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1.1 Introducing this study  
This book explores the role of distinct healthcare professions in the development and 
implementation of a market-based healthcare reform – performance-based contracting – in 
Dutch hospital care and home care. The book also studies potential variations in the 
consequences of performance-based contracting for the work of individual healthcare 
professionals. With the introduction of performance-based contracting, health insurers in the 
Netherlands are now expected to transform from passive payers to prudent and critical 
purchasers of health care who evaluate care providers according to performance criteria. In 
this study, health care refers to the Dutch hospital care sector, and the home care sector is 
broadly defined as the maintenance and restoration of health through the treatment and 
prevention of disease by trained and licensed professionals. It is hypothesized that “degrees 
of professionalism” reflect the varying institutional positions of professions, i.e. their  specific 
organizational work settings and corporate autonomy. Once created, the institutional 
positions of professions tend to reinforce and reproduce themselves, each following a specific 
path of policy change. In this study it is argued that the development, implementation and 
consequences of performance-based contracting are therefore dependent on the degree of 
professionalism. Consequently, the reproduction of a professional’s individual autonomy is 
dependent on the manner in which performance-based contracting is implemented.  
 The present chapter outlines the controversy surrounding the introduction of market 
and managerial principles to health care in the public (section 1.2) and scholarly debate 
(section 1.3). Section 1.3 presents the core concepts of this study. Section 1.4 lists the overall 
research questions and study aims. The aims make clear what this study seeks to achieve in 
terms of its theoretical and methodological value. Section 1.5 discusses the study’s theoretical 
and practical relevance. Section 1.6 explains the methods that were used in order to answer 
the overall research questions; this section also accounts for the selection of the different 
professional groups. The final section (Section 1.7) summarizes the present chapter and 
presents an outline of the book.  
 
1.2 Controversy on the introduction of market and managerialist ideas in health care 
Over the last decades many European countries have been exploring new healthcare 
governance models that operate more effectively and efficiently in response to rising 
healthcare costs, financing deficits and an aging population (OECD, 2010). Attempts have been 
made to shift toward a market-oriented and managerial-based system referred to as “New 
Public Management” (NPM) (Hood, 1991; Ackroyd, Kirkpatrick & Walker, 2007; Christensen & 
Lægreid, 2008; Eichler & Levine, 2009; Kuhlmann, Allsop & Saks, 2009): broad sets of 
management approaches and techniques are borrowed from the private sector and are 
applied in the public sector in order to increase cost-efficiency, improve the quality of services 
and strengthen control over professional work (Hood, 1991). Across much of Europe, 
purchasing health care has been “a passive exercise that involved the reimbursement of 
expenses to providers with only some financial incentives and overall budget ceilings to ensure 

 

 

cost containment (…) and contracts [were] not understood to be contestable” (Robinson, 
Jakubowski & Figueras, 2005: 4). Although it is not the only European country to have moved 
toward some form of contracting based on provider performance, the Dutch case has received 
wide international attention. This is because since the late 1980s there has been a more or 
less consistent pattern of reform plans in the Netherlands to create market competition in 
healthcare insurance, healthcare purchasing and healthcare delivery simultaneously by 
allotting health insurers the important task of being prudent healthcare purchasers (Maarse 
& Normand, 2009) (see Figure 1.1).  
 

Figure 1.1 Markets in Dutch health care  

 

 

 

 

 

 

On the healthcare delivery market patients demand health care and healthcare providers offer 
health care. On the healthcare purchasing market health insurers purchase or contract health 
care from providers, while on the health insurance market patients take out insurance policies 
and health insurers offer insurance packages. Four health insurance companies dominate the 
Dutch purchasing market, creating a market form of oligopsony, with a small number of 
purchasers and a large number of providers. The home care market can be called a 
monopsony, with only one purchasing party and many providers (Robinson, 1934, Bhaskar, 
Manning & To, 2002; Figueras, Robinson & Jakubowski, 2005) (see Figure 1.2). State regulation 
identifies the existence of “quasi markets” (Le Grand & Bartlett, 1993) characterized by 
“regulated competition”, where prices and supply of health services are still (heavily) 
regulated by government. Inherent to performance-based contracting is the relatively 
constant attempt of health insurers to control the work of healthcare professionals.  
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Figure 1.2 Monopsony versus oligopsony  
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Considering the following two quotes derived from Dutch healthcare policy documents, it 
becomes clear that there is a relatively steady pattern of market-oriented healthcare reform 
plans.  

Quote 1: These new healthcare policy plans emphasize the responsibility of both care providers and care 
purchasers [i.e. health insurers, RO]. In the patient’s interest, and on grounds of economic efficiency, 
doctors need to reflect on the medical relevance of their actions constantly. If the doctor succeeds in 
shaping professional standards (…), there is no need to fear losing professional autonomy. Admittedly, 
purchasers of health care will have to promote an economically responsible well-functioning healthcare 
system. And yet, purchasers cannot simply use a quantitative approach [i.e. mainly focus on cost 
reduction, RO] based on this argument. Besides, professional standards will also assure that explosive 
growth in healthcare supply is prevented. The Commission furthermore suggests abolishing the duty of 
health insurers to contract all independent healthcare professionals. 

 
Quote 2: The core idea of the proposal is that high-quality health care remains affordable as long as 
health insurers only contract high-performing care providers and stimulate their insured clients to go 
these contracted providers. As the quality of healthcare providers becomes more transparent, it becomes 
easier for health insurers to contract providers selectively based on their performance.  

 
In terms of content, these two quotes could have been extracted from the same policy 
document. Both quotations assign an important role to health insurers, expected to act as 
critical healthcare purchasers on behalf of their insured clients and contracting – or not 
contracting – healthcare providers based on their performance. In both texts it is assumed 
that the new plans will enhance cost-efficiency, improve the quality of care and construct 
critical care “consumers”. Remarkably, the first quote is derived from a report of the Dekker 
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Committee, published in the 1980s (Dekker Committee, 1987), while the second quotation 
was written almost 30 years later, stemming from a letter written by the Dutch Minister of 
Health in 2013 (Ministry of Health, 2013). Hence over the last 30 years the creation of a 
regulated market and control of the work of healthcare professionals through performance 
measurement and evaluation have been persistent themes in the Dutch political debate (NRC, 
1984; RvZ, 1997, 1998; Ministry of Health, 2001, 2007, 2012, 2014).  

Before the beginning of the 21st century, health insurers’ purchasing of health care had 
mainly involved standard contracts for care providers. Such contracts did not specify provider 
performance, and insurers rarely monitored it. A passive purchasing system existed whereby 
a predetermined budget was followed or bills were simply reimbursed retrospectively by the 
insurers. After publication of the reform plan “Focus on Demand” in 2001, the Dutch 
healthcare sector shifted from this traditional form of purchasing to a system of performance-
based contracting (Ministry of Health, 2001). The aims were to enhance effective cost 
containment, create greater efficiency in the use of scarce resources, improve the quality of 
health care and become more responsive to the needs and preferences of care “consumers”. 
Measures taken by the government to realize these goals included establishing regulated 
competition between healthcare providers and between health insurers, and organizing 
control of professional work through monitoring, auditing, performance indicators and 
benchmarking. It was expected that, in the system of performance-based contracting, health 
insurers could deal effectively with the dominance of professions in the healthcare sector, the 
assumed lack of patient orientation, and the assumed inefficiency of centralized planning 
mechanisms that had been dominant during the 1980s and 1990s. Moreover, it was expected 
that by increasing transparency in healthcare providers’ performance as well as providers’ 
accountability for their performance to insurers the quality of care could be improved.  

Ever since market and managerial principles entered the healthcare domain, the topic 
has received wide media coverage because of the potential tension between the system of 
performance-based contracting and professionalism. Healthcare professionals traditionally 
work in an autonomous environment (MacDonald, 1995; Freidson, 2001), while the market 
and managerial principles embedded in performance-based contracting contrarily seek to 
strengthen external – health insurers’ – control over professional work (Levay & Waks, 2009; 
Noordegraaf & Steijn, 2013). The following overview presents a selection of subtracts from 
Dutch newspaper articles on the marketization of health care. The broad time range in year 
of publication, 1998 to 2014, illustrates how the public debate on competition, contracting, 
health insurers, registration and monitoring has been alive for a long time.  

 
Solidarity does not exist in a market, while that is what the majority of the population wishes: a 
healthcare system based on solidarity. (Volkskrant, 1998) 
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The market does not have morals and has no interest in solidarity. The marketization of health care 
carries the risk of creating a division between rich and poor in society. How long will it take before those 
able to pay more have priority over people paying less for hospital treatments? (NRC, 2004) 
 
It is rumbling in home care. In the Twente region 1,400 home care workers received a notice of dismissal 
after a commercial organization conquered the home care market by offering cheaper care provision. Is 
marketization a tragedy or a blessing? (Trouw, 2009) 
 
From 2012 on, health insurance company ZilverenKruis/Achmea only reimburses the costs of oncological 
treatments when the hospital meets the quality criteria of the professional association. In 2010 a 
competing health insurance company had already announced that poorly performing hospitals would no 
longer be contracted. (NRC, 2011) 
 
The community nurse makes a comeback. For years she rode her bike to those in need of home care, until 
home care started to be bound by strict time registration rules. Studies now show that it works better to 
loosen those strict time norms. (Trouw, 2012)  
 
But hasn’t hospital care been a free market since 2006? Now the liberal Minister of Health Edith 
Schippers happily announces new budget and cost ceilings. In fact, since taking office in 2010 Schippers 
is trying to control the hospital care market. (…) Because costs only increased, from 18 billion in 2007 to 
24 billion last year. (NRC, 2013) 
 
It is expected that health insurers can save at least one billion on purchasing care if they are able to 
contract providers based on price and quality. (Volkskrant, 2014) 

 
What has been missing from the debate on the marketization of health care in the Netherlands 
is “precision”. The term “marketization” refers to, among other things, the introduction of 
competition in health care, selective contracting, accountability, measuring performances of 
care providers, benchmarking and deregulation. Although these concepts are interrelated and 
encompass market and managerial principles, they are nonetheless distinctive mechanisms to 
govern the healthcare sector. Health care is not a homogeneous sector though. For example, 
the field of hospital care is significantly different than the home care sector in terms of 
historical development, the professions involved and the type of care services provided. This 
stresses the need for precision when discussing the implementation and consequences of the 
distinctive mechanisms embedded in the marketization of health care. 
 
1.3 Are healthcare professionals under pressure?  
This section discusses the most important streams of literature in the scholarly debate about 
the relationship between New Public Management (NPM) and professionalism. The reason 
why the level of professionalism may be an explanatory factor in variations in the 
implementation and outcomes of performance-based contracting will also be examined. To 
this end, literature on institutionalism and professionalism will be reviewed.  
 

 

 

1.3.1 Scholarly controversy about the relationship between performance-based contracting 
and professionals’ autonomy and job satisfaction  
The market-oriented and managerialist models of healthcare governance that have been 
explored by European governments over the last thirty years are based on New Public 
Management (NPM) principles (Figueras, Robinson & Jakubowski, 2005). NPM has its origin in 
public-choice theory and managerialism (Aucoin, 1990), and its basic hypothesis holds that 
market-oriented forms of management and competition among service providers will lead to 
greater cost-efficiency for governments and clients, greater consumer choice and better-
quality services. One of the implications of introducing NPM has been the greater use of 
performance-based contracting, for example in healthcare governance policies (Dunleavy & 
Hood, 1994; Eichler & Levine, 2009). Performance-based contracting is an instrument “that 
links monetary or material rewards to measurable actions or achievements in relation to 
predetermined performance targets” (Eichler & Levine, 2009: 6). It promises to be a tool that 
helps create a “quasi-market” (Le Grand & Bartlett, 1993), characterized by regulated 
competition among healthcare providers and purchasers. Such a governance system requires 
healthcare professionals to monitor effectiveness and efficiency of services by accounting for 
the costs and quality of their performances. To facilitate performance measurement, 
information systems on providers’ performance are developed and managers are assigned to 
implement external accountability claims into the organization (Van Thiel & Leeuw, 2002; 
Levay & Waks, 2009).  

To deal with the ongoing challenges in health care, including financing deficits, many 
countries have started to develop healthcare governance systems based on performance-
based contracting (Figueras, Robinson & Jakubowski, 2005; OECD, 2010; Sutton et al., 2012). 
In the scholarly debate, however, the compatibility of NPM instruments – including 
performance-based contracting – with professionalism is contentious (e.g. Noordegraaf & 
Steijn, 2013). It is also unclear whether different professional groups are confronted and 
affected to the same extent by NPM approaches. 

One view is that the market-based logic and businesslike values embedded in NPM 
reform policies eventually reduce the autonomy and job satisfaction of professionals who 
work in public services (Burdi & Baker, 1999; Freidson, 2001; Smith, 2001; Broadbent & 
Laughlin, 2002; Cylus & Irwin, 2010). It is argued that NPM approaches alter the nature of 
professional service organizations, accordingly changing the nature of professional work. 
Authors in this strand of literature argue that this transformation even puts a process of “de-
professionalization” into action (Freidson, 2001; McLaughlin, Osborne & Ferlie, 2002; 
Tonkens, 2008; Diefenbach, 2009). Professions generally pursue work autonomy (Larson, 
1977), which is defined as workers’ perception of the “opportunity of freedom, inherent in 
the job, to determine a variety of task elements” (De Jonge & Schaufeli, 1998: 393) and based 
upon inter-professional training, supervision and skills development. In the literature, 
autonomy is related to professional well-being (Taris & Schaufeli, 2015). More specifically, 
autonomy is found to be an important indicator of healthcare professionals’ job satisfaction 
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The market does not have morals and has no interest in solidarity. The marketization of health care 
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the field of hospital care is significantly different than the home care sector in terms of 
historical development, the professions involved and the type of care services provided. This 
stresses the need for precision when discussing the implementation and consequences of the 
distinctive mechanisms embedded in the marketization of health care. 
 
1.3 Are healthcare professionals under pressure?  
This section discusses the most important streams of literature in the scholarly debate about 
the relationship between New Public Management (NPM) and professionalism. The reason 
why the level of professionalism may be an explanatory factor in variations in the 
implementation and outcomes of performance-based contracting will also be examined. To 
this end, literature on institutionalism and professionalism will be reviewed.  
 

 

 

1.3.1 Scholarly controversy about the relationship between performance-based contracting 
and professionals’ autonomy and job satisfaction  
The market-oriented and managerialist models of healthcare governance that have been 
explored by European governments over the last thirty years are based on New Public 
Management (NPM) principles (Figueras, Robinson & Jakubowski, 2005). NPM has its origin in 
public-choice theory and managerialism (Aucoin, 1990), and its basic hypothesis holds that 
market-oriented forms of management and competition among service providers will lead to 
greater cost-efficiency for governments and clients, greater consumer choice and better-
quality services. One of the implications of introducing NPM has been the greater use of 
performance-based contracting, for example in healthcare governance policies (Dunleavy & 
Hood, 1994; Eichler & Levine, 2009). Performance-based contracting is an instrument “that 
links monetary or material rewards to measurable actions or achievements in relation to 
predetermined performance targets” (Eichler & Levine, 2009: 6). It promises to be a tool that 
helps create a “quasi-market” (Le Grand & Bartlett, 1993), characterized by regulated 
competition among healthcare providers and purchasers. Such a governance system requires 
healthcare professionals to monitor effectiveness and efficiency of services by accounting for 
the costs and quality of their performances. To facilitate performance measurement, 
information systems on providers’ performance are developed and managers are assigned to 
implement external accountability claims into the organization (Van Thiel & Leeuw, 2002; 
Levay & Waks, 2009).  

To deal with the ongoing challenges in health care, including financing deficits, many 
countries have started to develop healthcare governance systems based on performance-
based contracting (Figueras, Robinson & Jakubowski, 2005; OECD, 2010; Sutton et al., 2012). 
In the scholarly debate, however, the compatibility of NPM instruments – including 
performance-based contracting – with professionalism is contentious (e.g. Noordegraaf & 
Steijn, 2013). It is also unclear whether different professional groups are confronted and 
affected to the same extent by NPM approaches. 

One view is that the market-based logic and businesslike values embedded in NPM 
reform policies eventually reduce the autonomy and job satisfaction of professionals who 
work in public services (Burdi & Baker, 1999; Freidson, 2001; Smith, 2001; Broadbent & 
Laughlin, 2002; Cylus & Irwin, 2010). It is argued that NPM approaches alter the nature of 
professional service organizations, accordingly changing the nature of professional work. 
Authors in this strand of literature argue that this transformation even puts a process of “de-
professionalization” into action (Freidson, 2001; McLaughlin, Osborne & Ferlie, 2002; 
Tonkens, 2008; Diefenbach, 2009). Professions generally pursue work autonomy (Larson, 
1977), which is defined as workers’ perception of the “opportunity of freedom, inherent in 
the job, to determine a variety of task elements” (De Jonge & Schaufeli, 1998: 393) and based 
upon inter-professional training, supervision and skills development. In the literature, 
autonomy is related to professional well-being (Taris & Schaufeli, 2015). More specifically, 
autonomy is found to be an important indicator of healthcare professionals’ job satisfaction 
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(Burdi & Baker, 1999; Smith, 2001; Dunn, Wilson & Esterman, 2005, Kovner et al., 2006), 
particularly for the way people feel about the tasks or the work content itself – their intrinsic 
job satisfaction (Willem, Buelens & De Jonghe, 2007). It is therefore assumed that the 
consequences of market and managerial principles for autonomy subsequently limit 
professionals’ intrinsic job satisfaction too. 

Others, alternatively, contend that the effect of NPM on professional work is actually 
limited, due to path-dependent policy development. As argued by Ashton (2002: 103), the 
“effect of introducing market-like incentives into a health system depends on the specific 
institutional arrangements that are in place”. This implies that the “origins and character of 
the institutions” against which the reforms are directed have to be taken into consideration 
when healthcare governance reforms are studied (Ackroyd, Kirkpatrick & Walker, 2007: 12). 
Ackroyd, Kirkpatrick and Walker (2007) found that different outcomes of public sector reforms 
were explained by the various strategies that were used by professional groups at which the 
reforms were aimed. Different professions have different institutional positions in the 
healthcare system in terms of their relation to the state, purchasers and organizations’  
management structures, thus varying in their ability to reach professional power (MacDonald, 
1995; Kuhlmann, 2006). It is claimed that especially dominant and well-organized 
occupational groups are able to use strategies that are innately self-protective and resistant, 
in order to preserve professional autonomy (MacDonald, 1995; Le Grand, 1999; Muzio & 
Ackroyd, 2005; Ackroyd, Kirkpatrick & Walker 2007; Christensen & Lægreid 2008). To 
summarize, the institutional position of distinct professions in the healthcare governance 
structure varies. It is therefore questionable whether the way performance-based contracting 
is developed and implemented, as well as the way it affects the work of professionals, is similar 
across different healthcare professions.  
 
1.3.2 The role of managers in the contracting-professionalism relationship 
When studying the implementation and outcomes of performance-based contracting, it is 
important to consider the role of managers too, because the role they play may change due 
to performance-based contracting. Requirements of purchasers place a strong emphasis on 
the accountability of the healthcare provider. “(C)ontracts can specify rules to report on 
delivered volumes of care and the quality standards. In the same way, purchasers can 
negotiate performance targets with the providers, monitor the extent to which these have 
been achieved and, if not, amend or terminate contractual agreements” (Figueras, Robinson 
& Jakubowski, 2005: 73). One of the mechanisms to make providers more accountable is 
ensuring managerial accountability (Clarke & Newman, 1997; Preker & Harding, 2003), 
meaning that managers can be judged by purchasers on their capacity to meet performance 
targets. This may put pressure on managers to reach performance targets, potentially 
resulting in stricter managerial regulation and control of professional work. Management 
styles may be modified and become more focused on purchasers’ requirements and less 
focused on professionals’ preferences. Some authors even argue that managers have 

 

 

encroached on the domain of professional self-regulation (Kirkpatrick et al., 2005; Kuhlmann, 
2006).  

Although policies appear to shape managerial behavior, there are reasons to assume 
that managers may also shape policy implementation. Research shows that different styles of 
management may influence the way public policies are implemented in service organizations 
(Noordegraaf, Meurs & Montijn-Stoopendaal 2005). These studies found that the role of 
managers determines how instruments related to performance-based contracting, such as 
performance targets, are implemented (Curtice & Fraser, 2000; McDonald & Harrison, 2004; 
Plexus, 2010). There is congruence over the idea that professionals value supportive 
management styles in which managers consult professionals or their colleagues when 
designing implementation processes for new policies (Tummers, 2012). In organizational and 
human resources literature it is furthermore widely supported that management feedback 
and support are important predictors for autonomy and intrinsic job satisfaction (Anseel & 
Lievens, 2007; Coomber & Barriball, 2007; Wong & Cummings, 2009).  

And yet, the extent to which new policies aim, or do not aim, at controlling or 
modifying managers’ behavior, as well as the ability of managers to shape the implementation 
of new policies, seems to be dependent on the institutional setting in which the manager 
operates. For example, Ackroyd, Kirkpatrick and Walker (2007) suggest that the introduction 
of new management practices takes different shapes depending on the institutional settings. 
They found that in domains of public services dominated by “organized professions”, such as 
health care and social work, managers are likely to be drawn from the ranks of the professions, 
making it likely for professionals’ control to be maintained instead of fundamentally 
challenged. Although there seems to be an overall trend that managers seek to extend control 
over professional decision-making, it also appears that within health care hospital nurses are 
confronted more often with managerial control than medical specialists (Fitzgerald & Ferlie, 
2000; Attree, 2005; Ackroyd, Kirkpatrick & Walker, 2007). This indicates that the way 
managers are able to affect professional work depends on the institutional setting. 
 
1.3.3 Professions in institutional contexts: degrees of professionalism  
If variations in professions’ institutional position play a role in the way performance-based 
contracting was developed and implemented, as well as in the potential consequences of 
contracting for professionals’ individual autonomy and intrinsic job satisfaction, to properly 
assess healthcare reforms the professions’ position in specific institutional settings must be 
considered. The assumption is that professions shape the practices of the organizations 
professionals work in, and in a more general sense are also frequently involved in the very 
design of organizational fields. From this perspective, the degree and specific form of 
professionalization of certain occupational groups may be viewed as the result of specific 
processes of institutionalization (Muzio & Kirkpatrick, 2011, Suddaby & Viale, 2011). It is 
argued that even less well-established occupational groups may act as “institutional agents” 
(Scott, 2008: 219) or “institutional entrepreneurs” (Muzio & Kirkpatrick, 2011: 393) in 
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(Burdi & Baker, 1999; Smith, 2001; Dunn, Wilson & Esterman, 2005, Kovner et al., 2006), 
particularly for the way people feel about the tasks or the work content itself – their intrinsic 
job satisfaction (Willem, Buelens & De Jonghe, 2007). It is therefore assumed that the 
consequences of market and managerial principles for autonomy subsequently limit 
professionals’ intrinsic job satisfaction too. 

Others, alternatively, contend that the effect of NPM on professional work is actually 
limited, due to path-dependent policy development. As argued by Ashton (2002: 103), the 
“effect of introducing market-like incentives into a health system depends on the specific 
institutional arrangements that are in place”. This implies that the “origins and character of 
the institutions” against which the reforms are directed have to be taken into consideration 
when healthcare governance reforms are studied (Ackroyd, Kirkpatrick & Walker, 2007: 12). 
Ackroyd, Kirkpatrick and Walker (2007) found that different outcomes of public sector reforms 
were explained by the various strategies that were used by professional groups at which the 
reforms were aimed. Different professions have different institutional positions in the 
healthcare system in terms of their relation to the state, purchasers and organizations’  
management structures, thus varying in their ability to reach professional power (MacDonald, 
1995; Kuhlmann, 2006). It is claimed that especially dominant and well-organized 
occupational groups are able to use strategies that are innately self-protective and resistant, 
in order to preserve professional autonomy (MacDonald, 1995; Le Grand, 1999; Muzio & 
Ackroyd, 2005; Ackroyd, Kirkpatrick & Walker 2007; Christensen & Lægreid 2008). To 
summarize, the institutional position of distinct professions in the healthcare governance 
structure varies. It is therefore questionable whether the way performance-based contracting 
is developed and implemented, as well as the way it affects the work of professionals, is similar 
across different healthcare professions.  
 
1.3.2 The role of managers in the contracting-professionalism relationship 
When studying the implementation and outcomes of performance-based contracting, it is 
important to consider the role of managers too, because the role they play may change due 
to performance-based contracting. Requirements of purchasers place a strong emphasis on 
the accountability of the healthcare provider. “(C)ontracts can specify rules to report on 
delivered volumes of care and the quality standards. In the same way, purchasers can 
negotiate performance targets with the providers, monitor the extent to which these have 
been achieved and, if not, amend or terminate contractual agreements” (Figueras, Robinson 
& Jakubowski, 2005: 73). One of the mechanisms to make providers more accountable is 
ensuring managerial accountability (Clarke & Newman, 1997; Preker & Harding, 2003), 
meaning that managers can be judged by purchasers on their capacity to meet performance 
targets. This may put pressure on managers to reach performance targets, potentially 
resulting in stricter managerial regulation and control of professional work. Management 
styles may be modified and become more focused on purchasers’ requirements and less 
focused on professionals’ preferences. Some authors even argue that managers have 

 

 

encroached on the domain of professional self-regulation (Kirkpatrick et al., 2005; Kuhlmann, 
2006).  

Although policies appear to shape managerial behavior, there are reasons to assume 
that managers may also shape policy implementation. Research shows that different styles of 
management may influence the way public policies are implemented in service organizations 
(Noordegraaf, Meurs & Montijn-Stoopendaal 2005). These studies found that the role of 
managers determines how instruments related to performance-based contracting, such as 
performance targets, are implemented (Curtice & Fraser, 2000; McDonald & Harrison, 2004; 
Plexus, 2010). There is congruence over the idea that professionals value supportive 
management styles in which managers consult professionals or their colleagues when 
designing implementation processes for new policies (Tummers, 2012). In organizational and 
human resources literature it is furthermore widely supported that management feedback 
and support are important predictors for autonomy and intrinsic job satisfaction (Anseel & 
Lievens, 2007; Coomber & Barriball, 2007; Wong & Cummings, 2009).  

And yet, the extent to which new policies aim, or do not aim, at controlling or 
modifying managers’ behavior, as well as the ability of managers to shape the implementation 
of new policies, seems to be dependent on the institutional setting in which the manager 
operates. For example, Ackroyd, Kirkpatrick and Walker (2007) suggest that the introduction 
of new management practices takes different shapes depending on the institutional settings. 
They found that in domains of public services dominated by “organized professions”, such as 
health care and social work, managers are likely to be drawn from the ranks of the professions, 
making it likely for professionals’ control to be maintained instead of fundamentally 
challenged. Although there seems to be an overall trend that managers seek to extend control 
over professional decision-making, it also appears that within health care hospital nurses are 
confronted more often with managerial control than medical specialists (Fitzgerald & Ferlie, 
2000; Attree, 2005; Ackroyd, Kirkpatrick & Walker, 2007). This indicates that the way 
managers are able to affect professional work depends on the institutional setting. 
 
1.3.3 Professions in institutional contexts: degrees of professionalism  
If variations in professions’ institutional position play a role in the way performance-based 
contracting was developed and implemented, as well as in the potential consequences of 
contracting for professionals’ individual autonomy and intrinsic job satisfaction, to properly 
assess healthcare reforms the professions’ position in specific institutional settings must be 
considered. The assumption is that professions shape the practices of the organizations 
professionals work in, and in a more general sense are also frequently involved in the very 
design of organizational fields. From this perspective, the degree and specific form of 
professionalization of certain occupational groups may be viewed as the result of specific 
processes of institutionalization (Muzio & Kirkpatrick, 2011, Suddaby & Viale, 2011). It is 
argued that even less well-established occupational groups may act as “institutional agents” 
(Scott, 2008: 219) or “institutional entrepreneurs” (Muzio & Kirkpatrick, 2011: 393) in 
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legitimating particular modes of service delivery and work organization that become 
subsequently permissible to other organizational actors in a field (DiMaggio, 1988, 1991). As 
Suddaby and Viale phrase it, “professional projects carry within them projects of 
institutionalization” (2011: 423).  

In the present book, it is assumed that the study of professionalism must be 
interconnected with institutional theory. While institutional theories relate degree of 
professionalism to professions’ ability to initiate or mediate institutional change (e.g. 
DiMaggio & Powell, 1983), the sociology of professions (Etzioni 1969, Freidson 1979, 2001) 
focuses on the distinguished characteristics of occupational groups that reflect different 
degrees of professionalism. Sociologists have long understood that occupational groups have 
a “unique degree of access to mechanisms of cultural reproduction within a professional or 
organizational field” (Suddaby & Viale, 2011: 433). In line with that, degrees of professionalism 
reflect distinct institutional positions of occupational groups in health care. This study thus 
focuses on the actions and interactions of professions with other organizational actors in the 
healthcare governance structure, including other professions, managers, the state, and 
purchasers of health care.  

Connecting institutional theory and sociological theories on professionalism result in 
the following main assumption of this study: in each institutionalized healthcare governance 
structure professions interact with other actors, including the state, managers, insurers and 
other professions. An outcome of this interaction with organizational actors is the nature of 
the professions’ work setting and the level of corporate autonomy. This particular work setting 
and level of autonomy reproduce the existing interactions between professions and other 
actors in the field, and influence the level of professionals’ individual work autonomy. 
Professions potentially derive power from these institutionalized governance structures to 
mediate the route from policy measure to its implementation. As institutionalized governance 
structures seem to fuel the reproduction of existing policy paths (Mahoney, 2000), the 
development, implementation and consequences of new policies may vary between 
professional groups. 

Based on Larson’s theory of professions (1977), MacDonald (1995) distinguishes 
characteristics of professions that might explain their relative power in co-constructing 
healthcare governance structures. It is precisely because professions operate in distinct 
institutional settings and in various positions that they are not equally capable of realizing and 
defending similar degrees of professionalism. In his sociological work on professionalism, 
Freidson refers to the “full” professions (2001: 108) that carry out specialized work grounded 
in a body of theoretically based, discretionary knowledge and skills as well as given special 
status in the labor force. These full professions have followed a formal training program that 
produced the qualifying credentials, and that is controlled by the occupation and associated 
with higher education. Full professions, according to Freidson (2001), have exclusive 
jurisdiction in a specific division of labor, created and controlled by occupational negotiation. 
These professions also have a sheltered position in labor markets, based on qualifying 

 

 

credentials created by the occupation. Full professions operate highly autonomously, which 
enables them to control work and employment. Moreover, there is a professional ideology 
that advocates greater commitment to doing good work than to economic gain, and to the 
quality rather than the economic efficiency of work. The use of the term “full profession” 
suggests that other types of professions exist too, yet Freidson does not provide a 
categorization of distinct types or degrees of professions.    

Etzioni does make an explicit distinction between “full professionals” and “semi-
professionals” (1969: v). He compares semi-professionals to highly professionalized groups as 
follows: “their training is shorter, their status is less legitimized, their right to privileged 
communication is less established, there is less of a specialized body of knowledge, and they 
have less autonomy from supervision or societal control than “the” professions” (1969: v). 
Home care workers and nursing staff are generally considered to be a less professionalized 
group, sometimes referred to as “semi- or quasi” professions (Knijn & Verhagen, 2007) or 
“caring” professions (Abbott & Wallace, 1990 in MacDonald, 1995). 

Considering well-established theories on professions (Etzioni, 1969; Freidson, 1970; 
Larson, 1977; Halliday, 1987; MacDonald, 1995; Freidson, 2001; Van der Boom, 2008), four 
characteristics of professions stand out that might explain their relative power in co-
constructing, and thus influencing, policy changes and their outcomes. These characteristics 
may function as mechanisms that some professions are capable of firing in a particular 
institutional setting in their “professionalization project” (Suddaby & Viale, 2011). Such 
mechanisms eventually provide them with high levels of corporate autonomy and an 
organizational work setting independent from other actors, while other professions aren’t 
capable of accomplishing this. For a comprehensive discussion on these characteristics, see 
Chapter 2.  

We will summarize the characteristics only briefly. First, knowledge and qualifications 
appear to be core-generating features of professions, as they derive opportunities for control 
and power from it. However, the type of knowledge and the importance of knowledge that 
professions master may vary between occupational groups. For example, esoteric knowledge 
is considered highly important for the well-being of groups or individuals and is only 
commanded by a few, while common knowledge is usually known by many people and is seen 
as less important. Second, professions interact, and sometimes conflict, with other actors in 
society to legitimize, defend, uphold and improve their position. One of the key goals of 
professions, “one of the privileges they pursue – is a measure of work autonomy” (Larson, 
1977: 219). In the present book, however, distinguishing this pursuit of professionals’ 
individual autonomy from professions’ corporate autonomy is considered to be important. 
Individual autonomy concerns the degree of freedom from organizational constraints in 
decision-making in the work context based on internalized professional norms and (expert) 
knowledge. Third, in their attempt to control work and employment, professions seek control 
over access – and therefore closure – of the profession. This is what Batey and Lewis (1982) 
refer to as corporate autonomy: control of the profession over admission into it, work 
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subsequently permissible to other organizational actors in a field (DiMaggio, 1988, 1991). As 
Suddaby and Viale phrase it, “professional projects carry within them projects of 
institutionalization” (2011: 423).  

In the present book, it is assumed that the study of professionalism must be 
interconnected with institutional theory. While institutional theories relate degree of 
professionalism to professions’ ability to initiate or mediate institutional change (e.g. 
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degrees of professionalism. Sociologists have long understood that occupational groups have 
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organizational field” (Suddaby & Viale, 2011: 433). In line with that, degrees of professionalism 
reflect distinct institutional positions of occupational groups in health care. This study thus 
focuses on the actions and interactions of professions with other organizational actors in the 
healthcare governance structure, including other professions, managers, the state, and 
purchasers of health care.  

Connecting institutional theory and sociological theories on professionalism result in 
the following main assumption of this study: in each institutionalized healthcare governance 
structure professions interact with other actors, including the state, managers, insurers and 
other professions. An outcome of this interaction with organizational actors is the nature of 
the professions’ work setting and the level of corporate autonomy. This particular work setting 
and level of autonomy reproduce the existing interactions between professions and other 
actors in the field, and influence the level of professionals’ individual work autonomy. 
Professions potentially derive power from these institutionalized governance structures to 
mediate the route from policy measure to its implementation. As institutionalized governance 
structures seem to fuel the reproduction of existing policy paths (Mahoney, 2000), the 
development, implementation and consequences of new policies may vary between 
professional groups. 

Based on Larson’s theory of professions (1977), MacDonald (1995) distinguishes 
characteristics of professions that might explain their relative power in co-constructing 
healthcare governance structures. It is precisely because professions operate in distinct 
institutional settings and in various positions that they are not equally capable of realizing and 
defending similar degrees of professionalism. In his sociological work on professionalism, 
Freidson refers to the “full” professions (2001: 108) that carry out specialized work grounded 
in a body of theoretically based, discretionary knowledge and skills as well as given special 
status in the labor force. These full professions have followed a formal training program that 
produced the qualifying credentials, and that is controlled by the occupation and associated 
with higher education. Full professions, according to Freidson (2001), have exclusive 
jurisdiction in a specific division of labor, created and controlled by occupational negotiation. 
These professions also have a sheltered position in labor markets, based on qualifying 

 

 

credentials created by the occupation. Full professions operate highly autonomously, which 
enables them to control work and employment. Moreover, there is a professional ideology 
that advocates greater commitment to doing good work than to economic gain, and to the 
quality rather than the economic efficiency of work. The use of the term “full profession” 
suggests that other types of professions exist too, yet Freidson does not provide a 
categorization of distinct types or degrees of professions.    

Etzioni does make an explicit distinction between “full professionals” and “semi-
professionals” (1969: v). He compares semi-professionals to highly professionalized groups as 
follows: “their training is shorter, their status is less legitimized, their right to privileged 
communication is less established, there is less of a specialized body of knowledge, and they 
have less autonomy from supervision or societal control than “the” professions” (1969: v). 
Home care workers and nursing staff are generally considered to be a less professionalized 
group, sometimes referred to as “semi- or quasi” professions (Knijn & Verhagen, 2007) or 
“caring” professions (Abbott & Wallace, 1990 in MacDonald, 1995). 

Considering well-established theories on professions (Etzioni, 1969; Freidson, 1970; 
Larson, 1977; Halliday, 1987; MacDonald, 1995; Freidson, 2001; Van der Boom, 2008), four 
characteristics of professions stand out that might explain their relative power in co-
constructing, and thus influencing, policy changes and their outcomes. These characteristics 
may function as mechanisms that some professions are capable of firing in a particular 
institutional setting in their “professionalization project” (Suddaby & Viale, 2011). Such 
mechanisms eventually provide them with high levels of corporate autonomy and an 
organizational work setting independent from other actors, while other professions aren’t 
capable of accomplishing this. For a comprehensive discussion on these characteristics, see 
Chapter 2.  

We will summarize the characteristics only briefly. First, knowledge and qualifications 
appear to be core-generating features of professions, as they derive opportunities for control 
and power from it. However, the type of knowledge and the importance of knowledge that 
professions master may vary between occupational groups. For example, esoteric knowledge 
is considered highly important for the well-being of groups or individuals and is only 
commanded by a few, while common knowledge is usually known by many people and is seen 
as less important. Second, professions interact, and sometimes conflict, with other actors in 
society to legitimize, defend, uphold and improve their position. One of the key goals of 
professions, “one of the privileges they pursue – is a measure of work autonomy” (Larson, 
1977: 219). In the present book, however, distinguishing this pursuit of professionals’ 
individual autonomy from professions’ corporate autonomy is considered to be important. 
Individual autonomy concerns the degree of freedom from organizational constraints in 
decision-making in the work context based on internalized professional norms and (expert) 
knowledge. Third, in their attempt to control work and employment, professions seek control 
over access – and therefore closure – of the profession. This is what Batey and Lewis (1982) 
refer to as corporate autonomy: control of the profession over admission into it, work 
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standards and quality criteria for professionals’ work. Corporate autonomy partly influences 
the level of individual autonomy (Coburn, 1999). Individual autonomy of professionals is also 
defined by their work setting. Work settings of professions vary in terms of remuneration – 
being salaried versus being self-employed. It is also argued that self-employed professionals 
have a greater ability to control their work conditions than salaried professionals (Collins, 
1990; Evetts, 2011). Moreover, healthcare professions vary in their work location – working in 
an institutional setting versus working in the periphery of care (Freidson, 1970; Van der Boom, 
2008). Absence of interference and supervision of organizational control can provide 
professionals with more individual work autonomy (Collins, 1990; Evetts, 2011). The fourth 
and final characteristic is that even though professions might have economic interests too, 
their raison d’être is to provide public services that are important to society, and to deliver 
high-quality services.  

Overall, it can be concluded that in order to understand the evolution as well as the 
consequences of healthcare governance changes for professional work it is particularly useful 
to study professional groups that act in distinct institutional settings and that have distinct 
positions in the institutional field, reflecting different degrees of professionalism. The cases 
studied in this book – medical specialists, hospital nurses, home nurses and home helps – 
share that in both hospital care and home care the government identified similar imperatives 
for change and made use of legislation and executive powers to set new market-oriented 
policy routes. And yet, these cases are characterized by different degrees of professionalism 
(for details on the case characteristics, see section 1.6.2). 
 In the next section it becomes clear how the main concepts of the study (performance-
based contracting, institutional setting, professionalism, management support, autonomy and 
intrinsic job satisfaction) are connected in the overall research question and study aims. 
 
