels”. Residents generally refrained from depicting the entire nursing 
home in a certain way. A few residents restricted their description to their room, 
which they described as their own personal space.

as “the bureaucratic medical institute”. Often, respondents drew comparisons with 

9
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nursing homes provides is time: time to provide care. This condition was mentioned 

professionals to provide their care was perceived as one of the key factors for good 
quality of care.

this. You also have those larger houses where they usually wash all people in the same 

Employee

Secondly, because these nursing homes are small-scale entities and there is “time” 
for the care relationship, there is room for person-oriented care. This entails being 

stories of the residents. Person-oriented care gives residents the feeling they are 
acknowledged and “seen”.

That you have a good sense of what people mean. [..] Sometimes you have to encourage 

Resident

residents can be “themselves” and sustain their usual way of living with as few 

residents are accommodated. For instance, if a resident wants to wake up at seven 
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in the morning, the manager will try to ensure that an employee is there to help this 
person out of bed, just as much as if someone wants to wake up at ten. In addition, 
when possible, the employees will keep doing the ordinary daily activities with the 

Employee

characterised as an institution which is too much focused on process – i.e. rules and 

pursuit to control the situation is realised by bureaucratising their nursing homes. 
However, according to the respondents, this comes at a cost of aspects of human 

human life and, according to the respondents, only through the acceptance of risks 

is over.
Nursing home manager

9
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of the managers referred to the wellbeing approach as the “happiness approach”.

professionals who are more inclined to embrace the wellbeing approach. The 

commitment and passion for the job. Several nursing home managers mentioned 

Nursing home manager

promote the idea that everyone is equal and that everyone should get the same 

that follow a person-oriented, customised approach. The professionals in for-

professional discretion to make their own judgements and act accordingly.

care that is needed for them.
Employee
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Thirdly, according to the respondents, the professional can only provide person-
oriented care when the professionals are less subject to bureaucracy and hierarchy. 

their personnel should respond to the wishes of the residents, irrespective of what 

Within [our private nursing home] I deploy all employees around the care for the 

important anymore.
Nursing home manager

family members of residents in which the professional would assist the residents 

additional work to improve the quality of life of the residents.

An initiative from [this nursing home] has been to bring [our resident family member] 

the car from [the nursing home] and in their own free time they went to Friesland 
with her.
Family member of a resident

Fifthly, some employees mentioned that they strive towards a more equal care 
relationship. They share their own life stories with the respondents. They want to 
acknowledge that they are allowed to come into the private sphere of the residents, 

according to the stories of the residents and the employees, the residents did not 

Lastly, from the perspective of the professional and nursing home manager, the 

mentally stimulated by the professional. They argue that otherwise the cognitive 
functions of the residents will deteriorate.

9
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Employee

9.4.4. The residents

generations. It seems that the current generation of residents embrace the narrative 
of the market more strongly. Values such as individualism, private responsibility, 
freedom of choice, and autonomy were mentioned as important values by all types 
of respondents. The idea that residents value and make use of the narrative of choice 
is supported in two ways. Firstly, they made a conscious choice in their selection 
of a nursing home. In fact, some respondents said that they deliberately moved 

they value the freedom to determine their own daily rhythms, activities and living 

highlighted the importance that they should be free to choose whether they want 
to join dinner with the other residents or to stay in their rooms.

reasons why I sleep poorly.
Resident

Residents often mentioned the lack of belonging and the lack of meaningful 
relationships with other residents. One of the reasons suggested by the residents 
themselves, and also observed by the researchers, is the wide variety of care needs 

or no, cognitive impairment.
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Respondent: No not really. I have the feeling that it was presented a bit nicer to me 

Resident

Some residents highlighted the importance of social belonging within nursing 

9.4.5. System levels

Private responsibility and freedom of choice was valued highly. In addition, 

empower residents to hold the nursing homes accountable when care and other 

sector’s responsiveness to the wishes of the clients, which illustrates the demand 

as “customers” with individualistic demands.
 

spoke according to the narrative of the market – “they have to run a business” – but, 

traits.

values that fall under the narratives of care. However, the residents and the family 

relationships with their caregivers.

9

BinnenwerkFlorienVersie1.indd   225 23/02/2021   16:18:59



226

Chapter 9

9.5. Discussion

but that the nursing home environment and the conditions provided by the nursing 
home are the main commodities to be purchased on the market. According to the 

has already been highlighted as an important condition by other ethicists.  Our 
contribution to the theoretical literature in this regard is that the care relationship 

for each aspect of the care relationship. For each activity such as washing, feeding, 

84

84

considerations. Previous studies that detected the distinction between the nursing 
home as “hotel” or “family home” in their studies can help us to distil these ethical 
consideration from their conceptual frameworks.568,569 The hotel type represents 
a distant resident care relationship, based upon individual choice and the care 
recipient as empowered consumer; whereas the “family home” relates to close care 
relationships.568,569

the market logic and the care home as “family home” leans towards the logic of 
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homes. This might be an interesting subject for future research.