1.4 Overall research question and study aims 
So far, it has been outlined that in order to understand both the development and the 
implementation of market-based healthcare governance reforms as well as their 
consequences for professional work it is important to consider the institutional position of 
professions. Moreover, the lack of precision in the “marketization of health care” debate 
requires comparative research that includes multiple professional groups so that one can 
study how distinct market and managerialist principles “work” across different institutional 
settings. In terms of performance-based contracting, this means understanding under what 
conditions different forms of contracting are present and particular consequences for 
professional work observed. This study seeks to answer the following overall research 
question: 
 
Are the development and implementation of performance-based contracting and its 
consequences for professional work dependent on healthcare professions’ degrees of 
professionalism?  

 

 

The main research question breaks down into several research questions: 
1) How has performance-based contracting been developed in Dutch hospital care and 

home care?  
2) How is performance-based contracting implemented, i.e. how and to what extent are 

medical specialists, hospital nurses, home nurses and home helps confronted with 
performance-based contracting? 

3) How does performance-based contracting relate to the autonomy and intrinsic job 
satisfaction of medical specialists, hospital nurses, home nurses and home helps, and 
what is the role of managers in this relationship? 

 
The overall aim of this study is to understand whether and how the development and 
implementation of performance-based contracting as well as its consequences for 
professional work are dependent on degrees of professionalism of healthcare professions. In 
terms of the development of performance-based contracting, this study seeks to understand 
the role of professions’ corporate autonomy in shaping and mediating the reforms. In terms 
of implementation, it studies the extent to which medical specialists, hospital nurses, home 
nurses and home helps are confronted with performance-based contracting in their daily 
work. Here “confrontation” explicitly deals with the extent to which professionals notice 
performance-based contracting in their daily work and the extent to which it impacts their 
work activities. In terms of the outcomes of performance-based contracting for professional 
work and the conditions under which particular consequences are present, the study focuses 
on the relationships between performance-based contracting, management support, 
individual autonomy and intrinsic job satisfaction among medical specialists, hospital nurses, 
home nurses and home helps.  
 
1.5 Theoretical and practical relevance  
Although the influence of NPM-inspired healthcare reforms on public service organizations 
and public service professionals has been widely studied (Noordegraaf & Steijn, 2013), 
theories and conceptual models that investigate the relationship between market and 
managerial healthcare reforms and professionalism often lack robust empirical evidence. 
Consequently, results are mixed and disputed (Le Grand, 1999). Additionally, the lack of 
empirical comparative research inclusive of several professional groups in one service domain 
(Ferlie et al., 2003; Bejerot & Hasselbladh, 2011) has resulted in a limited understanding of 
the relationship between market and managerialist-based policies and professionalism in 
different domains of health care. This makes it difficult to decide what the actual 
consequences of market-based policies for professional work actually are, and leads to a lack 
of precision in the debate on the “marketization of health care”. Some studies fail to 
disentangle the concept of NPM, so there is no clarity as to which specific aspect of NPM 
causes a particular outcome for professional work (e.g. Tonkens, 2008; Diefenbach, 2009). 
There is clearly a need for studies that unravel mechanisms embedded in the market-based 
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standards and quality criteria for professionals’ work. Corporate autonomy partly influences 
the level of individual autonomy (Coburn, 1999). Individual autonomy of professionals is also 
defined by their work setting. Work settings of professions vary in terms of remuneration – 
being salaried versus being self-employed. It is also argued that self-employed professionals 
have a greater ability to control their work conditions than salaried professionals (Collins, 
1990; Evetts, 2011). Moreover, healthcare professions vary in their work location – working in 
an institutional setting versus working in the periphery of care (Freidson, 1970; Van der Boom, 
2008). Absence of interference and supervision of organizational control can provide 
professionals with more individual work autonomy (Collins, 1990; Evetts, 2011). The fourth 
and final characteristic is that even though professions might have economic interests too, 
their raison d’être is to provide public services that are important to society, and to deliver 
high-quality services.  

Overall, it can be concluded that in order to understand the evolution as well as the 
consequences of healthcare governance changes for professional work it is particularly useful 
to study professional groups that act in distinct institutional settings and that have distinct 
positions in the institutional field, reflecting different degrees of professionalism. The cases 
studied in this book – medical specialists, hospital nurses, home nurses and home helps – 
share that in both hospital care and home care the government identified similar imperatives 
for change and made use of legislation and executive powers to set new market-oriented 
policy routes. And yet, these cases are characterized by different degrees of professionalism 
(for details on the case characteristics, see section 1.6.2). 
 In the next section it becomes clear how the main concepts of the study (performance-
based contracting, institutional setting, professionalism, management support, autonomy and 
intrinsic job satisfaction) are connected in the overall research question and study aims. 
 
1.4 Overall research question and study aims 
So far, it has been outlined that in order to understand both the development and the 
implementation of market-based healthcare governance reforms as well as their 
consequences for professional work it is important to consider the institutional position of 
professions. Moreover, the lack of precision in the “marketization of health care” debate 
requires comparative research that includes multiple professional groups so that one can 
study how distinct market and managerialist principles “work” across different institutional 
settings. In terms of performance-based contracting, this means understanding under what 
conditions different forms of contracting are present and particular consequences for 
professional work observed. This study seeks to answer the following overall research 
question: 
 
Are the development and implementation of performance-based contracting and its 
consequences for professional work dependent on healthcare professions’ degrees of 
professionalism?  

 

 

The main research question breaks down into several research questions: 
1) How has performance-based contracting been developed in Dutch hospital care and 

home care?  
2) How is performance-based contracting implemented, i.e. how and to what extent are 

medical specialists, hospital nurses, home nurses and home helps confronted with 
performance-based contracting? 

3) How does performance-based contracting relate to the autonomy and intrinsic job 
satisfaction of medical specialists, hospital nurses, home nurses and home helps, and 
what is the role of managers in this relationship? 

 
The overall aim of this study is to understand whether and how the development and 
implementation of performance-based contracting as well as its consequences for 
professional work are dependent on degrees of professionalism of healthcare professions. In 
terms of the development of performance-based contracting, this study seeks to understand 
the role of professions’ corporate autonomy in shaping and mediating the reforms. In terms 
of implementation, it studies the extent to which medical specialists, hospital nurses, home 
nurses and home helps are confronted with performance-based contracting in their daily 
work. Here “confrontation” explicitly deals with the extent to which professionals notice 
performance-based contracting in their daily work and the extent to which it impacts their 
work activities. In terms of the outcomes of performance-based contracting for professional 
work and the conditions under which particular consequences are present, the study focuses 
on the relationships between performance-based contracting, management support, 
individual autonomy and intrinsic job satisfaction among medical specialists, hospital nurses, 
home nurses and home helps.  
 
1.5 Theoretical and practical relevance  
Although the influence of NPM-inspired healthcare reforms on public service organizations 
and public service professionals has been widely studied (Noordegraaf & Steijn, 2013), 
theories and conceptual models that investigate the relationship between market and 
managerial healthcare reforms and professionalism often lack robust empirical evidence. 
Consequently, results are mixed and disputed (Le Grand, 1999). Additionally, the lack of 
empirical comparative research inclusive of several professional groups in one service domain 
(Ferlie et al., 2003; Bejerot & Hasselbladh, 2011) has resulted in a limited understanding of 
the relationship between market and managerialist-based policies and professionalism in 
different domains of health care. This makes it difficult to decide what the actual 
consequences of market-based policies for professional work actually are, and leads to a lack 
of precision in the debate on the “marketization of health care”. Some studies fail to 
disentangle the concept of NPM, so there is no clarity as to which specific aspect of NPM 
causes a particular outcome for professional work (e.g. Tonkens, 2008; Diefenbach, 2009). 
There is clearly a need for studies that unravel mechanisms embedded in the market-based 
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governance reform under study. It is particularly relevant to examine how distinct market and 
managerialist principles “work” across different institutional settings. Specific attention needs 
to be paid to degrees of professionalism as an explanatory factor for differences in 
development, implementation and consequences of market-based governance reforms. 

Studying the relationship between NPM/market-based governance reforms and 
professionalism is not only of scholarly interest, it is also highly relevant for policymakers and 
healthcare professionals. The tasks performed by healthcare professionals and the way their 
work is controlled by managers and/or health insurers may change when using performance-
based contracting. In terms of practical value, we hope that disentangling the concept of 
performance-based contracting and comparing its consequences for the work of distinct 
professional groups will help bring more precision into the discussion on the marketization of 
health care. It is particularly relevant to focus on performance-based contracting, as this NPM 
instrument is considered by many European countries as a means to enhance effective cost 
containment, create greater efficiency in the use of scarce resources, improve the quality of 
health care and become more responsive to the needs and preferences of care “consumers” 
(Robinson, Jakubowski & Figueras, 2005; OECD, 2010). Looking at the developments in 
contracting in Dutch hospital care and home care – including the move toward selective 
contracting (NZa, 2012, 2013, 2014) – there are indications that in the near future the role of 
performance-based contracting will become even more pronounced and that purchaser 
influence (i.e. health insurers) on the work of hospital care and home care professionals may 
further increase. Spurred by regulated competition, health insurers are increasingly expected 
to contract hospitals and home care organizations based on their performance, rewarding 
high-performing providers and sanctioning weak performers. The new public management 
practice may put pressure on managers in health care to reach performance targets, 
potentially resulting in stricter managerial regulation and control of professional work. In the 
Netherlands, use of the new contracting methods is being received with a mix of surprise and 
discontent by healthcare professionals, mainly because professionals disqualify the 
performance indicators being used by insurers to evaluate performance and because of 
increased (time) registration tasks. All in all, the introduction of performance-based 
contracting is expected to intensify managers’ and purchasers’ control of professional work, 
therefore healthcare professionals seem to be under pressure. The present study can provide 
more insight into the relationship between performance-based contracting and the work 
tasks, individual autonomy and intrinsic job satisfaction of healthcare professionals. 
Understanding how performance-based contracting is implemented in both hospital care and 
home care and comprehending its consequences for professional work is particularly relevant 
because these consequences may differ across distinct healthcare professions.  
 
1.6 Methods  
This section discusses methods used to study the development and implementation of 
performance-based contracting in Dutch hospital care and home care, and methods we use 

 

 

to study the relationships between performance-based contracting, managerial support, 
autonomy and intrinsic job satisfaction. First the characteristics of the cases under study are 
presented. Second, we elaborate on the mixed-methods design used in the this study. Third, 
we will briefly discuss the selection procedures and topics that are used in the qualitative 
research phase. Finally, the sampling procedures and themes of the quantitative portion are 
briefly presented.  
 
1.6.1 Characteristics of cases under study: medical specialists, hospital nurses, home nurses 
and home helps 
The professional groups under study are all working in the domain of health care: medical 
specialists, hospital nurses, home nurses and home helps. When institutional and sociological 
theories are combined, degrees of professionalism can be distinguished that also reflect 
professions’ variation in institutional position. Studying medical specialists, hospital nurses, 
home nurses and home helps is particularly interesting because not only do these groups 
differ in their level of knowledge base, work complexity and corporate autonomy, they also 
differ in terms of organizational work setting. These distinct institutional positions of 
professions result in distinctive degrees of professionalism.  
 
Table 1.1. provides an overview of the characteristics of professions, reflecting their 
institutional position as they are discussed in the scholarly debate. Knowledge and 
qualifications reflect the value of professions’ knowledge in society. Controlling work and 
employment reflects professions’ corporate autonomy: control of the profession over 
admission into it, work standards and quality criteria for professionals’ work (Batey & Lewis, 
1982). Work setting reflects the type of remuneration and the profession’s work location.  
 In terms of knowledge and qualifications, Table 1.1 shows that all professions have a 
formal training program, but the length of training (in years) differs substantially: 9-12, 4 and 
3 years for medical specialists, nurses and home helps respectively. The length of training 
indicates the variety in the complexity of the work. Professions derive opportunities for 
control and power from the complexity of their work as expressed by the “reserved 
procedures” (in Dutch, voorbehouden handelingen), interventions that have been reserved for 
specific professions. These are medical interventions that present a greater risk to patient 
safety if not expertly performed. Accordingly, only those specific professions that are listed in 
the BIG Act1 may perform such interventions. Examples of reserved procedures are: assessing 
the need for and/or prescribing prescription drugs, administering injections, surgical 
interventions. Most of these procedures have been reserved for physicians (including medical 
specialists), although nurses can also perform several reserved procedures on the authority of 
the medical specialist. 

                                       
1 Individual Health Care Professions Act (Wet op de beroepen in de individuele gezondheidszorg), generally known 
by its Dutch acronym, “Act BIG” (Wet BIG). 
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governance reform under study. It is particularly relevant to examine how distinct market and 
managerialist principles “work” across different institutional settings. Specific attention needs 
to be paid to degrees of professionalism as an explanatory factor for differences in 
development, implementation and consequences of market-based governance reforms. 

Studying the relationship between NPM/market-based governance reforms and 
professionalism is not only of scholarly interest, it is also highly relevant for policymakers and 
healthcare professionals. The tasks performed by healthcare professionals and the way their 
work is controlled by managers and/or health insurers may change when using performance-
based contracting. In terms of practical value, we hope that disentangling the concept of 
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discontent by healthcare professionals, mainly because professionals disqualify the 
performance indicators being used by insurers to evaluate performance and because of 
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contracting is expected to intensify managers’ and purchasers’ control of professional work, 
therefore healthcare professionals seem to be under pressure. The present study can provide 
more insight into the relationship between performance-based contracting and the work 
tasks, individual autonomy and intrinsic job satisfaction of healthcare professionals. 
Understanding how performance-based contracting is implemented in both hospital care and 
home care and comprehending its consequences for professional work is particularly relevant 
because these consequences may differ across distinct healthcare professions.  
 
1.6 Methods  
This section discusses methods used to study the development and implementation of 
performance-based contracting in Dutch hospital care and home care, and methods we use 
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autonomy and intrinsic job satisfaction. First the characteristics of the cases under study are 
presented. Second, we elaborate on the mixed-methods design used in the this study. Third, 
we will briefly discuss the selection procedures and topics that are used in the qualitative 
research phase. Finally, the sampling procedures and themes of the quantitative portion are 
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1.6.1 Characteristics of cases under study: medical specialists, hospital nurses, home nurses 
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The professional groups under study are all working in the domain of health care: medical 
specialists, hospital nurses, home nurses and home helps. When institutional and sociological 
theories are combined, degrees of professionalism can be distinguished that also reflect 
professions’ variation in institutional position. Studying medical specialists, hospital nurses, 
home nurses and home helps is particularly interesting because not only do these groups 
differ in their level of knowledge base, work complexity and corporate autonomy, they also 
differ in terms of organizational work setting. These distinct institutional positions of 
professions result in distinctive degrees of professionalism.  
 
Table 1.1. provides an overview of the characteristics of professions, reflecting their 
institutional position as they are discussed in the scholarly debate. Knowledge and 
qualifications reflect the value of professions’ knowledge in society. Controlling work and 
employment reflects professions’ corporate autonomy: control of the profession over 
admission into it, work standards and quality criteria for professionals’ work (Batey & Lewis, 
1982). Work setting reflects the type of remuneration and the profession’s work location.  
 In terms of knowledge and qualifications, Table 1.1 shows that all professions have a 
formal training program, but the length of training (in years) differs substantially: 9-12, 4 and 
3 years for medical specialists, nurses and home helps respectively. The length of training 
indicates the variety in the complexity of the work. Professions derive opportunities for 
control and power from the complexity of their work as expressed by the “reserved 
procedures” (in Dutch, voorbehouden handelingen), interventions that have been reserved for 
specific professions. These are medical interventions that present a greater risk to patient 
safety if not expertly performed. Accordingly, only those specific professions that are listed in 
the BIG Act1 may perform such interventions. Examples of reserved procedures are: assessing 
the need for and/or prescribing prescription drugs, administering injections, surgical 
interventions. Most of these procedures have been reserved for physicians (including medical 
specialists), although nurses can also perform several reserved procedures on the authority of 
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The aspect of controlling work and employment looks at the way professions are 
protected by law. In the Netherlands, the provision of healthcare services by individual 
practitioners is protected by the BIG Act. The purpose of this legislation is to regulate 
healthcare practices in order to safeguard and promote the quality of care services. One of its 
components, is the “reserved procedures regulation”.  

All three professional titles, doctor (or medical specialist), nurse and home care worker 
(Care Worker in Individual Health care, in Dutch, Verzorgende in de Individuele 
Gezondheidszorg), are legally protected by Article 34 of the BIG Act. Having a diploma that 
meets the training requirements allows use of the protected educational title. However, only 
the professions of doctor and nurse are regulated by Article 3 of the BIG Act. In the 
Netherlands there are eight Article 3 professions, including medical specialist and nurse. For 
the BIG professions, the requirements for education, training and specific areas of expertise 
are established by various government directives. This is not the case for Article 34 
professions, to which the “care worker in individual health care” belongs. This means that 
obtaining the diploma acquired after the three-year program for “care worker in individual 
health care” allows the home help to use the legally protected title of “care worker in 
individual health care”, though this profession is not part of the legal BIG registry. Regulation 
and protection of the profession can be seen as an attempt to seek control over access, and 
therefore closure, of the profession. The BIG Act provides professions with a sheltered 
position in the labor market based on qualifying credentials. 

 “Disciplinary rules” (in Dutch, tuchtrecht) apply to the professions of medical specialist 
and nurse. A care provider must work with due diligence and must provide care of good 
quality. This applies not only to actual treatments and medical interventions, but also to the 
personal interaction with patients and their families. The Health Care Inspectorate (Inspectie 
voor de Gezondheidszorg, IGZ) can bring a BIG-registered care provider before the disciplinary 
board, and can request the council to impose a disciplinary measure. In the most extreme 
cases, the Inspectorate can suspend or withdraw the license to practice (remove from the BIG 
register) (RIBIZ, 2009). Although the disciplinary rules primarily serve to safeguard the quality 
of healthcare services, they also help maintain “the professional standard and the rules of 
conduct within the group” (Hendrikse & Rinkes, 2007: 35).  

Another indicator for control over work and employment is whether the professional 
group controls the training program. All three professions are trained by an accredited formal 
program that is formally assessed by examination. However, only in medicine do the 
professional associations actually control the training program by defining the training 
curriculum and regulating and closely monitoring the training system. In nursing and care 
work, the corporate profession represented by Care Workers & Nurses Netherlands 
(Verzorgenden & Verpleegkundigen Nederland; V&VN) is only involved in the development of 
the training curriculum for nurses and care workers.  

The medical profession controls entry to the professional community and to the labor 
market, as the yearly enrolment number of new medical students is regulated by law. Since 

 

 

the total number of medical students who want to enroll in a training program exceeds the 
number of training places available, the Minister of Education – informed by medical 
professional associations – determines a ceiling to the number of students that are admitted 
to the programs of the various medical faculties. This capacity constraint is absent in nursing 
and care work. Although swearing a professional oath is not legally obligatory in the 
Netherlands, the existence of a professional code of conduct and a professional oath provides 
professions with jurisdiction quality assessment (Freidson, 2001). All three occupations have 
a professional code of conduct (medical specialists: the codes of CanMEDS model; nurses and 
care workers: National Professional Code of Nurses and Care Workers, Nationale Beroepscode 
van Verpleegkundigen en Verzorgenden) and an oath exists dictating the ethos of the 
profession (Hippocratic Oath and the Oath of Nurses and Care Workers). In general, oaths are 
intended to impose certain obligations on professionals so that they practice in accordance 
with the code of ethics. Swearing an oath also has a socialization function, as it is used as 
affirmation of a tradition of awareness of professional responsibility. The oath also amounts 
to a formal acknowledgement to society about the ethics of the profession as a whole 
(Freidson, 2001).  

Concerning care work, Table 1.1 distinguishes between home nurses and home helps, 
and between hospital nurses and home nurses. The reason for this lies in the work setting of 
the professional groups. While medical specialists and hospital nurses work in an 
organizational setting, home nurses and home helps work in a peripheral setting. Operating 
in a peripheral setting provides home care workers with control over practical decisions, given 
that direct supervision from managers or other professions is absent or remote. In terms of 
remuneration, the medical specialists in this study are self-employed, while the other 
professional groups work as salaried employees. Most Dutch medical specialists in general 
hospitals (in contrast to academic hospitals) are self-employed entrepreneurs who have 
formalized their relationship with hospitals through private partnerships, providing them with 
economic and professional countervailing power when dealing with the hospital’s higher 
management (Kruijthof, 2005). 

The professional title of all the cases studied – medical specialist, nurse, home help – 
is legally protected. According to Freidson (2001), a protected title is a characteristic 
distinguishing professions from non-professions. All professions in this study have a code of 
professional conduct and an oath. To summarize, the criteria used in Table 1.1 indicate that 
the institutional position of the professions studied varies, reflecting a different degrees of 
professionalism. Because of the their high knowledge basis, work complexity, occupational 
control over work and employment, and self-employed status, the medical specialists in this 
study are categorized as having a “high degree” of professionalism. Nurses are categorized as 
having a ‘medium degree’ of professionalism, as they have a medium knowledge basis, control 
some aspects of work and employment, and work in an organizational setting on a salaried 
basis. The organizational setting of a hospital nurse provides this profession with a different 
institutional position than that of the home nurse, who works in the periphery of care. Home 
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practitioners is protected by the BIG Act. The purpose of this legislation is to regulate 
healthcare practices in order to safeguard and promote the quality of care services. One of its 
components, is the “reserved procedures regulation”.  

All three professional titles, doctor (or medical specialist), nurse and home care worker 
(Care Worker in Individual Health care, in Dutch, Verzorgende in de Individuele 
Gezondheidszorg), are legally protected by Article 34 of the BIG Act. Having a diploma that 
meets the training requirements allows use of the protected educational title. However, only 
the professions of doctor and nurse are regulated by Article 3 of the BIG Act. In the 
Netherlands there are eight Article 3 professions, including medical specialist and nurse. For 
the BIG professions, the requirements for education, training and specific areas of expertise 
are established by various government directives. This is not the case for Article 34 
professions, to which the “care worker in individual health care” belongs. This means that 
obtaining the diploma acquired after the three-year program for “care worker in individual 
health care” allows the home help to use the legally protected title of “care worker in 
individual health care”, though this profession is not part of the legal BIG registry. Regulation 
and protection of the profession can be seen as an attempt to seek control over access, and 
therefore closure, of the profession. The BIG Act provides professions with a sheltered 
position in the labor market based on qualifying credentials. 

 “Disciplinary rules” (in Dutch, tuchtrecht) apply to the professions of medical specialist 
and nurse. A care provider must work with due diligence and must provide care of good 
quality. This applies not only to actual treatments and medical interventions, but also to the 
personal interaction with patients and their families. The Health Care Inspectorate (Inspectie 
voor de Gezondheidszorg, IGZ) can bring a BIG-registered care provider before the disciplinary 
board, and can request the council to impose a disciplinary measure. In the most extreme 
cases, the Inspectorate can suspend or withdraw the license to practice (remove from the BIG 
register) (RIBIZ, 2009). Although the disciplinary rules primarily serve to safeguard the quality 
of healthcare services, they also help maintain “the professional standard and the rules of 
conduct within the group” (Hendrikse & Rinkes, 2007: 35).  

Another indicator for control over work and employment is whether the professional 
group controls the training program. All three professions are trained by an accredited formal 
program that is formally assessed by examination. However, only in medicine do the 
professional associations actually control the training program by defining the training 
curriculum and regulating and closely monitoring the training system. In nursing and care 
work, the corporate profession represented by Care Workers & Nurses Netherlands 
(Verzorgenden & Verpleegkundigen Nederland; V&VN) is only involved in the development of 
the training curriculum for nurses and care workers.  

The medical profession controls entry to the professional community and to the labor 
market, as the yearly enrolment number of new medical students is regulated by law. Since 

 

 

the total number of medical students who want to enroll in a training program exceeds the 
number of training places available, the Minister of Education – informed by medical 
professional associations – determines a ceiling to the number of students that are admitted 
to the programs of the various medical faculties. This capacity constraint is absent in nursing 
and care work. Although swearing a professional oath is not legally obligatory in the 
Netherlands, the existence of a professional code of conduct and a professional oath provides 
professions with jurisdiction quality assessment (Freidson, 2001). All three occupations have 
a professional code of conduct (medical specialists: the codes of CanMEDS model; nurses and 
care workers: National Professional Code of Nurses and Care Workers, Nationale Beroepscode 
van Verpleegkundigen en Verzorgenden) and an oath exists dictating the ethos of the 
profession (Hippocratic Oath and the Oath of Nurses and Care Workers). In general, oaths are 
intended to impose certain obligations on professionals so that they practice in accordance 
with the code of ethics. Swearing an oath also has a socialization function, as it is used as 
affirmation of a tradition of awareness of professional responsibility. The oath also amounts 
to a formal acknowledgement to society about the ethics of the profession as a whole 
(Freidson, 2001).  

Concerning care work, Table 1.1 distinguishes between home nurses and home helps, 
and between hospital nurses and home nurses. The reason for this lies in the work setting of 
the professional groups. While medical specialists and hospital nurses work in an 
organizational setting, home nurses and home helps work in a peripheral setting. Operating 
in a peripheral setting provides home care workers with control over practical decisions, given 
that direct supervision from managers or other professions is absent or remote. In terms of 
remuneration, the medical specialists in this study are self-employed, while the other 
professional groups work as salaried employees. Most Dutch medical specialists in general 
hospitals (in contrast to academic hospitals) are self-employed entrepreneurs who have 
formalized their relationship with hospitals through private partnerships, providing them with 
economic and professional countervailing power when dealing with the hospital’s higher 
management (Kruijthof, 2005). 

The professional title of all the cases studied – medical specialist, nurse, home help – 
is legally protected. According to Freidson (2001), a protected title is a characteristic 
distinguishing professions from non-professions. All professions in this study have a code of 
professional conduct and an oath. To summarize, the criteria used in Table 1.1 indicate that 
the institutional position of the professions studied varies, reflecting a different degrees of 
professionalism. Because of the their high knowledge basis, work complexity, occupational 
control over work and employment, and self-employed status, the medical specialists in this 
study are categorized as having a “high degree” of professionalism. Nurses are categorized as 
having a ‘medium degree’ of professionalism, as they have a medium knowledge basis, control 
some aspects of work and employment, and work in an organizational setting on a salaried 
basis. The organizational setting of a hospital nurse provides this profession with a different 
institutional position than that of the home nurse, who works in the periphery of care. Home 
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helps are categorized as having a low knowledge basis, less corporate autonomy, and 
therefore a “low degree” of professionalism; although the occupational title is protected and 
a code of ethics and an oath exist, the complexity of the work of home helps is limited and the 
profession has little control over work and employment.  
 

1.6.2. Research design: mixed methods  
For the present study a mixed-methods design was chosen (see Figure 1.3); merging the 
qualitative and quantitative data helps develop a more complete understanding of 
performance-based contracting in Dutch hospital care and home care. The research questions 
and overall study aim lend themselves to mixed-methods inquiry as they address an overall 
research problem. In other words, the research questions emphasize exploration and 
contextualization of the new phenomenon of performance-based contracting, and 
simultaneously stress measuring this phenomenon quantitatively across different 
professional groups and testing theorized associations. Qualitative and quantitative methods 
are complementary toward answering different research questions.  
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helps are categorized as having a low knowledge basis, less corporate autonomy, and 
therefore a “low degree” of professionalism; although the occupational title is protected and 
a code of ethics and an oath exist, the complexity of the work of home helps is limited and the 
profession has little control over work and employment.  
 

1.6.2. Research design: mixed methods  
For the present study a mixed-methods design was chosen (see Figure 1.3); merging the 
qualitative and quantitative data helps develop a more complete understanding of 
performance-based contracting in Dutch hospital care and home care. The research questions 
and overall study aim lend themselves to mixed-methods inquiry as they address an overall 
research problem. In other words, the research questions emphasize exploration and 
contextualization of the new phenomenon of performance-based contracting, and 
simultaneously stress measuring this phenomenon quantitatively across different 
professional groups and testing theorized associations. Qualitative and quantitative methods 
are complementary toward answering different research questions.  
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Qualitative research (such as semi-structured interviews) is employed to understand 
how performance-based contracting took place in hospital and home care and to inspire the 
development of items for the survey research, so that better wording and more meaningful 
answers can be generated. Additionally, the qualitative approach helps facilitate the sampling 
of respondents for the survey research (Bryman, 2006).  

Specifically, this study uses an explanatory sequential design, using sequential timing. 
“Sequential timing occurs when the researcher implements the strands in two distinct phases, 
with the collection and analysis of one type of data occurring after the collection and analysis 
of the other type” (Creswell & Plano Clark, 2011: 66). Figure 1.3 provides a comprehensive 
schematic representation of the steps that are taken in this study, using this specific mixed-
methods design. Methods are mixed by using a strategy of connection where the results of 
the qualitative strand build to the collection of the quantitative data in the second strand. The 
exploratory results of the qualitative strand helped gain a contextual understanding of the 
way performance-based contracting is developed and implemented in both hospital care and 
home care. Building on these results, it was possible to determine how participants could be 
selected for the quantitative sample, questionnaire items be designed and a pilot tested. In a 
second quantitative phase the theorized associations are tested, i.e. the statistical 
relationships between performance-based contracting, management supportiveness, 
autonomy and intrinsic job satisfaction. Hence in this study the point of interface, where the 
qualitative and quantitative methods are mixed (Morse & Niehaus, 2009), occurs by using the 
results of the semi-structured interviews of the first strand to shape the content and collection 
of data in the second strand by selecting participants and developing questionnaire and scale 
items (Creswell & Plano Clark, 2011). The final step of summarizing and interpreting both the 
qualitative and quantitative results helps to answer our main research question and reach the 
overall aim of the study.  
 

  

 

 

Figure 1.3 Flowchart of procedures followed in our exploratory sequential design  

 

 

 

 

PHASE 1 - Design and implement the Qualitative Strand (details section 1.6.3): 
• State qualitative research question (RQ1) and determine qualitative research 

approach.  
• Identify qualitative sample. 
• Obtain permission for data collection. 
• Collect and analyze qualitative data using semi-structured interviews. 
• Answer the qualitative research question (RQ1). 
• Goals: 1) Contextual understanding of performance-based contracting, 2) 

Identify the information needed for the second phase, 3) Facilitate sampling of 
respondents for survey research. 

 

Point of interface: 
• Refine quantitative research questions. 
• Determine how participants are selected for the quantitative 

sample.  
• Goal: Design and pilot-test questionnaire items based on the 

qualitative results.  

PHASE 2 - Design and implement the Quantitative Strand (details section 1.6.4): 
• Formulate the quantitative research questions and determine the quantitative 

approach.  
• Obtain permissions for quantitative data collection. 
• Collect quantitative data with the instrument designed from the qualitative results.  
• Analyze the quantitative data using descriptive statistics and inferential statistics 

(Structural Equation Modelling) to answer the quantitative research questions (RQ 
2, 3).  

• Goal: Explore the relationships between medical specialists’, hospital nurses’ , 
home nurses’, and home helps’ perceptions of management support, 
performance-based contracting, and autonomy and intrinsic job satisfaction 
empirically.  

Interpret the combined results: 
• Summarize and interpret the qualitative results. 
• Summarize and interpret the quantitative results.  
• Answer the main research question.  
• Goal: Study the implementation of performance-based 

contracting in hospital care and home care and improve our 
understanding of the relationships between performance-
based contracting, management supportiveness, autonomy 
and intrinsic job satisfaction for professionals in hospital 
care and home care.  
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selected for the quantitative sample, questionnaire items be designed and a pilot tested. In a 
second quantitative phase the theorized associations are tested, i.e. the statistical 
relationships between performance-based contracting, management supportiveness, 
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qualitative and quantitative methods are mixed (Morse & Niehaus, 2009), occurs by using the 
results of the semi-structured interviews of the first strand to shape the content and collection 
of data in the second strand by selecting participants and developing questionnaire and scale 
items (Creswell & Plano Clark, 2011). The final step of summarizing and interpreting both the 
qualitative and quantitative results helps to answer our main research question and reach the 
overall aim of the study.  
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Identify the information needed for the second phase, 3) Facilitate sampling of 
respondents for survey research. 
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• Goal: Design and pilot-test questionnaire items based on the 
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approach.  
• Obtain permissions for quantitative data collection. 
• Collect quantitative data with the instrument designed from the qualitative results.  
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(Structural Equation Modelling) to answer the quantitative research questions (RQ 
2, 3).  

• Goal: Explore the relationships between medical specialists’, hospital nurses’ , 
home nurses’, and home helps’ perceptions of management support, 
performance-based contracting, and autonomy and intrinsic job satisfaction 
empirically.  

Interpret the combined results: 
• Summarize and interpret the qualitative results. 
• Summarize and interpret the quantitative results.  
• Answer the main research question.  
• Goal: Study the implementation of performance-based 

contracting in hospital care and home care and improve our 
understanding of the relationships between performance-
based contracting, management supportiveness, autonomy 
and intrinsic job satisfaction for professionals in hospital 
care and home care.  
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1.6.3 Semi-structured interviews 
Semi-structured interviews were conducted to understand how performance-based 
contracting was implemented in the Dutch hospital care and home care sector. The goal of 
these interviews was to explore this relatively new phenomenon and to systematically 
describe the characteristics of the contracting procedure, the contracting instruments used 
during the contracting process and the contractual agreement between care providers, as well 
as to investigate the possible change in professionals’ tasks resulting from performance-based 
contracting.  
 
Sampling 
Purposive sampling was used to select subjects that were closely involved in, or had extensive 
knowledge of, the contracting processes in hospital care and/or home care. Data of 40 
interviews were collected from purchasers of hospital care and home care employed by the 
four largest health insurance companies in the Netherlands (n=7), including one 
representative each of the Dutch Hospitals Association (NVZ), the Organization of Care 
Entrepreneurs (Actiz) and Care Workers and Nurses Netherlands (V&VN) (n=3), as well as 
medical specialists and home nurses (n=8), managers of general hospitals (n=8) and managers 
of home care organizations located in the west of the Netherlands (n=14). The interviews were 
conducted in 2009 and early 2010 and lasted between 50 and 70 minutes. The present 
research did not require ethical approval. The research was conducted in accordance with the 
guidelines for good scientific research of the Association of Universities in the Netherlands 
(VSNU, 2012). In the invitation the eligible respondents they were informed about the 
purposes of the study and it was stated that all information obtained would be used for 
research purposes only. The interviewees were also informed that participation was 
voluntary. Data were anonymized and were securely stored; only the researchers had access.  
 
Themes in the interviews 
The theoretical framework, as briefly discussed earlier in this chapter, provided the themes 
for the semi-structured interviews. The work of Figueras et al. (2005) was used as a basis for 
the topic list. Their work on contracting health care provided useful concepts that enabled us 
to structure the interviews. Depending on the subject, the focus of the interview changed 
slightly. For example, the interviews with professionals had a stronger focus on the 
consequences of performance-based contracting for professionals, while the interviews with 
purchasers of care focused more on the actual contractual agreements between the insurance 
company and the healthcare-providing organization. Also, the interviews with hospital 
managers focused on the situation in their specific hospital, while the interview with the NVZ 
representative focused on performance-based contracting more generally.  

Still, the overall structure of the interviews was more or less similar and covered six 
topics: 1. the way contracting is organized, 2. the way care providers are selected by health 

 

 

insurance companies, 3. agreements made on prices and volume, 4. quality agreements made 
between the care-providing organization and the health insurers and between the care-
providing organization and the professionals working there, 5. the way professionals’ 
performance is being monitored and evaluated by the insurance company and subsequently 
by the care organization, and 6. the potential consequences of performance-based 
contracting for professional work (i.e. autonomy and intrinsic job satisfaction). A more specific 
topic list for the semi-structured interviews can be found in Appendix 1.1. 

 
Processing and analyzing interview data  
To facilitate analysis of the data, an interview summary was produced immediately after the 
interview. This summary included practical details about the time, place and duration of the 
interview and about unexpected emerging topics. Transcripts of the interviews were 
processed as soon as possible after collecting the data. Two persons, including the researcher 
herself and a student assistant, were responsible for transcribing the interviews. Data were 
analyzed using Nvivo, a program that has allowed the researcher to find patterns and 
themes/sub-themes within the interview data. A comprehensive picture of the characteristics 
of performance-based contracting in hospital care and home care thus emerged as similarities 
and differences in contracting – on comparable themes – in the two healthcare sectors were 
sought. The data were mainly coded on theoretical grounds. This means that the codes were 
derived from theories on performance-based contracting (Figueras et al., 2005) (see Appendix 
1.2 for the coding tree of the interview data).  
 
1.6.4 The surveys  
To understand the relationships between professionals’ perceptions of management support, 
performance-based contracting, and autonomy and intrinsic job satisfaction, surveys were 
developed and distributed among medical specialists, hospital nurses, home nurses and home 
helps. Because the aims of the analyses of our survey data and the procedures taken are 
discussed extensively in Chapters 3, 4, 5 and 6, here we will report on the survey research only 
briefly. For information on sampling, measurement of the study variables and statistical 
analyses performed, see Chapters 3, 4, 5 and 6. 
 
Themes in the surveys  
The number of items used to measure the study variables – including management 
supportiveness, participation in decision-making, autonomy, intrinsic job satisfaction, time 
distribution and satisfaction with time distribution, performance-based contracting and 
purchasers’ influence on medical work – may differ per professional group. The results of the 
semi-structured interviews show that contextualized items were required to measure the 
introduction of performance-based contracting in hospital care and home care.  
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themes/sub-themes within the interview data. A comprehensive picture of the characteristics 
of performance-based contracting in hospital care and home care thus emerged as similarities 
and differences in contracting – on comparable themes – in the two healthcare sectors were 
sought. The data were mainly coded on theoretical grounds. This means that the codes were 
derived from theories on performance-based contracting (Figueras et al., 2005) (see Appendix 
1.2 for the coding tree of the interview data).  
 
1.6.4 The surveys  
To understand the relationships between professionals’ perceptions of management support, 
performance-based contracting, and autonomy and intrinsic job satisfaction, surveys were 
developed and distributed among medical specialists, hospital nurses, home nurses and home 
helps. Because the aims of the analyses of our survey data and the procedures taken are 
discussed extensively in Chapters 3, 4, 5 and 6, here we will report on the survey research only 
briefly. For information on sampling, measurement of the study variables and statistical 
analyses performed, see Chapters 3, 4, 5 and 6. 
 
Themes in the surveys  
The number of items used to measure the study variables – including management 
supportiveness, participation in decision-making, autonomy, intrinsic job satisfaction, time 
distribution and satisfaction with time distribution, performance-based contracting and 
purchasers’ influence on medical work – may differ per professional group. The results of the 
semi-structured interviews show that contextualized items were required to measure the 
introduction of performance-based contracting in hospital care and home care.  
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Variations in the nature of professional work and distinctions in the process and 
characteristics of contracting and in the involvement of professionals in the contracting 
process required items to be adjusted to the specific context of hospital care and home care. 
When respondents are unable to identify with the statements in the questionnaire, construct 
validity declines, as the intended construct is not measured (Fox, Sidani & Streiner, 2007). In 
order to enhance validity, the items were contextualized. For example, in terms of registration 
activities the item for medical specialists referred to the Diagnosis Treatment Combinations 
(Diagnose Behandel Combinaties; DTCs), while the item for home care workers referred to the 
care plan. The differences in the way and the extent to which the professional groups were 
actually confronted with performance-based contracting varied considerably. Also, the 
dissimilar forms of contracting across hospital care and home care imposed limitations on the 
extent to which similar questions could be asked to the different professional groups. As is 
thoroughly discussed in the following chapters, in some instances the contextualization of 
items confined the cross-professional group comparability of our data. For a precise 
description of the measurement of the variables used in the present study, see Chapters 3, 4, 
5 and 6, which are based on a quantitative analysis.  
 