contrasted with the professional subject to the logic of bureaucracy. The professional 

logic of care in response to the demands of the care recipient. The second reason 
is that the conditions created by the market provide space for the professionals 

the adoption of the logic of care. Since this virtuous environment is created by the 
market, the logic of care is either way couched inside the logic of the market.

professionals is debatable. It can be argued that the “personalised care” to which 

that the care recipient is not an individual who takes part in an interdependent and 

are mainly responding to the wishes of their clients is questionable. This tension is 

the ideology of consumerism – that the wishes of the care recipient dominate.534 

in every circumstance, as the logic of care seem to suggest. This is an unrealistic 
depiction of reality and in some circumstances an undesirable relationship between 
the care giver and recipient. As Foucault argues, there is an inherent power divide 
within the relationship between physicians and patients.

9.5.3. The residents

9
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of the ethical concerns of relying on the logic of choice – one of particular interest 

an informed choice. This poses serious equity concerns because this could lead to 
unequal access to LTC services. In addition, as Arrow points out, the healthcare 
market does not behave as a pure market; substantial informational asymmetry 

14

healthcare recipients to be fully informed and rational purchasers on the healthcare 
market.

are placed together; the distribution mechanism of the market is based on the 
ability to pay and this allocation system seems to overlook the importance of social 

the Netherlands have recognised this limitation and tailor their nursing homes to 

foster a social community is that, in a small-scale home, the chances of meeting a 
like-minded companion are statistically smaller than in a larger home.

9.5.4. Systems thinking

In discussing the desirability of market forces, the MLM debate focuses on 

554 and by referring to 
555 Our contribution to the MLM 

theoretical framework is that we emphasise instead that healthcare systems should 
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logics. The care relationship has various aspects and is multi-layered with the 
individual care relationship at the micro-level, the care organisation at the meso-

logics are prioritised. For instance, professionals can maintain their professional 

diluted. A system thinking approach could enrich future research when studying 

9.5.5. Limitations

 
and therefore we could claim that we did not omit the state in our framework, 
we would argue that the state is not necessarily equivalent to a bureaucratic 
organisation. In practice it often opts for this organisational logic but, theoretically, 
it does not have to follow the bureaucratic logic. Instead we argue that, in theory, 

goods”:16 it is not about individual needs, wants or goods, but about providing goods 

for them, they should be available. The notion of “shared goods” does highlight 
the moral weakness of the logic of the market as distribution mechanism for LTC 
care since the market logic upholds the idea that people receive the good according 

nursing homes with favourable conditions, which is at the moment mainly accessible 

532

there is a collective responsibility to provide the good through a reciprocal family/
community  – often informal care.  Many scholars have deliberated about the 
ethical considerations regarding informal and institutional care.  However, this 

– and therefore the issue of informal care and its relation to institutional care were 

9
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study.

in the Netherlands currently represents a small and parallel market to the traditional 

homes are the main LTC providers and are hugely underfunded.  Hence, we assume 

that rhetoric is an important factor in how we think about morality: “Fact- and value-
commitments are present in the language we use to reason and describe, and they 

 

“good” care. In order to take into account how materialities contribute in shaping 
realities, future studies could follow the material semiotic approach, as has been 

of relationality, meaning “that things, activities and words are added to the study 
of relations between people”.

9.6. Conclusion

nursing home sector reconcile the market logic with the logic of care and the logic 

because these nursing homes revolve around the demands of the residents. On the 

provide person-oriented care.

for the MLM debate. Firstly, the provision of care should not be treated as one unit 
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considered. For each aspect, the market logic is reconciled with competing logics 

relationship is much less so. Secondly, a multi-level approach is necessary for 

care relationship seem to prioritise and embrace other logics. Thirdly, respondents 

logic that resembles the logic of care. It seeks to do this by creating an environment 

should enable caregivers to maintain their professional integrity. Nevertheless, the 

professionals as embracing the logic of care rather than the logic of the market. Lastly, 

9
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9.7 Appendix

Appendix 9.A.

In 2015, the Netherlands introduced a LTC system reform, driven by the concern 

was to support and stimulate people to stay at home longer and organise care in the 
125 Among other things, the LTC reform boosted also the creation of 

a private market for individuals to choose and organise their own care. This was a 

the private money of well-to-do people that seek care.

394 the 

scales.84

84

arrangements become a private transaction between the nursing home and the 

increased, 66% and 51% respectively from 2015 to 2018, while the uptake for in-kind 
intramural packages fell recently with -1% from 2015 to 2018.398

    Residents of higher socio-economic status have to pay high obligatory co-

on their income and also means testing does apply. This has helped to create a 

83
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Appendix 9.B.

Resident or family member of the resident

Krijgt u de zorg die u belangrijk vindt ? 

answers to the previous question and ask for 

kind of activities do you do during the course 
of the day?

is inderdaad zo en wat is er anders dan u 
verwacht had?

Kunt u het contact tussen u en de 
verzorgende, medebewoners, medewerkers en 

How would you describe the contact between 
you and the care professionals, the other 
residents, the other employees working here 
and the nursing home manager?

How would you describe the kind of people 
living in this nursing home? And could you 
describe what kind of people work in this 
home?

typify the people living in this nursing home? 

nursing home?

nastreeft? Is er 1 doel of zijn er meerdere 

How would you describe the vision of this 
home?

the goal that this house pursues? Are there 

Zijn er nog andere dingen waar u het over 
wilt hebben?

Are there other aspects that you would like to 
discuss with us in the light of this study?

9
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Healthcare professional

wel of niet?
Are you able to provide this quality of care? 

answers to the previous question and ask for 

eating and washing, what else do you do 
during the course of the day?

waarvoor niet?
In how far do you feel responsible for care 

responsibility ends?

Kunt u het contact tussen u en de bewoners 
omschrijven?

How would you describe the contact between 
you and the residents?

mentioned: How is your relationship with the 

How would you describe the kind of people 
living in this nursing home? And could you 
describe what kind of people work in this 
nursing home?

the people living in this nursing home? How 
do most residents gain access to this nursing 

zorgorganisatie? healthcare organisation?

nastreeft? Is er 1 doel of zijn er meerdere 

How would you describe the vision of this 
home?

the goal that this nursing home pursues? Are 

Zijn er nog andere dingen waar u het over 
wilt hebben?

Are there other aspects that you would like to 
discuss with us in the light of this study?
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Nursing home manager

wel of niet?
Are you able to provide this quality of care? 

answers to the previous question and ask for 

eating and washing, what else do you do 
during the course of the day?

waarom bent u hier gaan werken? home or why did you decide to work here?

Kunt u het contact tussen u en de bewoners 
omschrijven?

How would you describe the contact between 
you and the residents?

mentioned: How is your relationship with the 

How would you describe the kind of people 
living in this nursing home? And could you 
describe what kind of people work in this 
nursing home?

the people living in this nursing home? How 
do most residents gain access to this nursing 

nastreeft? Is er 1 doel of zijn er meerdere 

How would you describe the vision of this 
home?

the goal that this house pursues? Are there 

elderly care in the Netherlands? And why?

Zijn er nog andere dingen waar u het over 
wilt hebben?

Are there other aspects that you would like to 
discuss with us in the light of this study?

9
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Expert

Hoe duidt u de groei van particuliere 
verpleeghuizen over de afgelopen jaren? nursing homes in the recent years?

for this sector?

sector? this sector?

verpleeghuizen in uw optiek van reguliere 
verpleeghuizen?

meer onderdeel van de verpleeghuiszorg 
mainstream

ja waarom wel en waarom niet?

will become mainstream in the future? If so, 
why so and why not?
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10.1. Aim of this discussion

This thesis has sought to answer, at least in part, the question, do commercially-

together to reveal a partial answer to the question.

on the role of these providers in healthcare systems. In the Netherlands, there is 
particular interest in the answer because commercially-oriented providers, despite 

market position in which they can pursue their commercial interests.

embeds them in the empirical body of literature. Thereafter it outlines the strengths 
and limitations of this dissertation. Finally, it provides future research and policy 

knowledge? This section is structured along the lines of the three sub-questions that 
have been central to this dissertation.

10.2.1. Market analysis and market trends

advantage from their capital structure. Capital structure was a topic of considerable 
interest to scholars during the 1980s in the US,  but interest in the subject 

status.
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providers were originally established and run by charity organisations or the 
church.33

sector.  However, both Chapter 2 and Chapter 5 argue that this advantage of non-

more reluctant to issue loans. This shift was also observed in one recent study from 
Germany.93 The German article points out that the healthcare sector, and the medical 

have been increasingly cash-strapped as public and philanthropic funding dried up. 
This increased the need for capital, which private investors were willing to provide.

commercial providers have grown over recent years and how they have managed to 

182,184,185

92,94,95,118 Hansmann 

capacities, resulting in so-called “trapped capital”.92

94,118

privatisation.95

Market concentration has increased over time in many healthcare systems. 

292,580,581

to the fore.409,582 Commercial healthcare providers that serve a niche market follow 

10
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304,583

markets is that there are several advantages to joining a healthcare chain. Healthcare 

315 However, our empirical studies 

substantial quality gains.
Furthermore, empirical studies found that strong market power drives up 

prices.296,311-313,362

providing ophthalmological treatments, 18.4% of the total market in 2016,81 which 
may give the ITC sector more bargaining power against the health insurers than 

584

The organisational model of ITCs is inspired by the focus factory theory. This 
theory predicts that uniting volume and specialisation increases the healthcare 

that analyse the volume-quality relationship focus on low-volume and high-risk 

324-326

ITCs than in low-volume ITCs. The scarce literature that does address this topic 
310,333

an optimum volume for the quality of care, and because ITC treatments are highly 
standardised and provide low-risk procedures, the optimum might not be much 

organisation reaches a critical size beyond which it requires additional organisational 
and management layers that may lead to quality losses.