Analyzing survey data 
Research on performance-based contracting and professional work lacks quantitative models 
that simultaneously assess relationships between organizational characteristics, 
performance-based contracting and professionals’ work outcomes. In this study a path model 
examining multiple relationships simultaneously deepens our comprehensive understanding 
of distinct facets of performance-based contracting in hospital and home care work. Structural 
equation modeling (SEM), namely path analysis, is used to test the different conceptual 
models. The main reason for choosing path analysis is that our model includes assumed 
indirect relationships. These assumed mediation effects may be best assessed using SEM 
(Preacher, Rucker & Hayes, 2007). This technique (applied in Chapters 3, 4, 5 and 6) also allows 
simultaneous evaluation of model construct relationships, as model evaluation does not have 
to be performed in sequential steps.  
 
1.7 Study outline 
This study is presented in the form of five scholarly articles (see Table 1.2). Article 1 has been 
published in Administration & Society. The third article has been accepted for publication in 
Health & Social Care in the Community. Articles 2, 4 and 5 have been presented at 
national/international academic conferences and have been or will be submitted to a peer-
reviewed international journal. Resulting from the set-up of the study, Chapters 2, 3, 4, 5 and 
6 stand alone and sum up the findings on the relationship between performance-based 
contracting and various care/health care professions. These chapters can be read without 
needing to read the other chapters too, and some overlap between chapters has been 

 

 

unavoidable. The main differences lie in the professional groups that are analyzed and in the 
theoretical models tested.  

The study focuses on the research questions to be answered. The structure is shown 
in Table 1.2. Chapter 2 analyzes continuity and change in Dutch health care governance 
reforms. Qualitative research methods (such as semi-structured interviews) are used to 
understand the evolution of healthcare governance in Dutch hospital and home care. Chapter 
2 answers the first research question about the development and implementation of 
performance-based contracting in Dutch hospital care and home care. Chapter 3 involves a 
case study of medical specialists, while Chapter 4 focusses on home care workers; in each of 
these two chapters path analysis is used to explore the relationships between management 
support, performance-based contracting, autonomy and intrinsic job satisfaction. Both 
chapters consider the implementation of performance-based contracting as well as its 
consequences for the work of professionals, and take the role of managers in this relationship 
into consideration. As such, Chapter 3 and 4 provide knowledge that answers both the second 
and third research questions. Chapter 5 and 6 focus on the comparison of distinct professional 
groups. In Chapter 5 hospital nurses are compared to medical specialists, while Chapter 6 
compares home helps, hospital nurses and medical specialists. Both chapters cover the third 
research question, as they address the potential moderating role of the degree of 
professionalism in the exposure to performance-based contracting and in the consequences 
of performance-based contracting for professional work. In both Chapter 5 and 6 path analysis 
is followed by a bootstrap procedure to test the hypotheses that exposure to performance-
based contracting and consequences of performance-based contracting for professional work 
vary across professional groups. Finally, in Chapter 7 a summary is provided and conclusions 
are drawn, thereby focusing on answering the main research question. 
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6 stand alone and sum up the findings on the relationship between performance-based 
contracting and various care/health care professions. These chapters can be read without 
needing to read the other chapters too, and some overlap between chapters has been 

 

 

unavoidable. The main differences lie in the professional groups that are analyzed and in the 
theoretical models tested.  

The study focuses on the research questions to be answered. The structure is shown 
in Table 1.2. Chapter 2 analyzes continuity and change in Dutch health care governance 
reforms. Qualitative research methods (such as semi-structured interviews) are used to 
understand the evolution of healthcare governance in Dutch hospital and home care. Chapter 
2 answers the first research question about the development and implementation of 
performance-based contracting in Dutch hospital care and home care. Chapter 3 involves a 
case study of medical specialists, while Chapter 4 focusses on home care workers; in each of 
these two chapters path analysis is used to explore the relationships between management 
support, performance-based contracting, autonomy and intrinsic job satisfaction. Both 
chapters consider the implementation of performance-based contracting as well as its 
consequences for the work of professionals, and take the role of managers in this relationship 
into consideration. As such, Chapter 3 and 4 provide knowledge that answers both the second 
and third research questions. Chapter 5 and 6 focus on the comparison of distinct professional 
groups. In Chapter 5 hospital nurses are compared to medical specialists, while Chapter 6 
compares home helps, hospital nurses and medical specialists. Both chapters cover the third 
research question, as they address the potential moderating role of the degree of 
professionalism in the exposure to performance-based contracting and in the consequences 
of performance-based contracting for professional work. In both Chapter 5 and 6 path analysis 
is followed by a bootstrap procedure to test the hypotheses that exposure to performance-
based contracting and consequences of performance-based contracting for professional work 
vary across professional groups. Finally, in Chapter 7 a summary is provided and conclusions 
are drawn, thereby focusing on answering the main research question. 
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Table 1.2 Outline of the study based on research questions 

 

  

Ch. Content Research 
question 

Empirical work Article 

1 Introduction and measurement of 
performance-based contracting 
and professionalism  

- -  - 

2 Performance-based contracting in 
hospital care and home care 

1 Qualitative interviews with 
managers of hospitals/home 
care organizations and 
purchasers of care 

1. 
Administration 
& Society (A&S) 

3 Consequences of performance-
based contracting for Dutch 
medical specialists and the role of 
managers  

2 & 3 Survey data of 218 medical 
specialists working in Dutch 
general hospitals 

2. To be 
submitted to 
international 
journal  

4 Consequences of performance-
based contracting for Dutch home 
care workers and the role of 
managers 

2 & 3 Survey data of 156 Dutch 
home care workers  

3. Health and 
Social Care in 
the Community 
(HSCC)  

5 Exposure to and consequences of 
performance-based contracting for 
Dutch medical specialists and 
hospital nurses, and the role of 
managers 

2 & 3 Survey data of 150 medical 
specialists and 195 nurses 
working in Dutch general 
hospitals  

4. To be 
submitted to 
international 
journal 

6 Satisfaction with time spent on 
performance-based contracting-
related activities and its 
consequences for professional 
work: variations between 
professional groups and the role of 
professionalism 

2 & 3 Survey data of 188 Dutch 
medical specialists, 224 
hospital nurses and 95 
home helps 

5. To be 
submitted to 
international 
journal  

7 Conclusion and Discussion  Main  - - 
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2.1 Introduction 
Responding to increasing health care costs, financing deficits and population aging, in the past 
two decades many OECD countries have been exploring new models of health care 
governance that operate more effectively and efficiently (OECD, 2010). In many countries 
attempts have been made to shift toward a market-oriented and New Public Management-
based system (NPM). NPM is a broad set of management approaches and techniques, 
borrowed from the private sector, that are applied in the public sector (Hood, 1991). The basic 
hypothesis of NPM holds that market-oriented forms and private-sector styles of 
management in the public sector will lead to greater cost-efficiency for governments and 
better quality care. In most definitions, NPM is described as decentralizing large (public) 
bureaucracies into smaller agencies that compete with other public or private agencies. 
Contracting agencies based on provider performance is an important means to realize 
mechanisms of regulated competition that will subsequently lead to more transparent, 
consumer-oriented and efficient forms of service provision (Hood, 1991; Newman, 2001). 
NPM has become increasingly prevalent in public services since the 1980s. Recent literature 
shows a wide interest in changes in the health care sector due to attempts to introduce NPM-
based reforms (e.g. Ackroyd, Kirkpatrick & Walker, 2007; Burau, Wilsford & France, 2009).  

A first stream of literature shows specific interest in the consequences of NPM-based 
reforms for health care professionals. Here it is claimed that the features of NPM tend to 
strengthen the position of managers and market agents at the cost of the autonomy and 
discretionary space of professionals such as medical specialists and home nurses (e.g. 
Tonkens, 2008). A second strand of literature focuses on the consequences of NPM-based 
reforms for health care governance structures, stressing the far-reaching shifts in the balance 
of power in a country’s health care system from professionals to patients — now organized as 
health care consumers — and managers (e.g. Burau, Wilsford & France, 2009). We claim that 
both streams of literature on recent NPM reforms tend to oversimplify its consequences as a 
result of two interconnected misconceptions.  

First, existing literature tends to overemphasize homogeneity of national institutional 
settings in which NPM-based reforms take place. Various authors explain continuity and 
change in health care by exploring NPM reforms in the context of national governance systems 
(cf. Helderman, Schut, Van Grinten & Van de Ven, 2005). Although the NPM literature stresses 
that the governing instruments used due to the arrival of NPM take various forms in different 
national institutional settings, it also assumes similarities within national political contexts. By 
doing so, this approach overlooks cross-sectoral differences in governance reforms within a 
country (cf. Ackroyd, Kirkpatrick & Walker, 2007). This chapter will show that in the Dutch 
health care system the hospital and home care sectors are two almost entirely separate worlds 
in terms of historical development, the professions involved and types of services provided. 
In the past two decades similar NPM-based reform plans promulgated by Dutch governments 
have thus had very dissimilar outcomes per sector.  

 

 

Second, and in connection with the first point, we claim that existing literature neglects 
the potential discrepancy between NPM measures and their implementation, for two reasons: 
institutionalized governance structures fuel the reproduction of existing policy paths and in 
some cases merely allow incremental policy changes, and professions potentially derive 
power from these governance structures used to mediate the route from measure to 
implementation. In our view, existing literature tends to oversimplify the role of and the 
consequences for health care professions in the NPM-based reforms by assuming their 
position — both before and after the reforms have taken place — to be similar across the 
sector. Yet to assess attempts to reform health care governance properly, professions’ 
position in specific institutional settings must be considered. Political support for and social 
status of professions and their organizations vary across health care sectors. Within 
corporatist welfare states political power is connected to corporatist decision-making 
structures where professions are a key element in social policy reforms, such as introducing 
NPM principles into the health care sectors. Top-down reforms can be implemented directly 
in a state-based healthcare system like in the UK, but demand major deliberations in private-
based (non-profit) healthcare systems such as the German or Dutch (WRR, 2004). Through 
their specific role in corporatist decision-making structures, professions have the ability to co-
produce, amend and negotiate social policy reforms, albeit to a different degree. We argue 
that the nature of Dutch health care reforms largely depends on the ability of health care 
professions to mobilize their veto powers and to mediate policies. It is subsequently reasoned 
that the discretionary space of individual professionals (their “autonomy”) is inextricably 
linked to the institutional setting in which the collective group of professionals (the profession) 
operates.  

This chapter seeks to understand the evolution of health care governance in the 
Netherlands and the extent to which NPM components have been incorporated into reforms 
over the last decades. We will demonstrate how the evolution of health care governance in 
hospital care and home care is co-produced by the relative position of health care professions 
toward other actors in the sector — including the state and health care purchasers (insurance 
companies acting on behalf of their enrollees) — and by the extent to which existing policy 
patterns are institutionalized. It is important to recognize that existing governance structures 
partly frame future ones. So when changes in governance are studied — the core dependent 
variable of this chapter — characteristics of the existing governance structure simultaneously 
function as an independent variable, shaping reforms. The two sectors selected share a 
coercive nature of reforms, in that the government initiated change and made use of 
legislation and executive powers to set new policy routes and similar imperatives for change. 
However, before the reforms were introduced the two professions considered here, medicine 
and home care work, varied systematically in the organization of their professional cadres and 
in the degree of individual autonomy of their professionals.  
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2.1 Introduction 
Responding to increasing health care costs, financing deficits and population aging, in the past 
two decades many OECD countries have been exploring new models of health care 
governance that operate more effectively and efficiently (OECD, 2010). In many countries 
attempts have been made to shift toward a market-oriented and New Public Management-
based system (NPM). NPM is a broad set of management approaches and techniques, 
borrowed from the private sector, that are applied in the public sector (Hood, 1991). The basic 
hypothesis of NPM holds that market-oriented forms and private-sector styles of 
management in the public sector will lead to greater cost-efficiency for governments and 
better quality care. In most definitions, NPM is described as decentralizing large (public) 
bureaucracies into smaller agencies that compete with other public or private agencies. 
Contracting agencies based on provider performance is an important means to realize 
mechanisms of regulated competition that will subsequently lead to more transparent, 
consumer-oriented and efficient forms of service provision (Hood, 1991; Newman, 2001). 
NPM has become increasingly prevalent in public services since the 1980s. Recent literature 
shows a wide interest in changes in the health care sector due to attempts to introduce NPM-
based reforms (e.g. Ackroyd, Kirkpatrick & Walker, 2007; Burau, Wilsford & France, 2009).  

A first stream of literature shows specific interest in the consequences of NPM-based 
reforms for health care professionals. Here it is claimed that the features of NPM tend to 
strengthen the position of managers and market agents at the cost of the autonomy and 
discretionary space of professionals such as medical specialists and home nurses (e.g. 
Tonkens, 2008). A second strand of literature focuses on the consequences of NPM-based 
reforms for health care governance structures, stressing the far-reaching shifts in the balance 
of power in a country’s health care system from professionals to patients — now organized as 
health care consumers — and managers (e.g. Burau, Wilsford & France, 2009). We claim that 
both streams of literature on recent NPM reforms tend to oversimplify its consequences as a 
result of two interconnected misconceptions.  

First, existing literature tends to overemphasize homogeneity of national institutional 
settings in which NPM-based reforms take place. Various authors explain continuity and 
change in health care by exploring NPM reforms in the context of national governance systems 
(cf. Helderman, Schut, Van Grinten & Van de Ven, 2005). Although the NPM literature stresses 
that the governing instruments used due to the arrival of NPM take various forms in different 
national institutional settings, it also assumes similarities within national political contexts. By 
doing so, this approach overlooks cross-sectoral differences in governance reforms within a 
country (cf. Ackroyd, Kirkpatrick & Walker, 2007). This chapter will show that in the Dutch 
health care system the hospital and home care sectors are two almost entirely separate worlds 
in terms of historical development, the professions involved and types of services provided. 
In the past two decades similar NPM-based reform plans promulgated by Dutch governments 
have thus had very dissimilar outcomes per sector.  

 

 

Second, and in connection with the first point, we claim that existing literature neglects 
the potential discrepancy between NPM measures and their implementation, for two reasons: 
institutionalized governance structures fuel the reproduction of existing policy paths and in 
some cases merely allow incremental policy changes, and professions potentially derive 
power from these governance structures used to mediate the route from measure to 
implementation. In our view, existing literature tends to oversimplify the role of and the 
consequences for health care professions in the NPM-based reforms by assuming their 
position — both before and after the reforms have taken place — to be similar across the 
sector. Yet to assess attempts to reform health care governance properly, professions’ 
position in specific institutional settings must be considered. Political support for and social 
status of professions and their organizations vary across health care sectors. Within 
corporatist welfare states political power is connected to corporatist decision-making 
structures where professions are a key element in social policy reforms, such as introducing 
NPM principles into the health care sectors. Top-down reforms can be implemented directly 
in a state-based healthcare system like in the UK, but demand major deliberations in private-
based (non-profit) healthcare systems such as the German or Dutch (WRR, 2004). Through 
their specific role in corporatist decision-making structures, professions have the ability to co-
produce, amend and negotiate social policy reforms, albeit to a different degree. We argue 
that the nature of Dutch health care reforms largely depends on the ability of health care 
professions to mobilize their veto powers and to mediate policies. It is subsequently reasoned 
that the discretionary space of individual professionals (their “autonomy”) is inextricably 
linked to the institutional setting in which the collective group of professionals (the profession) 
operates.  

This chapter seeks to understand the evolution of health care governance in the 
Netherlands and the extent to which NPM components have been incorporated into reforms 
over the last decades. We will demonstrate how the evolution of health care governance in 
hospital care and home care is co-produced by the relative position of health care professions 
toward other actors in the sector — including the state and health care purchasers (insurance 
companies acting on behalf of their enrollees) — and by the extent to which existing policy 
patterns are institutionalized. It is important to recognize that existing governance structures 
partly frame future ones. So when changes in governance are studied — the core dependent 
variable of this chapter — characteristics of the existing governance structure simultaneously 
function as an independent variable, shaping reforms. The two sectors selected share a 
coercive nature of reforms, in that the government initiated change and made use of 
legislation and executive powers to set new policy routes and similar imperatives for change. 
However, before the reforms were introduced the two professions considered here, medicine 
and home care work, varied systematically in the organization of their professional cadres and 
in the degree of individual autonomy of their professionals.  
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 The chapter is structured as follows. Section 2 introduces the theoretical framework. 
Section 3 discusses developments in governance structures in two Dutch health care sectors 
by analyzing changes in the relationships between the sectors’ key actors and by studying the 
extent to which professional dominance is institutionalized. In Section 4 we return to the 
central issues of continuity and change in health care governance and how this relates to the 
role of professions.  

 
2.2 Understanding continuity and change in health care governance reforms 
In the past two decades welfare state research has focused on how continuity in social policies 
in various Western countries can be explained despite attempts to thoroughly change these 
policies. The dominant answer is that continuity of policies results from the path-dependent 
nature of institutions (Esping-Andersen, 1990; Streeck & Thelen, 2005; Mahoney & Thelen, 
2010). Institutions can be defined as “well-established and structured patterns of behavior, 
usually structured around continuing relationships, [which] are always characterized by formal 
and informal rules and procedures” (Burau, Wilsford & France, 2009: 268). Once created, 
institutions tend to reinforce and reproduce themselves, as well as follow a specific “path” of 
development — so-called self-reinforcing sequences — to a certain degree despite attempts 
to change them (Mahoney, 2000). In time, a governance structure of a (social) policy field and 
the practices produced by it will turn into an institution. Once the institution is created, actors 
accumulate knowledge about its functioning and get used to “repeated patterns of behavior 
that evoke shared meaning among the participants”, producing path-dependent development 
(Scott, 2008: 60). According to historical institutionalists (e.g. Mahoney, 2000), path 
dependency stems from feedback mechanisms of resistance toward change through which 
actors in a sector gain returns for acting in ways that are consistent with how they behaved in 
the past, therefore encouraging them to act similarly in the future (Pierson, 2000).  

Healthcare governance structure refers to the way health care services are organized, 
regulated and controlled. A health care governance structure is defined by the relationships 
between actors in health care, including the professions, purchasers of care (both 
patients/consumers and health insurers acting as agents on behalf of their insured clients) and 
the state, which can get institutionalized over time. The dependency of organizational actors 
upon the resources of another actor leads to a dominant position of one or more specific 
actors possessing high levels of corporate power. Power can be defined as “the chance of a 
man or a number of men to realize their own will in communal action even against the 
resistance of others who are participating in the action” (Weber, 1958: 180). Corporate power 
is the capacity of a corporate actor to get decisions and actions taken as well as situations 
created which concord with and support the interests of the actor. In the governance structure 
it is decided which actors are granted autonomy. Decisions on who is granted autonomy are 
thus not part of the autonomy: professions enjoying high corporate power will create a 

 

 

governance structure with the profession as core actor, most likely resulting in high levels of 
autonomy.  

Applying an approach toward governance that combines analytical frameworks of 
Burau, Wilsford & France (2009), Knijn (2000) and Newman (2001), four ideal typical models2 
of health care governance structures can be distinguished: the hierarchical model, the market 
model, the corporatist model and the professionalism/self-governance model. The main 
characteristics of the four models are listed in Table 2.1, which in this chapter serves as a 
heuristic device that guides us when investigating health care governance reforms. The 
hierarchical model is based on formal authority with the legislative state being the core actor 
in the organization, regulation and supervision of health care provision. The market model 
includes a range of NPM components and is based on the exchange of demand and supply of 
health care, making providers (health care professions and the organizations in which they 
work) and purchasers (health care consumers and/or insurers representing insured 
consumers) the most powerful actors. The professionalism/self-governance model is based 
on the dominance of expert authority. Here the profession constitutes the basis for the 
regulation of health care work and care provision (Freidson, 2001). The corporatist model is 
based on flows of power between interdependent actors. For example, professional 
associations and collective associations of insurers engage in collective negotiation processes 
in which partners aim at stable relations and interact on equal footing. 

 
Table 2.1 Models of health care governance structures  

Professionalism/self-governance  
• Based on expert authority (specialized 

knowledge and qualifications) 
• Core actor: profession 
• Examples: codes of practice and clinical 

guidelines set by professional agencies, 
monitoring through peer review 

• Professional control over practice  

Network/corporatism 
• Based on interdependent flows of power in 

network 
• Core actor: interdependent actors  
• Example: negotiations among actors 

 
 

• Adaptation and flexibility 
Hierarchy 
• Based on formal authority  
• Core actor: legislative state (agencies) 
• Examples: centralized system of 

standardization and auditing, earmarked 
funding, professional regulation as part of 
bureaucracy 

• Control, standardization and accountability 

Market 
• Based on the exchange of demand and supply 
• Core actors: purchasers and providers 
• Examples: performance-related payment, 

competition for contracts, public ranking based 
on benchmarking 

• Maximizing cost-efficiency and effectiveness 

 

   

  

                                       
2 We use ideal types here in the Weberian sense: theoretical and logical constructions that are methodologically 
used to analyze and interpret social practices.  
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2 We use ideal types here in the Weberian sense: theoretical and logical constructions that are methodologically 
used to analyze and interpret social practices.  
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Professions share particular characteristics, including knowledge and qualifications as core 
traits, that provide them with opportunities to exert corporate power. Some studies have 
already found that professions leave their mark on health care governance changes. In their 
role as mediator between the state and clients or patients they “influence the kind, pace and 
structure of provision” (Perkin, 1989: 344), can adapt “institutions to their orientations and 
practices” (Ackroyd, Kirkpatrick & Walker, 2007: 12), and can use mechanisms that steer 
actors in the sector toward a particular policy path (Pierson, 2000). In line with these findings, 
we argue that the ability of professions to mediate changes depends on their position in the 
governance structure (cf. Kuhlmann, 2006; Muzio, Ackroyd & Chanlat, 2008).  

In the current chapter we focus on the actions and interactions of professions with 
other organizational actors. Based on Larson’s theory of professions (1977), MacDonald 
(1995) distinguishes four features of professions that might explain their relative power in co-
constructing policy changes. It is precisely because not all professions are equally able to 
actually realize these features when confronted with reform attempts that varying 
governance structures result across different parts of the same sector. 

The first feature according to MacDonald (1995) is that professions derive 
opportunities for control and power from their knowledge and qualifications. This emphasis 
on knowledge as a core-generating trait of professionalism (Halliday 1987) is found in all 
sociological theories on professions (e.g. Abbott, 1988; Larson, 1977). Every occupation has a 
body of knowledge that is mastered by its members. The distinction lies in the type of 
knowledge professions master — “esoteric” versus “common” knowledge. Whereas esoteric 
knowledge is considered highly important for individual of categorical well-being  and is only 
commanded by a few, common knowledge is usually known by many people and is seen as 
less crucial. The value of knowledge fluctuates across societies and throughout history, which 
in turn implies, as Freidson (1970) notes, that the characteristics of professional groups are 
neither fixed nor stable. This suggests that control derived from knowledge is not 
automatically self-reproducing. In most Western societies the professions considered in this 
study — medicine and home care — are acknowledged to be characterized by a different 
status of the knowledge they represent. Whereas home care is defined as simple, daily and 
routine care work, hospital care refers to complex, unique and specialized care work including 
diagnosis, treatment (also surgery) and disease prevention. Abbott and Wallace (1990) refer 
to (home) nursing as a “caring profession”: “While practice is an essential part of any 
profession and its training, in the caring professions there is a considerable body of opinion 
that holds that practice is actually the more important aspect. This is particularly true for 
nursing” (MacDonald, 1995: 136). This notion of nursing influences the professional standing 
of home care work importantly, as it “devaluates the knowledge aspect of the occupation” 
(ibid). Home care work is further devalued because the “caring” aspect of the profession is 
emphasized and caring is highly gendered and familiarized: “One of the main areas in which 
women were able to enter the market, and indeed to professionalize, was that of health, 

 

 

caring and childbirth, but only into residual activities left by the male professions with their 
claims to a scientific or esoteric knowledge base. These tasks were already socially defined as 
appropriate for women and it was really only by an elaboration of the feminine qualities of 
the work that women could achieve the first steps to social closure” (MacDonald, 1995: 137). 
Home care has long been associated with femininity, familialism and common knowledge. 
Knowledge was acquired on the basis of “probationership”. This contrasts with the medical 
profession, where abstract knowledge is acquired through academic training (ibid).  

A second characteristic mentioned by MacDonald (1995), related to the first feature, 
is that “professions are interest groups that are in conflict with other groups in society” (p. 
30). Professions try to defend, uphold and improve their position through a 
“professionalization” process. One of the main goals of professions — “one of the privileges 
they pursue — is a measure of work autonomy” (Larson, 1977: 219). According to Freidson 
(1970), autonomy is a means to control work and employment. Professions interact with other 
societal actors to legitimize their position. For that reason, the third feature mentioned by 
MacDonald (1995) is that collective actions of professions can be conceptualized as a strategy 
of control for access to the profession and therefore closure of it. “Social closure has always 
been the means by which dominant — originally conquering — groups have achieved and 
maintained their position” (ibid: 52). The fourth feature that professions share is that although 
they might pursue economic interests, their “raison d’être” is providing services of general 
interest and doing good work of high quality; they provide services that are of crucial 
importance to their clients, patients and society at large (Halliday, 1987; MacDonald, 1995; 
Freidson, 2001).  
 To understand the consequences of NPM-based policies for professionals’ individual 
autonomy it is necessary not to confuse this with the corporate autonomy of professions, as 
is the case in many studies on the topic (e.g. Tonkens, 2008). Coburn (1999) distinguishes 
corporate autonomy of the professions from individual autonomy of professionals. The degree 
of corporate autonomy of professions subsequently influences the degree of individual 
professional autonomy in daily work. Individual professional autonomy exists as freedom from 
organizational constraints in decision-making in the work context based on internalized 
professional norms and (expert) knowledge, although it does not exclude interprofessional 
training, supervision and skills development. Corporate autonomy refers to control of the 
profession over admission into it, work standards and quality criteria for professionals’ work 
(Batey & Lewis, 1982). It also refers to the status-related organizational position of a 
profession to other non-professional actors in the sector, such as the state, purchasers and 
organizations’ managements. Finally, the individual autonomy of professionals relates to both 
the organizational structure in which they work, including the formal allocation of work roles 
and the administrative mechanisms to control and integrate work activities (Child, 1972), and 
the relative corporate autonomy of their own profession as against other professions. Work 
settings of professions vary in terms of their subordination to other professions and the 
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commanded by a few, common knowledge is usually known by many people and is seen as 
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in turn implies, as Freidson (1970) notes, that the characteristics of professional groups are 
neither fixed nor stable. This suggests that control derived from knowledge is not 
automatically self-reproducing. In most Western societies the professions considered in this 
study — medicine and home care — are acknowledged to be characterized by a different 
status of the knowledge they represent. Whereas home care is defined as simple, daily and 
routine care work, hospital care refers to complex, unique and specialized care work including 
diagnosis, treatment (also surgery) and disease prevention. Abbott and Wallace (1990) refer 
to (home) nursing as a “caring profession”: “While practice is an essential part of any 
profession and its training, in the caring professions there is a considerable body of opinion 
that holds that practice is actually the more important aspect. This is particularly true for 
nursing” (MacDonald, 1995: 136). This notion of nursing influences the professional standing 
of home care work importantly, as it “devaluates the knowledge aspect of the occupation” 
(ibid). Home care work is further devalued because the “caring” aspect of the profession is 
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claims to a scientific or esoteric knowledge base. These tasks were already socially defined as 
appropriate for women and it was really only by an elaboration of the feminine qualities of 
the work that women could achieve the first steps to social closure” (MacDonald, 1995: 137). 
Home care has long been associated with femininity, familialism and common knowledge. 
Knowledge was acquired on the basis of “probationership”. This contrasts with the medical 
profession, where abstract knowledge is acquired through academic training (ibid).  

A second characteristic mentioned by MacDonald (1995), related to the first feature, 
is that “professions are interest groups that are in conflict with other groups in society” (p. 
30). Professions try to defend, uphold and improve their position through a 
“professionalization” process. One of the main goals of professions — “one of the privileges 
they pursue — is a measure of work autonomy” (Larson, 1977: 219). According to Freidson 
(1970), autonomy is a means to control work and employment. Professions interact with other 
societal actors to legitimize their position. For that reason, the third feature mentioned by 
MacDonald (1995) is that collective actions of professions can be conceptualized as a strategy 
of control for access to the profession and therefore closure of it. “Social closure has always 
been the means by which dominant — originally conquering — groups have achieved and 
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they might pursue economic interests, their “raison d’être” is providing services of general 
interest and doing good work of high quality; they provide services that are of crucial 
importance to their clients, patients and society at large (Halliday, 1987; MacDonald, 1995; 
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 To understand the consequences of NPM-based policies for professionals’ individual 
autonomy it is necessary not to confuse this with the corporate autonomy of professions, as 
is the case in many studies on the topic (e.g. Tonkens, 2008). Coburn (1999) distinguishes 
corporate autonomy of the professions from individual autonomy of professionals. The degree 
of corporate autonomy of professions subsequently influences the degree of individual 
professional autonomy in daily work. Individual professional autonomy exists as freedom from 
organizational constraints in decision-making in the work context based on internalized 
professional norms and (expert) knowledge, although it does not exclude interprofessional 
training, supervision and skills development. Corporate autonomy refers to control of the 
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dependence or independence of other professions with a higher hierarchical status (Freidson, 
1970; Van der Boom, 2008). Absence of interference and supervision of organizational control 
and of other professions can provide professionals with more work autonomy. 

To summarize, we will study continuity and change in health care governance in Dutch 
hospital care and home care. Our level of analysis is the macro environment of health care 
governance structures and the corporate autonomy of professions. As is demonstrated in the 
conceptual model (Figure 2.1), health care governance structures are the link between social 
policies, organizational structures, and corporate and individual autonomy. In our search to 
understand the evolution of health care governance structures and why institutional 
arrangements evolve along singular policy paths in different health care sectors, we assume it 
crucial to focus on existing governance structures, more specifically the role of professions in 
relation to other actors in the sector and their ability to mediate changes. 
 

Figure 2.1  
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the previous paragraphs. In the current chapter we focus on nursing and home help duties of 
home care, excluding housekeeping activities. Home nursing services include rehabilitative, 
supportive, promotive or preventive and technical nursing care. Home help is defined as caring 
services including personal care (bathing/dressing) and social activities. The contrast-oriented, 
“most different cases approach” (Skocpol & Somers, 1980) analysis is based upon the contrast 
in knowledge domain, corporate power and sources of autonomy of the two health care 
sectors in the pre-reform period, and enables us to challenge traditional overly-generalized 
theories on governance reforms and to accentuate the mediating role of professions in 
reforms. The reform attempts were analyzed based on secondary sources, including white 
papers and historic research.3 In the comparative case analysis we first describe general 
developments in health care in the Netherlands for each period, followed by an exploration 
of the developments in hospital care and home care.  
 
2.3.1 Professionalism and corporatism in Dutch health care (until 1970: pre-reform period) 
The provision of health care in the Netherlands exemplified the “pillarization" of Dutch 
society, i.e. the process that between 1900 and 1970 compartmentalized Dutch population 
into several smaller segments or “pillars” according to different religions or ideologies, each 
with their own social institutions — political parties, labor unions, employers’ associations, 
schools, periodicals, universities, charities, housing associations, athletic clubs, etc. (Lijphart, 
1968). Each of those pillars also secured provision of health care to their members through 
religious-based hospitals and home care associations that were governed by autonomous 
boards. State regulations were limited and only concerned the licensing of medical 
professions, criteria for subsidies and, later on, regulation of the sickness funds. The dominant 
confessional (Catholic as well as Protestant) political parties, which together held an absolute 
majority in Dutch Parliament until the 1970s, supported the self-governance of these 
confessional private, not-for-profit organizations. The absence of a national healthcare system 
— and therefore the absence of direct government influence — also increased self-
governance in the health care sector (WRR, 2004). Consequently, the Dutch healthcare system 
was “built upon corporatist arrangements whereby the state has delegated public regulatory 
authority to the various associations of providers, insurers, trade unions and employers” 
(Helderman et al., 2005: 194). In hospital care and home care, organized professions as well 
as individual professionals had strong ties to the joint self-administration of medical 
specialists/home care organizations and the pillarized sickness funds, which in the period 
1880-1940 had been established in the Netherlands by the hundreds. As of 1941, these 

                                       
3 To analyze the attempts to reform after 2000 we also used data of 40 interviews that were conducted with 
insurance companies (n=7), the Dutch Hospitals Association (NVZ), the Organization of Care Entrepreneurs (Actiz) 
and Dutch Nurses’ Association (V&VN) (n=3), medical specialists and home nurses (n=8), and managers of 
hospitals (n=8) and home care organizations (n=14). The interviews were conducted in 2009 and early 2010, and 
focused on the phenomenon of performance-based contracting. See Appendix 1.1 for the interview themes and 
Appendix 1.2 for the coding tree of the semi-structured interview. 
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the previous paragraphs. In the current chapter we focus on nursing and home help duties of 
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schools, periodicals, universities, charities, housing associations, athletic clubs, etc. (Lijphart, 
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confessional private, not-for-profit organizations. The absence of a national healthcare system 
— and therefore the absence of direct government influence — also increased self-
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authority to the various associations of providers, insurers, trade unions and employers” 
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3 To analyze the attempts to reform after 2000 we also used data of 40 interviews that were conducted with 
insurance companies (n=7), the Dutch Hospitals Association (NVZ), the Organization of Care Entrepreneurs (Actiz) 
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sickness funds functioned as the operating body of the Sickness Fund Act (Zfw), which obliged 
all Dutch employees to insure themselves (and their families) for medical costs with a sickness 
fund and lay the foundations for the growth of a corporatist health care governance system 
in the post-war decades (Van Elteren, Kunneman & Rozing, 2006).  
 
Developments in hospital care  
Though the pillars had a strong hold on large parts of the Dutch health care system, the 
medical profession as such has never been fragmented along religious lines (Van Doorn & 
Schuyt, 1982). This is because the professionalization of medical specialists had taken place 
mainly before the period of pillarization. Hence, and unlike home care workers, the position 
of physicians had never been derived from its relation to confessional groups. From the mid-
nineteenth century onwards (e.g. with the development of the Royal Dutch Medical 
Association (Koninklijke Nederlandsche Maatschappij tot bevordering der Geneeskunst; 
KNMG) in 1849), the establishment of the medical profession had evolved around the 
development of medical science and gradually brought medical professions to a dominant 
position within the sector of health care. 

In the second half of the nineteenth century medical training programs and licensing 
became anchored in state legislation. The existence of professional codes of ethics and 
professional standards provided doctors with jurisdiction over budgets and quality 
assessment. The expert knowledge monopoly of doctors granted them societal trust and 
status, and legitimized a strong degree of individual professional autonomy. Other hospital 
care staff (nurses, care workers) adapted to the practices and orientations of doctors.  

In 1946 the National Association of Specialists (Landelijke Specialisten Vereniging; LSV), 
a professional organization representing the interests of medical specialists, was founded, 
setting the basis for a strong degree of corporate power. Soon it became the one and only 
corporate actor negotiating with the sickness funds and the national government, which via 
all sorts of subsidies became increasingly involved in health care governance after World War 
II. In addition, in the 1950s groups of specialists formalized their relationship with hospitals 
through private partnerships, which have ever since provided them with economic and 
professional countervailing power offsetting hospitals and sickness funds (Klazinga, 1996). 
Within hospital care negotiation emerged as an important form of mediation between 
specialists, hospitals, sickness funds and the state, creating a corporatist decision-making 
structure where medical specialists predominated. Like in most of the Western world, while 
medical consumption was rapidly growing in the Netherlands in the 1950s and 1960s thanks 
to technical advances and growing prosperity, the financing system in hospital care retained 
its open-ended character: the hospital organization granted all the initiatives of specialists 
while sickness funds and the state increased hospital revenues. All in all, medical specialists 
had acquired a dominant position in the field of hospital care. However, starting in the 1970s, 
in an austerity period due to the economic crisis specialists’ autonomy was increasingly seen 

 

 

in political circles as the main culprit of strongly risen health care costs. Specialists were 
accused of overtreating patients and of filing inaccurate expenses claims (Nicolai, 2003).  
 
Developments in home care  
The development of the home care sector in the Netherlands started in the late nineteenth 
century with the founding of pillarized local and regional home nursing associations (cross 
associations – kruisverenigingen), which from the 1910s onwards fell under national pillar 
umbrella organizations. These associations were financed by membership subscription fees 
and voluntary contributions and gifts (Adriaansen & Laan 1994; Van der Boom, 2008). Until 
World War II state regulation was limited to the legal recognition of nursing professions, but 
in the postwar years state influence gradually increased through stricter criteria for subsidies, 
such as inclusion of non-member clients and number of clients per home nurse (Wijnen-
Sponselee, 1997). For a long time the professional training and surveillance of home care was 
largely embedded in the context of a pillarized Dutch society, as confessional home care 
schools educated nurses not only according to required professional skills but also to religious 
principles about family life and femininity.  
 Just as it did with hospital care, after World War II the state got increasingly involved 
in the financing of the home care sector. On top of the membership subscription fees pillarized 
home care associations received various subsidies from the state, which steadily increased as 
in the 1950s and 1960s medical consumption grew and prevention (e.g. vaccinations) became 
an important task of home nursing organizations (Wijnen-Sponselee, 1997). Via its co-
financing of home nursing budgets the government also cautiously increased its interference 
in quality matters, by making subsidization ever more dependent on quality criteria that 
included professional training and education of home nurses employed by the associations. 
Halfway through the 1950s a registration system was introduced to find out if home care 
workers performed the most important activities and did so in an efficient manner; home 
nursing started to become a non-religious semi-medical profession (Verhagen, 2005). And yet, 
while the budgets for home care increased the accountability of home nursing associations 
remained minimal.  
 
Conclusion  
Both sectors were characterized by a nested governance structure of both corporatism and 
self-regulation of the providers (hospitals and home nursing associations), though the basis 
for individual autonomy of the respective professionals differed significantly between 
medicine and home care. Medical specialists’ professional individual autonomy was 
guaranteed by way of private partnerships which also strengthened corporate power, and 
their status rose in tune with the technical advances and growing medical knowledge they 
mastered. Despite their weak status and embedding in the ideologically-based home care 
organizations, home nurses also developed individual professional autonomy. Precisely 
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sickness funds functioned as the operating body of the Sickness Fund Act (Zfw), which obliged 
all Dutch employees to insure themselves (and their families) for medical costs with a sickness 
fund and lay the foundations for the growth of a corporatist health care governance system 
in the post-war decades (Van Elteren, Kunneman & Rozing, 2006).  
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KNMG) in 1849), the establishment of the medical profession had evolved around the 
development of medical science and gradually brought medical professions to a dominant 
position within the sector of health care. 

In the second half of the nineteenth century medical training programs and licensing 
became anchored in state legislation. The existence of professional codes of ethics and 
professional standards provided doctors with jurisdiction over budgets and quality 
assessment. The expert knowledge monopoly of doctors granted them societal trust and 
status, and legitimized a strong degree of individual professional autonomy. Other hospital 
care staff (nurses, care workers) adapted to the practices and orientations of doctors.  