In terms of specialisation, international studies suggest that specialisation 
can be advantageous for ITCs.  Moreover, several distinguished international 

585 
to organising their healthcare provision: they perform high-volume cataract surgery 
for good quality care and low prices.586

are Shouldice hernia centre located in Canada,  and the Martini Klinik located 
in Hamburg.588

frontier and push the traditional providers to move as well.383
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to achieve.

106 However, our systematic review and 
other systematic reviews do not empirically support this theory.  Various 

organisations and cause them to act similarly.145,146 In addition, large variations in 

61

The focus factory theory predicts that ITCs should outperform hospitals on costs 
and quality, and our empirical evidence on the ITC sector partly supports this theory. 

318,319,488,590

however, found similar list prices between ITCs and general hospitals in another 

prices similar to hospitals’ prices for those patients who actively seek care from 
ITCs – irrespective of whether the ITC is contracted by their healthcare insurer – 

regard to quality of care, we found no convincing evidence that the focus factory 

the international empirical evidence.318-320,488,591

measures. Other, international studies have found similar results.490,491

10.2.3. Ethical considerations

a commodity.e.g.,15,16

10
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harm the process of care-giving. Our studies picked-up several warning signs that 
support some, but not all of these propositions.

Our systematic review discusses two Italian studies which found that private, 
 

182,592

we found an irregular combination of a higher number of claims, but a lower number 

especially ITCs, may increase overall levels of healthcare utilisation by patients.531,593-596 

for hospitals, which raises the question of whether ITCs in the Netherlands induce 

high practice variation scores.  ITC care can therefore impose additional costs 

owned providers are particularly likely to do this.593,594,598

Commercially-oriented niche healthcare providers are often accused of “vertical” 
cream skimming 

599 Several studies, including our own systematic review, have 

are more likely than their counterparts to pursue the most lucrative patients.119,120,511 

cream-skim.114

ITCs. One other international study found similar results and argues that case-

treatment.496

procedures, such as total hip replacements.
From an ethical point of view, various scholars have argued that the process of 

caring cannot be reconciled with commercial interests.15-18,21,115 However, Chapter 9 

ethical implications are more nuanced. Although it is safe to say that most healthcare 
systems have become more commercialised,600 that does not mean that all actors 

from actor to actor. In addition, Chapter 1 and Chapter 9 argue that there might be 
a variation in the degree of commercialisation in the healthcare sector.
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552 and 
555 This has three 

implications for how we understand commercial niche providers. Firstly, a multi-

diversity of the commercially-oriented sector. The degree of commercialisation 

highly commercialised providers, such as private equity-owned providers which are 
69,601 would be more inclined 

to prioritise the logic of the market over the logics of care or professionalism than 

tentatively suggests that private-equity owned nursing homes skimp on quality 
of care, and the majority of the international evidence are more conclusive and 

of care.  Thirdly, the drivers of the growth of the commercially-oriented niche 
providers and the role of these providers have an important bearing on whether there 

a new care logic, commercially-oriented care providers can be seen as actually 

This two-tiered, or two class, system of care infringes on a fundamental aspect of 
social justice based on equal access to healthcare, providing similar treatment for 
similar cases.602

10.2.4. The commercially-oriented niche sector in the wider healthcare system

much larger market share.
99,101

10
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392,490,491,590,603

the market composition of the healthcare sector. Small-scale grass-root organisations 

frontier, keeping the “traditional” sector vigilant. These grass-root organisations 
may even have the potential to disrupt the healthcare system.383

side, small-scale niche providers can hide in the shadows of the traditional providers, 
giving them the opportunity to operate under the radar and leading to concerns 
about safety and quality of care. Larger commercial providers that operate at the 
margin come with other risks. The increasing market consolidation in the ITC and 

604 

“traditional” market.304

605

10.3. Strengths and Limitations

commercial healthcare providers contribute to a sustainable healthcare system. There 

Chapter 4 adds to our limited knowledge if volume relates to quality of care in 

Like any study, this dissertation has its limitations. Firstly, the selection of cases 
is restricted to hospitals, nursing homes and ITCs. Other possible candidates have 

ban.
Secondly, Chapter 6 does not clearly distinguish between commercially-oriented 
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of the data limitations by triangulating quantitative research, qualitative research 
and research based on secondary sources. Nevertheless, data limitations remain. 

currently, a bridge too far.

outpatient services and lowered their outpatient service prices in order to compete 
with the ITC market.

10.4. Policy implications

those recommendations. Firstly, we set out a few general policy observations. 

without commercially-oriented healthcare providers that operate in a niche market.

10.4.1. Outline public policy implications
Firstly, policymakers should be aware of the critical importance of seemingly 

providers, particularly regulations related to accessing public capital funding and 

care sector606

ownership restrictions in order to implement policies that enhance access to care 

has proven to be quite sticky; once it has grown, as a sector it tends not to shrink. 

Health care 
management review. , 113. 

homes: systematic review and meta-analysis. 