In 1946 the National Association of Specialists (Landelijke Specialisten Vereniging; LSV), 
a professional organization representing the interests of medical specialists, was founded, 
setting the basis for a strong degree of corporate power. Soon it became the one and only 
corporate actor negotiating with the sickness funds and the national government, which via 
all sorts of subsidies became increasingly involved in health care governance after World War 
II. In addition, in the 1950s groups of specialists formalized their relationship with hospitals 
through private partnerships, which have ever since provided them with economic and 
professional countervailing power offsetting hospitals and sickness funds (Klazinga, 1996). 
Within hospital care negotiation emerged as an important form of mediation between 
specialists, hospitals, sickness funds and the state, creating a corporatist decision-making 
structure where medical specialists predominated. Like in most of the Western world, while 
medical consumption was rapidly growing in the Netherlands in the 1950s and 1960s thanks 
to technical advances and growing prosperity, the financing system in hospital care retained 
its open-ended character: the hospital organization granted all the initiatives of specialists 
while sickness funds and the state increased hospital revenues. All in all, medical specialists 
had acquired a dominant position in the field of hospital care. However, starting in the 1970s, 
in an austerity period due to the economic crisis specialists’ autonomy was increasingly seen 

 

 

in political circles as the main culprit of strongly risen health care costs. Specialists were 
accused of overtreating patients and of filing inaccurate expenses claims (Nicolai, 2003).  
 
Developments in home care  
The development of the home care sector in the Netherlands started in the late nineteenth 
century with the founding of pillarized local and regional home nursing associations (cross 
associations – kruisverenigingen), which from the 1910s onwards fell under national pillar 
umbrella organizations. These associations were financed by membership subscription fees 
and voluntary contributions and gifts (Adriaansen & Laan 1994; Van der Boom, 2008). Until 
World War II state regulation was limited to the legal recognition of nursing professions, but 
in the postwar years state influence gradually increased through stricter criteria for subsidies, 
such as inclusion of non-member clients and number of clients per home nurse (Wijnen-
Sponselee, 1997). For a long time the professional training and surveillance of home care was 
largely embedded in the context of a pillarized Dutch society, as confessional home care 
schools educated nurses not only according to required professional skills but also to religious 
principles about family life and femininity.  
 Just as it did with hospital care, after World War II the state got increasingly involved 
in the financing of the home care sector. On top of the membership subscription fees pillarized 
home care associations received various subsidies from the state, which steadily increased as 
in the 1950s and 1960s medical consumption grew and prevention (e.g. vaccinations) became 
an important task of home nursing organizations (Wijnen-Sponselee, 1997). Via its co-
financing of home nursing budgets the government also cautiously increased its interference 
in quality matters, by making subsidization ever more dependent on quality criteria that 
included professional training and education of home nurses employed by the associations. 
Halfway through the 1950s a registration system was introduced to find out if home care 
workers performed the most important activities and did so in an efficient manner; home 
nursing started to become a non-religious semi-medical profession (Verhagen, 2005). And yet, 
while the budgets for home care increased the accountability of home nursing associations 
remained minimal.  
 
Conclusion  
Both sectors were characterized by a nested governance structure of both corporatism and 
self-regulation of the providers (hospitals and home nursing associations), though the basis 
for individual autonomy of the respective professionals differed significantly between 
medicine and home care. Medical specialists’ professional individual autonomy was 
guaranteed by way of private partnerships which also strengthened corporate power, and 
their status rose in tune with the technical advances and growing medical knowledge they 
mastered. Despite their weak status and embedding in the ideologically-based home care 
organizations, home nurses also developed individual professional autonomy. Precisely 
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because they represented their pillars in the members’ homes, they worked according to the 
“internalized” criteria of their denominational training and conviction. At the same time, they 
were almost free of organizational control and thus experienced a large degree of individual 
autonomy. 
    The structuring of hospital organizations evolved along denominational pillars while 
medical practices developed through knowledge expansion, consolidation and specialization 
controlled by a medical profession organized in and represented by an official, ideologically-
neutral professional organization. By the 1960s the medical profession was already well-
established and strongly organized, resulting in a governance structure that allowed high 
levels of corporate and individual autonomy. In home care, by contrast, professionals 
occupied skills partly embedded in gendered and religious principles, worked on the basis of 
a strong normative confessional foundation, and lacked a strong professional organization.  
 
2.3.2 Reform attempts phase 1: state-oriented reforms (1970-2000) 
General developments in health care  
In the 1960s the process of de-pillarization set in, and identification with the denominational 
pillars slowly started to fade away. When in the second half of the 1960s the 
denominationally-based corporatist governance structure in both health care sectors 
deteriorated, professional identity became the most important frame of reference for these 
services, their workers, and care-providing organizations (WRR, 2004). Just a few years later, 
in the 1970s, comments on public services gained ground, also directed at both health care 
sectors. In addition to right-wing critics emphasizing the overspending welfare state, social 
movements (e.g. psychiatric and medical patient organizations, youth movements, the 
women’s rights movement) pointed to the paternalistic attitude of professionals and their 
authoritarian power in the public domain (Knijn & Verhagen, 2007). In addition to subsidizing 
“alternative” services such as women’s health care centers and self-help programs, the main 
structural response of the government consisted in curbing health care costs and increasing 
accountability of health care expenditures (Schut, 1995). By introducing the Health Services 
Act (Wet Voorzieningen Gezondheidszorg; WVG) (1982-1996) the government tried to 
regulate the health care supply in both sectors. The national government further tried to 
control health costs by introducing the Health Care Tariffs Act (Wet Tarieven Gezondheidszorg; 
WTG) (1983-2006) that set maximum tariffs for health care services. Skepticism over these 
centralized planning and pricing policies kept growing. In 1987 a special government advisory 
group, the Dekker Committee, released a far-reaching plan — introducing the NPM discourse 
in the policy domain — aimed at improving the efficiency and equity of the system, enhancing 
consumer orientation and deregulating governmental interference through the introduction 
of regulated competition (Helderman et al., 2005). The Dekker Committee considered that 
professionals should be responsible for quality assurance, proposing to certify care 
organizations and physicians, as was common practice in the private sector. The Dekker plans 

 

 

immediately found broad political and societal support, because they provided a simultaneous 
solution to problems of inefficiency and paternalism. Yet it would take until the second half of 
the 1990s for many of the Committee’s recommendations to be implemented. Meanwhile, 
the growing political support for supply regulation and regulated competition caused the 
position of health care professions to gradually weaken in favor of the state, insurance 
companies, sickness funds, managers and consumers, albeit to a different degree and in a 
different manner in each sector.  
 
Developments in hospital care 
In the 1970s, in order to reduce costs in hospital care the national government sought to limit 
the income of medical specialists: “the revenues of specialists were portrayed as the symbol 
of uncontrolled and unacceptable growth” (Lieverdink & Maarse, 1995: 83). In the end, all 
government plans to restrict medical specialists’ incomes turned out unsuccessful, according 
to Nicolai (2003), largely due to the delaying tactics of the medical profession, which still held 
a strong position in national negotiations. Nonetheless, plans for income restriction remained. 
In 1983 global budgeting systems substituted the open-end reimbursement system for 
hospital costs, not including costs of medical specialists (Nicolai, 2003).  

Remarkably, while the Health Services Act (1982) and the Health Care Tariffs Law 
(1983) confronted hospitals with budget restrictions, it did not succeed in limiting medical 
specialists’ fees that were still paid according to the fee-for-service model. Also, for quality 
assessment a context was created “in which plans for self-regulation by the medical profession 
through peer review [became] formalized and a national organization for the support of peer 
review among medical specialists [was] founded” (Klazinga, 1996: 86). Hence state legislation 
in fact formalized the professional autonomy of medical specialists.  

Since the mid-1980s the government has made new attempts to regulate and restrict 
medical specialists’ incomes — initially with the same results of the 1970s. A first plan to 
introduce a so-called “reasonable income” for medical specialists was blocked by the 
negotiation tactics of the LSV (National Association of Specialists). “As a passionate interest 
group, the LSV deployed all its negotiating power to obstruct the introduction of a ‘reasonable 
income’” (Lieverdink & Maarse, 1995: 88), while the minister of Health felt a continuing 
“interest in maintaining a good relationship with the specialist association which he felt was 
essential for the success of health care policy” (1995: 87). Yet when the government 
subsequently based a new plan on the still-popular Dekker plans of 1987 the specialists could 
no longer employ tactics of total resistance. In the new plan the government proposed that 
medical specialists’ budgets should become part of the hospital budget, an idea supported by 
the sickness funds. According to the LSV, were this plan to be implemented hospital boards 
and sickness funds would inevitably get a say in medical practices, limiting the individual 
autonomy of specialists. In order to avert the merger of hospital and specialists’ budgets and 
to safeguard individual autonomy on the shop floor, the LSV was now willing to make some 
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because they represented their pillars in the members’ homes, they worked according to the 
“internalized” criteria of their denominational training and conviction. At the same time, they 
were almost free of organizational control and thus experienced a large degree of individual 
autonomy. 
    The structuring of hospital organizations evolved along denominational pillars while 
medical practices developed through knowledge expansion, consolidation and specialization 
controlled by a medical profession organized in and represented by an official, ideologically-
neutral professional organization. By the 1960s the medical profession was already well-
established and strongly organized, resulting in a governance structure that allowed high 
levels of corporate and individual autonomy. In home care, by contrast, professionals 
occupied skills partly embedded in gendered and religious principles, worked on the basis of 
a strong normative confessional foundation, and lacked a strong professional organization.  
 
2.3.2 Reform attempts phase 1: state-oriented reforms (1970-2000) 
General developments in health care  
In the 1960s the process of de-pillarization set in, and identification with the denominational 
pillars slowly started to fade away. When in the second half of the 1960s the 
denominationally-based corporatist governance structure in both health care sectors 
deteriorated, professional identity became the most important frame of reference for these 
services, their workers, and care-providing organizations (WRR, 2004). Just a few years later, 
in the 1970s, comments on public services gained ground, also directed at both health care 
sectors. In addition to right-wing critics emphasizing the overspending welfare state, social 
movements (e.g. psychiatric and medical patient organizations, youth movements, the 
women’s rights movement) pointed to the paternalistic attitude of professionals and their 
authoritarian power in the public domain (Knijn & Verhagen, 2007). In addition to subsidizing 
“alternative” services such as women’s health care centers and self-help programs, the main 
structural response of the government consisted in curbing health care costs and increasing 
accountability of health care expenditures (Schut, 1995). By introducing the Health Services 
Act (Wet Voorzieningen Gezondheidszorg; WVG) (1982-1996) the government tried to 
regulate the health care supply in both sectors. The national government further tried to 
control health costs by introducing the Health Care Tariffs Act (Wet Tarieven Gezondheidszorg; 
WTG) (1983-2006) that set maximum tariffs for health care services. Skepticism over these 
centralized planning and pricing policies kept growing. In 1987 a special government advisory 
group, the Dekker Committee, released a far-reaching plan — introducing the NPM discourse 
in the policy domain — aimed at improving the efficiency and equity of the system, enhancing 
consumer orientation and deregulating governmental interference through the introduction 
of regulated competition (Helderman et al., 2005). The Dekker Committee considered that 
professionals should be responsible for quality assurance, proposing to certify care 
organizations and physicians, as was common practice in the private sector. The Dekker plans 

 

 

immediately found broad political and societal support, because they provided a simultaneous 
solution to problems of inefficiency and paternalism. Yet it would take until the second half of 
the 1990s for many of the Committee’s recommendations to be implemented. Meanwhile, 
the growing political support for supply regulation and regulated competition caused the 
position of health care professions to gradually weaken in favor of the state, insurance 
companies, sickness funds, managers and consumers, albeit to a different degree and in a 
different manner in each sector.  
 
Developments in hospital care 
In the 1970s, in order to reduce costs in hospital care the national government sought to limit 
the income of medical specialists: “the revenues of specialists were portrayed as the symbol 
of uncontrolled and unacceptable growth” (Lieverdink & Maarse, 1995: 83). In the end, all 
government plans to restrict medical specialists’ incomes turned out unsuccessful, according 
to Nicolai (2003), largely due to the delaying tactics of the medical profession, which still held 
a strong position in national negotiations. Nonetheless, plans for income restriction remained. 
In 1983 global budgeting systems substituted the open-end reimbursement system for 
hospital costs, not including costs of medical specialists (Nicolai, 2003).  

Remarkably, while the Health Services Act (1982) and the Health Care Tariffs Law 
(1983) confronted hospitals with budget restrictions, it did not succeed in limiting medical 
specialists’ fees that were still paid according to the fee-for-service model. Also, for quality 
assessment a context was created “in which plans for self-regulation by the medical profession 
through peer review [became] formalized and a national organization for the support of peer 
review among medical specialists [was] founded” (Klazinga, 1996: 86). Hence state legislation 
in fact formalized the professional autonomy of medical specialists.  

Since the mid-1980s the government has made new attempts to regulate and restrict 
medical specialists’ incomes — initially with the same results of the 1970s. A first plan to 
introduce a so-called “reasonable income” for medical specialists was blocked by the 
negotiation tactics of the LSV (National Association of Specialists). “As a passionate interest 
group, the LSV deployed all its negotiating power to obstruct the introduction of a ‘reasonable 
income’” (Lieverdink & Maarse, 1995: 88), while the minister of Health felt a continuing 
“interest in maintaining a good relationship with the specialist association which he felt was 
essential for the success of health care policy” (1995: 87). Yet when the government 
subsequently based a new plan on the still-popular Dekker plans of 1987 the specialists could 
no longer employ tactics of total resistance. In the new plan the government proposed that 
medical specialists’ budgets should become part of the hospital budget, an idea supported by 
the sickness funds. According to the LSV, were this plan to be implemented hospital boards 
and sickness funds would inevitably get a say in medical practices, limiting the individual 
autonomy of specialists. In order to avert the merger of hospital and specialists’ budgets and 
to safeguard individual autonomy on the shop floor, the LSV was now willing to make some 
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concessions (Lieverdink & Maarse, 1995). In 1989 a Five Party Agreement (FPA) was signed by 
the National Hospital Council (NZR), three representative associations of sickness funds and 
medical specialists (the LSV) in which they all committed to a macro budget for the next three 
years; specialists would collectively pay for any excess over the budget in this period. 
  The signing of the Five Party Agreement by the LSV board had far-reaching 
consequences for the collective organization of medical specialists. LSV members that were 
already dissatisfied for some years about the representation of their interests by the LSV 
board established their own interest groups: the Dutch Specialist Federation (Nederlandse 
Specialisten Federatie; NSF) and the Dutch Specialist Association (Nederlands Specialisten 
Genootschap; NSG) were established in 1990 and 1991 respectively (Nicolai, 2003). The 
professional community of medical specialists had now toppled from its pedestal in the eyes 
of national legislative authorities and the government finally had maneuvering room to gain 
more control over the hospital care sector.  

In the early 1990s more ideas from the NPM-minded Dekker Plans were realized. 
Crucial health insurance reforms were gradually implemented in the sickness fund system 
starting in 1992, including the introduction of a risk equalization scheme (to prevent risk 
selection) and concurrent ex-post cost-based payments, flat-rate premiums, free choice of 
sickness fund, the abolition of a duty to contract all independent health care professions (such 
as medical specialists) and the replacement of fixed prices by maximum prices (Schut & Van 
de Ven, 2011b). Though the specialist profession was now internally divided, it still appeared 
difficult to move toward marketization in a sector traditionally dominated by a well-
established profession. In 1995 hospitals, sickness funds and specialists, including the LSV and 
the NSF, agreed on a new financing system for specialists called “lump-sum remuneration”. 
Almost all self-employed specialists working in hospital private partnerships left the fee-for-
service system and entered the lump-sum system. For this system the three parties agreed on 
the maximum volume of services that specialists would deliver and on the total fee to be 
charged (Scholten & Van der Grinten, 2002). This reorientation toward the state in fact slowed 
down the introduction of market principles but was nonetheless another setback for the 
medical profession, as the goal of this expenditure cap was to restrict its corporate autonomy 
over the supply of hospital care. The associations of medical specialists came to realize that 
the internal strife had harmed their position toward the state and insurance companies. In 
1997 the three associations of medical specialists (NSG, NSF and LSV) reunited into the Order 
of Medical Specialists (Orde van Medisch Specialisten; OMS). 

The cost-containment model showed its drawbacks in the 1990s, as waiting lists 
increased. Moreover, since the government froze the number of approved specialist positions 
in hospitals, a shortage of personnel was looming (Helderman et al., 2005). These 
developments, including the turmoil within the medical associations, opened a route towards 
a managerialist and market-based solution to curb costs and enhance efficiency. 

 

 

 

Developments in home care 
While since the early 1970s the position of medical professionals in hospital care was 
threatened by government attempts to strengthen its control on spending, in the same period 
the home care profession had to deal with an additional transformation: de-pillarization. Due 
to the gradual development of specialized training, skills and knowledge, stimulated by 
government quality regulation of the sector and the disintegration of the pillars, home care 
work gradually lost its traditional anchor of local, denominational recognition and its moral 
notion of caritas (Van Elteren, Kunneman & Rozing, 2006; Wijnen-Sponselee, 1997). This 
opened up the opportunity for the government to strengthen its hold on the sector to curb 
growing home care spending. Hence in the early 1970s the government forced mergers 
between until-then denominational home nursing providers, resulting in large-scale regional 
and ideologically neutral home nursing organizations. Thus in contrast with the hospital care 
sector, the consequences of the need for cost containment were immediately palpable in the 
home care sector, and home care organizations increased in scale and concentration. 

In 1974 the Dutch government presented an economic plan that revealed a strong 
belief in the manageability of home care. Policy instruments were introduced that created a 
system of accountability through supply regulation. From 1980 onward home nursing care 
was entirely financed by the Exceptional Medical Expenses Act (Algemene Wet Bijzondere 
Ziektekosten; AWBZ), a compulsory public health insurance scheme dating from 1968 that 
covered long-term and mental health care. At the same time, two hard-to-integrate social 
policy lines influenced debates and decisions in the home care and home nursing sector. First, 
there was plea and demand for de-institutionalization and individualization of elderly care. 
“Staying at home as long as possible” became a widespread and government-acknowledged 
social plea for which extra budgets became available. In 1989 it was decided that not only 
home nursing but also professional home help services would be funded by the AWBZ. This 
decision was accompanied by a wider availability of financial resources. Second, and due to 
the economic crisis in the early 1980s, cost containment became the central focus of 
government policies for home nursing (Van Elteren, Kunneman & Rozing, 2006) and the 
government increased supervision by setting new rules for home nursing organizations, such 
as stricter assessment rules and better accounting for services provided. Thus home nursing 
that could be identified in medical terms experienced small budget increases until 1990, while 
services that were harder to assess faced budget constraints (Verhagen, 2005). During this 
control period the costs of home care increased —mainly for elderly people staying longer at 
home — and the government kept searching for principles to cut back budgets. Finally, in 1994 
the funding system changed as home care organizations and insurance companies or Health 
Insurance Funds had to make an agreement about funding conditions in the AWBZ. These 
contracts covered, among other things, standards of quality of care, method of 
reimbursement and insurers’ control method. The contract culture in which provider 
performance plays an increasingly important role was combined with supply control. The 
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concessions (Lieverdink & Maarse, 1995). In 1989 a Five Party Agreement (FPA) was signed by 
the National Hospital Council (NZR), three representative associations of sickness funds and 
medical specialists (the LSV) in which they all committed to a macro budget for the next three 
years; specialists would collectively pay for any excess over the budget in this period. 
  The signing of the Five Party Agreement by the LSV board had far-reaching 
consequences for the collective organization of medical specialists. LSV members that were 
already dissatisfied for some years about the representation of their interests by the LSV 
board established their own interest groups: the Dutch Specialist Federation (Nederlandse 
Specialisten Federatie; NSF) and the Dutch Specialist Association (Nederlands Specialisten 
Genootschap; NSG) were established in 1990 and 1991 respectively (Nicolai, 2003). The 
professional community of medical specialists had now toppled from its pedestal in the eyes 
of national legislative authorities and the government finally had maneuvering room to gain 
more control over the hospital care sector.  

In the early 1990s more ideas from the NPM-minded Dekker Plans were realized. 
Crucial health insurance reforms were gradually implemented in the sickness fund system 
starting in 1992, including the introduction of a risk equalization scheme (to prevent risk 
selection) and concurrent ex-post cost-based payments, flat-rate premiums, free choice of 
sickness fund, the abolition of a duty to contract all independent health care professions (such 
as medical specialists) and the replacement of fixed prices by maximum prices (Schut & Van 
de Ven, 2011b). Though the specialist profession was now internally divided, it still appeared 
difficult to move toward marketization in a sector traditionally dominated by a well-
established profession. In 1995 hospitals, sickness funds and specialists, including the LSV and 
the NSF, agreed on a new financing system for specialists called “lump-sum remuneration”. 
Almost all self-employed specialists working in hospital private partnerships left the fee-for-
service system and entered the lump-sum system. For this system the three parties agreed on 
the maximum volume of services that specialists would deliver and on the total fee to be 
charged (Scholten & Van der Grinten, 2002). This reorientation toward the state in fact slowed 
down the introduction of market principles but was nonetheless another setback for the 
medical profession, as the goal of this expenditure cap was to restrict its corporate autonomy 
over the supply of hospital care. The associations of medical specialists came to realize that 
the internal strife had harmed their position toward the state and insurance companies. In 
1997 the three associations of medical specialists (NSG, NSF and LSV) reunited into the Order 
of Medical Specialists (Orde van Medisch Specialisten; OMS). 

The cost-containment model showed its drawbacks in the 1990s, as waiting lists 
increased. Moreover, since the government froze the number of approved specialist positions 
in hospitals, a shortage of personnel was looming (Helderman et al., 2005). These 
developments, including the turmoil within the medical associations, opened a route towards 
a managerialist and market-based solution to curb costs and enhance efficiency. 

 

 

 

Developments in home care 
While since the early 1970s the position of medical professionals in hospital care was 
threatened by government attempts to strengthen its control on spending, in the same period 
the home care profession had to deal with an additional transformation: de-pillarization. Due 
to the gradual development of specialized training, skills and knowledge, stimulated by 
government quality regulation of the sector and the disintegration of the pillars, home care 
work gradually lost its traditional anchor of local, denominational recognition and its moral 
notion of caritas (Van Elteren, Kunneman & Rozing, 2006; Wijnen-Sponselee, 1997). This 
opened up the opportunity for the government to strengthen its hold on the sector to curb 
growing home care spending. Hence in the early 1970s the government forced mergers 
between until-then denominational home nursing providers, resulting in large-scale regional 
and ideologically neutral home nursing organizations. Thus in contrast with the hospital care 
sector, the consequences of the need for cost containment were immediately palpable in the 
home care sector, and home care organizations increased in scale and concentration. 

In 1974 the Dutch government presented an economic plan that revealed a strong 
belief in the manageability of home care. Policy instruments were introduced that created a 
system of accountability through supply regulation. From 1980 onward home nursing care 
was entirely financed by the Exceptional Medical Expenses Act (Algemene Wet Bijzondere 
Ziektekosten; AWBZ), a compulsory public health insurance scheme dating from 1968 that 
covered long-term and mental health care. At the same time, two hard-to-integrate social 
policy lines influenced debates and decisions in the home care and home nursing sector. First, 
there was plea and demand for de-institutionalization and individualization of elderly care. 
“Staying at home as long as possible” became a widespread and government-acknowledged 
social plea for which extra budgets became available. In 1989 it was decided that not only 
home nursing but also professional home help services would be funded by the AWBZ. This 
decision was accompanied by a wider availability of financial resources. Second, and due to 
the economic crisis in the early 1980s, cost containment became the central focus of 
government policies for home nursing (Van Elteren, Kunneman & Rozing, 2006) and the 
government increased supervision by setting new rules for home nursing organizations, such 
as stricter assessment rules and better accounting for services provided. Thus home nursing 
that could be identified in medical terms experienced small budget increases until 1990, while 
services that were harder to assess faced budget constraints (Verhagen, 2005). During this 
control period the costs of home care increased —mainly for elderly people staying longer at 
home — and the government kept searching for principles to cut back budgets. Finally, in 1994 
the funding system changed as home care organizations and insurance companies or Health 
Insurance Funds had to make an agreement about funding conditions in the AWBZ. These 
contracts covered, among other things, standards of quality of care, method of 
reimbursement and insurers’ control method. The contract culture in which provider 
performance plays an increasingly important role was combined with supply control. The 
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government announced strict budget controls in the AWBZ and stringent capacity regulation. 
In combination with a growing demand for care due to a graying population, the waiting lists 
that had already grown in the 1980 became even lengthier in the 1990s. 

Professionals in the sector reacted to these developments. No longer bound to 
denominational structures, in the 1980s and 1990s they organized themselves into several 
professional associations for nurses and home care workers in order to strengthen their 
corporate character.4 Since the 1990s important steps in the professionalization of home care 
workers have been taken by the home care profession. In 1997 professionalization of home 
nursing was established through formal recognition of nurses’ professional status in the 
Professions in Individual Health Care Act (Beroepen Individuele Gezondheidszorg; BIG), which 
provided a framework for registration and licensing. Home nurses also faced a setback in this 
professionalization process though, as they lost the power to assess clients to the Regional 
Assessment Organs (RIOS).5 Health insurers demanded more transparent, standardized and 
objective assessment methods. Traditionally, clients’ needs assessment was carried out by 
staff members of the home care organization. In 1998 the RIOS gained control over access to 
care, entitlement of clients to home nursing facilities and total amount of care that is 
reimbursed by the sickness fund (Van der Boom, 2008).  

As supply regulation policies showed their drawbacks in the 1980s and early 1990s, 
pressure on the government increased and NPM principles became more appealing. 
Commercial home care organizations were allowed onto the “market” in 1997 in order to deal 
with the waiting lists (Helderman et al., 2005). Private for-profit home care organizations were 
thus founded in the mid-1990s, and as a reaction the non-profit associations founded 
associated commercial organizations, gradually turning into market-like organizations 
themselves (Van der Boom, 2008). As the introduction of this NPM strategy soon had 
questionable side effects — commercial organizations were for instance accused of cherry-
picking — the government froze the entry of new home care organizations to the “market” in 
1998. Moreover, standardized accessibility and quality criteria were developed for all AWBZ-
financed organizations. This strongly curtailed competition.  
 
Conclusion 
For hospital care the government appeared far more hesitant than for home care to deviate 
from the prevailing path and to turn to NPM principles combined with government regulation. 
In this phase the Dekker plans, based on NPM principles, set the preconditions for market 
forms of health care governance, although in general the government retained its highly 
regulative role. Whereas hospitals had to account for tariffs and got budget restrictions, the 
medical profession was able to continue its dominance over the hospital care sector until the 

                                       
4 E.g. Dutch Association for Nursing (Nederlandse Maatschappij voor Verpleegkunde; NMV, 1980), Dutch Home 
Care Association (Landelijke Vereniging Thuiszorg; LVT, 1990), trade union NU’91 (1991), and General Assembly 
of Nursing and Care (Algemene Vereniging Verpleegkundigen en Verzorgenden; AVVV, 1995). 
5 In 2005 the RIOS were replaced by the Center for Care Indication (CIZ). 

 

 

1990s, thus holding on to its corporate and individual autonomy. Back in the 1970s the medical 
profession had established a dominant position, while the normative confessional foundation 
of home care had ceased due to the process of de-pillarization, leaving a much more 
vulnerable caring profession on its own. De-pillarization opened a window of opportunity for 
home nurses and home care workers to professionalize on the basis of semi-medical and care 
work expertise. 

While managerial issues within the collective association of medical specialists — the 
LSV — decreased corporate power of the profession and provided the state with opportunities 
to regulate hospital budgets in the late 1980s, it had not yet touched upon the position of 
medical specialists. The strong corporate character of the medical profession had served as 
an effective blockade against changes that seriously threatened their powerful position. By 
contrast, home care organizations had already lost control over financial matters in the early 
1970s when they became increasingly dependent on government funding, and in contrast to 
medical specialists home care workers had no strong corporate professional organizations 
that united and represented them. At that time they had just started on the route toward 
professionalization. The home care profession was unable to leave their mark on the home 
care governance changes in which the state holds a dominant position. After attempts to 
reduce costs by merging home care organizations and budget restrictions in the 1980s, home 
care workers lost a significant degree of individual autonomy over criteria for care work, the 
assessment of clients and the daily routines of their work schedules. Health insurers and 
independent assessment centers gained control over home care work in the 1990s due to new 
government-implemented control mechanisms. Hence in home care coercive processes 
changed the sector so that all actors accommodated to state-directed control mechanisms. 
This hierarchical governance structure also contained elements of NPM.  
 
2.3.3 Reform attempts phase 2: NPM-oriented reforms (2000-2010) 
General developments in health care  
In 2001 the government introduced a measure that relaxed lump-sum budget caps and 
compensated health care organizations (including hospitals and home care organizations) for 
additional production. The goal of this measure was to reduce waiting lists by increasing 
production with financial incentives. In this phase of reform attempts to contract health care 
providers based on their performance altered both fields of health care. The partial failure of 
the hierarchical health care model paved the way for an NPM-oriented health care governance 
reform plan, “Focus on Demand” (Ministry of Health, 2001). In the memorandum it was 
argued that the existing model — which remained highly focused on supply regulation — 
contained limited incentives for high-quality and efficient provision of both medical and home 
care. The model was also thought to hamper effective and efficient purchasing of care by 
sickness funds, lack patient orientation, have limited space for innovation, and lack 
transparency (Ministry of Health, 2001). After the publication of “Focus on Demand” the 
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government announced strict budget controls in the AWBZ and stringent capacity regulation. 
In combination with a growing demand for care due to a graying population, the waiting lists 
that had already grown in the 1980 became even lengthier in the 1990s. 

Professionals in the sector reacted to these developments. No longer bound to 
denominational structures, in the 1980s and 1990s they organized themselves into several 
professional associations for nurses and home care workers in order to strengthen their 
corporate character.4 Since the 1990s important steps in the professionalization of home care 
workers have been taken by the home care profession. In 1997 professionalization of home 
nursing was established through formal recognition of nurses’ professional status in the 
Professions in Individual Health Care Act (Beroepen Individuele Gezondheidszorg; BIG), which 
provided a framework for registration and licensing. Home nurses also faced a setback in this 
professionalization process though, as they lost the power to assess clients to the Regional 
Assessment Organs (RIOS).5 Health insurers demanded more transparent, standardized and 
objective assessment methods. Traditionally, clients’ needs assessment was carried out by 
staff members of the home care organization. In 1998 the RIOS gained control over access to 
care, entitlement of clients to home nursing facilities and total amount of care that is 
reimbursed by the sickness fund (Van der Boom, 2008).  

As supply regulation policies showed their drawbacks in the 1980s and early 1990s, 
pressure on the government increased and NPM principles became more appealing. 
Commercial home care organizations were allowed onto the “market” in 1997 in order to deal 
with the waiting lists (Helderman et al., 2005). Private for-profit home care organizations were 
thus founded in the mid-1990s, and as a reaction the non-profit associations founded 
associated commercial organizations, gradually turning into market-like organizations 
themselves (Van der Boom, 2008). As the introduction of this NPM strategy soon had 
questionable side effects — commercial organizations were for instance accused of cherry-
picking — the government froze the entry of new home care organizations to the “market” in 
1998. Moreover, standardized accessibility and quality criteria were developed for all AWBZ-
financed organizations. This strongly curtailed competition.  
 
Conclusion 
For hospital care the government appeared far more hesitant than for home care to deviate 
from the prevailing path and to turn to NPM principles combined with government regulation. 
In this phase the Dekker plans, based on NPM principles, set the preconditions for market 
forms of health care governance, although in general the government retained its highly 
regulative role. Whereas hospitals had to account for tariffs and got budget restrictions, the 
medical profession was able to continue its dominance over the hospital care sector until the 

                                       
4 E.g. Dutch Association for Nursing (Nederlandse Maatschappij voor Verpleegkunde; NMV, 1980), Dutch Home 
Care Association (Landelijke Vereniging Thuiszorg; LVT, 1990), trade union NU’91 (1991), and General Assembly 
of Nursing and Care (Algemene Vereniging Verpleegkundigen en Verzorgenden; AVVV, 1995). 
5 In 2005 the RIOS were replaced by the Center for Care Indication (CIZ). 

 

 

1990s, thus holding on to its corporate and individual autonomy. Back in the 1970s the medical 
profession had established a dominant position, while the normative confessional foundation 
of home care had ceased due to the process of de-pillarization, leaving a much more 
vulnerable caring profession on its own. De-pillarization opened a window of opportunity for 
home nurses and home care workers to professionalize on the basis of semi-medical and care 
work expertise. 

While managerial issues within the collective association of medical specialists — the 
LSV — decreased corporate power of the profession and provided the state with opportunities 
to regulate hospital budgets in the late 1980s, it had not yet touched upon the position of 
medical specialists. The strong corporate character of the medical profession had served as 
an effective blockade against changes that seriously threatened their powerful position. By 
contrast, home care organizations had already lost control over financial matters in the early 
1970s when they became increasingly dependent on government funding, and in contrast to 
medical specialists home care workers had no strong corporate professional organizations 
that united and represented them. At that time they had just started on the route toward 
professionalization. The home care profession was unable to leave their mark on the home 
care governance changes in which the state holds a dominant position. After attempts to 
reduce costs by merging home care organizations and budget restrictions in the 1980s, home 
care workers lost a significant degree of individual autonomy over criteria for care work, the 
assessment of clients and the daily routines of their work schedules. Health insurers and 
independent assessment centers gained control over home care work in the 1990s due to new 
government-implemented control mechanisms. Hence in home care coercive processes 
changed the sector so that all actors accommodated to state-directed control mechanisms. 
This hierarchical governance structure also contained elements of NPM.  
 
2.3.3 Reform attempts phase 2: NPM-oriented reforms (2000-2010) 
General developments in health care  
In 2001 the government introduced a measure that relaxed lump-sum budget caps and 
compensated health care organizations (including hospitals and home care organizations) for 
additional production. The goal of this measure was to reduce waiting lists by increasing 
production with financial incentives. In this phase of reform attempts to contract health care 
providers based on their performance altered both fields of health care. The partial failure of 
the hierarchical health care model paved the way for an NPM-oriented health care governance 
reform plan, “Focus on Demand” (Ministry of Health, 2001). In the memorandum it was 
argued that the existing model — which remained highly focused on supply regulation — 
contained limited incentives for high-quality and efficient provision of both medical and home 
care. The model was also thought to hamper effective and efficient purchasing of care by 
sickness funds, lack patient orientation, have limited space for innovation, and lack 
transparency (Ministry of Health, 2001). After the publication of “Focus on Demand” the 
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government implemented several policy measures aimed at stimulating market forces. Again, 
the policy trajectory differed per sector.  
 In the 1990s, the purchasing of care by health insurers mainly involved standard 
contracts for hospital care and home care. Such contracts did not specify provider 
performance, and insurers rarely monitored it. The obligation for sickness funds to contract 
any willing provider was abolished in home care and hospital care in 2004 and 2005 
respectively. Sickness funds were now allowed to differentiate the terms of contractual 
arrangements for different hospitals. This development was in line with the revision of roles 
of the key health care sector players as presented in the Focus upon Demand reform: the 
government, patients, sickness funds (acting as agents on behalf of their insured clients) and 
professionals in the role of care provider. This revision came down to a strengthening of the 
position of care receivers (defined as care consumers) in relation to professionals and sickness 
funds, and of the position of sickness funds in relation to care professionals (defined as care 
producers). The role of the state in this reform was supervisory and regulatory. This created a 
regulated market that combined elements of the hierarchical and market governance 
structure.  

Simultaneously, the health care sector shifted from a purchasing system whereby a 
predetermined budget was followed or bills were simply reimbursed retrospectively to a 
system of performance-based contracting. The aim was to establish regulated competition 
and organize control of professional work through monitoring, auditing, performance 
indicators, evaluation and benchmarking. As a result, hospitals and home care organizations 
were more committed to accountability for their performance (costs and quality) and were 
monitored in more detail and more strictly than ever before.  

To regulate the new relationship between supply and demand on the curative and care 
“market”, in 2006 the Health Care Market Regulations Act (Wet Marktordening 
Gezondheidszorg; Wmg, replacing the WTG) was introduced and the newly formed Dutch 
Health Care Authority (Nederlandse Zorgautoriteit; NZa) was made responsible for market 
supervision, monitoring and market development. In 2006 too, the introduction of the Health 
Care Establishments Licensing Act (Wet Toelating Zorginstellingen; WTZi) liberalized the 
possibilities for new care suppliers to be admitted, aiming to ensure greater competition on 
the health care purchasing market and thus improve quality care and efficiency and reduce 
costs. It was assumed that where the state was unable to control costs market mechanisms 
and managerialist principles could be an appropriate solution to deal with the perceived 
imperfections of the former governance structure of hierarchy and professionalism — the 
more because it was expected that the market would be better able to deal with the power 
of professionalism (especially in hospital care) and the inefficiency of centralized planning. It 
was assumed that innovation and quality care could be stimulated in the process.  
 
 

 

 

Developments in Hospital Care 
Part of the “Focus on Demand” plan of 2001 was to further develop regulated competition. 
For proper operation of market forces hospital care, health insurers and providers needed 
freedom to negotiate on prices, volume and quality. This required a deviation from the old 
budgeting system of regulated tariffs and fixed production ceilings. In this period three 
important policy measures were implemented to realize market mechanisms in hospital care: 
the introduction of a new health insurance act and of a price-competitive segment based on 
product classifications, and the use of performance indicators in insurers’ purchasing policies.  

Before 2006 there was a distinction between insurance through the compulsory 
Sickness Fund and through private health insurance in curative care, including hospital care. 
In that year — almost twenty years after the initial proposals by the Dekker Committee — a 
new basic insurance scheme was introduced, the Health Insurance Act (Zorgverzekeringswet; 
Zvw), which dictates compulsory basic health care insurance for the entire population via an 
insurer of their own choice. People could opt for an additional insurance package in addition 
to basic insurance. Health insurers faced the legal duty to ensure care provision for their 
clients. From this point onwards we will refer to insurers or health insurance companies 
instead of sickness funds, as these would now operate in a market environment. The goal of 
the new role of health insurance companies is to induce price competition on premiums and 
competition on the quality of health care purchasing between insurers.  

In 2005 a so-called “B-segment6” was introduced, composed of treatments for which 
a system was established of variable and performance-focused payments and financing based  
on product classifications — Diagnosis Treatment Combinations (DTCs) (Diagnose Behandel 
Combinaties; DBCs). Meanwhile medical specialists, whose honorarium was fixed, retained 
control over the number of treatments they performed in the price-competitive B-segment. 
For the remainder of hospital care (A-segment) the government set maximum prices; hospitals 
and insurers only negotiated about volume and quality. The DTCs were an important 
instrument to allow costs to be determined prospectively instead of retrospectively. As a 
financing body, insurers had an interest in DTCs, as it was expected to increase hospital 
efficiency and promote cost containment. Moreover, it was thought to enhance transparency 
and support hospital planning. Medical specialists were less enthusiastic about the case-mix-
based funding since they now had to bear uncertainties for cases where DTCs did not fully 
cover patients’ financial risks (Schmid & Götze, 2009). Already in 1994 the umbrella 
organizations of hospitals, medical specialists and health insurers agreed to support the 
development of a case-mix approach, a form of activity-based costing in which episodes of 
care are classified into manageable categories. In the end, the price for support of the medical 
profession “was a case-mix system that was close to a fee-for-service system” (Schmid & 
Götze, 2009: 33), reflecting medical specialists’ continued preponderance. The Dutch DTC 
system is a real “negotiated product” (Van Poucke, 2007), realized between medical 

                                       
6 Ten percent in 2006 and 34 percent in 2009. 
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government implemented several policy measures aimed at stimulating market forces. Again, 
the policy trajectory differed per sector.  
 In the 1990s, the purchasing of care by health insurers mainly involved standard 
contracts for hospital care and home care. Such contracts did not specify provider 
performance, and insurers rarely monitored it. The obligation for sickness funds to contract 
any willing provider was abolished in home care and hospital care in 2004 and 2005 
respectively. Sickness funds were now allowed to differentiate the terms of contractual 
arrangements for different hospitals. This development was in line with the revision of roles 
of the key health care sector players as presented in the Focus upon Demand reform: the 
government, patients, sickness funds (acting as agents on behalf of their insured clients) and 
professionals in the role of care provider. This revision came down to a strengthening of the 
position of care receivers (defined as care consumers) in relation to professionals and sickness 
funds, and of the position of sickness funds in relation to care professionals (defined as care 
producers). The role of the state in this reform was supervisory and regulatory. This created a 
regulated market that combined elements of the hierarchical and market governance 
structure.  