10
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Nationalising healthcare providers to reverse this growth is likely to be costly and 
politically contentious.

mitigate the risks of commercially-oriented healthcare provision. On the one hand, 

the other hand, policymakers should nurture small-scale grass-roots organisations 
that have innovative ideas which could improve quality of care, and should help 

the regulator’s radar.
Thirdly, the commercially-oriented niche provider can transition towards a more 

mainstream position. If they do so, public regulators and healthcare purchasers 

ophthalmological market in 2016.81

some of their share of elective procedures,  ITCs may pursue undesirable behaviours 

to purchase more care from ITCs, an active role from the healthcare purchasers 
is required to reallocate care from general hospitals to ITCs. If not, healthcare 
purchasers should actively try to keep ITCs in their niche position.

Fourthly, the involvement of commercially-oriented providers in healthcare 
has several systemic implications for the healthcare system. On the positive side, 

608,609

policymakers should protect the functioning of the commercial sector, even if it only 
operates at the margins. However, policymakers need to ensure greater transparency 

providers. And where commercially-oriented providers introduce as risk of “vertical” 
or “horizontal” cream skimming,33,610,611 policymakers should ensure reimbursement 
schemes are fully risk-adjusted.  Finally, policymakers must be alive to the risk that 

with deep pockets to skip the queue, which raises questions of fairness. Price controls 

Beleid 

unobserved.
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10.4.2. External and internal incentives are mutually reinforcing

commercially-oriented providers. Relatedly, Chapter 9 demonstrates that the market 
logic should not supersede the logic of care or the logic of professionalism. It is 

environment that avoids creating or accentuating internal incentives for undesirable 
behaviour.553 

more susceptible to supplier-induced demand and cream-skimming patients via 
self-referrals. In the US, policymakers took an aggressive approach and placed 

moratorium on payments to new ones.196

10.4.3. Is it worth the trouble?
The aforementioned sections demonstrate the puzzling and tricky task of regulating 

market failures are less likely to occur. The market entry barriers are relatively low 
in the ITC sector compared to the hospital sector, and risks arising from information 
asymmetry between patient and provider are limited because treatments are 
relatively “simple”.612

the healthcare system justify the design of sophisticated mechanisms to prevent 
adverse and rent-seeking behaviour? Should policymakers try instead to eradicate 

transaction and regulation costs.613

10
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5,614

demand.25

providers that adopt new care and organisational model, government failures may 
worsen.  All things considered, even though the commercial niche sector requires 
close supervision, it serves to keep traditional healthcare providers on their toes.

10.5. Recommendations for future research

New insights also lead to new questions. Our studies reveal several important 
research topics that would further enhance our understanding of commercially-
oriented healthcare providers.

and traditional providers relate to each other. However, important questions remain. 

sector in relation to costs, quality and accessibility? Future studies may want to take 
up the baton on this topic.

This thesis invites further research on the market dynamics of the niche market. 
Quantitative studies could help to develop a more complete picture of the volume-
quality relationship in the ITC sector. Studies that also take the learning curve of 
individual surgeons into account could also be very valuable.

The risk that commercially-oriented providers could create a two-tier healthcare 

means are able to skip the queue, but by doing so relieve pressure on the traditional 

oriented niche providers, for which critical-applied ethics approach may be best 
suited.562 In addition, further investigation is required on whether ITCs have more 
irregular claims or disproportionately increase utilisation in the Netherlands.

-

doi:
ownership on medical productivity. RAND Journal of Economics. 2002; 33: 488-506. , 609. C a r e y 

surgery centers. Health Economics. , 615. 
RAND Journal of 

Economics. 
Health Economics. 
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10.6. Conclusion: healthcare provision open for business?

There are three main conclusions to this discussion. Firstly, the opportunities 

commercially-oriented niche healthcare providers open the healthcare system to the 

increased over-utilisation. Furthermore, contrary to what economic theory predicts, 

improved quality measures.  Furthermore, commercially-oriented providers need 

Thirdly, even though the commercially-oriented niche sector may have 

rather than simply dichotomously stating whether commercial providers should or 
should not be allowed, we should ask to what degree we want commercial providers 
in the healthcare sector and how they should be allowed to operate. Policymakers 
should keep an especially watchful eye on the degree of commercialisation in 
the sector: heavily commercialised providers come with higher risks which may 

 Quality over quantity regarding what we measure – the focus should be on outcome measures instead 
of process and structure measures.

10
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Abstract

and the relegation of market-based mechanisms that determines the allocation 

system.
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11.1. Background

patients.33

in numerous hospitals, especially in facilities with many acute care beds. Other 
hospitals might be confronted with the opposite fate: they are practically empty. 

under severe pressure.
more so than other hospital ownership types.33,45

a drop in demand. First, non-acute care had to be put on hold to free up human 
resources, facilities, beds and equipment materials. Second, suspending non-acute 
care minimises the spread of severe acute respiratory syndrome coronavirus 2 

to be used where it is most needed, and non-acute care therefore had to make way for 
acute care. Fourth, in various healthcare systems, the public emergency response to 

60% from 20/2/2020 and 20/3/2020.618 HCA Healthcare and Universal Health Services 
saw their share prices almost halved.618

healthcare chains were steeper than the decline of the S&P 500, which was -28.6% 
between 20/2/2020 and 20/3/2020. And although the stock market has recovered 
somewhat, HCA, the bellwether of the industry, skipped share repurchases and 
dividend payments.619

62

11
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19: care portfolio, size, and ownership.