Simultaneously, the health care sector shifted from a purchasing system whereby a 
predetermined budget was followed or bills were simply reimbursed retrospectively to a 
system of performance-based contracting. The aim was to establish regulated competition 
and organize control of professional work through monitoring, auditing, performance 
indicators, evaluation and benchmarking. As a result, hospitals and home care organizations 
were more committed to accountability for their performance (costs and quality) and were 
monitored in more detail and more strictly than ever before.  

To regulate the new relationship between supply and demand on the curative and care 
“market”, in 2006 the Health Care Market Regulations Act (Wet Marktordening 
Gezondheidszorg; Wmg, replacing the WTG) was introduced and the newly formed Dutch 
Health Care Authority (Nederlandse Zorgautoriteit; NZa) was made responsible for market 
supervision, monitoring and market development. In 2006 too, the introduction of the Health 
Care Establishments Licensing Act (Wet Toelating Zorginstellingen; WTZi) liberalized the 
possibilities for new care suppliers to be admitted, aiming to ensure greater competition on 
the health care purchasing market and thus improve quality care and efficiency and reduce 
costs. It was assumed that where the state was unable to control costs market mechanisms 
and managerialist principles could be an appropriate solution to deal with the perceived 
imperfections of the former governance structure of hierarchy and professionalism — the 
more because it was expected that the market would be better able to deal with the power 
of professionalism (especially in hospital care) and the inefficiency of centralized planning. It 
was assumed that innovation and quality care could be stimulated in the process.  
 
 

 

 

Developments in Hospital Care 
Part of the “Focus on Demand” plan of 2001 was to further develop regulated competition. 
For proper operation of market forces hospital care, health insurers and providers needed 
freedom to negotiate on prices, volume and quality. This required a deviation from the old 
budgeting system of regulated tariffs and fixed production ceilings. In this period three 
important policy measures were implemented to realize market mechanisms in hospital care: 
the introduction of a new health insurance act and of a price-competitive segment based on 
product classifications, and the use of performance indicators in insurers’ purchasing policies.  

Before 2006 there was a distinction between insurance through the compulsory 
Sickness Fund and through private health insurance in curative care, including hospital care. 
In that year — almost twenty years after the initial proposals by the Dekker Committee — a 
new basic insurance scheme was introduced, the Health Insurance Act (Zorgverzekeringswet; 
Zvw), which dictates compulsory basic health care insurance for the entire population via an 
insurer of their own choice. People could opt for an additional insurance package in addition 
to basic insurance. Health insurers faced the legal duty to ensure care provision for their 
clients. From this point onwards we will refer to insurers or health insurance companies 
instead of sickness funds, as these would now operate in a market environment. The goal of 
the new role of health insurance companies is to induce price competition on premiums and 
competition on the quality of health care purchasing between insurers.  

In 2005 a so-called “B-segment6” was introduced, composed of treatments for which 
a system was established of variable and performance-focused payments and financing based  
on product classifications — Diagnosis Treatment Combinations (DTCs) (Diagnose Behandel 
Combinaties; DBCs). Meanwhile medical specialists, whose honorarium was fixed, retained 
control over the number of treatments they performed in the price-competitive B-segment. 
For the remainder of hospital care (A-segment) the government set maximum prices; hospitals 
and insurers only negotiated about volume and quality. The DTCs were an important 
instrument to allow costs to be determined prospectively instead of retrospectively. As a 
financing body, insurers had an interest in DTCs, as it was expected to increase hospital 
efficiency and promote cost containment. Moreover, it was thought to enhance transparency 
and support hospital planning. Medical specialists were less enthusiastic about the case-mix-
based funding since they now had to bear uncertainties for cases where DTCs did not fully 
cover patients’ financial risks (Schmid & Götze, 2009). Already in 1994 the umbrella 
organizations of hospitals, medical specialists and health insurers agreed to support the 
development of a case-mix approach, a form of activity-based costing in which episodes of 
care are classified into manageable categories. In the end, the price for support of the medical 
profession “was a case-mix system that was close to a fee-for-service system” (Schmid & 
Götze, 2009: 33), reflecting medical specialists’ continued preponderance. The Dutch DTC 
system is a real “negotiated product” (Van Poucke, 2007), realized between medical 
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specialists, the state and insurers. Under the influence of the new system the position of 
insurers in relation to specialists seems to be changing slowly. Confronted with external 
pressures from the state, insurance companies and the increasingly state-subsidized and 
powerful patient organizations, specialists have gradually given ground.  

In 2008 the lump-sum honorarium for medical specialists was replaced by a “pay for 
performance” system that remunerates according to number of DTCs produced. The 
specialists’ honorarium component is reimbursed separately from the hospital component, 
meaning that separate financial circuits continue to exist. For each DTC there is a fixed time 
allowed per specialism. Hospitals’ board of directors had the opportunity to negotiate hourly 
tariffs within a fixed bandwidth set by the government. The pay-for-performance mechanism 
reflects the government’s market orientation in the funding of medical specialists.  

Despite their weakened position due to the introduction of market principles, medical 
specialists or representatives of their partnership or specialism continue to exert control over 
the contracting process as well as the development of performance indicators in at least two 
ways. First, in the sector contracting is done on the basis of negotiations between the insurer 
and the hospital on volume, quality and price of the medical treatments to be provided within 
the price-competitive (B) segment. This process demonstrates the continued interdependency 
between actors: purchasers (insurers on behalf of their enrollees), hospitals and medical 
specialists. The institutional pattern of corporatism at the level of resource allocation, 
reflected by negotiations between insurers, hospitals and medical specialists, and professional 
dominance in service provision, is institutionalized in hospital care. Second, professional 
associations, including scientific associations, are deeply involved in the design of instruments 
used, such as the development of the purchasing guide used by health insurers, the DTCs and 
the performance indicators of the Dutch Health Care Transparency Program (Zichtbare Zorg, 
2011). Insurance companies feel the need to attract medical expert knowledge for the 
development of meaningful indicators. In hospital care performance assessment of 
professionals takes place through self-regulation because most performance indicators are 
developed by professional associations. Health care still is an institutional setting in which 
professional consultation remains prevalent. 

Health insurers are entitled to use performance indicators for selective contracting; 
they do not have to contract all medical treatments that a hospital offers, nor do they have to 
contract all health care providers. Performance measurement in hospital care is 
predominantly used as a mechanism of cooperation and learning: discussing evaluation 
outcomes enables hospitals and specialists to improve their performance. However, since the 
end of 2010 insurers gradually got a grip on the sector and slowly started selective contracting, 
sanctioning hospitals by way of contract termination based on performance indicators. The 
increase of these “hard” incentives indicates that insurers have become a more dominant 
actor in the sector, at the expense of hospitals and medical specialists. 
 

 

 

Developments in home care 
In order to get grip on the large-scale and merged home care organizations as well as the new 
for-profit providers of home care, the government memorandum “Insight in Care” was 
presented in 1999. Responsibilities were reallocated and new measures introduced. In the 
renewed providers’ market commercial health insurance companies acquired the crucial role 
of regional care director. The health insurer running a regional office was usually the market 
leader in that region. Insurers were expected to operate as judicious purchasers of home care 
on behalf of insured clients (Van Elteren, Kunneman & Rozing, 2006).  

In the late twentieth century the individual autonomy home nurses had experienced 
during and just after the pillarization period faded away (Van der Boom, 2008). While only 
recently their professional expertise has been based on training and context-bound 
experiences, it is now limited by guidelines and standardized protocols introduced to 
guarantee accountability of home care providers. According to Van der Boom (2008), the 
increasing scientific and evidence-based character of home care work has diminished care 
workers’ professional autonomy, even though such processes have led to a more powerful 
medical profession. Home care workers were formerly trusted on the basis of acquired skills 
and the confessional signature of the home care association. The new accountability rules and 
the related application of guidelines and protocols made their work comparable and 
measurable, enabling managers to monitor it. The management of home nursing 
organizations increasingly steered and controlled the pace and substance of home nursing.  

Between 1970 and 2000 home care organizations were financed on a lump-sum basis, 
receiving a fixed budget related to the size and characteristics of their catchment area. In 2001 
the change toward an output-based system was completed: regional budgets and maximum 
prices were determined by the central government as care offices and regional home care 
organizations have to reach a yearly agreement on the volume and prices of home care. After 
a period of stand-still, due to the recognition of an unequal playing field between the for profit 
and non-profit home care organizations, the government had again permitted commercial 
home care organizations to provide services covered by the AWBZ by the end of 2000 
(Helderman, et al. 2005). Since 2000 there is a strong focus on accountability in home care, to 
prove that extra budgets are indeed warranted to offset waiting lists. Even more than before, 
there now is a strong relation between performance, budgets and accountability. 

The introduction of regulated competition coincided with the development of a system 
of “functional budgeting” to reimburse home care providers according to the functions 
delivered. Irrespective of the professional’s qualifications and the environment in which care 
is provided, patients are entitled to one or more of the following “functions” or services: 
domestic help, personal care, nursing, supportive guidance, activating guidance, treatment 
and accommodation. Since 2004, home care is reimbursed by basic tariffs and the unit of 
reimbursement is an hour of care provided. In that same year a ceiling on the “production” of 
home care was introduced to control care budgets of regional care offices. Since 2006 the NZa 

13004_Oomkens_BW.indd   58 13-08-15   10:32



Continuity and Change

59

Ch
ap

te
r 2

 

 

specialists, the state and insurers. Under the influence of the new system the position of 
insurers in relation to specialists seems to be changing slowly. Confronted with external 
pressures from the state, insurance companies and the increasingly state-subsidized and 
powerful patient organizations, specialists have gradually given ground.  

In 2008 the lump-sum honorarium for medical specialists was replaced by a “pay for 
performance” system that remunerates according to number of DTCs produced. The 
specialists’ honorarium component is reimbursed separately from the hospital component, 
meaning that separate financial circuits continue to exist. For each DTC there is a fixed time 
allowed per specialism. Hospitals’ board of directors had the opportunity to negotiate hourly 
tariffs within a fixed bandwidth set by the government. The pay-for-performance mechanism 
reflects the government’s market orientation in the funding of medical specialists.  

Despite their weakened position due to the introduction of market principles, medical 
specialists or representatives of their partnership or specialism continue to exert control over 
the contracting process as well as the development of performance indicators in at least two 
ways. First, in the sector contracting is done on the basis of negotiations between the insurer 
and the hospital on volume, quality and price of the medical treatments to be provided within 
the price-competitive (B) segment. This process demonstrates the continued interdependency 
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Developments in home care 
In order to get grip on the large-scale and merged home care organizations as well as the new 
for-profit providers of home care, the government memorandum “Insight in Care” was 
presented in 1999. Responsibilities were reallocated and new measures introduced. In the 
renewed providers’ market commercial health insurance companies acquired the crucial role 
of regional care director. The health insurer running a regional office was usually the market 
leader in that region. Insurers were expected to operate as judicious purchasers of home care 
on behalf of insured clients (Van Elteren, Kunneman & Rozing, 2006).  

In the late twentieth century the individual autonomy home nurses had experienced 
during and just after the pillarization period faded away (Van der Boom, 2008). While only 
recently their professional expertise has been based on training and context-bound 
experiences, it is now limited by guidelines and standardized protocols introduced to 
guarantee accountability of home care providers. According to Van der Boom (2008), the 
increasing scientific and evidence-based character of home care work has diminished care 
workers’ professional autonomy, even though such processes have led to a more powerful 
medical profession. Home care workers were formerly trusted on the basis of acquired skills 
and the confessional signature of the home care association. The new accountability rules and 
the related application of guidelines and protocols made their work comparable and 
measurable, enabling managers to monitor it. The management of home nursing 
organizations increasingly steered and controlled the pace and substance of home nursing.  

Between 1970 and 2000 home care organizations were financed on a lump-sum basis, 
receiving a fixed budget related to the size and characteristics of their catchment area. In 2001 
the change toward an output-based system was completed: regional budgets and maximum 
prices were determined by the central government as care offices and regional home care 
organizations have to reach a yearly agreement on the volume and prices of home care. After 
a period of stand-still, due to the recognition of an unequal playing field between the for profit 
and non-profit home care organizations, the government had again permitted commercial 
home care organizations to provide services covered by the AWBZ by the end of 2000 
(Helderman, et al. 2005). Since 2000 there is a strong focus on accountability in home care, to 
prove that extra budgets are indeed warranted to offset waiting lists. Even more than before, 
there now is a strong relation between performance, budgets and accountability. 

The introduction of regulated competition coincided with the development of a system 
of “functional budgeting” to reimburse home care providers according to the functions 
delivered. Irrespective of the professional’s qualifications and the environment in which care 
is provided, patients are entitled to one or more of the following “functions” or services: 
domestic help, personal care, nursing, supportive guidance, activating guidance, treatment 
and accommodation. Since 2004, home care is reimbursed by basic tariffs and the unit of 
reimbursement is an hour of care provided. In that same year a ceiling on the “production” of 
home care was introduced to control care budgets of regional care offices. Since 2006 the NZa 
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sets maximum tariffs. In contrast to hospital care, where tariffs (in the growing price-
competitive B-segment) were deregulated and a system of restricted competition was 
created, for home care the Dutch government decided to strengthen control overspending.  

Since 2005, resources in the home care sector are allocated through a process of 
tendering, a formal competitive bidding process where providers compete for contracts under 
strict rules. Gradually the home care sector came under the dominance of insurance 
companies, who have a dominant and influential role in the tendering process. Insurers do not 
contract all care (hours) a provider offers, and only a select number of providers are offered 
contracts. Contract attractiveness is mostly determined by the providers’ score on the insurers’ 
performance criteria. For home care, insurers’ tendering procedures clearly spell out standards 
of good practice, tightly monitoring, evaluating and sanctioning professional organizations. 
 Whereas the definition of performance indicators in hospital care is a multilateral 
process, the development of performance criteria for the tender in home care is an almost 
solitary process of insurers. Initially home care professionals were also consulted by insurers, 
for example in the development of the Dutch Health Care Transparency Program (Zichtbare 
Zorg). Yet, unlike in hospital care, the profession’s input is not the starting point of an ongoing 
debate but is used more often by insurers as a selection instrument in their purchasing policy. 
Hence in home care incentives applied by insurers are mainly designed to pursue efficiency 
savings in care provision and to stimulate providers to obtain national quality certificates.  

In a context of increased dominance of insurers and the state over home care work, 
the professions of nursing and home care work experienced the need to bundle their 
knowledge and power in order to improve the organized structure of the professions and to 
create a strong collective standing within the health care system. In 2006 the Care Workers & 
Nurses Netherlands (Verzorgenden & Verpleegkundigen Nederland; V&VN) was established, a 
merger of many small professional associations. The context of NPM-based policies in fact 
incited the professionalization process of the home care profession.  
 
Conclusion  
Since 2005 the room for insurers to purchase health care based on provider performance has 
gradually increased. Still, in both hospital care and home care government regulation severely 
limits room for negotiation on price and quality. The recent introduction of NPM principles 
took quite a different path for each field. In home care the relatively weak professional 
standing of workers and their organizations has allowed considerable formalization of 
contracting arrangements and a strengthened position of insurers. Whereas before the 
introduction of market principles coercive change processes were taking place that were 
reorienting organizational actors toward state directives, now the government provided 
insurers with tools to reach a more dominant position. However, since home care 
organizations became dependent on government funding the state’s dominance became 
institutionalized and is reflected in its strongly regulative role when introducing competitive 

 

 

practices. Conversely, in hospital care, due to the still-strong position of medical specialists, 
some kind of interplay between hospitals, professionals and insurers has replaced specialists’ 
traditional dominance. Meanwhile, as in previous periods the degree of government hierarchy 
in the form of budget regulation has remained stronger in the home care sector. 
 
2.4 Conclusions and discussion 
This chapter aims to understand the evolution of health care governance in the past decades 
in two distinct health care sectors of the Netherlands, hospital care and home care, and in 
particular how professions shaped the implementation of NPM-oriented governance reform 
attempts. In line with previous research (Burau, Wilsford & France, 2009), our analysis of these 
reforms demonstrates that continuity with past governance structures of professional self-
regulation is related to the position of professions in the sector. Relative differences in pace, 
methods and outcomes where found across hospital care and home care, partly due to 
variable institutional positions of professions in the different health care sectors.  

Starting in the 1970s the autonomous position of professional groups in both health 
care sectors was increasingly challenged. In home care, resistance of the profession against 
attempts to curb its autonomy was however less strong than in hospital care: the pillarization 
of Dutch society along denominational and ideological lines resulted in home care’s 
association with feminine and religious principles despite the development of professional 
expertise in that sector. Also, the urgency for professionalization was less strong than in 
hospital care because home care workers’ strong ties with the pillars provided them with a 
dominant position in the governance structure and guaranteed their individual autonomy and 
social status. Ideological profiling dominated above professional valuation. Yet with the 
disintegration of the religious pillars in the 1960s the home care profession lost corporate 
power and professional status to defend state interventions aimed at fortifying control over 
the regulation of financial resources in times of rising health care costs. Hence home workers’ 
strongly positioned governance structure of self-regulation and autonomy did not prevail. This 
concerns both the period of mergers and budget controls (1980s) and the final period when 
the authoritative power of purchasers (the insurers) increased relative to the devaluation of 
the position of workers and organizations. Government-led marketization now defines the 
home care sector, creating a nested governance structure of hierarchy and market. 

By contrast, in hospital care reforms were more contested by the medical profession 
and changes had a strong path-dependent nature. Here it appeared far more difficult for the 
Dutch government to establish a new policy trajectory due to the institutionalization of 
medical professional dominance in the policy path. Until the late 1980s, medical specialists’ 
resistance against new governance structures that sought to control their work was backed 
up by a powerful and well-organized professional association. In the late 1980s, however, the 
corporate power of medical specialists was weakened by the collapse of the unity within their 
national association. The Dutch government took this opportunity to implement budgeting 
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Conclusion  
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took quite a different path for each field. In home care the relatively weak professional 
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introduction of market principles coercive change processes were taking place that were 
reorienting organizational actors toward state directives, now the government provided 
insurers with tools to reach a more dominant position. However, since home care 
organizations became dependent on government funding the state’s dominance became 
institutionalized and is reflected in its strongly regulative role when introducing competitive 

 

 

practices. Conversely, in hospital care, due to the still-strong position of medical specialists, 
some kind of interplay between hospitals, professionals and insurers has replaced specialists’ 
traditional dominance. Meanwhile, as in previous periods the degree of government hierarchy 
in the form of budget regulation has remained stronger in the home care sector. 
 
2.4 Conclusions and discussion 
This chapter aims to understand the evolution of health care governance in the past decades 
in two distinct health care sectors of the Netherlands, hospital care and home care, and in 
particular how professions shaped the implementation of NPM-oriented governance reform 
attempts. In line with previous research (Burau, Wilsford & France, 2009), our analysis of these 
reforms demonstrates that continuity with past governance structures of professional self-
regulation is related to the position of professions in the sector. Relative differences in pace, 
methods and outcomes where found across hospital care and home care, partly due to 
variable institutional positions of professions in the different health care sectors.  

Starting in the 1970s the autonomous position of professional groups in both health 
care sectors was increasingly challenged. In home care, resistance of the profession against 
attempts to curb its autonomy was however less strong than in hospital care: the pillarization 
of Dutch society along denominational and ideological lines resulted in home care’s 
association with feminine and religious principles despite the development of professional 
expertise in that sector. Also, the urgency for professionalization was less strong than in 
hospital care because home care workers’ strong ties with the pillars provided them with a 
dominant position in the governance structure and guaranteed their individual autonomy and 
social status. Ideological profiling dominated above professional valuation. Yet with the 
disintegration of the religious pillars in the 1960s the home care profession lost corporate 
power and professional status to defend state interventions aimed at fortifying control over 
the regulation of financial resources in times of rising health care costs. Hence home workers’ 
strongly positioned governance structure of self-regulation and autonomy did not prevail. This 
concerns both the period of mergers and budget controls (1980s) and the final period when 
the authoritative power of purchasers (the insurers) increased relative to the devaluation of 
the position of workers and organizations. Government-led marketization now defines the 
home care sector, creating a nested governance structure of hierarchy and market. 

By contrast, in hospital care reforms were more contested by the medical profession 
and changes had a strong path-dependent nature. Here it appeared far more difficult for the 
Dutch government to establish a new policy trajectory due to the institutionalization of 
medical professional dominance in the policy path. Until the late 1980s, medical specialists’ 
resistance against new governance structures that sought to control their work was backed 
up by a powerful and well-organized professional association. In the late 1980s, however, the 
corporate power of medical specialists was weakened by the collapse of the unity within their 
national association. The Dutch government took this opportunity to implement budgeting 
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plans that had been previously blocked by resistance. Nevertheless, because the evolution of 
medical governance has a path-dependent nature, governance structures in which medical 
specialists’ hold a dominant position prevailed. In the recent NPM-oriented policy context this 
resulted in a corporatist health care governance structure in which health insurers negotiate 
with hospitals and medical specialists over budget distribution and the development and 
usage of performance indicators in order to assess quality of care. In the end, in this new 
structure the government and insurers still need and mostly seek specialists’ consultation. 
 This chapter has shown that the extent to which a sector’s governance reforms are 
marked by path dependency partly depend on the position of the core profession in that 
particular sector. Health care professions characterized by a theoretically-based specialized 
abstract knowledge domain and high levels of corporate power are more likely to attain a 
dominant position in institutionalized governance structures than professions with practice-
based knowledge and low levels of corporate power. Governance structures characterized by 
professional dominance — and subsequently high levels of corporate professional autonomy, 
creating structures that foster individual autonomy — are likely to continue to exist even when 
new policy measures seek to introduce hierarchical control or market mechanisms to limit 
professional autonomy. Overall, it can be concluded that the dominance of the medical 
profession, in contrast to the home care profession, has been institutionalized in the 
governance structure, constraining actors’ choices in ways that only permit incremental 
changes in hospital care.  
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3.1 Introduction 
In the last thirty years European governments have explored new market-oriented models of 
healthcare governance based on New Public Management (NPM) principles (Figueras, 
Robinson & Jakubowski, 2005). With its origins in public-choice theory and managerialism 
(Aucoin, 1990), the basic hypothesis of NPM holds that market-oriented forms of 
management and competition among service providers will lead to greater cost-efficiency for 
governments and clients, greater consumer choice and better quality services. 

The introduction of NPM implies greater use of performance-based contracts 
(Dunleavy & Hood, 1994; Hood, 1991). Performance-based contracting is “a tool that links 
monetary or material rewards to measurable actions or achievements in relation to 
predetermined performance targets” (Eichler & Levine, 2009: 6). It promises to be an 
instrument that helps create regulated competition between healthcare providers and 
organizes purchasers’ control on professional work through monitoring, auditing, 
performance indicators, evaluation and benchmarking. In many countries the development of 
performance-based contracting is considered the way forward for coping with the ongoing 
challenges of health care, including the substantial costs (OECD, 2010; Sutton et al., 2012). 
However, the compatibility of NPM instruments with professionalism is controversial. Some 
authors point to a “de-professionalization” process caused by NPM (Freidson, 2001; 
McLaughlin, Osborne & Ferlie, 2002; Tonkens, 2008); the market-based logic and business-like 
values embedded in NPM approaches alter professional service organizations in terms of 
organizational structures (Diefenbach, 2009) and managers’ roles (Davies & Thomas, 2002), 
negatively influencing professionals’ autonomy and job satisfaction (Smith, 2001). Others 
contrarily argue that market incentives will hardly affect the dominance of highly specialized 
professions. For instance, in healthcare market-oriented principles are unable to overrule 
professional control based on expertise (Ackroyd, Kirkpatrick & Walker, 2007; Christensen & 
Lægreid, 2008; Le Grand, 1999). Although the impact of reforms inspired by managerial and 
market principles on public service organizations and public service professionals has been 
widely studied (e.g. Ackroyd, Kirkpatrick & Walker, 2007; Noordegraaf & Steijn, 2013), 
theories and conceptual models relating NPM to professionalism often lack robust empirical 
evidence, are contested, and results are mixed (see Le Grand, 1999). 
 The aim of the present chapter is to contribute to the debate on NPM and 
professionalism by investigating the relationship between NPM-based policy reforms and 
subsequent alterations in hospitals’ organizational contexts and professional medical work. 
We conducted a study on a highly professionalized group, medical specialists working in Dutch 
general hospitals. 

The Dutch case is relative unique in Europe, because there has been “a more or less 
consistent pattern of reforms to elicit market competition in hospital care” since the 1990s 
(Maarse & Normand, 2009: 119). The Dutch healthcare reform of 2006 received wide 
international attention because of its attempt to establish competition in health insurance, 

 

 

accompanied by “competition in purchasing and health-care delivery” (Maarse & Paulus, 
2011: 125). Spurred by competition, purchasers of hospital care, i.e. health insurers, are now 
expected to contract hospitals based on their performance, rewarding high-performing 
providers and sanctioning weak performers. This has changed the relationship between 
medical specialists, hospital managers and health insurers (Oomkens, Hoogenboom & Knijn, 
2015).  
 The chapter is structured as follows: the next section describes the Dutch hospital care 
sector and recent reforms based on a review of existing studies and 19 semi-structured 
interviews (see Oomkens, Hoogenboom & Knijn, 2015) conducted with experts in the field. A 
theoretical framework ensues of the core concepts used to study NPM in hospital care, ending 
with our conceptual model. Next, the methods used are discussed. In the Results section we 
first examine the influence of medical specialists’ perceptions of purchasers’ influence on their 
work in terms of perceived autonomy and intrinsic job satisfaction. Second, we investigate 
whether this relationship is mediated by organizational context, i.e. specialists’ perceptions of 
management support and participation in organizational decision-making. Third, we study 
whether perceived autonomy mediates the relationship between perceptions of purchasers’ 
influence on medical work and intrinsic job satisfaction. To our knowledge, no study has yet 
investigated both direct and indirect influences of NPM on professional medical organizations 
and work. Rather than a general framework, we study specific pathways. Structural equation 
modeling (SEM), namely path analysis followed by a bootstrap procedure, is used to test the 
model. This approach makes the present study theoretically and methodologically innovative 
in the field. The final section contains the discussion and conclusion. 
 
3.2 The Dutch case: Performance-based contracting in hospital care 
To understand what performance-based contracting looks like in the Netherlands, its 
challenges, and how professional work may be affected by it, in the first phase of our research 
we reviewed existing studies and conducted 19 expert-interviews with representatives of 
insurance companies (N=5), Dutch Hospitals Association (N=1), medical specialists (N=3) and 
hospital managers (N=9). The interviews were conducted in 2009 and early 2010. The 
information derived from the interviews was used in the second phase of the research to 
develop questions for the survey (see Appendix 1.1 for the themes in the interviews and 
Appendix 1.2 for the coding tree of the semi-structured interviews).  

Most medical specialists employed by Dutch general hospitals do not receive salaries. 
They are self-employed entrepreneurs who have formalized their relationship with hospitals 
through private partnerships, which provides them with economic and professional 
countervailing power when dealing with the hospital’s higher management (Kruijthof, 2005). 
The high number of self-employed doctors in Dutch general hospitals (in contrast to academic 
hospitals) is relatively unique for Europe. In France, Denmark, Germany and the UK most 
doctors working in general hospitals are salaried (ibid).  
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In the Netherlands, purchasers of hospital care – health insurers – are private 
organizations permitted to have a for-profit status. Actually, only four health insurance 
companies dominate the field, and though they are allowed to make a profit their history as 
private, nonprofit sickness funds has guaranteed their non-profit status so far (Wester, 2012). 
Also, Dutch general hospitals are private non-profit-making providers. However, lifting the ban 
on hospital profit-making has been presented by the Dutch government as a component of 
the ongoing market reforms in Dutch hospital care. Profit-making is allowed in some single-
specialty private clinics (independent treatment centers that perform high-volume and 
routine medical procedures). The key reform measure in Dutch hospital care was the 2006 
reform of the health insurance system: the Health Insurance Act (Zorgverzekeringswet; Zvw) 
dictates compulsory basic health insurance for the entire population via an insurer of choice. 
This reform integrates the two pillars of previous dual-nature insurance schemes: on the one 
hand employees’ (and their spouse’s/partner’s and children’s) healthcare costs were covered 
by the compulsory Sickness Fund (premiums were paid by employees and employers). High-
salaried employees’ and non-salaried workers’ healthcare costs, on the other hand, were 
obligatorily insured, although one could select a private health insurer. Since 2006, next to the 
mandatory basic insurance every individual can opt for an additional package, and insurers 
have to induce price competition on premiums and on the quality of health care they purchase 
(Schut & Van de Ven, 2011).  

Simultaneously, hospital care turned into a system of performance-based contracting, 
substituting the previous budgeting system with regulated tariffs per treatment and fixed 
production ceilings. The reforms were meant to establish regulated competition (Grands’ 
quasi-market) and to organize control of hospital care through monitoring, audits, 
performance indicators, evaluation and benchmarking. To facilitate performance 
measurement, information systems on hospital performance were developed (Maarse & 
Normand, 2009) and quality managers appointed to implement external accountability claims 
in the organization. In line with NPM logic, the system now requires medical professionals to 
monitor their effectiveness by accounting for their costs and quality performance. For proper 
operation of market forces in hospital care, insurers and hospitals were free to negotiate on 
prices, volume and quality. In 2005 a price-competitive B-segment was introduced, consisting 
of specific treatments for which a system was established of variable and performance-based 
payments. In this system financing is based on product classifications — Diagnosis Treatment 
Combinations (Diagnose Behandel Combinaties; DTCs). The size of this  B-segment has 
increased gradually from about 10 percent in 2005 to 34 percent in 2009, and about 70 
percent in 2012. Unlike the Diagnosis Related Groups (DRG) system – which is another type of 
case-based funding system – the Dutch DTC system was developed specifically as a tool to 
support market competition (Hasaart, 2011) and describes the total package of care delivered 
in hospitals, also covering payments to medical specialists (Schut & Van de Ven, 2011).  

 

 

In the first post-reform years there appeared to be a discrepancy between the rhetoric 
of performance-based contracting and actual practice. The ability of insurers to operate as 
effective purchasers contracting hospitals selectively depends on their ability to steer 
enrollees to preferred providers. This in turn requires patients’ willingness to be channeled to 
selected providers and reconsider their choice of insurer (Boonen & Schut, 2011). However, 
between 2008 and 2012 the rate of people switching insurance companies ranged between 
3.6 percent and 6 percent (NZa, 2012). Colombo (2001) suggests that, in Switzerland, 
reluctance among enrollees to use their exit option has been a barrier to the development of 
an effective system of performance-based contracting by insurers. In the Netherlands, in the 
first years after the reform, health insurers remained reluctant to contract selectively (NZa, 
2011; Bes et al., 2014), partly because the government seemed averse to letting go of price 
and volume regulation, and because of the absence of “high-quality information” about 
hospital treatments (Van de Ven & Schut, 2009). This hindered the use of performance 
indicators, as the absence of timely and reliable information about costs and quality of 
hospital care weakens the countervailing power of insurers in negotiations with hospitals. 
Also, insurers feared negative publicity when denying hospitals a contract. Even though 
agreements on reporting quality indicators were made, performance measurement in hospital 
care was initially used mainly to improve, not sanction, hospitals’ performances. “Hard” 
sanctions (like contract termination or financial penalties) resulting from noncompliance with 
contract agreements on quality remained long absent.  

Despite reluctance among enrollees to switch insurers, insurers increasingly seek to 
steer enrollees to preferred hospitals (Boonen & Schut, 2011). Moreover, Dutch insurers seem 
to be moving slowly toward selective forms of contracting (e.g. in 2010 one of the largest 
health insurance companies (CZ) decided to contract hospitals selectively on breast cancer 
treatment). These developments increase both provider competition and the influence of 
insurers on hospital care work. The use of new contracting methods is being received with a 
mix of surprise and discontent by hospitals, mainly because they disqualify the performance 
indicators being used by insurers to evaluate hospitals: number of treatments as an indicator 
of experience and quality. As performance-based contracting in the Netherlands has been 
introduced relatively recently in the domain of healthcare governance, its consequences may 
not have completely unfolded yet. 

 
3.3 Theoretical framework 
3.3.1 NPM in health care: purchasers’ control through performance-based contracting 
In the 1970s and 1980s, comments on public service provision gained ground and the 
legitimacy of healthcare professions was challenged worldwide. Right-wing critics emphasized 
the overspending welfare state, and leftist social movements pointed to the paternalistic 
attitude of medical professionals and their authoritarian power in the public domain. In 
response to this criticism, policy reforms were implemented to gain control over professional 

13004_Oomkens_BW.indd   70 13-08-15   10:32



Performance-based Contracting in Hospital Care

71

Ch
ap

te
r 3

 

 

In the Netherlands, purchasers of hospital care – health insurers – are private 
organizations permitted to have a for-profit status. Actually, only four health insurance 
companies dominate the field, and though they are allowed to make a profit their history as 
private, nonprofit sickness funds has guaranteed their non-profit status so far (Wester, 2012). 
Also, Dutch general hospitals are private non-profit-making providers. However, lifting the ban 
on hospital profit-making has been presented by the Dutch government as a component of 
the ongoing market reforms in Dutch hospital care. Profit-making is allowed in some single-
specialty private clinics (independent treatment centers that perform high-volume and 
routine medical procedures). The key reform measure in Dutch hospital care was the 2006 
reform of the health insurance system: the Health Insurance Act (Zorgverzekeringswet; Zvw) 
dictates compulsory basic health insurance for the entire population via an insurer of choice. 
This reform integrates the two pillars of previous dual-nature insurance schemes: on the one 
hand employees’ (and their spouse’s/partner’s and children’s) healthcare costs were covered 
by the compulsory Sickness Fund (premiums were paid by employees and employers). High-
salaried employees’ and non-salaried workers’ healthcare costs, on the other hand, were 
obligatorily insured, although one could select a private health insurer. Since 2006, next to the 
mandatory basic insurance every individual can opt for an additional package, and insurers 
have to induce price competition on premiums and on the quality of health care they purchase 
(Schut & Van de Ven, 2011).  

Simultaneously, hospital care turned into a system of performance-based contracting, 
substituting the previous budgeting system with regulated tariffs per treatment and fixed 
production ceilings. The reforms were meant to establish regulated competition (Grands’ 
quasi-market) and to organize control of hospital care through monitoring, audits, 
performance indicators, evaluation and benchmarking. To facilitate performance 
measurement, information systems on hospital performance were developed (Maarse & 
Normand, 2009) and quality managers appointed to implement external accountability claims 
in the organization. In line with NPM logic, the system now requires medical professionals to 
monitor their effectiveness by accounting for their costs and quality performance. For proper 
operation of market forces in hospital care, insurers and hospitals were free to negotiate on 
prices, volume and quality. In 2005 a price-competitive B-segment was introduced, consisting 
of specific treatments for which a system was established of variable and performance-based 
payments. In this system financing is based on product classifications — Diagnosis Treatment 
Combinations (Diagnose Behandel Combinaties; DTCs). The size of this  B-segment has 
increased gradually from about 10 percent in 2005 to 34 percent in 2009, and about 70 
percent in 2012. Unlike the Diagnosis Related Groups (DRG) system – which is another type of 
case-based funding system – the Dutch DTC system was developed specifically as a tool to 
support market competition (Hasaart, 2011) and describes the total package of care delivered 
in hospitals, also covering payments to medical specialists (Schut & Van de Ven, 2011).  

 

 

In the first post-reform years there appeared to be a discrepancy between the rhetoric 
of performance-based contracting and actual practice. The ability of insurers to operate as 
effective purchasers contracting hospitals selectively depends on their ability to steer 
enrollees to preferred providers. This in turn requires patients’ willingness to be channeled to 
selected providers and reconsider their choice of insurer (Boonen & Schut, 2011). However, 
between 2008 and 2012 the rate of people switching insurance companies ranged between 
3.6 percent and 6 percent (NZa, 2012). Colombo (2001) suggests that, in Switzerland, 
reluctance among enrollees to use their exit option has been a barrier to the development of 
an effective system of performance-based contracting by insurers. In the Netherlands, in the 
first years after the reform, health insurers remained reluctant to contract selectively (NZa, 
2011; Bes et al., 2014), partly because the government seemed averse to letting go of price 
and volume regulation, and because of the absence of “high-quality information” about 
hospital treatments (Van de Ven & Schut, 2009). This hindered the use of performance 
indicators, as the absence of timely and reliable information about costs and quality of 
hospital care weakens the countervailing power of insurers in negotiations with hospitals. 
Also, insurers feared negative publicity when denying hospitals a contract. Even though 
agreements on reporting quality indicators were made, performance measurement in hospital 
care was initially used mainly to improve, not sanction, hospitals’ performances. “Hard” 
sanctions (like contract termination or financial penalties) resulting from noncompliance with 
contract agreements on quality remained long absent.  

Despite reluctance among enrollees to switch insurers, insurers increasingly seek to 
steer enrollees to preferred hospitals (Boonen & Schut, 2011). Moreover, Dutch insurers seem 
to be moving slowly toward selective forms of contracting (e.g. in 2010 one of the largest 
health insurance companies (CZ) decided to contract hospitals selectively on breast cancer 
treatment). These developments increase both provider competition and the influence of 
insurers on hospital care work. The use of new contracting methods is being received with a 
mix of surprise and discontent by hospitals, mainly because they disqualify the performance 
indicators being used by insurers to evaluate hospitals: number of treatments as an indicator 
of experience and quality. As performance-based contracting in the Netherlands has been 
introduced relatively recently in the domain of healthcare governance, its consequences may 
not have completely unfolded yet. 

 
3.3 Theoretical framework 
3.3.1 NPM in health care: purchasers’ control through performance-based contracting 
In the 1970s and 1980s, comments on public service provision gained ground and the 
legitimacy of healthcare professions was challenged worldwide. Right-wing critics emphasized 
the overspending welfare state, and leftist social movements pointed to the paternalistic 
attitude of medical professionals and their authoritarian power in the public domain. In 
response to this criticism, policy reforms were implemented to gain control over professional 

13004_Oomkens_BW.indd   71 13-08-15   10:32



Chapter 3

72

Chapter 3

 

 

work in general-interest services, based on an alliance between governments’ attempts to 
reduce costs and patients’ organizations’ claims demanding service transparency (Knijn & 
Verhagen, 2007).  

One of the policy reforms implemented is the use of the NPM instrument of 
performance-based contracting. This is a resource allocation system based on providers’ 
performance (costs and quality) where providers compete for contracts with healthcare 
purchasers. Through performance-based contracting purchasers exert significant control over 
medical work by measuring, reviewing and assessing specialists’ performance (Den Exter, 
2005). “Purchasers can influence provider behavior, ensuring that an appropriate mix of 
services is supplied on specified terms of cost, quantity and quality” (Duran, Sheiman, 
Schneider & Øvretveit, 2005: 191). Research shows that purchasers’ bargaining power and 
influence on medical care-providing organizations are positively influenced by their ability to 
deny healthcare providers a contract (Town & Vistnes, 2001). For these reasons it is 
hypothesized that: 
 When performance-based contracting becomes part of healthcare governance policies, 
medical specialists will perceive an increase of purchasers’ influence over medical work (H1). 
 
3.3.2. Understanding the relationship between NPM and professionalism 
According to Freidson (2001), professions can be defined as groups of institutions that allow 
members of an occupation to control their own work. Internal control is the core characteristic 
of work in professions, because their high complexity and specialized knowledge base make 
the work inaccessible to those lacking the required training and experience. Autonomy is thus 
considered a core feature of the traditional notion of professionalism (MacDonald, 1995). 
Since by nature autonomy is a normative and subjective concept, we define it as a worker’s 
perception of the “opportunity of freedom, inherent in the job, to determine a variety of task 
elements” (De Jonge & Schaufeli, 1998: 393). Individual professional autonomy covers the 
degree of influence a worker experiences over “tasks to be completed, how tasks are to be 
completed, [and] the pace of work” (Carr & Melizzo, 2013: 1190), based upon 
interprofessional training, supervision and skills development. In the literature, autonomy is 
related to professional well-being (Taris & Schaufeli, 2015). More specifically, research shows 
that autonomy is an important indicator for intrinsic job satisfaction, indicating how people 
feel about the tasks or work content itself (Smith, 2001; Willem, Buelens & De Jonghe, 2007). 

Professionalism does not seem to uphold a market-led approach where professional 
work must be calculated, hence standardized (e.g. in DTCs), and controlled and monitored by 
managerial procedures. While professionalism is based on internal control, NPM logic 
increases external control on professional service organizations. Interestingly, theoretical 
literature disagrees on the consequences of NPM for professionalism (Le Grand, 1999). A 
strong argument in this debate relates to whether service organizations and professional work 
are undergoing a transformation due to NPM policies. Le Grand (1999) argues that policy 

 

 

reforms and related changes in management styles have been undermined by the specific 
constellation of professional institutions and practices — the existing path of healthcare 
governance. Consequently, changes usually have an incremental instead of radical character, 
and only tend to become visible in the long run. Professional values and traditional working 
practices are likely to persist (Oomkens, Hoogenboom & Knijn, 2015). Medical professionals 
have a high level of expertise and status, assuring relative autonomy over their working 
practices, power and authority (Freidson, 2001). It seems therefore unlikely that a reform 
wave would completely replace these traditional features of a public service system 
(Christensen & Lægreid, 2008).  

Le Grand (1999) provides empirical evidence for path dependency of existing 
governance structures where professionals traditionally have high levels of autonomy. He 
concluded that reforms in the contracting process at the British National Health Service did 
not result in major changes in professional performance. In sensitive public sectors, central 
control will eventually win the battle with market competition, so introducing market 
principles would at most result in the development of a quasi-market. Others argue that with 
increased external control through auditing and monitoring, occupational control has now 
expanded to a new domain of measuring professional performance (Muzio & Kirkpatrick, 
2011). NPM may even provide new professional opportunities. For example, performance 
measurements may inspire medical specialists to reflect on and improve their performance 
(Plochg, Klazinga & Starfield, 2009). However, there is also a wide stream of literature 
evidencing the assertion that NPM does affect professional work. 
 From that perspective it is argued that NPM-based healthcare reforms contribute to 
an increasing influence of non-professional stakeholders (insurance companies, patient 
organizations and managers). Traditional professional autonomy thus becomes restricted 
(Clarke & Newman, 1997; Freidson, 2001; Evetts, 2003; Diefenbach, 2009; Cylus & Irwin, 
2010). Studies from countries that introduced market principles to health care as early as the 
1990s show that medical specialists’ autonomy is limited by standardized treatment protocols  
imposed by purchasing organizations (Burdi & Baker, 1999; Cylus & Irwin, 2010). Smith also 
(2001) showed a direct negative relationship between NPM and professionals’ job 
satisfaction. Medical specialists in the UK and the USA seem to be increasingly dissatisfied with 
their job due to  reforms that introduce managed-care mechanisms, including selective 
contracting, and which resemble principles of regulated competition.  
 We hypothesize that: A perceived increase in purchasers’ influence on medical work 
will have a direct negative effect on levels of (a) perceived autonomy and (b) intrinsic job 
satisfaction (H2). Because of the strong relationship between perceived autonomy and 
intrinsic job satisfaction among professionals, it is furthermore expected that: Perceived 
autonomy will also mediate the relationship between perceptions of purchasers’ influence on 
medical work and intrinsic job satisfaction (H3), in that lower levels of perceived autonomy 
due to NPM will result in lower levels of job satisfaction too.  
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work in general-interest services, based on an alliance between governments’ attempts to 
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influence on medical care-providing organizations are positively influenced by their ability to 
deny healthcare providers a contract (Town & Vistnes, 2001). For these reasons it is 
hypothesized that: 
 When performance-based contracting becomes part of healthcare governance policies, 
medical specialists will perceive an increase of purchasers’ influence over medical work (H1). 
 
3.3.2. Understanding the relationship between NPM and professionalism 
According to Freidson (2001), professions can be defined as groups of institutions that allow 
members of an occupation to control their own work. Internal control is the core characteristic 
of work in professions, because their high complexity and specialized knowledge base make 
the work inaccessible to those lacking the required training and experience. Autonomy is thus 
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reforms and related changes in management styles have been undermined by the specific 
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practices, power and authority (Freidson, 2001). It seems therefore unlikely that a reform 
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principles would at most result in the development of a quasi-market. Others argue that with 
increased external control through auditing and monitoring, occupational control has now 
expanded to a new domain of measuring professional performance (Muzio & Kirkpatrick, 
2011). NPM may even provide new professional opportunities. For example, performance 
measurements may inspire medical specialists to reflect on and improve their performance 
(Plochg, Klazinga & Starfield, 2009). However, there is also a wide stream of literature 
evidencing the assertion that NPM does affect professional work. 
 From that perspective it is argued that NPM-based healthcare reforms contribute to 
an increasing influence of non-professional stakeholders (insurance companies, patient 
organizations and managers). Traditional professional autonomy thus becomes restricted 
(Clarke & Newman, 1997; Freidson, 2001; Evetts, 2003; Diefenbach, 2009; Cylus & Irwin, 
2010). Studies from countries that introduced market principles to health care as early as the 
1990s show that medical specialists’ autonomy is limited by standardized treatment protocols  
imposed by purchasing organizations (Burdi & Baker, 1999; Cylus & Irwin, 2010). Smith also 
(2001) showed a direct negative relationship between NPM and professionals’ job 
satisfaction. Medical specialists in the UK and the USA seem to be increasingly dissatisfied with 
their job due to  reforms that introduce managed-care mechanisms, including selective 
contracting, and which resemble principles of regulated competition.  
 We hypothesize that: A perceived increase in purchasers’ influence on medical work 
will have a direct negative effect on levels of (a) perceived autonomy and (b) intrinsic job 
satisfaction (H2). Because of the strong relationship between perceived autonomy and 
intrinsic job satisfaction among professionals, it is furthermore expected that: Perceived 
autonomy will also mediate the relationship between perceptions of purchasers’ influence on 
medical work and intrinsic job satisfaction (H3), in that lower levels of perceived autonomy 
due to NPM will result in lower levels of job satisfaction too.  
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3.3.3. Consequences of NPM for organizational contexts 
To our knowledge, existing studies on NPM and professionalism overlook indirect pathways 
and neglect the possible mediating role of the organizational context of professional 
organizations in this relationship, which affects and thus influences work as well. In terms of 
changes for professional organizations it is argued that in response to introducing 
performance-based indicators, professional service providers have undergone internal 
reorganizations and introduced new managerial structures to be superimposed over 
traditional professional cultures and processes (Brock, 2006). According to Cylus and Irwin 
(2010), financial incentives underlying purchasers’ payment systems in hospital care 
eventually affect hospitals’ organizational structures. The dominant role of purchasers in the 
performance-based contracting system suggests that they affect hospitals’ organizational 
characteristics, as they set standards of good practice plus monitor and evaluate hospitals 
(Figueras, Robinson & Jakubowski, 2005). Several authors argue that performance 
measurement systems require top-down control from managers (Kirkpatrick, Ackroyd & 
Walker, 2005; Diefenbach, 2009). In their “new” role, public managers “are called to account 
primarily in terms of efficiency, cost effectiveness, and responsiveness to market forces” 
(Denhardt & Denhardt, 2000: 556). Due to the increase in performance measurement, 
managers’ priorities move toward stricter control of professional work, as organizations tend 
to become infused with constant evaluation procedures (Power, 1997; Davies & Thomas, 
2002; Kirkpatrick, Ackroyd & Walker, 2005). Moreover, accountability pressures seem to 
foster centralization of decision-making (Leicht, Walter, Sainsaulieu & Davies, 2009), 
increasingly leaving professionals on the work floor out of this process. This reorganization of 
tasks and responsibilities may affect medical professionals’ perceptions in terms of sensing 
diminished hospital management support and less participation in decision-making processes.  

The concept of participation in organizational decision-making will be used to study 
professionals’ involvement in decision-making processes within the hospital organization. The 
notion of management support (cf. Noordegraaf, Meurs & Montijn-Stoopendaal, 2005) – 
whether doctors feel hospital management takes doctors’ and patients’ interests seriously 
and whether it sufficiently supports these interests – will be used here to study the role of 
management in relation to the increasing influence of hospital care purchasers on medical 
work. We hypothesize that:  A perceived increase in purchasers’ influence on medical work will 
have a direct negative effect on levels of (a) management support and (b) participation in 
organizational decision-making (H4). 

Previous studies have found relationships between organizational characteristics – 
including decision-making structures and managerial behavior – on the one hand and 
autonomy and job satisfaction on the other (cf. Delp, Wallace, Geiger-Brown & Muntaner, 
2010; Franco, Bennett & Kanfer 2002). Because of the expected relationships between 
purchasers’ influence and organizational characteristics, and subsequently between 
organizational characteristics and professional autonomy and job satisfaction, organizational 

 

 

characteristics seem to function as mediators. The mediating organizational variables specify 
how effects of NPM occur. It is hypothesized that: Levels of management support and 
participation in decision-making will mediate the relationship between perceptions of 
purchasers’ influence on medical work and autonomy and intrinsic job satisfaction; 
perceptions of purchasers’ influence on medical work will have a negative indirect effect on 
autonomy and intrinsic job satisfaction (H5).  
 The hypothesized direct and indirect relationships between the study variables are 
summarized in Figure 3.1. 
 
Figure 3.1 Conceptual model 

 

 

 

 

 

 

 

 

 

3.4 Data and method 
 
3.4.1 Sampling  
To test the proposed model, a survey was conducted among medical specialists working in 
Dutch hospitals. Sixteen general regional hospitals located in the western Netherlands were 
included in this study, providing regular secondary line care, complex care and, to a smaller 
extent, main referral care. Of the hospitals included in this study, 70 percent had between 300 
and 600 beds. Academic hospitals were excluded for two reasons: they mostly employ salaried 
instead of self-employed medical specialists and their share in the price-competitive B-
segment is relatively small. Using the link to the questionnaire mentioned on the websites of 
scientific organizations and personalized invitations with one reminder questionnaire, we had 
a sampling frame of approximately 500 self-employed and salaried medical specialists. No 
incentive was offered to the specialists to complete the questionnaire.  
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notion of management support (cf. Noordegraaf, Meurs & Montijn-Stoopendaal, 2005) – 
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work. We hypothesize that:  A perceived increase in purchasers’ influence on medical work will 
have a direct negative effect on levels of (a) management support and (b) participation in 
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characteristics seem to function as mediators. The mediating organizational variables specify 
how effects of NPM occur. It is hypothesized that: Levels of management support and 
participation in decision-making will mediate the relationship between perceptions of 
purchasers’ influence on medical work and autonomy and intrinsic job satisfaction; 
perceptions of purchasers’ influence on medical work will have a negative indirect effect on 
autonomy and intrinsic job satisfaction (H5).  
 The hypothesized direct and indirect relationships between the study variables are 
summarized in Figure 3.1. 
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instead of self-employed medical specialists and their share in the price-competitive B-
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a sampling frame of approximately 500 self-employed and salaried medical specialists. No 
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3.4.2 Measures 
Here we report the measurement of variables. All measures had adequate Cronbach alphas 
(ranging from .73 to .91). The unidimensional character of the scales was also demonstrated 
in the inter-item correlation matrices and the factor analyses that were performed using SPSS.  
 
Demographic control variables 
We included age and gender as demographic control variables in the path-analytic model.  
 
Independent variable  
To obtain information about the general influence of purchasers on medical work, we 
measured the perceived changes in insurers’ influence on medical work with a self-constructed 
scale containing 5 items in the questionnaire form based on the 19 qualitative interviews we 
conducted in the first phase of the research (see above). The scale measured specialists’ 
perceptions of the decrease or increase of purchasers’ (insurers’) influence on several 
elements of medical work over the last five years. Sample items include: “influence on medical 
treatment” and “influence on the use of specific (orphan) drugs”. A 5-point Likert scale ranging 
from 1 (strongly decreased) to 5 (strongly increased) was used. The “insurers’ influence” scale 
was validated, attaining a Cronbach alpha for this 5-item scale of .73.  
 
Mediating variables 
Management support was measured with a validated 4-item scale measuring respondents’ 
perception of the supportiveness of managers’ behavior (adapted version Van der Wee, 2000). 
Respondents had to indicate to what extent they agreed with statements about the 
management in their hospital. Management includes members of the board of directors 
and/or of the central management team. Sample items include: “the management of this 
hospital takes medical specialists’ interests seriously” and “the management of this hospital 
supports patients sufficiently”. A 5-point Likert-scale ranging from 1 (completely disagree) to 
5 (completely agree) was used. The Cronbach alpha (α) for this scale was .91.  

We measured participation in organizational decision-making with a modified version 
of a validated scale, which has shown good reliability (Kruijthof, 2005; Van der Wee, 2000). 
Our 4-item scale uses templates to specify the topics for which one would assess workers’ 
participation in decision-making. Respondents had to indicate to what extent doctors in their 
hospital were involved in decision-making processes for several topics. Sample items include: 
“general policy plans of hospital” and “allocation of hospital budget”. The Cronbach alpha for 
participation in organizational decision-making was .78. A 4-point response scale was used, 
including 1 (not involved), 2 (participate in discussion), 3 (participate in decision-making) and 
4 (final responsibility).  
 
  

 

 

Dependent variables 
With four self-constructed items, inspired by the autonomy scale of De Jonghe (1995), we 
measured respondents’ perceptions of autonomy over different aspects of their job. Precisely 
because autonomy is a subjective concept, we measure medical specialists’ perception of 
autonomy and do not seek to establish an “objective” measure for it. Sample items include: 
“the possibility to decide how I perform my job based on my own professional knowledge and 
experience” and “the possibility to set up my own work schedule”. A 5-point response scale 
ranging from 1 (to a very limited extent) to 5 (to a very large extent) was used. The “autonomy” 
scale was validated, attaining a Cronbach alpha of.76.  

Intrinsic job satisfaction measured satisfaction with intrinsic job characteristics, using 
a 6-item scale. We used a modified version of the Hirschfeld (2000) validated intrinsic job 
satisfaction scale. Sample items include: autonomy, work complexity, working pace and 
overall level of satisfaction with fulfillment found in the job. A 5-point response scale ranging 
from 1 (very dissatisfied) to 5 (very satisfied) was used. The Cronbach alpha for intrinsic job 
satisfaction was .80. 

 
3.4.3 Measures of centrality and normality 
Descriptive information about the variables is shown in Table 3.1. The variable with the most 
pronounced kurtosis and skew was management support (skew -3.78 and kurtosis 1.29). 
Other variables were slightly skewed or kurtotic, implying non-normality, but as their 
deviation from normality was of a  relatively small magnitude the variables were left 
untransformed.  
 
Table 3.1 Reliability, centrality and normality 
 

Variable N M SD Skewness a Kurtosis a Cronbach α 
Age 187 50.71 7.06 - - - 
Gender  187 1.21 .41 - - - 
Perceptions of purchasers’ influence on medical work 179 4.05 .49 -.42 .50 .73 
Management support 190 3.48 .81 1.29 -.378 .91 
Participation in organizational decision-making b 189 2.25 .56 -1.66 -.44 .78 
Autonomy 190 3.49 .79 -.46 -.178 .76 
Intrinsic job satisfaction 189 3.77 .59 1.03 -.183 .80 
a The standard error of the skew and kurtosis was .18 and .35 respectively. 
b “Participation in organizational decision-making” was measured on a 4-point scale.  
 

3.4.4 Analysis 
One of the appealing aspects of path models is their ability to assess direct as well as indirect 
effects. Path models are required for analyzing mediation models. For the present path 
analytic study we analyzed our theoretical model (Figure 3.1) using the full information 
maximum likelihood (FIML) method under Mplus version 7 software (Muthén & Muthén, 
2010), which applies the expectation maximization algorithm to missing data (Little & Rubin, 
1987). FIML is considered to be fairly robust against small-to-moderate violations of normality 
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(ranging from .73 to .91). The unidimensional character of the scales was also demonstrated 
in the inter-item correlation matrices and the factor analyses that were performed using SPSS.  
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We included age and gender as demographic control variables in the path-analytic model.  
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To obtain information about the general influence of purchasers on medical work, we 
measured the perceived changes in insurers’ influence on medical work with a self-constructed 
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was validated, attaining a Cronbach alpha for this 5-item scale of .73.  
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perception of the supportiveness of managers’ behavior (adapted version Van der Wee, 2000). 
Respondents had to indicate to what extent they agreed with statements about the 
management in their hospital. Management includes members of the board of directors 
and/or of the central management team. Sample items include: “the management of this 
hospital takes medical specialists’ interests seriously” and “the management of this hospital 
supports patients sufficiently”. A 5-point Likert-scale ranging from 1 (completely disagree) to 
5 (completely agree) was used. The Cronbach alpha (α) for this scale was .91.  

We measured participation in organizational decision-making with a modified version 
of a validated scale, which has shown good reliability (Kruijthof, 2005; Van der Wee, 2000). 
Our 4-item scale uses templates to specify the topics for which one would assess workers’ 
participation in decision-making. Respondents had to indicate to what extent doctors in their 
hospital were involved in decision-making processes for several topics. Sample items include: 
“general policy plans of hospital” and “allocation of hospital budget”. The Cronbach alpha for 
participation in organizational decision-making was .78. A 4-point response scale was used, 
including 1 (not involved), 2 (participate in discussion), 3 (participate in decision-making) and 
4 (final responsibility).  
 
  

 

 

Dependent variables 
With four self-constructed items, inspired by the autonomy scale of De Jonghe (1995), we 
measured respondents’ perceptions of autonomy over different aspects of their job. Precisely 
because autonomy is a subjective concept, we measure medical specialists’ perception of 
autonomy and do not seek to establish an “objective” measure for it. Sample items include: 
“the possibility to decide how I perform my job based on my own professional knowledge and 
experience” and “the possibility to set up my own work schedule”. A 5-point response scale 
ranging from 1 (to a very limited extent) to 5 (to a very large extent) was used. The “autonomy” 
scale was validated, attaining a Cronbach alpha of.76.  

Intrinsic job satisfaction measured satisfaction with intrinsic job characteristics, using 
a 6-item scale. We used a modified version of the Hirschfeld (2000) validated intrinsic job 
satisfaction scale. Sample items include: autonomy, work complexity, working pace and 
overall level of satisfaction with fulfillment found in the job. A 5-point response scale ranging 
from 1 (very dissatisfied) to 5 (very satisfied) was used. The Cronbach alpha for intrinsic job 
satisfaction was .80. 

 
3.4.3 Measures of centrality and normality 
Descriptive information about the variables is shown in Table 3.1. The variable with the most 
pronounced kurtosis and skew was management support (skew -3.78 and kurtosis 1.29). 
Other variables were slightly skewed or kurtotic, implying non-normality, but as their 
deviation from normality was of a  relatively small magnitude the variables were left 
untransformed.  
 
Table 3.1 Reliability, centrality and normality 
 

Variable N M SD Skewness a Kurtosis a Cronbach α 
Age 187 50.71 7.06 - - - 
Gender  187 1.21 .41 - - - 
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a The standard error of the skew and kurtosis was .18 and .35 respectively. 
b “Participation in organizational decision-making” was measured on a 4-point scale.  
 

3.4.4 Analysis 
One of the appealing aspects of path models is their ability to assess direct as well as indirect 
effects. Path models are required for analyzing mediation models. For the present path 
analytic study we analyzed our theoretical model (Figure 3.1) using the full information 
maximum likelihood (FIML) method under Mplus version 7 software (Muthén & Muthén, 
2010), which applies the expectation maximization algorithm to missing data (Little & Rubin, 
1987). FIML is considered to be fairly robust against small-to-moderate violations of normality 
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(McDonald & Ho, 2002), as is the case in our study. As Little’s MCAR test was consistent with 
the assumption that data were missing at random, we were allowed to use FIML. Under FIML, 
Mplus uses all available data to estimate the model using full information maximum 
likelihood, estimating each parameter directly (Muthén & Muthén, 2010).  
 Model fit decisions were based on the chi-square statistic as well as other goodness-
of-fit indices (GFIs), including the comparative fit index (CFI), the Tucker-Lewis Fit Index (TLI)  
and the root mean square error of approximation (RMSEA). The CF and TL Index do not depend 
on sample size. If the model fits perfectly, the fit indices should have a value of 1. Usually a 
value of at least .90 is required to accept a model, while a value of at least .95 is required to 
judge a model fit as “good” (Hox & Bechger, 1998). RMSEA values assess how well a given 
model approximates the true model, and values lower than .05 (Byrne, 2001) are generally 
thought to indicate a good fit between model and data. A bootstrap resampling with 
replacement technique followed the path analysis so the stability and generalizability of our 
path model could be investigated. Bootstrap methods can be used to assess mediation with 
small-to-moderate samples (Efron & Tibshirani, 1993). “The bootstrap is an approach to 
estimating properties of estimators based on samples drawn from the original observations” 
(Bollen & Stine, 1990: 117).  
 
3.5 Results  
3.5.1 Response rate 
A total of 218 medical specialists submitted responses, providing a response rate of 43.6 
percent. However, 28 respondents completed only the first part of the survey. Those 
responses were discarded, making it a total of 190 usable responses. Unfortunately, 31 
respondents were unidentified so they could not be linked to a specific hospital; this 
hampered a nested analysis. The final sample size was N=190 doctors. As a rule of thumb, for 
structural equation modeling a sample size of approximately 200 observations is required (Hox 
& Bechger, 1998) and the minimum sample size-to-parameter ratio needs to be at least 5:1 
(Bentler & Chou, 1987). In our study, with 25 free parameters (q) to be estimated, the 
minimum sample size (N) required would be N=125.  
 If cases with missing values are systematically different from those without missing 
values, the analyses’ results can be misleading. To evaluate whether the missing values were 
missing at random, i.e. missingness being unrelated to the variables in the dataset, we 
conducted Little’s MCAR test. The evidence suggests that the data in our study were missing 
completely at random (Chi-Square = 537.507, df = 541, Sig. = .534). The overall level of 
missingness for all study variables was 3.46 percent.  

In our sample, 61 percent of the medical specialists was 50 years or older, compared 
to 37 percent in the population; 79 percent was male, compared to 66 percent in the 
population (Capaciteitsorgaan, 2010); 74 percent were self-employed, compared to 42 

 

 

percent in the population. The difference might be explained by the exclusion of academic 
hospitals, where specialists are generally salaried (Meurs et al., 2012).  
 
3.5.2 Descriptive results 
Descriptive statistics and correlations of the variables are presented in Table 3.2: 
 
Table 3.2 Correlations among the study variables   
 

 
 
 
 
 
 
 

 
We will briefly report on several descriptive statistics. The medical specialists in our study felt 
that purchasers’ influence on medical work had strongly increased over the last five years. 
Medical specialists experienced support by the hospital management. Regarding participation 
in decision-making, specialists participated in discussions, indicating limited involvement as 
they did not actually participate in decision-making or bear responsibility for decisions made. 
Overall, they experienced autonomy in their work and indicated being intrinsically satisfied 
with their job.  
 As Table 3.2 illustrates, all bivariate correlations were very consistent with our 
theoretical model (Figure 3.1). Perceptions of changes in purchasers’ influence on medical 
work appeared to relate negatively to management support (r = -.16; p < .05), participation in 
decision-making (r = -.26; p < .01), autonomy (r = -.20; p < .01) and intrinsic job satisfaction (r 
= -.20; p < .01). Subsequently, management support showed a positive correlation with both 
autonomy (r = .18; p < .05) and intrinsic job satisfaction (r = .34; p < .01), as did participation 
in decision-making (r = .18; p < .05 and r = .25; p < .01). Autonomy and intrinsic job satisfaction 
were highly correlated (r = .59; p < .01). 
 
  

Variable 1 2 3 4 5 6 7 
1. Age 1 –.30** -.18* .20** .20** .05 .13 
2. Gender   1 .09 .08 .03 -.07 -.04 
3. Perceived changes of purchasers’ 

influence on medical work   1 -.16* -.26** -.20** -.20** 
4. Management support     1 .50** .18* .34** 
5. Participation in decision-making     1 .18* .25** 
6. Autonomy      1 .59** 
7. Intrinsic job satisfaction       1 
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(McDonald & Ho, 2002), as is the case in our study. As Little’s MCAR test was consistent with 
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Table 3.3 Frequencies for “purchasers’ influence on medical work” 

 

 
 
 
 
 
 
 
 
 

 
Table 3.3 displays the frequencies of the separate items of “purchasers’ influence on medical 
work”. The results show a strong increase in purchasers’ influence on all five domains. This 
increase appeared to be strongest in the domains of medical treatment, use of orphan drugs 
(i.e. drugs to treat rare medical conditions) and volume of care that can be provided. Less 
influence was found in patients’ length of stay and substance of medical protocols.  
 
3.5.3 Model estimation 
The path diagram and the goodness-of-fit indices for the final model are presented in Figure 
3.2. The path coefficients in the theoretical model were reviewed to see whether any paths 
could be removed or added to improve model fit. Several paths appeared to be non-
significant, namely those from perception of purchasers’ influence on medical work to 
management support and intrinsic job satisfaction, and those from participation in 
organizational decision-making to autonomy and intrinsic job satisfaction. After removing 
these specific paths, the estimation of the revised model improved over the theoretical model 
and fit the data adequately. The chi-square was non-significant, χ2 = 8.941; df = 10; p = .5377 
(> .05), indicating that there was no significant difference between the observed and the 
model-implied covariance matrices. The values of the fit indices were CFI = 1.00, TLI = 1.00 
and RMSEA = .000, indicating good model fit. We decided to accept this one as the final model.  
 In the revised and final model (Figure 3.2), the path values indicate that specialists’ 
perceptions on purchasers’ influence on medical work was significantly and positively 
predicted by age (β = -.20): older doctors report increases in purchasers’ influence less often. 
Perceptions of management support were also predicted by age (β = .20): older doctors 
perceive more management support than their younger peers. Additionally, participation 
levels were negatively predicted by perceptions of purchasers’ influence on medical work (β 
= -.19). This means that those who perceive more purchaser influence on medical work 
participate in organizational decision-making less often. Perceptions of purchasers’ influence 
on medical work also appeared to negatively influence levels of autonomy (β = -.18), 
suggesting that higher levels of influence on work correlate with lower levels of autonomy. 

Changes in purchasers’ influence 
on medical work 

N Strongly 
decreased Decreased Unchanged Increased Strongly 

increased 
1. Influence on medical 

treatment 178 -  0.6% 16.9% 53.9% 28.7% 
2. Influence on the use of 

specific (orphan) drugs 172 - - 6.4% 37.2% 56.4% 
3. Influence on patients’ length 

of stay 170 - 0.6% 40.6% 39.4% 19.4% 
4. Influence on medical 

protocols 173 - - 52.6% 36.4% 11% 
5. Influence on volume of care 

that can be provided 173 - - 11% 45.7% 43.3% 

 

 

Management support was a positive predictor of participation in organizational decision-
making (β = .48), autonomy (β = .16) and intrinsic job satisfaction (β = .25). Autonomy 
appeared to be a strong predictor of intrinsic job satisfaction (β = .55). There is a significant 
indirect effect of perceptions of purchasers’ influence on medical work on job satisfaction via 
autonomy (β = -.10), implying that lowers levels of autonomy induced by increased purchaser 
influence  are subsequently related to lower levels of intrinsic job satisfaction. 
 
3.5.4 Bootstrap analysis 
We used a bootstrap resampling technique to assess the stability and generalizability of our 
mediation model (Efron & Tibshirani, 1993). In this process we created B = 5,000 bootstrapped 
data sets from the original data set, and bootstrapped the data to find the empirical standard 
errors and establish confidence intervals for the indirect effect. Each new data set contained 
N=190 observations, and each observation was sampled with a replacement from the original 
data set. The standard errors of the 5,000 bootstrap iterations tended to have nearly identical 
values to those in the analysis without bootstrapping, thus strengthening our confidence in 
the stability of our model. The bias-corrected bootstrap 95 percent confidence intervals of the 
standardized coefficient for the indirect effect indicate a significant indirect effect (CI 
= -.180, -.017).    
 

Figure 3.2 Path model 
 

 

 

 

 

 

 

 

 

 

 

 

Note: The final mediation model with standardized coefficients (β) is shown in Figure 3.2 (χ2 = 8.941; df = 10; p = .5377; CFI 
=1.00 ; TLI = 1.00; RMSEA =.000).  
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3.6 Discussion and conclusion 
3.6.1 Discussion 
The main goal of this chapter has been to contribute to the understanding of the relationship 
between changes in institutional policy settings and subsequent alterations in organizational 
contexts and professional work. Using a form of SEM, namely path analysis followed by a 
bootstrap procedure, we tested our theoretical model in which organizational context 
mediates the relationship between performance-based contracting and professional work. 
Specifically, we studied the relationship between medical specialists’ perceptions of 
purchasers’ influence on medical work and autonomy and intrinsic job satisfaction. We 
hypothesized that doctors’ perceptions of management support and their participation in 
organizational decision-making mediates this relationship. We also examined whether 
autonomy mediates the relationship between perceptions of purchasers’ influence on medical 
work and intrinsic job satisfaction. We will now discuss the study results, place our findings 
within the academic debate, and reflect on the study’s limitations. 

Expectedly, our findings indicate that specialists’ perceptions of purchasers’ influence 
on medical work strongly increased between 2005 and 2010. From this we conclude that our 
first hypothesis — when performance-based contracting becomes part of healthcare 
governance policies, medical specialists will perceive an increase of purchasers’ influence over 
medical work — holds. The finding that older doctors experience less increase in purchasers’ 
influence over medical work is remarkable, as one would expect older workers to see the 
biggest changes. Seniority as a sign of experience is highly respected in medicine, and younger 
medical specialists have a lower hierarchy (ibid). In line with previous research (Witman et al., 
2010), our study suggests that younger workers are potentially more vulnerable to attempts 
to control medical work than senior doctors. 

Against our expectations, specialists’ perceptions of purchasers’ influence on medical 
work did not influence their levels of perceived management support (hypothesis 4a). 
Apparently, purchasers do not seek to alter managers’ roles in their attempt to control 
medical work. The path analyses show, however, that specialists’ perceptions of changes in 
purchasers’ influence on medical work are negatively correlated to their participation in 
organizational decision-making, verifying our hypothesis (4b). In the Dutch situation, this 
implies that health insurers alter hospitals’ existing organizational characteristics by reducing 
specialists’ decision-making power. Contrary to our expectations, participation in decision-
making does not predict autonomy or intrinsic job satisfaction directly. Hence organizational 
characteristics (both management support and participation in organizational decision-
making) do not function as mediator in the relationship between perceptions of purchasers’ 
influence on medical work and the individual professional context, including autonomy and 
intrinsic job satisfaction. This means that hypothesis 5 is false, as the organizational context 
does not function as mediator. 

 

 

There is no direct negative relationship between specialists’ perceptions of purchasers’ 
influence on medical work and levels of intrinsic job satisfaction. For that reason, hypothesis 
2b does not hold. However, specialists’ perceptions of purchasers’ influence does affect 
autonomy levels directly, verifying hypothesis 2a. This means that doctors perceiving an 
increase in purchasers’ influence on medical work in general, tend to perceive lower levels of 
autonomy in their own work environment. The negative relationship between doctors’ 
perceptions of purchasers’ influence on medical work and autonomy shows that health 
insurers’ increased power at the macro level (NPM policy) is also felt at the micro level 
(individual work environment). This relationship is not self-evident, as other studies have 
shown that highly professionalized groups, including medical specialists, tend to have the 
ability to co-shape the implementation of new policies (Kirkpatrick & Ackroyd, 2003; 
Kuhlmann, Allsop & Saks, 2009). Our study shows that despite high levels of professionalism 
and an institutionalized organizational context, by contracting hospitals based on 
performance, purchasers appear able to affect both doctors’ personal level of perceived job 
autonomy and their participation in organizational decision-making. This is in contrast to path-
dependency theories, which claim that the specific existing constellation of professional 
institutions undermine managerial reforms (Le Grand, 1999; Levay & Waks, 2009).  

Higher levels of autonomy are furthermore significantly related to higher levels of 
intrinsic job satisfaction. Subsequently, there is a significant indirect negative effect of 
perceptions of purchasers’ influence on medical work on job satisfaction via autonomy. This 
means that autonomy fully mediates  the relationship between perceptions of purchasers’ 
influence on medical work and intrinsic job satisfaction, verifying our third hypothesis. This is 
in line with the de-professionalization thesis, which claims that NPM principles jeopardize the 
autonomous work environment of professionals — something they highly value (Burdi & 
Baker, 1999; Smith, 2001). The absence of the effect of purchasers’ influence on management 
support and the presence of the effect on medical specialists’ individual autonomy should be 
interpreted in the light of the study context: general hospitals where most doctors are self-
employed and organized in partnerships, which provides them with an autonomous position 
and juxtaposes them to the institution. As such, purchasers’ attempts to control and evaluate 
medical work tend to be oriented directly at the doctors’ work environment, instead of 
through the hospital’s higher management. 
 
3.6.2 Conclusion and implications for practice  
The current study identifies four main conclusions. First, according to Dutch medical 
specialists, the influence of purchasers, i.e. health insurers, on medical work has strongly 
increased since performance-based contracting became a policy instrument in 2006. Second, 
specialists’ perceptions of purchasers’ influence on medical work have a direct negative effect 
on their levels of participation in organizational decision-making. Third, medical specialists 
who perceive more purchaser influence on their work tend to report lower levels of job 
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autonomy. Fourth, these lower levels in autonomy of medical specialists are related to lower 
levels of intrinsic job satisfaction. 

The effect sizes of the standardized coefficients should be interpreted in relation to 
the stage the performance-based contracting policy is in, as it may be a factor explaining policy 
outcomes. At the moment of measurement (2010), Dutch insurers’ implementation of 
performance-based contracting had not fully materialized yet. In this light, the medium direct 
negative effect of purchasers’ influence on medical work in terms of doctors’ participation in 
organizational decision-making (β = -.18) and autonomy (β = -.18), and the medium indirect 
effect on intrinsic job satisfaction (β = -.10) are quite remarkable. Looking at the developments 
in contracting in Dutch hospital care – including the move toward selective contracting (NZa, 
2011) – there are indications that in the near future consequences of performance-based 
contracting and increased purchaser influence on the work of specialists may be more 
substantial. Effects on hospital organizational characteristics and individual work 
environments may be even more pronounced in the longer run.  
 
3.7 Study limitations and suggestions for future research 
Our study was cross-sectional and relied exclusively on self-report measures, therefore it isn’t 
possible to infer cogent causal relationships; neither can we rule out reverse causation. Given 
the hierarchic data structure – medical specialists work in departments at specific hospitals  – 
it may seem necessary to factor in the influence of the hospital and the department when 
conducting analyses at an employee level. Due to the limited numbers of organizations (N=16) 
included in this study, we could not use parameter estimates that are robust to non-
independence of observations. Future studies on medical specialists working in hospitals need 
to take the hierarchic structure of the data into account. Further empirical study is essential, 
and the conceptual framework presented in this paper offers a structure for future research 
on this important topic. 
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autonomy. Fourth, these lower levels in autonomy of medical specialists are related to lower 
levels of intrinsic job satisfaction. 

The effect sizes of the standardized coefficients should be interpreted in relation to 
the stage the performance-based contracting policy is in, as it may be a factor explaining policy 
outcomes. At the moment of measurement (2010), Dutch insurers’ implementation of 
performance-based contracting had not fully materialized yet. In this light, the medium direct 
negative effect of purchasers’ influence on medical work in terms of doctors’ participation in 
organizational decision-making (β = -.18) and autonomy (β = -.18), and the medium indirect 
effect on intrinsic job satisfaction (β = -.10) are quite remarkable. Looking at the developments 
in contracting in Dutch hospital care – including the move toward selective contracting (NZa, 
2011) – there are indications that in the near future consequences of performance-based 
contracting and increased purchaser influence on the work of specialists may be more 
substantial. Effects on hospital organizational characteristics and individual work 
environments may be even more pronounced in the longer run.  
 
3.7 Study limitations and suggestions for future research 
Our study was cross-sectional and relied exclusively on self-report measures, therefore it isn’t 
possible to infer cogent causal relationships; neither can we rule out reverse causation. Given 
the hierarchic data structure – medical specialists work in departments at specific hospitals  – 
it may seem necessary to factor in the influence of the hospital and the department when 
conducting analyses at an employee level. Due to the limited numbers of organizations (N=16) 
included in this study, we could not use parameter estimates that are robust to non-
independence of observations. Future studies on medical specialists working in hospitals need 
to take the hierarchic structure of the data into account. Further empirical study is essential, 
and the conceptual framework presented in this paper offers a structure for future research 
on this important topic. 
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4.1 Introduction 
For home care workers in Western industrialized countries, the last few decades have been 
turbulent due to the wide range of care governance reforms. As in other European countries 
(Meagher & Szebehely, 2010), government reforms in Dutch home care policy can be 
characterized as an effort to create a “quasi-market” (Le Grand & Bartlett, 1993) by 
introducing principles of New Public Management (NPM) (Hood, 1991) into the sector. The 
basic hypothesis of NPM holds that market-oriented forms and private-sector styles of 
management in the public sector will lead to greater cost-efficiency, improved consumer 
choice and better-quality service provision (Hood, 1991). By most definitions, contracting 
service-providing agencies based on provider performance is a key component of NPM 
(Dunleavy & Hood, 1994). Performance-based contracting is “a tool that links monetary or 
material rewards to measurable actions or achievements in relation to predetermined 
performance targets” (Eichler & Levine, 2009: 6), for example the target of realizing more 
efficiency in service delivery (Waters, Morlock & Hatt, 2004). With performance-based 
contracting, purchasers’ control on professional work is organized through monitoring, 
performance indicators, evaluation and benchmarking. This requires that activities and work 
outcomes be registered and reported by service-providing organizations (Van Thiel & Leeuw, 
2002), making professional work more accessible to external scrutiny and control (Levay & 
Waks, 2009). 

The potential tension between NPM’s concern for cost-efficiency and its use of strict 
time registration rules as against the traditionally autonomous work condition of professionals 
(MacDonald, 1995) has been a core theme in scholarly literature. Some authors point to a “de-
professionalization” process that would be caused by NPM (Freidson, 2001; McLaughlin, 
Osborne & Ferlie, 2002); the market-based logic and business-like values embedded in NPM 
approaches alter professional work and eventually go at the expense of professional 
autonomy and job satisfaction.  