11.2.1. Care portfolio

treatment centres, known as “ambulatory surgical centers”, ASCs, in the United 

to rely heavily on elective treatments.33

capacity of acute care beds, this may not be a lucrative business and serve only to 

to provide.

11.2.2. Size

hospitals are more resilient than small, often sole-proprietorship, hospitals because 

138

might have not been able to build up reserves.

11.2.3. Private equity owned versus publicly-quoted and owner-managed hospitals

69

293,621

OM hospitals tend, at least in theory, to be more risk-averse and to have longer 
time horizons for running their businesses because the investors are involved in 

period.
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of -1%, whereas Universal Health Services has a rate of 48%.618

293

the stock market. PQ hospitals with high debts and plummeting share prices are 
therefore confronted with a double burden. Table 11.1. also shows that PQ hospitals 
are especially active in the US.

Table 11.1

Operating 
revenue 
(turnover) the 
last available 
year (USD 
billion)

Average annual 

(2010-2018) (EBT 
over operating 
revenue)

Solvency rate 
(Debt/Asset) 
2018

Global outreach

Inc.
10.0% -12.6% US, UK

Ramsay Health 
Care Limited

8.0 8.2% 26.3%

Tenet Healthcare 
Corporation

18. 3 1.3% -0.5% US

Community 

Inc.

14.2 -1.6% US

Universal Health 10.8 10.9% US, UK

Spire Healthcare 
Group PLC

1.2 12.3% 31.3% UK

CO KGAA
31.3 10.8%

618

11
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11.3. Financial resilience to an epidemic shock

a schematic outline of these factors. The corners indicate the combination of 

small-scale OM hospitals that focus strongly on outpatient treatments are most at 

Figure 11.1.
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have been under governmental control since the epidemic broke out, and the impact 

sector in Poland has been side-lined; if they receive neither a cost-base recovery rate 

receive a cost-base recovery rate. The question then is whether the cost-base recovery 

more patients who are covered by low-margin Medicaid reimbursement rates. US 
hospitals also face an especially high burden of debt, likely due to the high level of 

ranges from 30% in Germany to 5% in the UK. In addition, in most healthcare systems 
there is high degree of market consolidation in in-patient hospital care, which makes 

be lower among large multi-hospital chains, if they fail, the impact on the wider 

in the UK is at less risk and plays a limited role versus other healthcare systems, 

Most countries in Table 11.2. lean heavily on the private sector to provide 

ASCs in each country, we do know that in the US and Poland a number of ASC 
293,622 and this could make these sectors more vulnerable.

11
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11.5. Conclusion

33

we should be wary of hospital business models that have high debt-to-equity ratios. 

relation to the broader healthcare system. 

motion: 

by bailing them out, nationalising the hospitals, or coordinating their default.40 

645 

acquired by other hospitals, leading to a more consolidated hospital market. A 
consolidated hospital market does not lead to lower pricing and may not enhance 
value.362

Policymakers may want to conduct an assessment, like that in Table 11.2., of the 

hospital sector. 

11
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Summary

Summary

that operate in niche markets – behave and perform compared to the “traditional” 

Table S.1.

Degree of 
commercialisation

Type of organisation Commercial 
orientation

Ownership 
type

Low 
commercialisation

Publicly-owned, legally dependent Non-
commercially-
oriented

Public

Publicly-owned, but legally independent

Private-law providers, but state holds 
shares

Private

Commercially-
oriented

funded

High 
commercialisation

funded

The central research question in this dissertation is: do commercially-oriented 

Three sub research questions are 

commercially-oriented providers perform regarding costs, quality and accessibility 

of healthcare services by commercial organisations?

ii

an interesting case study because these healthcare providers are incentivised to 

ii
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Summary

international comparisons.

providers? The results of Chapter 2 show that the costs of capital and access to 
public service reimbursements are especially important for the growth of the for-

largely immune to political shifts.
In Chapter 3, we found that the number of ITCs has grown and that the ITC 

market has consolidated over time. The ITC market is highly concentrated, more 
so than the hospital market. In both the ITC sector and the hospital sector, market 

insurers.
In Chapter 4, we studied the volume-quality relationship within the ITC sector. 

Our study shows that the quality in low-volume ITCs is lower than in high-volume 

of care among low-volume providers but less so among high-volume providers.

commercially-oriented providers perform regarding costs, quality and accessibility 
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Summary

hip and knee replacement, anterior cruciate ligament, cataract and carpal tunnel 

that healthcare purchasers do not selectively contract ITCs.
Chapter 8 provides a more in-depth analysis of the relative performance of ITCs 

in that they perform a lower number of healthcare activities per surgical claim and 

do outperform general hospitals on patient satisfaction.
Chapter 9 addresses the third sub-research question on what ethical issues 

arise from the provision of healthcare services by commercial organisations. This 

be reconciled with other logics such as professionalism, bureaucracy and the logic of 

the logic of care and the logic of professionalism. The market logic is present because 
the nursing home revolves around the demands of the resident. On the other hand, 

recommendations for future research and policy. The discussion arrives at several 
conclusions in answer to the overall research question of whether commercially-

order to mitigate these risks, policymakers may want to regulate the commercially-
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Summary

oriented healthcare sector by monitoring them or imposing rules that target adverse 
and rent-seeking behaviour. Commercially-oriented niche sector may have positive 

commercially-oriented niche healthcare providers is costly and in some instances 
the gains are limited, perhaps especially for highly commercialised providers.

 The epilogue in Chapter 11 is a perspective article which evaluates the impact 

elective surgery and to changes in the allocation and compensation of care. The 

be acquired by other hospital chains.
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Het aantal commerciële zorgaanbieders is in de laatste decennia in veel zorgsystemen 

zorgaanbieders zich heeft ontwikkeld en hoe commerciële zorgaanbieders 

Table S.1. Mate van commercialisatie uitgesplitst naar type aanbieder

Mate van 
commercialisatie

Type zorgaanbieder Commerciële 
oriëntatie

Eigendom 
structuur

Lage mate van 
commercialisatie

Publiek eigendom en juridisch niet-
zelfstandig

Niet 
commercieel

Publiek

Publiek eigendom en juridisch zelfstandig

Organisatie valt onder privaat recht, maar 
overheid bezit de aandelen.

donaties
Privaat

aantal diensten
Commercieel

publieke middelen

Hoge mate van 
commercialisatie

private middelen

equity partij

houdbaar zorgsysteem. Om deze hoofdvraag te beantwoorden, stellen we drie 
deelvragen:

prestaties van commerciële zorgaanbieders t.o.v. “traditionele” aanbieders?

toegankelijkheid in vergelijking tot de “traditionele” sector?
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iii zorgaanbieders in Nederland lenen zich voor een interessante 
case studie aangezien gereguleerde competitie in de zorg commercieel gedrag bij 
de zorgaanbieders stimuleert, maar tegelijkertijd verbod op winstuitkering bij deze 
instellingen begrenst om zich als “volmaakte” commerciële entiteiten te gedragen. 

iv ziekenhuizen, 

zorgsysteem ook inzichten uit andere landen middels landenvergelijkingsstudies.
Hoofdstukken 2 tot 5 richten zich op de eerste onderzoeksvraag: 

 Hoofdstuk 2 is een 
landenvergelijkingsstudie die is gefocust op de Verenigde Staten, het Verenigd 

kapitaalskosten en toegang tot publieke vergoedingen van grote invloed zijn op de 

sommige zorgsystemen te kunnen verklaren. Opmerkelijk is dat de groei van de for-

dus of er een rechts of links georiënteerde regering aan de macht was.

ziekenhuismarkt langzaam geconsolideerd. Overigens is er geen tot een zwak 

gevonden.

van structuur, proces en uitkomstindicatoren. Volume heeft overigens maar een 

Hoofdstuk 5 brengt de particuliere verpleeghuissector in Nederland in kaart 
en analyseert de groeifactoren. In de afgelopen jaren is het aantal particuliere 

iii -

iv
in plaats van “winst-georiënteerd” of “met winstoogmerk”, omdat dit verwarrend kan zijn aangezien 
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was voor de particuliere verpleeghuissector een gunstige ontwikkeling doordat de 
opsplitsing van zorg en wonen in de businessmodel van particuliere verpleeghuizen 

draagt zelf als reden aan voor de sterke toename in het aantal particuliere 

verpleeghuissector heeft hier wel op ingespeeld en daarbij geprobeerd een alternatief 

te trekken.
Hoe presteren commerciële 

gemengde resultaten voor kwaliteit van zorg weer. Met andere woorden, de studies 
die kwaliteitsverschillen tussen private en publieke ziekenhuizen analyseren 

toegankelijkheid. In Italië, het Verenigd Koninkrijk, Griekenland en Spanje richten 

op basis van kwaliteit van zorg en passantentarieven voor vijf electieve chirurgische 
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sector.

hand van het aantal zorgactiviteiten dat per invasief zorgproduct is gedeclareerd. 

opzichte van algemene ziekenhuizen.
Hoofdstuk 9 probeert antwoord te geven op de derde deelvraag: 

de particuliere verpleeghuissector de invloed van de markt verenigd wordt met hun 
zorgtaak. Om dit middels een empirisch-ethisch aanpak te analyseren worden vier 

invloedrijk is in de particuliere verpleeghuissector, waarbij de sector dit lijkt te 

logica is dominant omdat de particuliere verpleeghuissector de wensen van de cliënt 
voorop stelt. Aan de andere kant lijkt de particuliere sector ook een omgeving voor 

de waarden kunnen verschillen tussen de verschillende lagen van de organisatie: 
de zorgverleners op de werkvloer stellen de logica van het zorgen meer voorop 
ten opzichte van bijv. een verpleeghuismanager/directeur die meer de marktlogica 
aanhangt.