Our overall aim is to improve our understanding of the relationships between 
performance-based contracting, management supportiveness and professionalism in home 
care. The specific objectives of the study are 1) to collect quantitative data on how 
performance-based contracting translates in Dutch home care work and 2) to explore the 
relationships between home care workers’ perceptions of management support, the 
implementation of performance-based contracting (i.e. use of strict time registration rules 
and use of cost-efficiency measures), and autonomy and intrinsic job satisfaction, testing all 
direct and indirect relationships simultaneously. The introduction of performance-based 
contracting in home care requires further investigation for a number of reasons. First, scholars 
in the field of NPM and professionalism traditionally focus on the expert professions, such as 
medical doctors, neglecting the “caring professions” (MacDonald, 1995). Home care has long 
been associated with femininity, familialism and common knowledge, acquired mainly on the 
basis of probationership. This notion of home care influenced the professional standing of a 

 

 

profession importantly, as it “devaluates the knowledge aspect of the occupation” (Knijn & 
Verhagen, 2007: 453). Although decisions of home care workers come from specialized 
knowledge and experience, their expertise is less established and pronounced than that of 
other high-skilled occupations. As such, home care is generally considered to be a weak female 
occupation (ibid). Understanding how performance-based contracting is implemented in 
home care and comprehending its consequences for the sector is particularly relevant because 
its position as a “caring” profession makes it potentially more vulnerable to NPM’s market and 
managerialist ideas than other (high-skilled) professions (Oomkens, Hoogenboom & Knijn, 
2015). Second, in many European countries home care work is confronted with challenges to 
which policymakers need to respond (OECD, 2011). An aging population results more frail 
elderly persons in need for care. In times of austerity national governments tend to prioritize 
community-based home care over provision of residential care (Da Roit, 2012), not aiming for 
increasing home care budgets. The profession thus seems to be under pressure. While in the 
post-war period the home care profession was respected and highly valued in many Western 
countries (Knijn & Verhagen, 2007), to date (long-term) care workers feel needed yet 
undervalued (OECD, 2011). Additionally, the autonomy of home care workers is considered to 
be relatively low and they have a restricted amount of time to care for their clients (Knijn & 
Verhagen 2007; Glendinning, 2012). This image of home care work encroaches on the 
attractiveness of the profession. The introduction of performance-based contracting and the 
increase in managerial control, by emphasizing the importance of reducing the time per client 
and expanding registration tasks, may further enhance the work pressure of home care 
professionals. The current study can provide more insight into the outcomes of performance-
based contracting for professionalism.  

Third, existing research on performance-based contracting lacks quantitative models 
that simultaneously assess relationships between organizational characteristics, 
performance-based contracting and work outcomes of home care professionals. This is why a 
path model examining multiple relationships simultaneously deepens our comprehensive 
understanding of two facets of performance-based contracting in home care work, namely 
the use of strict time registration rules and the use of cost-efficiency measures. We used 
structural equation modelling (SEM) to test this new integrated path model.  

The central question of the current study is: How is performance-based contracting 
related to levels of perceived management support, autonomy and intrinsic job satisfaction of 
home care workers? To answer this question we have investigated home care services of 
nursing and home help in the Netherlands. Home nurses deal with rehabilitative, supportive, 
promotive or preventive and technical nursing care. Home helps perform caring services, 
including personal care (bathing/dressing) and social activities. In the Netherlands, a four-year 
training program produces the qualifying credentials to hold the official title of nurse. Home 
helps lack this sheltered labour-market position and have generally completed a three-year 
vocational training program. Inherent in the distinction between nurse and home help are 
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turbulent due to the wide range of care governance reforms. As in other European countries 
(Meagher & Szebehely, 2010), government reforms in Dutch home care policy can be 
characterized as an effort to create a “quasi-market” (Le Grand & Bartlett, 1993) by 
introducing principles of New Public Management (NPM) (Hood, 1991) into the sector. The 
basic hypothesis of NPM holds that market-oriented forms and private-sector styles of 
management in the public sector will lead to greater cost-efficiency, improved consumer 
choice and better-quality service provision (Hood, 1991). By most definitions, contracting 
service-providing agencies based on provider performance is a key component of NPM 
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profession importantly, as it “devaluates the knowledge aspect of the occupation” (Knijn & 
Verhagen, 2007: 453). Although decisions of home care workers come from specialized 
knowledge and experience, their expertise is less established and pronounced than that of 
other high-skilled occupations. As such, home care is generally considered to be a weak female 
occupation (ibid). Understanding how performance-based contracting is implemented in 
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managerialist ideas than other (high-skilled) professions (Oomkens, Hoogenboom & Knijn, 
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Verhagen 2007; Glendinning, 2012). This image of home care work encroaches on the 
attractiveness of the profession. The introduction of performance-based contracting and the 
increase in managerial control, by emphasizing the importance of reducing the time per client 
and expanding registration tasks, may further enhance the work pressure of home care 
professionals. The current study can provide more insight into the outcomes of performance-
based contracting for professionalism.  

Third, existing research on performance-based contracting lacks quantitative models 
that simultaneously assess relationships between organizational characteristics, 
performance-based contracting and work outcomes of home care professionals. This is why a 
path model examining multiple relationships simultaneously deepens our comprehensive 
understanding of two facets of performance-based contracting in home care work, namely 
the use of strict time registration rules and the use of cost-efficiency measures. We used 
structural equation modelling (SEM) to test this new integrated path model.  

The central question of the current study is: How is performance-based contracting 
related to levels of perceived management support, autonomy and intrinsic job satisfaction of 
home care workers? To answer this question we have investigated home care services of 
nursing and home help in the Netherlands. Home nurses deal with rehabilitative, supportive, 
promotive or preventive and technical nursing care. Home helps perform caring services, 
including personal care (bathing/dressing) and social activities. In the Netherlands, a four-year 
training program produces the qualifying credentials to hold the official title of nurse. Home 
helps lack this sheltered labour-market position and have generally completed a three-year 
vocational training program. Inherent in the distinction between nurse and home help are 
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thus the differences in the nature of the work, the knowledge base, and the duration and 
difficulty of the required training. We will henceforth use the term “home care worker” when 
referring to home care work in general, including both nurses and home helps.  

Until the late 1990s, home care services in the Netherlands were provided by non-
profit regional sickness funds, whose budgets were under strict public regulation. 
Professionals played a determining role in clients’ needs assessment and in developing care 
plans. The professional’s judgment was “the basis of the procedures that allow[ed] individual 
access to collective resources” (Da Roit, 2012: 229). In 1997, in response to expanding waiting 
lists and political calls for more client responsiveness, commercial home care organizations 
were allowed onto the home care “market” (Helderman et al., 2005), while  the non-profit 
associations gradually turned into large-scale, private for-profit organizations (Van der Boom, 
2008). 

Since 2004, contracting home care providers selectively based on their performance 
became an important means to realize mechanisms of regulated competition in Dutch home 
care. A selected number of home care organizations is offered a contract that differs in terms 
of attractiveness. The contracting policies of regional purchasing agencies clearly spell out 
standards of good practices and involve tight procedures for monitoring and sanctioning home 
care organizations. With the introduction of performance-based contracting, home care 
organizations and their workers are more committed to be accountable for their performance 
and are monitored in more detail and more strictly than ever before. 

We will start by discussing the theoretical background of the study and the methods, 
then present the results of our survey analyses. The final section contains the Discussion. 
 
4.2 Theoretical Background 
The literature shows that a greater concern for efficiency in service provision is a salient 
feature of NPM-based policy reforms in care. The emphasis on cost-efficiency in service 
delivery is a central aspect of contracting policies of care purchasing agencies (Figueras, 
Robinson & Jakubowksi, 2005; Actiz, 2009). This increases the significance of financial 
considerations in care provision (Enthoven, 2004; Van Elteren, Kunneman & Rozing, 2006; 
Plantinga et al., 2010). The potential consequences of the focus on cost-efficiency for 
professionals’ discretionary power are particularly relevant since home care is a personal-
services profession, dealing with frail elderly or disabled clients. The introduction of market 
logics may put pressure on home care professionals, who have been used to initially assess 
clients’ needs and interests on the basis of educational training, skills and experience instead 
of being driven by financial considerations (Knijn & Verhagen, 2007; Glendinning, 2012). The 
tension between the focus on efficiency and professional work has been described by Clarke 
and Newman (1997). It is argued, for example, that less care is provided than what would be 
considered necessary according to professional assessments. As such, professional decision-

 

 

making may be affected (see also Stein, 2002; Duncan & Reutter, 2006) and may touch upon 
professionals’ autonomy. 

NPM’s concern for accountability and greater effectiveness of services (Hood 1991) 
implies measuring performances. Previous studies show that the development of a home care 
market was characterized by the introduction of quality-related registration processes and 
inspecting services (Glendinning 2012, Vabø 2012). It appears that such an increase in 
administrative work and reduced time for client contact increases stress levels of community 
nurses, who see paperwork as a barrier for good practice (Parry-Jones et al., 1998).  
 To understand the consequences of performance-based contracting for care 
professionals, we need to consider professions’ specific characteristics. According to Freidson 
(2001), professions can be defined as groups of institutions that allow members of an 
occupation to control their own work. Work autonomy can be considered to be a core 
characteristic of professionalism (MacDonald, 1995).  Professionals choose a job because of 
intrinsic characteristics, including autonomy and content (Tummers, Landeweerd & Van 
Merode, 2002). According to Coburn (1999), individual professional autonomy exists in 
freedom from decision-making organizational constraints in the work context based on 
internalized professional norms and knowledge, while including interprofessional training and 
supervision and skills development. Organizational research in the healthcare sector shows 
that autonomy is an important dimension of intrinsic job satisfaction (Smith, 2001; Willem, 
Buelens & De Jonghe, 2007), indicating how people feel about tasks or work content. 
Implicitly, potential negative consequences of performance-based contracting for autonomy 
will also negatively affect intrinsic job satisfaction indirectly. For Dutch home care workers, 
we hypothesize that the use of strict time registration rules and the use of cost-efficiency 
measures will relate directly to lower levels of autonomy and intrinsic job satisfaction (H1). 
Moreover, we expect an indirect relationship between the use of strict time registration rules 
and the use of cost-efficiency measures and intrinsic job satisfaction via autonomy (H2). 

In the literature a relationship between managers’ role and the implementation of 
performance-based contracting policies is assumed. McDonald and Harrison (2004) suggest 
that managers are to a certain extent allowed to decide for themselves how and to what 
extent performance targets are internalized. Other studies also suggest that managers are 
likely to function as mediators between external purchasers of healthcare and the providing 
organization’s operating core (Wistow et al., 1994; Curtice & Fraser, 2000). Noordegraaf, 
Meurs and Montijn-Stoopendaal (2005) suggest that management style may affect how new 
policies are implemented in organizations. For instance, professionals seem to value 
supportive management styles in which managers consult professionals or their colleagues 
when designing implementation processes for new policies (Tummers, 2012). However, there 
are also reasons to assume reverse causation, in that policies may also affect management 
style. For example, management style may change as NPM-policies have set targets for 
managers to achieve more efficient service delivery (Waters, Morlock & Hatt, 2004). We 
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Robinson & Jakubowksi, 2005; Actiz, 2009). This increases the significance of financial 
considerations in care provision (Enthoven, 2004; Van Elteren, Kunneman & Rozing, 2006; 
Plantinga et al., 2010). The potential consequences of the focus on cost-efficiency for 
professionals’ discretionary power are particularly relevant since home care is a personal-
services profession, dealing with frail elderly or disabled clients. The introduction of market 
logics may put pressure on home care professionals, who have been used to initially assess 
clients’ needs and interests on the basis of educational training, skills and experience instead 
of being driven by financial considerations (Knijn & Verhagen, 2007; Glendinning, 2012). The 
tension between the focus on efficiency and professional work has been described by Clarke 
and Newman (1997). It is argued, for example, that less care is provided than what would be 
considered necessary according to professional assessments. As such, professional decision-

 

 

making may be affected (see also Stein, 2002; Duncan & Reutter, 2006) and may touch upon 
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NPM’s concern for accountability and greater effectiveness of services (Hood 1991) 
implies measuring performances. Previous studies show that the development of a home care 
market was characterized by the introduction of quality-related registration processes and 
inspecting services (Glendinning 2012, Vabø 2012). It appears that such an increase in 
administrative work and reduced time for client contact increases stress levels of community 
nurses, who see paperwork as a barrier for good practice (Parry-Jones et al., 1998).  
 To understand the consequences of performance-based contracting for care 
professionals, we need to consider professions’ specific characteristics. According to Freidson 
(2001), professions can be defined as groups of institutions that allow members of an 
occupation to control their own work. Work autonomy can be considered to be a core 
characteristic of professionalism (MacDonald, 1995).  Professionals choose a job because of 
intrinsic characteristics, including autonomy and content (Tummers, Landeweerd & Van 
Merode, 2002). According to Coburn (1999), individual professional autonomy exists in 
freedom from decision-making organizational constraints in the work context based on 
internalized professional norms and knowledge, while including interprofessional training and 
supervision and skills development. Organizational research in the healthcare sector shows 
that autonomy is an important dimension of intrinsic job satisfaction (Smith, 2001; Willem, 
Buelens & De Jonghe, 2007), indicating how people feel about tasks or work content. 
Implicitly, potential negative consequences of performance-based contracting for autonomy 
will also negatively affect intrinsic job satisfaction indirectly. For Dutch home care workers, 
we hypothesize that the use of strict time registration rules and the use of cost-efficiency 
measures will relate directly to lower levels of autonomy and intrinsic job satisfaction (H1). 
Moreover, we expect an indirect relationship between the use of strict time registration rules 
and the use of cost-efficiency measures and intrinsic job satisfaction via autonomy (H2). 

In the literature a relationship between managers’ role and the implementation of 
performance-based contracting policies is assumed. McDonald and Harrison (2004) suggest 
that managers are to a certain extent allowed to decide for themselves how and to what 
extent performance targets are internalized. Other studies also suggest that managers are 
likely to function as mediators between external purchasers of healthcare and the providing 
organization’s operating core (Wistow et al., 1994; Curtice & Fraser, 2000). Noordegraaf, 
Meurs and Montijn-Stoopendaal (2005) suggest that management style may affect how new 
policies are implemented in organizations. For instance, professionals seem to value 
supportive management styles in which managers consult professionals or their colleagues 
when designing implementation processes for new policies (Tummers, 2012). However, there 
are also reasons to assume reverse causation, in that policies may also affect management 
style. For example, management style may change as NPM-policies have set targets for 
managers to achieve more efficient service delivery (Waters, Morlock & Hatt, 2004). We 
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hypothesize that higher- and middle-management support is related to the way performance-
based contracting is implemented in home care organizations, in that higher levels of 
management support will be related to the use of looser time registration rules and less use 
of cost-efficiency measures (H3). This assumption is based on previous studies stating that 
home care professionals prefer the absence of strict registration rules and do not value a focus 
on cost-efficiency.   

In the organizational and human resources literature, relationships between 
management feedback and support, job satisfaction and intentions to leave are well 
established (Parry-Jones et al., 1998, Anseel & Lievens 2007, Coomber & Barriball 2007). 
Supportive managers appear to affect both professionals’ autonomy (Delp et al., 2010) and 
job satisfaction positively (Wong & Cummings, 2009). For Dutch home care workers we 
therefore hypothesize that higher- and middle management support are related to autonomy 
and intrinsic job satisfaction, in that higher levels of management support will relate to higher 
levels of both autonomy and intrinsic job satisfaction (H4). 

Because of the expected relationship between management support and autonomy 
and intrinsic job satisfaction, and between autonomy and intrinsic job satisfaction, we will test 
the relationships between the study variables simultaneously in our path analytic model (see 
Figure 4.1). By adding occupation as a background variable, we can explore whether 
experiences with performance-based contracting and levels of management support, 
autonomy and intrinsic job satisfaction are predicted by the occupational profile of the two 
types of home care services (nurse versus home help).  
 
Figure 4.1 Theoretical conceptual model 
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4.3.1 Sampling  
For practical reasons it was not possible to use a longitudinal research design to test our 
proposed model. For this reason, in 2010 cross-sectional surveys were conducted among 464 
home care workers. A convenience sampling strategy was used to approach managers of 
home care organizations in the Dutch provinces of South Holland, North Holland and Utrecht. 
Managers of 26 home care organizations were contacted by telephone. A total of seven home 
care organizations in South Holland agreed to participate in the study. Reasons for non-
participation included ongoing mergers, re-organizations and/or a lack of time. The person in 
charge of each participating home care organization assisted us to distribute the written or 
digital invitations including the questionnaire, as well as the reminder questionnaire, to the 
home care professionals. Invitations were distributed among home nurses and home helps, 
who provide personal care. Home helps who only undertake household tasks (such as ironing 
and cleaning) were excluded for pragmatic reasons, because since 2007, this type of care is 
characterized by a different financing structure.  

The present research did not require ethical approval. Although obtaining ethics 
approval is standard practice in most Anglo-American systems, this is not yet the case for most 
social science research in the Netherlands. In our study, no approval by an ethical review 
committee was obtained because the planned survey with adult professionals was neither 
physically nor emotionally burdensome nor was the respondent’s privacy violated (CCMO, 
2001, 2005). The research was conducted in accordance with the guidelines for good scientific 
research of the Association of Universities in the Netherlands (VSNU, 2012). In the invitation 
to the eligible respondents they were informed about the purposes of the study and it was 
stated that all information obtained would be used for research purposes only. The home care 
workers were also informed that participation was voluntary and that they were entitled to 
terminate the questionnaire at any time. Anonymized data were collected and data were 
securely stored and only the researchers had access.  

As a rule of thumb, for structural equation modelling the minimum sample size-to-
parameter ratio should be at least 5:1 (Bentler & Chou, 1987). In our study, with 20 free 
parameters to be estimated, the minimum sample size required would be N=100.  
 
4.3.2 Measures 
Here we report the measurement of variables. All measures had adequate Cronbach alphas 
(range .73–.94). The one-dimensional character of the scales was also demonstrated in the 
inter-item correlation matrices using SPSS.  
 We included occupation (0= nurse, 1=home help) as demographic background 
variables in the path analytic model. Gender was not included in our analyses because this 
variable appeared to be highly skewed with only six men participating in our study. For reasons 
of parsimony we did not include other background variables.  
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 Management support was measured with two 4-item scales measuring respondents’ 
perception of the supportiveness of higher and middle managers (adapted version Van der 
Wee, 2000). Higher management includes members of the board of directors and/or of the 
central management team. Middle management includes managers or leaders of work units, 
departments or teams. Sample items include: “The middle management of this organization 
supports home care workers sufficiently” and “The higher management of this organization 
takes clients’ needs seriously”. A 5-point response scale ranging from 1 (completely disagree) 
to 5 (completely agree) was used. The Cronbach alpha (α) of the scale for higher management 
was .89 and .94 for the middle-management scale.  

Two variables – use of strict time registration rules and use of cost-efficiency measures 
– were used to measure performance-based contracting. To measure use of strict time 
registration rules we asked home care workers if they had to register down to five minutes 
exactly how much time they spent at a client’s home (at the time of measurement this “five 
minute registration procedure” was discerned in purchasing agencies’ contracting policies). 
To measure use of cost-efficiency measures home care workers were asked if their managers 
required them to follow a specific policy measure introduced in the Netherlands that sought 
to improve cost-efficiency of care provision in the home care sector. This policy measure – the 
bonus/malus system – was applied by the Dutch Health Care Authority (NZa) between 2008 
and 2010. Home care organizations were rewarded (bonus) for efficient performance and 
penalized (malus) for inefficient performance (for details see Nza, 2008, 2009, 2010). For both 
items a 5-point response scale ranging from 1 (completely disagree) to 5 (completely agree) 
was used.  
 Guided by the work of De Jonge (1995), we focused on several professional autonomy 
sub-dimensions including control over work scheduling, work location, assessment of client 
needs, scope of practice and working method. With seven items we measured autonomy – 
the extent to which home care workers are autonomous over different aspects of their job. 
Respondents were asked to indicate to what extent the items were applicable to their work 
situation. Sample items include: “To what extent are you able to determine your own working 
pace?” and “To what extent are you able, based on your own professional knowledge and 
experience, to decide how you carry out your work?” A 5-point response scale ranging from 1 
(to a very limited extent) to 5 (to a very large extent) was used. The Cronbach alpha of this 
scale was .73.  
 Intrinsic job satisfaction was measured using a single item. Respondents were asked 
about the level of fulfilment they find in their job. “Fulfilment” covers the intrinsic dimension 
of job satisfaction we sought to measure and refers to the feeling of being satisfied in one’s 
job when using professional skills and qualities and one’s ability to help clients. A 5-point 
response scale ranging from 1 (very dissatisfied) to 5 (very satisfied) was used. 
 
  

 

 

4.3.3 Data analysis 
One of the appealing aspects of path models is their ability to assess multiple direct and 
indirect relationships simultaneously among observed variables (see Kline, 2011). Using a 
cross-sectional design, we analysed our theoretical path model for the two performance-
based contracting dimensions (i.e. use of strict time registration rules and use of cost-
efficiency measures as mediating variable) separately (see Figure 4.1), using the full 
information maximum likelihood (FIML) method under Mplus v.7 software (Muthén & 
Muthén, 2010). This method applies the expectation maximization algorithm to missing data 
(Little & Rubin, 1987). Under FIML, Mplus uses all available data to estimate the model using 
full information maximum likelihood, estimating each parameter directly (Muthén & Muthén, 
2010).  
 Goodness of fit between the model and observed data was tested using a number of 
goodness-of-fit indices, as suggested by Kline (2011). In this study, the chi-square statistic, the 
comparative fit index (CFI), the root mean square error of approximation (RMSEA), and the 
standardized root mean square residual (SRMR) are reported. Non-significant chi-square 
values signify model fit. However, caution must be used when interpreting chi-square, 
because it is highly dependent on sample size. The CF Index does not depend on sample size. 
A CFI value of at least .95 is required to judge a model fit as ‘good’ (Hox & Bechger, 1998). 
RMSEA is scaled as a badness-of-fit index and its values assess how well a given model 
approximates the true model where a value of zero indicates the best fit RMSEA values < .05 
are generally thought to indicate a good fit between model and data (Byrne, 2001). The SRMR 
is an absolute measure of fit and a value of zero signifies perfect fit. The SRMR can be defined 
as the standardized fit between the observed and the predicted correlation (Kline, 2010). 
Generally, a value < .06 is considered a good fit (Hu & Bentler, 1999). Incremental fit of the 
revised model over the baseline model – a model where all of the regression paths are 
assumed to be zero (i.e. a null model) – was assessed with the χ2/df fit value (Schermelleh-
Engel & Moosbrugger, 2003), in which values close to 2 or smaller indicate good model fit. The 
Akaike Information Criterion (AIC) statistic and the Bayesian Information Criterion (BIC), were 
also used to identify the best model. Smaller AIC and BIC values indicate better fit (Bowen & 
Guo, 2012). To facilitate comparison of our tested models – baseline model, theoretical model 
and revised model – goodness-of-fit values, fit indices and their corresponding cut-off criteria 
are summarized in Table 4.2.  
 
4.4 Results  
4.4.1 Response rate 
Based on an estimated total number of people approached (464), the response rate was 
determined at 34 percent, with 156 home care workers submitting responses. Nine 
respondents completed only the first part of the survey; their responses were discarded, 
providing a final sample of N=147 home care workers. Our sample consisted of 43 nurses and 
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 Management support was measured with two 4-item scales measuring respondents’ 
perception of the supportiveness of higher and middle managers (adapted version Van der 
Wee, 2000). Higher management includes members of the board of directors and/or of the 
central management team. Middle management includes managers or leaders of work units, 
departments or teams. Sample items include: “The middle management of this organization 
supports home care workers sufficiently” and “The higher management of this organization 
takes clients’ needs seriously”. A 5-point response scale ranging from 1 (completely disagree) 
to 5 (completely agree) was used. The Cronbach alpha (α) of the scale for higher management 
was .89 and .94 for the middle-management scale.  

Two variables – use of strict time registration rules and use of cost-efficiency measures 
– were used to measure performance-based contracting. To measure use of strict time 
registration rules we asked home care workers if they had to register down to five minutes 
exactly how much time they spent at a client’s home (at the time of measurement this “five 
minute registration procedure” was discerned in purchasing agencies’ contracting policies). 
To measure use of cost-efficiency measures home care workers were asked if their managers 
required them to follow a specific policy measure introduced in the Netherlands that sought 
to improve cost-efficiency of care provision in the home care sector. This policy measure – the 
bonus/malus system – was applied by the Dutch Health Care Authority (NZa) between 2008 
and 2010. Home care organizations were rewarded (bonus) for efficient performance and 
penalized (malus) for inefficient performance (for details see Nza, 2008, 2009, 2010). For both 
items a 5-point response scale ranging from 1 (completely disagree) to 5 (completely agree) 
was used.  
 Guided by the work of De Jonge (1995), we focused on several professional autonomy 
sub-dimensions including control over work scheduling, work location, assessment of client 
needs, scope of practice and working method. With seven items we measured autonomy – 
the extent to which home care workers are autonomous over different aspects of their job. 
Respondents were asked to indicate to what extent the items were applicable to their work 
situation. Sample items include: “To what extent are you able to determine your own working 
pace?” and “To what extent are you able, based on your own professional knowledge and 
experience, to decide how you carry out your work?” A 5-point response scale ranging from 1 
(to a very limited extent) to 5 (to a very large extent) was used. The Cronbach alpha of this 
scale was .73.  
 Intrinsic job satisfaction was measured using a single item. Respondents were asked 
about the level of fulfilment they find in their job. “Fulfilment” covers the intrinsic dimension 
of job satisfaction we sought to measure and refers to the feeling of being satisfied in one’s 
job when using professional skills and qualities and one’s ability to help clients. A 5-point 
response scale ranging from 1 (very dissatisfied) to 5 (very satisfied) was used. 
 
  

 

 

4.3.3 Data analysis 
One of the appealing aspects of path models is their ability to assess multiple direct and 
indirect relationships simultaneously among observed variables (see Kline, 2011). Using a 
cross-sectional design, we analysed our theoretical path model for the two performance-
based contracting dimensions (i.e. use of strict time registration rules and use of cost-
efficiency measures as mediating variable) separately (see Figure 4.1), using the full 
information maximum likelihood (FIML) method under Mplus v.7 software (Muthén & 
Muthén, 2010). This method applies the expectation maximization algorithm to missing data 
(Little & Rubin, 1987). Under FIML, Mplus uses all available data to estimate the model using 
full information maximum likelihood, estimating each parameter directly (Muthén & Muthén, 
2010).  
 Goodness of fit between the model and observed data was tested using a number of 
goodness-of-fit indices, as suggested by Kline (2011). In this study, the chi-square statistic, the 
comparative fit index (CFI), the root mean square error of approximation (RMSEA), and the 
standardized root mean square residual (SRMR) are reported. Non-significant chi-square 
values signify model fit. However, caution must be used when interpreting chi-square, 
because it is highly dependent on sample size. The CF Index does not depend on sample size. 
A CFI value of at least .95 is required to judge a model fit as ‘good’ (Hox & Bechger, 1998). 
RMSEA is scaled as a badness-of-fit index and its values assess how well a given model 
approximates the true model where a value of zero indicates the best fit RMSEA values < .05 
are generally thought to indicate a good fit between model and data (Byrne, 2001). The SRMR 
is an absolute measure of fit and a value of zero signifies perfect fit. The SRMR can be defined 
as the standardized fit between the observed and the predicted correlation (Kline, 2010). 
Generally, a value < .06 is considered a good fit (Hu & Bentler, 1999). Incremental fit of the 
revised model over the baseline model – a model where all of the regression paths are 
assumed to be zero (i.e. a null model) – was assessed with the χ2/df fit value (Schermelleh-
Engel & Moosbrugger, 2003), in which values close to 2 or smaller indicate good model fit. The 
Akaike Information Criterion (AIC) statistic and the Bayesian Information Criterion (BIC), were 
also used to identify the best model. Smaller AIC and BIC values indicate better fit (Bowen & 
Guo, 2012). To facilitate comparison of our tested models – baseline model, theoretical model 
and revised model – goodness-of-fit values, fit indices and their corresponding cut-off criteria 
are summarized in Table 4.2.  
 
4.4 Results  
4.4.1 Response rate 
Based on an estimated total number of people approached (464), the response rate was 
determined at 34 percent, with 156 home care workers submitting responses. Nine 
respondents completed only the first part of the survey; their responses were discarded, 
providing a final sample of N=147 home care workers. Our sample consisted of 43 nurses and 
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104 home helps. Of our sample 95.9 percent was female, compared to 94.8 percent in the 
population (Geradts, 2010). As the characteristics of the sample’s professionals are largely in 
line with those of professionals in the home care sector, we do not find indications of a bias 
in response. 
 
4.4.2 Descriptive results 
We will briefly report on several descriptive statistics (see Table 4.1). Overall, Dutch home care 
workers experienced support from both higher and middle managers. Strict time registration 
rules were generally followed in home care organizations. The relatively high standard 
deviation, however, seems to indicate variation across organizations. Most managers did not 
seem to emphasize cost-efficiency in care provision. The extent to which home care workers 
indicated to have work autonomy was limited, yet they stated being intrinsically satisfied with 
their job.  
 
Table 4.1 Means, standard deviations, and correlations among the study variables  
Variable Mean SD 1 2 3 4 5 6 7 

1.  Occupation (0 = home nurse, 1 = 
home help) 

0.71 0.46 1.00 -0.10 -0.03 -0.10 -0.02 -0.25** 0.11 

2.  Higher-management support 3.47 0.71  1.00 0.52** -0.21* -0.23** 0.18* 0.22* 

3.  Middle-management support 3.97 0.65   1.00 -0.11 -0.18* 0.06 0.38** 

4.  Use of strict time registration 
rules 

3.64 1.27    1.00 0.09 -0.17 -0.07 

5.  Use of cost-efficiency measures 2.37 0.96     1.00 0.02 -0.04 

6.  Autonomy 2.52 0.69      1.00 0.02 

7.  Intrinsic job satisfaction 4.22 0.78       1.00 

Note: * p < .05, ** p < .01. 

As Table 4.1 illustrates, not all bivariate correlations were consistent with our theoretical 
model (Figure 4.1). Home nurses scored higher on autonomy than home helps (r = -.25; p < 
.01). A strong positive correlation was found between higher- and middle management 
support (r = .52; p < .01). Higher-management support correlated negatively with the use of 
strict time registration rules (r = -.21; p < .05). Both higher- and middle-management support 
correlated negatively with the use of cost-efficiency measures (r = -.23; p < .01, r = -.18; p < 
.05). 
 
4.4.3 Model estimation 
The path diagrams and the goodness-of-fit indices for the final models are presented in Figure 
4.2 (use of strict time registration rules) and Figure 4.3 (emphasis on cost-efficiency). The path 
coefficients in the theoretical model were reviewed to see whether any paths could be 
removed or added to improve model fit.  
  

 

 

Use of strict time registration rules  
For this model several paths appeared to be non-significant in the theoretical model (i.e. the 
theoretical model), namely those from higher-management support to autonomy (p = .148) 
and intrinsic job satisfaction (p = .572) and those from middle-management support to use of 
strict time registration rules (p = .969) and autonomy (p = . 818). The path from use of strict 
time registration rules to intrinsic job satisfaction was non-significant (p = .928), as was that 
from autonomy to intrinsic job satisfaction (p = .810). After removing these specific paths, 
estimation of the revised model improved over the theoretical model and fit the data 
adequately. Results of the goodness-of-fit tests for each of these models are presented in 
Table 4.2. The CFI, RMSEA, and SRMR values of the theoretical model are not informative, 
because it has zero degrees of freedom. Therefore, the CFI is displayed as 1.00 and the RMSEA 
and SRMR are displayed as zero, although it does not imply perfect fit (Kline 2010). The chi-
square in the revised model was non-significant, χ2 = 6.85; df = 8; p = .553 (> .05 acceptable), 
indicating no significant difference between the observed and the model-implied covariance 
matrices. The χ2/df fit value of the revised model was .86, indicating good model fit. The 
values of the fit indices were CFI = 1.00, RMSEA = .000 and SRMR = .042. If χ2 < df, the RMSEA 
is set to zero (Kline 2010) and the CFI is set to 1.0, it does not mean that the model has perfect 
fit (Kline, 2010; Van der Schoot, Lugtig & Hox, 2012). Yet, as the SRMR value indicates good 
model fit. A comparison of the AIC and BIC values for the theoretical model (1315.17 and 
1380.96 respectively) and the revised model (1309.02 and 1303.58) shows the revised model, 
with lower AIC and BIC values, fits better. Overall, based on the goodness-of-fit indices, it was 
decided to accept the revised model as the final model (Table 4.2). 

In the revised and final model (Figure 4.2), the path values indicate that middle-
management support was significantly and positively related to higher-management support 
(β = .52, p < .001). Those workers who indicate experiencing higher-management support are 
also likely to feel support from middle managers. Higher-management support is related to 
the use of strict time registration rules (β = -.21, p = .009), in the sense that those who 
experience higher-management support less often report that strict registration rules are 
used. Autonomy levels were related to home care workers’ occupation (β =-.27, p < .001); 
nurses reported higher levels of autonomy than home helps. Use of the strict registration rules 
was negatively related to home care workers’ levels of autonomy (β = -.20, p = .014), meaning 
that home care workers who report more use of strict time registration  rules, report lower 
levels of autonomy. Middle-management support was positively related to intrinsic job 
satisfaction (β = .39, p < .001).   

In the analysis of the indirect relationships, we assessed the 95 percent confidence 
intervals (CI) of these effects (Krantz, 1999). The indirect relationship between higher-
management support and job satisfaction via middle-management support was significant (β 
= .22, 95 percent CI [.11, .33], p < .001). This implies that higher levels of middle-management 
support induced by higher levels of higher-management support are related to higher levels 
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104 home helps. Of our sample 95.9 percent was female, compared to 94.8 percent in the 
population (Geradts, 2010). As the characteristics of the sample’s professionals are largely in 
line with those of professionals in the home care sector, we do not find indications of a bias 
in response. 
 
4.4.2 Descriptive results 
We will briefly report on several descriptive statistics (see Table 4.1). Overall, Dutch home care 
workers experienced support from both higher and middle managers. Strict time registration 
rules were generally followed in home care organizations. The relatively high standard 
deviation, however, seems to indicate variation across organizations. Most managers did not 
seem to emphasize cost-efficiency in care provision. The extent to which home care workers 
indicated to have work autonomy was limited, yet they stated being intrinsically satisfied with 
their job.  
 
Table 4.1 Means, standard deviations, and correlations among the study variables  
Variable Mean SD 1 2 3 4 5 6 7 

1.  Occupation (0 = home nurse, 1 = 
home help) 

0.71 0.46 1.00 -0.10 -0.03 -0.10 -0.02 -0.25** 0.11 

2.  Higher-management support 3.47 0.71  1.00 0.52** -0.21* -0.23** 0.18* 0.22* 

3.  Middle-management support 3.97 0.65   1.00 -0.11 -0.18* 0.06 0.38** 

4.  Use of strict time registration 
rules 

3.64 1.27    1.00 0.09 -0.17 -0.07 

5.  Use of cost-efficiency measures 2.37 0.96     1.00 0.02 -0.04 

6.  Autonomy 2.52 0.69      1.00 0.02 

7.  Intrinsic job satisfaction 4.22 0.78       1.00 

Note: * p < .05, ** p < .01. 

As Table 4.1 illustrates, not all bivariate correlations were consistent with our theoretical 
model (Figure 4.1). Home nurses scored higher on autonomy than home helps (r = -.25; p < 
.01). A strong positive correlation was found between higher- and middle management 
support (r = .52; p < .01). Higher-management support correlated negatively with the use of 
strict time registration rules (r = -.21; p < .05). Both higher- and middle-management support 
correlated negatively with the use of cost-efficiency measures (r = -.23; p < .01, r = -.18; p < 
.05). 
 
4.4.3 Model estimation 
The path diagrams and the goodness-of-fit indices for the final models are presented in Figure 
4.2 (use of strict time registration rules) and Figure 4.3 (emphasis on cost-efficiency). The path 
coefficients in the theoretical model were reviewed to see whether any paths could be 
removed or added to improve model fit.  
  

 

 

Use of strict time registration rules  
For this model several paths appeared to be non-significant in the theoretical model (i.e. the 
theoretical model), namely those from higher-management support to autonomy (p = .148) 
and intrinsic job satisfaction (p = .572) and those from middle-management support to use of 
strict time registration rules (p = .969) and autonomy (p = . 818). The path from use of strict 
time registration rules to intrinsic job satisfaction was non-significant (p = .928), as was that 
from autonomy to intrinsic job satisfaction (p = .810). After removing these specific paths, 
estimation of the revised model improved over the theoretical model and fit the data 
adequately. Results of the goodness-of-fit tests for each of these models are presented in 
Table 4.2. The CFI, RMSEA, and SRMR values of the theoretical model are not informative, 
because it has zero degrees of freedom. Therefore, the CFI is displayed as 1.00 and the RMSEA 
and SRMR are displayed as zero, although it does not imply perfect fit (Kline 2010). The chi-
square in the revised model was non-significant, χ2 = 6.85; df = 8; p = .553 (> .05 acceptable), 
indicating no significant difference between the observed and the model-implied covariance 
matrices. The χ2/df fit value of the revised model was .86, indicating good model fit. The 
values of the fit indices were CFI = 1.00, RMSEA = .000 and SRMR = .042. If χ2 < df, the RMSEA 
is set to zero (Kline 2010) and the CFI is set to 1.0, it does not mean that the model has perfect 
fit (Kline, 2010; Van der Schoot, Lugtig & Hox, 2012). Yet, as the SRMR value indicates good 
model fit. A comparison of the AIC and BIC values for the theoretical model (1315.17 and 
1380.96 respectively) and the revised model (1309.02 and 1303.58) shows the revised model, 
with lower AIC and BIC values, fits better. Overall, based on the goodness-of-fit indices, it was 
decided to accept the revised model as the final model (Table 4.2). 

In the revised and final model (Figure 4.2), the path values indicate that middle-
management support was significantly and positively related to higher-management support 
(β = .52, p < .001). Those workers who indicate experiencing higher-management support are 
also likely to feel support from middle managers. Higher-management support is related to 
the use of strict time registration rules (β = -.21, p = .009), in the sense that those who 
experience higher-management support less often report that strict registration rules are 
used. Autonomy levels were related to home care workers’ occupation (β =-.27, p < .001); 
nurses reported higher levels of autonomy than home helps. Use of the strict registration rules 
was negatively related to home care workers’ levels of autonomy (β = -.20, p = .014), meaning 
that home care workers who report more use of strict time registration  rules, report lower 
levels of autonomy. Middle-management support was positively related to intrinsic job 
satisfaction (β = .39, p < .001).   

In the analysis of the indirect relationships, we assessed the 95 percent confidence 
intervals (CI) of these effects (Krantz, 1999). The indirect relationship between higher-
management support and job satisfaction via middle-management support was significant (β 
= .22, 95 percent CI [.11, .33], p < .001). This implies that higher levels of middle-management 
support induced by higher levels of higher-management support are related to higher levels 
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of intrinsic job satisfaction. The indirect relationship between higher-management and 
autonomy via use of strict time registration rules appeared non-significant (β = .04, 95 percent 
CI [–.01, .09], p = .082).  

 
Figure 4.2 Path model 1 – Use of strict time registration rules  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: CFI = Comparative Fit Index; RMSEA = Root Mean Square Error Approximation; SRMR = Standardized Root Mean Square 
Residual. The final mediation model with standardised coefficients (β) is shown in Figure 4.2 (χ2 = 6.85; df = 8; p =  .553; CFI 
=1.00; RMSEA =.000; SRMR = .042). * p < .05; ** p < .01. 