Hoofdstuk 10 bespreekt de bevindingen en gaat na welke discussiepunten dit 
oplevert. Ten eerste worden de bevindingen uit dit proefschrift tegen het licht 
gehouden door deze te vergelijken met wat bekend is uit de internationale literatuur. 
Ten tweede bediscussieert dit hoofdstuk de sterke en zwakke punten van het 
onderzoek in dit proefschrift. Ten derde stelt dit hoofdstuk beleidsaanbevelingen 

bieden voor de houdbaarheid van ons zorgsysteem, in zoverre dat zij toegang 

zorgbehoevenden ten opzichte van traditionele aanbieders, wat weer kan leiden tot 
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aanbieders de krenten uit de pap kunnen halen en dat zij meer geneigd zijn om 
ongepaste zorg te leveren. Om deze risico’s te minimaliseren zouden beleidsmakers 

met kortetermijnperspectief. Het reguleren en monitoren van de commerciële sector 
kan gepaard gaan met hoge kosten. In sommige gevallen zijn de voordelen beperkt, 

het tot gevolg hebben dat:
• sommige ziekenhuizen hun deuren moeten sluiten terwijl dit mogelijk niet 

• 

omdat het sterk de vraag is of private-equity in de ziekenhuissector een 
wenselijke ontwikkeling is voor de houdbaarheid van het zorgsysteem;

• 

prijs en kwaliteit van zorg.
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Data management

This study has followed the Netherlands Code of Conduct for Research Integrity 

The organisations that issued the quantitative data gave consent for us to publish 

thesis are:

Type of data Issuing 
organisation

Level Anonymitya Accessibility Name dataset

Patient 
satisfaction 
data

Patients 
Association

Patient
/client

Anonymous Semi-
public data 

required 
from issuing 

Zorgkaartnederland.
nl

Insurer claims Achmea Patient 
level

Anonymous Restricted 
data

Financial 
reports

Provider Public data

zorg
Contracted 
prices

CZ Provider Public data CZ tarieventool

Risk indicators
Health and 

Inspectorate

Provider Public data Risico/
Kwaliteits-
indicatoren 
particuliere 
klinieken

Quality 
measures National 

Healthcare 
Institute

Provider Public data Transparantie-
kalender Medisch 
Specialistische Zorg

Quality 
measures

Vektis Provider Restricted 
data

Zorgprisma

Financial data 
and company 
information

Amadeus – Provider Restricted 
data

Orbis
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Type of data Issuing 
organisation

Level Anonymitya Accessibility Name dataset

Socioeconomic 
indicators

The 
Netherlands 
Institute 
for Social 
Research

Regional 
–
four-
digit 
postal 
codes

Public data Sociaal-

per postcodegebied 

Socioeconomic 
indicators

Statistics 
Netherlands

Regional 
–
four-
digit 
postal 
codes

Public data
zaken van woningen 
en niet-woningen

respondents and ensured their privacy by making the transcripts anonymous. Any 

consent is obtained and respondents have been well informed about the study, 

codes used for the research reported in this dissertation are available from the 
corresponding author on request. Access to the restricted data that we used for our 
research requires permission from the institution that holds the data.
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Portfolio

Portfolio

Name PhD candidate: F.M. Kruse
Department: IQ healthcare
Graduate School: Radboud Institute for 
Health Sciences

PhD period: 01-04-2016 – 01-08-2020

Skinner

A. Adang

TRAINING ACTIVITIES

Introduction day RIHS 2016 0.25

Radboud Institute for Health Sciences Introduction course for 2016 1.5

Management voor Promovendi 2016 1.5

School
2016

0.5

2018 3

Introductie Nijmeegse curricula 2018 0.2

2018 2

Radboud Grant Grounds

doen

2016-2020 0.5

Radboud Research Rounds

achieve it’

behavioural scientists in’

0.2

2016 0.1

0.1

ziekenhuisindicator heropname
0.1

betaalbare oplossing?’
2016 0.25
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we en hoe verder?’
2016 0.1

2016 0.25

2016 0.25

2016

private sector in delivering health care services’
2016 0.1

Mini Invitational Conference

vaststellen Verzekerde Pakket’

2016 0.1

de speler’
0.25

1.0

0.1
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0.1

Afsluitend Celsuscongres en presentatie van de Celsus 2018 0.1

2018 0.5

2018 1.0

2019 1.0

2019 0.25

2019 0.25

Summit 2019
2019 0.1

Health and Social Care

2019 0.1

2020 0.1

2020 0.1

2020 0.25

2020 0.1
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2020 0.25

Policy seminar
2020 0.1

d) Other

2019-2020 0.5

2019-2020 0.3
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e) Lecturing
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systems work’
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