 

 

Use of cost-efficiency measures  
For this model several paths appeared to be non-significant in the theoretical model (i.e. the 
theoretical model), namely those from higher-management support to intrinsic job 
satisfaction (p = .503). The paths from middle-management support to use of cost-efficiency 
measures (p = .388) and autonomy (p = .854) were also non-significant. The paths from use of 
cost-efficiency measures to autonomy (p = .512) and intrinsic job satisfaction (p = .615) were 
non-significant, as was that from autonomy to intrinsic job satisfaction (p = .817). After 
removing these specific paths, estimation of the revised model improved over the theoretical 
model and fit the data adequately. Results of the goodness-of-fit tests for the baseline model, 
the theoretical model and the revised model are presented in Table 4.2. The chi-square in the 
revised model was non-significant, χ2 = 3.39; df = 6; p = .759 (p = .759). Also the χ2/df fit value 
of .56 for the revised model indicates good model fit. Like in the model for ‘use of strict 
registration rules’, χ2 < df, so the values of the fit indices for the “use of cost efficiency 
measures” were CFI = 1.00 and RMSEA = .000. The SRMR value of .029 signifies good model 
fit. A comparison of the AIC and BIC values for the theoretical model (1243.30 and 1309.09 
respectively) and the revised model (1234.69 and 1231.91) shows the revised model, with 
lower AIC and BIC values, fits better. To conclude, the revised model was accepted as the final 
model.  
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In the revised and final model (Figure 4.3), the path values indicate that middle-
management support was significantly and positively related to higher-management support 
(β = .52, p < .001). Higher-management was also positively related to levels of autonomy (β = 
.16, p = .043). In addition, there was a significant negative relationship between perceived 
levels of higher-management support and use of cost-efficiency measures (β = -.23, p = .004). 
Autonomy levels were also predicted by home care workers’ occupation (β = -.23, p = .003). 
Middle-management support was a positive predictor of intrinsic job satisfaction (β = .39, p < 
.001). As in the “use of strict time registration rules” model, there was a significant indirect 
relationship between higher-management support and job satisfaction via middle-
management support was significant (β = .21, 95 percent CI [.11, .33], p < .001). 
 
Table 4.2 Goodness-of-fit test results for each model  

Model – 
Registration  

χ2 (df) χ2 / df CFI RMSEA SRMR AIC BIC 

Baseline model 94.40 (14) 6.74 - - - - - 
Theoretical model 
Revised model 
 

0.00 (0) 
6.85 (8) 
 

0 
0.86 

1.00 
1.00 

.00 

.00 
.00 
.04 

1315.17 
1309.02 

1380.96 
1303.58 

Model –  
Efficiency 

       

Baseline model 91.33 (14) 6.52 - - - - -  
Theoretical model 
Revised model  
 

0.00 (0) 
3.39 (6) 
 

0 
.56 

1.00 
1.00 

.00 

.00 
.00 
.03 

1243.30 
1234.69 

1309.09 
1231.91 

Fit criteria         
Good fit 
 

> .05 ≤ 2.00 > .95 < .05 < .08 Smaller values  indicate 
the better model 

Note: χ2 = chi-square value; df = degrees of freedom; χ2/df = chi-square by degrees of freedom ratio; CFI = 
Comparative Fit Index; RMSEA = Root Mean Square Error Approximation; SRMR = Standardized Root Mean Square 
Residual; AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion.   
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of intrinsic job satisfaction. The indirect relationship between higher-management and 
autonomy via use of strict time registration rules appeared non-significant (β = .04, 95 percent 
CI [–.01, .09], p = .082).  

 
Figure 4.2 Path model 1 – Use of strict time registration rules  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: CFI = Comparative Fit Index; RMSEA = Root Mean Square Error Approximation; SRMR = Standardized Root Mean Square 
Residual. The final mediation model with standardised coefficients (β) is shown in Figure 4.2 (χ2 = 6.85; df = 8; p =  .553; CFI 
=1.00; RMSEA =.000; SRMR = .042). * p < .05; ** p < .01. 

 

 

Use of cost-efficiency measures  
For this model several paths appeared to be non-significant in the theoretical model (i.e. the 
theoretical model), namely those from higher-management support to intrinsic job 
satisfaction (p = .503). The paths from middle-management support to use of cost-efficiency 
measures (p = .388) and autonomy (p = .854) were also non-significant. The paths from use of 
cost-efficiency measures to autonomy (p = .512) and intrinsic job satisfaction (p = .615) were 
non-significant, as was that from autonomy to intrinsic job satisfaction (p = .817). After 
removing these specific paths, estimation of the revised model improved over the theoretical 
model and fit the data adequately. Results of the goodness-of-fit tests for the baseline model, 
the theoretical model and the revised model are presented in Table 4.2. The chi-square in the 
revised model was non-significant, χ2 = 3.39; df = 6; p = .759 (p = .759). Also the χ2/df fit value 
of .56 for the revised model indicates good model fit. Like in the model for ‘use of strict 
registration rules’, χ2 < df, so the values of the fit indices for the “use of cost efficiency 
measures” were CFI = 1.00 and RMSEA = .000. The SRMR value of .029 signifies good model 
fit. A comparison of the AIC and BIC values for the theoretical model (1243.30 and 1309.09 
respectively) and the revised model (1234.69 and 1231.91) shows the revised model, with 
lower AIC and BIC values, fits better. To conclude, the revised model was accepted as the final 
model.  

Occupation 

Higher- 
management 

support 
 

Middle- 
management 

support 

Use of strict 
time registration  

rules 

 

Intrinsic job 
satisfaction 

 

.52** 

Autonomy 

-.21** 

-.27** 

-.20** 

.39** 

 

 

In the revised and final model (Figure 4.3), the path values indicate that middle-
management support was significantly and positively related to higher-management support 
(β = .52, p < .001). Higher-management was also positively related to levels of autonomy (β = 
.16, p = .043). In addition, there was a significant negative relationship between perceived 
levels of higher-management support and use of cost-efficiency measures (β = -.23, p = .004). 
Autonomy levels were also predicted by home care workers’ occupation (β = -.23, p = .003). 
Middle-management support was a positive predictor of intrinsic job satisfaction (β = .39, p < 
.001). As in the “use of strict time registration rules” model, there was a significant indirect 
relationship between higher-management support and job satisfaction via middle-
management support was significant (β = .21, 95 percent CI [.11, .33], p < .001). 
 
Table 4.2 Goodness-of-fit test results for each model  

Model – 
Registration  

χ2 (df) χ2 / df CFI RMSEA SRMR AIC BIC 

Baseline model 94.40 (14) 6.74 - - - - - 
Theoretical model 
Revised model 
 

0.00 (0) 
6.85 (8) 
 

0 
0.86 

1.00 
1.00 

.00 
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Efficiency 

       

Baseline model 91.33 (14) 6.52 - - - - -  
Theoretical model 
Revised model  
 

0.00 (0) 
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Fit criteria         
Good fit 
 

> .05 ≤ 2.00 > .95 < .05 < .08 Smaller values  indicate 
the better model 

Note: χ2 = chi-square value; df = degrees of freedom; χ2/df = chi-square by degrees of freedom ratio; CFI = 
Comparative Fit Index; RMSEA = Root Mean Square Error Approximation; SRMR = Standardized Root Mean Square 
Residual; AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion.   
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Figure 4.3 Path model 2 – Use of cost-efficiency measures  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: CFI = Comparative Fit Index; RMSEA = Root Mean Square Error Approximation; SRMR = Standardized Root Mean Square 
Residual. The final mediation model with standardized coefficients (β) is shown in Figure 4.3 (χ2 = 3.38; df = 6; p = .758; CFI = 
1.00; RMSEA =.000; SRMR = .029). * p < .05; ** p < .01.  

 

4.5 Discussion  
This chapter’s central research question was: How is performance-based contracting related 
to levels of perceived management support, autonomy and intrinsic job satisfaction of home 
care workers? By integrating these concepts into a single model we have been able to show 
how characteristics of the organizational setting, policy implementation and policy 
consequences are interrelated. We will now answer the central research question, discuss the 
study results, place our findings within the academic debate, consider its practical implications 
and reflect on the study’s limitations. 
 We tested two separate models to study performance-based contracting in home care, 
one including the use of strict time registration rules and one including use of cost-efficiency 
measures. In line with the overall aim of this study, by examining the use of strict time 
registration rules and cost-efficiency measures empirically, we have been able to improve our 
understanding of the relationships between performance-based contracting, management 
supportiveness and professionalism in home care. Overall, our study suggests that 
performance-based contracting is a heterogeneous concept, in that the consequences for 
professionalism are ambiguous. Specifically, we conclude that using strict time registration 
rules is related to lower levels of autonomy, while using of cost-efficiency measures does not 
seem to affect autonomy. The present study further found that performance-based 
contracting has no consequences for the level of fulfilment home care workers find in their 
job, as neither of the two contracting dimensions measured was related to intrinsic job 
satisfaction. Additionally, the role of managers must be taken into account when studying 
performance-based contracting, because perceived higher-management support appears to 
relate to the way performance-based contracting is implemented in home care organizations. 
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 We will now discuss the study’s specific results in detail. In line with our hypothesis 
(H1), the current study suggests that performance-based contracting impacts professional 
home care work (cf. Rostgaard, 2012). Regardless of the occupational profile (nurse/home 
help), use of strict time registration rules relates to lower levels of autonomy. This seems to 
suggest that professional autonomy in home care work is vulnerable to attempts of 
professional/non-professional purchasing agencies to make home care work transparent and 
measurable. An alternative interpretation is that those home care workers with higher levels 
of autonomy report using strict time registration rules less often than their counterparts with 
lower levels of autonomy. This would suggest that nurses, experience performance-based 
contracting policies differently than home helps, because of differences in levels of autonomy. 
Future comparative and longitudinal studies should investigate such a model as well as 
explore if home care work – as a caring profession – is actually more vulnerable to negative 
effects of performance-based contracting policies than highly-professionalized groups with 
higher levels of autonomy to begin with, such as doctors (see Oomkens, Hoogenboom & Knijn, 
2015). Remarkably, in contrast to our hypothesis (H1), no relationship was found between 
using strict registration procedures and intrinsic job satisfaction. Neither nurses’ nor home 
helps’ level of intrinsic job satisfaction depend on the use of strict time registration rules. The 
absence of links between managers’ use of cost-efficiency measures and autonomy and 
intrinsic job satisfaction (H1, H2) suggests that there is no tension between professionals’ 
obligation to prioritise clients’ needs and efficiency when providing services, as some authors 
claim (e.g. Clarke & Newman, 1997). Perhaps this tension applies to a greater degree to 
professional tasks that require highly specialized knowledge and skills, like medical work. Such 
professions traditionally have a work context in which decision-making is strongly based on 
internalized professional norms and knowledge instead of financial considerations, hence 
NPM or insurer interventions can be potential sources of tension. Future research should 
further investigate this. 

In contrast to previous research (Smith, 2001; Willem, Buelens & De Jonghe, 2007), 
and contrary to our second hypothesis (H2), our study shows that in both models autonomy 
was unrelated to intrinsic job satisfaction. As such, autonomy does not mediate the 
relationship between performance-based contracting and intrinsic job satisfaction. 
Unexpectedly, the level of fulfilment home care workers find in their job, which we measured 
with intrinsic job satisfaction, is not derived from the level of job autonomy. It could be that 
occupation functions as a moderator in this relationship, in that more autonomy does lead to 
higher levels of intrinsic job satisfaction among nurses, but not among home helps. Future 
large-N studies should explore this potentially moderating role of occupation.  
 Interestingly, our path model also demonstrates that managers can steer the 
implementation of performance-based contracting. Hypothesis 3 (H3) is partly confirmed, as 
we found that home care workers who indicate experiencing more support from higher 
management report managers’ use of strict registration rules and cost-efficiency measures 
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Figure 4.3 Path model 2 – Use of cost-efficiency measures  
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Residual. The final mediation model with standardized coefficients (β) is shown in Figure 4.3 (χ2 = 3.38; df = 6; p = .758; CFI = 
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suggest that professional autonomy in home care work is vulnerable to attempts of 
professional/non-professional purchasing agencies to make home care work transparent and 
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contracting policies differently than home helps, because of differences in levels of autonomy. 
Future comparative and longitudinal studies should investigate such a model as well as 
explore if home care work – as a caring profession – is actually more vulnerable to negative 
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higher levels of autonomy to begin with, such as doctors (see Oomkens, Hoogenboom & Knijn, 
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helps’ level of intrinsic job satisfaction depend on the use of strict time registration rules. The 
absence of links between managers’ use of cost-efficiency measures and autonomy and 
intrinsic job satisfaction (H1, H2) suggests that there is no tension between professionals’ 
obligation to prioritise clients’ needs and efficiency when providing services, as some authors 
claim (e.g. Clarke & Newman, 1997). Perhaps this tension applies to a greater degree to 
professional tasks that require highly specialized knowledge and skills, like medical work. Such 
professions traditionally have a work context in which decision-making is strongly based on 
internalized professional norms and knowledge instead of financial considerations, hence 
NPM or insurer interventions can be potential sources of tension. Future research should 
further investigate this. 

In contrast to previous research (Smith, 2001; Willem, Buelens & De Jonghe, 2007), 
and contrary to our second hypothesis (H2), our study shows that in both models autonomy 
was unrelated to intrinsic job satisfaction. As such, autonomy does not mediate the 
relationship between performance-based contracting and intrinsic job satisfaction. 
Unexpectedly, the level of fulfilment home care workers find in their job, which we measured 
with intrinsic job satisfaction, is not derived from the level of job autonomy. It could be that 
occupation functions as a moderator in this relationship, in that more autonomy does lead to 
higher levels of intrinsic job satisfaction among nurses, but not among home helps. Future 
large-N studies should explore this potentially moderating role of occupation.  
 Interestingly, our path model also demonstrates that managers can steer the 
implementation of performance-based contracting. Hypothesis 3 (H3) is partly confirmed, as 
we found that home care workers who indicate experiencing more support from higher 
management report managers’ use of strict registration rules and cost-efficiency measures 
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less often. This suggests that the higher management of home care organizations, including 
members of the board of directors or of the central management team, have the ability to 
influence how requirements included in purchasing agencies’ contracting policy are 
implemented in home care organisations (cf. Noordegraaf, Meurs & Montijn-Stoopendaal, 
2005). Remarkably, there appears to be no uniformity in the way performance-based 
contracting is implemented across home care organizations. With respect to the use of strict 
rules and the emphasis efficiency, managerial leeway is only found on a high hierarchical level. 
Caution is advised when interpreting this relationship though. Several studies indicate that 
management styles function as an antecedent of the way new policies are implemented 
(McDonald & Harrison 2004, Noordegraaf, Meurs & Montijn-Stoopendaal, 2005; Tummers, 
2012). Nonetheless, more research is required to withstand models of researchers who 
suggest that performance-based contracting shapes management practices and subsequently 
managerial styles and/or their levels of supportiveness (Waters, Morlock & Hatt, 2004; Vabø, 
2012). 

As we hypothesized (H4), in both models experiencing middle management-support 
leads to more intrinsically satisfied workers (Wong & Cummings, 2009), our study supports 
the idea that middle-management support functions as an antecedent of intrinsic job 
satisfaction. For home care workers their relationship with managers of work units, 
departments or teams is more important for their level of intrinsic job satisfaction than their 
relationship with the organization’s higher management. The current study also found a 
strong positive relationship between home care workers’ perceptions of higher-management 
support and perceptions of middle-management support. There seems to be synchrony 
between the extent of supportiveness from different levels of management. Indirectly, 
because of its positive relationship with middle-management support, higher-management 
support is also related to higher levels of intrinsic job satisfaction. The direct relationship 
between higher-management support and autonomy was not consistent in the two models 
(H4); only in the model that includes the use of cost-efficiency measures is higher-
management support related to higher scores on autonomy. This is partly in line with previous 
research showing that supportiveness of managers affects professionals’ autonomy (Delp et 
al., 2010). This insight into the importance of supportive managers for autonomy and job 
satisfaction can help home care organizations improve the attractiveness of home care work.
  The results of this study, and the implications outlined, should be interpreted in light 
of the study’s limited context and sample. First, since we used a cross-sectional design and all 
data were gathered at one single point in time, it was not possible to infer cogent causal 
relationships; we could not rule out reverse causation either. Although the causal assumptions 
we brought to our theoretical model (Figure 4.1) are defensible and consistent with the 
current state of research, they should be treated with caution as the direction of the 
relationship is sometimes ambiguous. Our study outcomes do not prove validity of the causal 
assumptions, but do lend credibility to some of assumptions while also revealing flaws in 

 

 

specification to other causal assumptions (Bollen & Pearl, 2013). To address limitations of this 
cross-sectional study, future research directions, including a longitudinal design, should 
further investigate if it is management behaviour influencing the implementation of 
performance-based contracting or if performance-based contracting alters the 
supportiveness of managers towards their personnel. Future research should further 
investigate the relationship between performance-based contracting and autonomy as well. 
Does performance-based contracting reduce levels of autonomy (Clarke & Newman, 1997; 
Rostgaard, 2012)? Or do professionals’ existing levels of autonomy shape the way 
performance-based contracting policies are implemented and experienced (Oomkens, 
Hoogenboom & Knijn, 2015)? Caution should be also exercised in generalizing the study 
outcomes to other care/healthcare sectors because our approach has contextualized 
performance-based contracting to the Dutch home-care setting. Although strict registration 
procedures and a focus on efficiency-based service provision are generally found to be 
elements of NPM, and of performance-based contracting more specifically, we attuned 
measurement of these elements to the context of Dutch home care. Moreover, given the 
hierarchic data structure – home care workers working in home care teams belonging to 
specific home care organizations – it may seem necessary to factor in the influence of the 
home care organization and the team when conducting analyses at an employee level. By 
using multilevel analysis in subsequent studies (Snijders & Bosker, 1999), we can improve our 
understanding of the role of distinct organizational characteristics when investigating the 
antecedents and consequences of performance-based contracting.  
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we brought to our theoretical model (Figure 4.1) are defensible and consistent with the 
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supportiveness of managers towards their personnel. Future research should further 
investigate the relationship between performance-based contracting and autonomy as well. 
Does performance-based contracting reduce levels of autonomy (Clarke & Newman, 1997; 
Rostgaard, 2012)? Or do professionals’ existing levels of autonomy shape the way 
performance-based contracting policies are implemented and experienced (Oomkens, 
Hoogenboom & Knijn, 2015)? Caution should be also exercised in generalizing the study 
outcomes to other care/healthcare sectors because our approach has contextualized 
performance-based contracting to the Dutch home-care setting. Although strict registration 
procedures and a focus on efficiency-based service provision are generally found to be 
elements of NPM, and of performance-based contracting more specifically, we attuned 
measurement of these elements to the context of Dutch home care. Moreover, given the 
hierarchic data structure – home care workers working in home care teams belonging to 
specific home care organizations – it may seem necessary to factor in the influence of the 
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5.1 Introduction 
Ageing populations, increased life expectancy, changing patterns of disease (e.g. more chronic 
diseases) and technological developments have put increasing pressure on healthcare 
budgets (Maarse & Normand, 2009). To deal with these challenges, governments in many 
Western countries have been exploring new models of healthcare governance based on New 
Public Management (NPM) principles. NPM has its origins in “new institutional economics” 
and business-like public sector managerialism (Hood, 1991). Its basic hypothesis holds that 
market-oriented forms of management and the creation of a “quasi-market” (Le Grand & 
Bartlett, 1993), characterized by regulated competition among service providers, will lead to 
greater cost-efficiency for governments and clients, greater consumer choice and better-
quality public services. Performance-based contracting constitutes a key component of NPM 
(Hood, 1991). This is “a tool that links monetary or material rewards to measurable actions or 
achievements in relation to predetermined performance targets” (Eichler & Levine, 2009: 6). 
With performance-based contracting, purchasers’ control of care-providing organizations, and 
subsequently professional work, is organized through monitoring, performance indicators, 
evaluation and benchmarking. In many countries the development of performance-based 
contracting is considered the way forward to cope with the ongoing challenges of health care 
(OECD, 2010; Sutton et al., 2012), including the substantial cost increases. The compatibility 
of NPM instruments – including performance-based contracting – with professionalism is 
controversial though. 
 A core theme in public administration literature is the potential pressure on public 
service professionals resulting from the implementation of NPM principles (Clarke & Newman, 
1997; Knijn &Verhagen, 2007; Noordegraaf & Steijn, 2013). One view is that the market-based 
logic and business-like values embedded in NPM approaches eventually go at the expense of 
individual autonomy and job satisfaction of professionals who work in public services (Burdi 
& Baker, 1999; Freidson, 2001; Smith, 2001; Broadbent & Laughlin, 2002; Diefenbach, 2009; 
Cylus & Irwin, 2010). An alternative view contends that the impact of NPM on professionalism 
is actually minimal, because of “path dependency” in policy development. This view holds that 
institutional contexts are determinant for the implementation of new policies. For example, 
powerful and well-organized occupational groups might be able to employ strategies that are 
inherently defensive and resistant, in order to protect professional autonomy (MacDonald, 
1995; Muzio & Ackroyd, 2005; Ackroyd, Kirkpatrick & Walker, 2007; Christensen & Lægreid, 
2009; Le Grand, 2009). Yet the lack of empirical comparative research that includes multiple 
professional groups (cf. Bejerot & Hasselbladh, 2011) makes it difficult to decide which view 
is correct. 
 In the present study we contribute to the debate on NPM and professionalism by 
investigating the healthcare transformations in the Netherlands. Recent Dutch healthcare 
reforms have been receiving wide international attention because of the unique attempt to 
establish market competition in healthcare insurance, purchasing and delivery simultaneously 

 

 

(Maarse & Paulus, 2011). We focus on two professions working in hospital care, medicine and 
nursing. These occupational groups are characterized by theoretically interesting variations to 
their institutional position and degree of professionalism (MacDonald, 1995). Because of their 
dominant institutional position medical specialists have a greater ability to create situations 
that concord with and support the interests of their profession than so-called “semi” (Etzioni, 
1969; Knijn & Verhagen, 2007) or “caring” professions (MacDonald, 1995), including nursing. 
Due to their different practices and institutional position, the extent to which medical 
specialists and nurses are confronted with the NPM instrument performance-based 
contracting and the effects contracting has on their work may vary too.  
 Using data from surveys conducted in 2010 and 2011 of a sample involving 343 medical 
specialists and nurses in the Netherlands, path analysis was used followed by a bootstrap 
procedure to test our moderated-mediation model. Our method is innovative in the field and 
can yield new insights, as public administration research mostly relies on existing data or 
secondary sources (Fitzpatrick et al., 2011). 
 The aim of the present chapter is threefold. The first aim is to explore if the extent to 
which professionals are confronted with performance-based contracting varies between 
different types of professions in hospital care. Second, we examine whether degree of 
professionalism moderates the relationship between performance-based contracting and 
individual autonomy and between performance-based contracting and intrinsic job 
satisfaction, i.e. if this relationship is dependent on degree of professionalism. Third, we study 
the potentially mediating role of individual autonomy in the relationship between contracting 
and intrinsic job satisfaction and find out if this relationship is contingent on degree of 
professionalism. Although various studies have shown that individual autonomy is a strong 
predictor for levels of intrinsic job satisfaction among healthcare professionals (e.g. Smith, 
2001; Willem, Buelens & De Jonghe, 2007), to our knowledge few studies have yet examined 
this potentially mediating role of individual autonomy (see Smith, 2001).  
 The chapter unfolds into five sections. Section 2 presents a brief description of 
performance-based contracting in Dutch hospital care. Section 3 begins with a theoretical 
framework of the core concepts used to study professionals’ experiences with performance-
based contracting in hospital care and ends with our conceptual model. Next, the methods 
and results of the path analyses are presented. The final section contains the discussion and 
conclusion. 
 
5.2 Contracting in Dutch hospital care: DTCs and performance indicators 
Since the 1990s, there has been “a more or less consistent pattern of reforms to elicit market 
competition in hospital care” in the Netherlands (Maarse & Normand 2009: 119). The previous 
purchasing model – characterized by non-selective contracting, retrospective financing and 
the absence of performance measurement – was thought to hamper effective and efficient 
purchasing of care by health insurers, increase waiting lists, lack patient orientation, and limit 
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specialists and nurses are confronted with the NPM instrument performance-based 
contracting and the effects contracting has on their work may vary too.  
 Using data from surveys conducted in 2010 and 2011 of a sample involving 343 medical 
specialists and nurses in the Netherlands, path analysis was used followed by a bootstrap 
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can yield new insights, as public administration research mostly relies on existing data or 
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framework of the core concepts used to study professionals’ experiences with performance-
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competition in hospital care” in the Netherlands (Maarse & Normand 2009: 119). The previous 
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innovation and transparency in professional work (Ministry of Health, 2001). An important 
step in the transition towards marketization was the introduction of the Health Insurance Act 
in 2006, “under which every person who legally lives or works in the Netherlands is obliged to 
buy, from a private insurance company, individual health insurance whose benefits are 
specified by law” (Enthoven & Van de Ven, 2007: 2421). Health insurers now had to become 
prudent purchasers of hospital care on behalf of their enrollees and were given the possibility 
to contract selectively with hospitals based on their performance (Bes et al., 2014).  

In 2005 the Dutch government introduced a price-competitive segment in hospital 
care, consisting of specific treatments with variable and performance-based payments. The 
size of this price-competitive segment has been increased gradually from about 10 percent in 
2005 to 34 percent in 2009 and about 70 percent in 2012. To “commodify” medical 
treatments, a new pricing system based on product classifications – the Diagnosis Treatment 
Combinations (DTCs) – was developed (Zuiderent-Jerak, Grit & Van der Grinten, 2010). Unlike 
most Diagnosis Related Groups (DRG) systems abroad, the Dutch DTC system describes the 
total episode of care delivered in hospitals, also covering the payments for medical specialists 
(Schut & Van de Ven, 2011). In addition, a DTC “is coded prospectively by the medical 
specialist, instead of retrospectively by a hospital administrator”, as in DRG systems of other 
countries (Hasaart, 2011: 121). Valid registration of DTCs appears to be a time-intensive 
procedure and Dutch medical specialists have expressed their complaints about the large 
amount of time this registration process involves (Oostenbrink & Rutten, 2006).  

Since 2006, the Dutch Health Insurers Association annually publishes a guide with 
indicators about quality, safety, efficiency and accessibility of care provided in the price-
competitive segment to facilitate contracting by health insurers based on hospital 
performances. Even though agreements on reporting quality indicators were made (NZa, 
2009), in the first years performance measurement in hospital care was used mainly to 
improve, not sanction, hospitals’ performances (Boonen & Schut, 2011). The use of selective 
contracting methods may be hampered by the low rate of people switching insurance 
companies (Bes et al., 2014). It is questionable whether this rate between 2008 and 2012 – 
ranging between 3.6 percent and 6 percent – is sufficient to trigger insurers to take up their 
prudent purchaser role (NZa, 2012). Nonetheless, since 2010 Dutch insurers have been using 
selective forms of contracting more frequently. As performance-based contracting was 
introduced relatively recently in the domain of healthcare governance in the Netherlands, its 
consequences may not have completely unfolded yet.  
 
5.3 Theoretical framework 
 
5.3.1 Professionalism, individual autonomy & intrinsic job satisfaction 
To understand why the introduction of performance-based contracting in professional work 
is controversial, we need to understand the specificities of professions and their work settings. 

 

 

Professions are self-regulating and sheltered occupational groups that have the exclusive right 
– usually granted by legislation – to practice in a particular field (MacDonald, 2002). 
Professions derive opportunities for control and power from their knowledge and 
qualifications. In most Western societies the professions considered in this study – medicine 
and nursing – are acknowledged to be characterized by a different status based on the 
knowledge they represent. Whereas medicine is generally considered to be a highly 
specialized profession (Freidson, 2001), as it refers to complex and specialized care work 
including diagnosis, treatment and disease prevention, scholars refer to nursing as a “caring 
profession” (Abbott & Wallace, 1990 in MacDonald, 1995) or “semi-profession” (Etzioni, 
1969). Semi-professions differ from full professions in that “their training is shorter, their 
status is less legitimated, their right to privileged communication is less established, there is 
less of a specialized body of knowledge, and they have less individual autonomy from 
supervision or societal control” (Etzioni, 1969: v). Nursing was long associated with femininity, 
familialism and common knowledge, which devaluated its professional standing (MacDonald, 
1995).  

It is characteristic for professions that one of the privileges they pursue is a measure 
of individual autonomy, according to Larson (1977: 219). Individual autonomy can be defined 
as workers’ perception of the “opportunity of freedom, inherent in the job, to determine a 
variety of task elements” (De Jonge & Schaufeli, 1998: 393). Professional individual autonomy 
covers the degree of influence a worker experiences over “tasks to be completed, how tasks 
are to be completed, [and] the pace of work” (Carr & Melizzo, 2013: 1190), free from 
organizational constraints for decision-making, and based upon inter-professional training, 
supervision and skills development. Research shows that individual autonomy is an important 
indicator of job satisfaction among healthcare professionals (Burdi & Baker, 1999; Smith, 
2001; Dunn, Wilson & Esterman, 2005; Koyner et al., 2006) and for intrinsic job satisfaction in 
particular, indicating how people feel about the tasks or the work content itself (Willem, 
Buelens & De Jonghe, 2007). 
 
5.3.2 Consequences of performance-based contracting for individual autonomy and intrinsic 
job satisfaction 
The effects of market and managerialist principles on professional work are heavily debated 
in the academic literature. Several authors point to the inappropriateness of introducing 
market principles and private-sector styles of management into the distinctive domain of 
public services. It is argued that professional individual autonomy is eroded and the 
professional logic of peer control as well as the emphasis on patient needs are “colonized” by 
market and managerialist principles (e.g. Clarke & Newman, 1997; Broadbent & Laughlin, 
2002; Diefenbach, 2009). In the USA, medical specialists were found to be increasingly 
dissatisfied with their job due to healthcare reforms introducing mechanisms of regulated 
competition (Smith, 2001). In the UK, scholars found dissatisfaction among medical doctors 

13004_Oomkens_BW.indd   114 13-08-15   10:33



Experienced Performance-based Contracting in Hospital Care in the Netherlands

115

Ch
ap

te
r 5

 

 

innovation and transparency in professional work (Ministry of Health, 2001). An important 
step in the transition towards marketization was the introduction of the Health Insurance Act 
in 2006, “under which every person who legally lives or works in the Netherlands is obliged to 
buy, from a private insurance company, individual health insurance whose benefits are 
specified by law” (Enthoven & Van de Ven, 2007: 2421). Health insurers now had to become 
prudent purchasers of hospital care on behalf of their enrollees and were given the possibility 
to contract selectively with hospitals based on their performance (Bes et al., 2014).  

In 2005 the Dutch government introduced a price-competitive segment in hospital 
care, consisting of specific treatments with variable and performance-based payments. The 
size of this price-competitive segment has been increased gradually from about 10 percent in 
2005 to 34 percent in 2009 and about 70 percent in 2012. To “commodify” medical 
treatments, a new pricing system based on product classifications – the Diagnosis Treatment 
Combinations (DTCs) – was developed (Zuiderent-Jerak, Grit & Van der Grinten, 2010). Unlike 
most Diagnosis Related Groups (DRG) systems abroad, the Dutch DTC system describes the 
total episode of care delivered in hospitals, also covering the payments for medical specialists 
(Schut & Van de Ven, 2011). In addition, a DTC “is coded prospectively by the medical 
specialist, instead of retrospectively by a hospital administrator”, as in DRG systems of other 
countries (Hasaart, 2011: 121). Valid registration of DTCs appears to be a time-intensive 
procedure and Dutch medical specialists have expressed their complaints about the large 
amount of time this registration process involves (Oostenbrink & Rutten, 2006).  

Since 2006, the Dutch Health Insurers Association annually publishes a guide with 
indicators about quality, safety, efficiency and accessibility of care provided in the price-
competitive segment to facilitate contracting by health insurers based on hospital 
performances. Even though agreements on reporting quality indicators were made (NZa, 
2009), in the first years performance measurement in hospital care was used mainly to 
improve, not sanction, hospitals’ performances (Boonen & Schut, 2011). The use of selective 
contracting methods may be hampered by the low rate of people switching insurance 
companies (Bes et al., 2014). It is questionable whether this rate between 2008 and 2012 – 
ranging between 3.6 percent and 6 percent – is sufficient to trigger insurers to take up their 
prudent purchaser role (NZa, 2012). Nonetheless, since 2010 Dutch insurers have been using 
selective forms of contracting more frequently. As performance-based contracting was 
introduced relatively recently in the domain of healthcare governance in the Netherlands, its 
consequences may not have completely unfolded yet.  
 
5.3 Theoretical framework 
 
5.3.1 Professionalism, individual autonomy & intrinsic job satisfaction 
To understand why the introduction of performance-based contracting in professional work 
is controversial, we need to understand the specificities of professions and their work settings. 

 

 

Professions are self-regulating and sheltered occupational groups that have the exclusive right 
– usually granted by legislation – to practice in a particular field (MacDonald, 2002). 
Professions derive opportunities for control and power from their knowledge and 
qualifications. In most Western societies the professions considered in this study – medicine 
and nursing – are acknowledged to be characterized by a different status based on the 
knowledge they represent. Whereas medicine is generally considered to be a highly 
specialized profession (Freidson, 2001), as it refers to complex and specialized care work 
including diagnosis, treatment and disease prevention, scholars refer to nursing as a “caring 
profession” (Abbott & Wallace, 1990 in MacDonald, 1995) or “semi-profession” (Etzioni, 
1969). Semi-professions differ from full professions in that “their training is shorter, their 
status is less legitimated, their right to privileged communication is less established, there is 
less of a specialized body of knowledge, and they have less individual autonomy from 
supervision or societal control” (Etzioni, 1969: v). Nursing was long associated with femininity, 
familialism and common knowledge, which devaluated its professional standing (MacDonald, 
1995).  

It is characteristic for professions that one of the privileges they pursue is a measure 
of individual autonomy, according to Larson (1977: 219). Individual autonomy can be defined 
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are to be completed, [and] the pace of work” (Carr & Melizzo, 2013: 1190), free from 
organizational constraints for decision-making, and based upon inter-professional training, 
supervision and skills development. Research shows that individual autonomy is an important 
indicator of job satisfaction among healthcare professionals (Burdi & Baker, 1999; Smith, 
2001; Dunn, Wilson & Esterman, 2005; Koyner et al., 2006) and for intrinsic job satisfaction in 
particular, indicating how people feel about the tasks or the work content itself (Willem, 
Buelens & De Jonghe, 2007). 
 
5.3.2 Consequences of performance-based contracting for individual autonomy and intrinsic 
job satisfaction 
The effects of market and managerialist principles on professional work are heavily debated 
in the academic literature. Several authors point to the inappropriateness of introducing 
market principles and private-sector styles of management into the distinctive domain of 
public services. It is argued that professional individual autonomy is eroded and the 
professional logic of peer control as well as the emphasis on patient needs are “colonized” by 
market and managerialist principles (e.g. Clarke & Newman, 1997; Broadbent & Laughlin, 
2002; Diefenbach, 2009). In the USA, medical specialists were found to be increasingly 
dissatisfied with their job due to healthcare reforms introducing mechanisms of regulated 
competition (Smith, 2001). In the UK, scholars found dissatisfaction among medical doctors 
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(Davies et al., 2003) and nurses (Bolton, 2004), resulting from NPM instruments with a focus 
on financial goals over medical considerations. NPM instruments are also said to create 
dissatisfaction among public service workers (Kirkpatrick, Ackroyd & Walker, 2005), as 
measurement systems require additional work in terms of filling in forms and writing reports 
(Hoggett, 1996; Butterfield et al., 2005). In the Netherlands, the complexity and time-intense 
involvement with the DTC prospective pricing system appears to have caused resentment 
among medical specialists (Oostenbrink & Rutten, 2006).  
 In another stream of literature scholars challenge the above-mentioned “de-
professionalization” thesis, claiming that it “fails to take into account how deeply and 
thoroughly welfare state institutions have been colonized by professionals” (Ackroyd, 
Kirkpatrick & Walker, 2007: 12). Despite the move towards accountability and transparency 
and the emphasis on financial goals, changes in public service organizations have been “far 
less radical than many assume”, and “professional modes of working remain entrenched” 
(Ackroyd, Kirkpatrick & Walker, 2007 21-22). Bejerot & Hasselbladh (2011) argue that an 
understanding of the “productive side of power” (p. 1604) of professions helps explain how 
they become involved in new modes for regulation of professional work and why changes 
have not been as radical as is often assumed. In their role as mediator between the state and 
patients, professions “influence the kind, pace and structure of provision” (Perkin, 1989: 344 
in Ackroyd, Kirkpatrick & Walker, 2007: 12) and can use mechanisms that steer actors in the 
sector towards a particular policy path. Additionally, existing values, practices and 
orientations of healthcare actors are deeply entrenched in institutional arrangements, and the 
persistence of existing principal motivations of actors that continue to rely on a public-service 
ethos (Kirkpatrick & Ackroyd, 2003) make it difficult – if not impossible – to develop healthcare 
markets (Le Grand, 1999).  
 In line with this stream of literature, various studies found no evidence of a negative 
relationship between regulated competition and the individual autonomy or job satisfaction 
of healthcare professionals (Baker & Cantor, 1993; Pollitt, 1993; Fitzgerald & Ferlie, 2000). In 
the British National Health Service, for example, contracting services have not resulted in 
significant alterations of professionals’ discretionary power (Flynn, Williams & Pickard, 1996). 
Others suggest that developments aimed at steering professional decision-making in 
medicine, including guidelines and quality measurement systems, hardly affect professional 
individual autonomy (Schepers & Casparie, 1999; Levay & Waks, 2009). Swedish research has 
shown how the implementation of audits of medical practice based on “medical knowledge, 
norms and standards” represents a “fusion” between new forms of control and 
professionalism (Bejerot & Hasselbladh, 2011: 1616). Levay & Waks (2009) regard this change 
away from self-regulation and peer control towards more external control as a form of “soft 
autonomy” (p. 510). 
 
  

 

 

5.3.3 Professionalism as a moderator?  
As Ashton (2002: 103) claims, the “effect of introducing market-like incentives into a health 
system depends on the particular institutional arrangements that are in place”. Consequently, 
when assessing public service restructuring the “origins and character of the institutions” 
against which reforms are directed need to be considered (Ackroyd, Kirkpatrick & Walker, 
2007: 12). They attribute the variance in public sector restructuring to distinct professional 
institutions at which reforms were directed and to different strategies that were applied by 
professional groups (Ackroyd, Kirkpatrick & Walker, 2007). Professional groups across the 
healthcare system differ in their attempt to control work, and employment professions seek 
control over access, and therefore closure, of the profession (MacDonald, 1995; Kuhlmann, 
2006). Because of the distinct institutional positions of medical specialists and nurses it is 
questionable whether their exposure to performance-based contracting is similar, as 
literature suggests they are unequally capable of shaping reforms (e.g. MacDonald, 1995; 
Knijn & Verhagen, 2007). It can also be disputed whether the relationship between contracting 
and professionalism “works” the same across these different domains of health care. From 
the above literature review we may conclude that degree of professionalism may function as 
a moderator in the relationship between performance-based contracting and professional 
work. In general terms, the moderator (i.e. the degree of professionalism) affects the direction 
and/or strength of the relationship between the independent variable (i.e. performance-
based contracting) and the dependent variables (i.e. individual autonomy and intrinsic job 
satisfaction) (Baron & Kenny, 1986). 

In this study, we expect individual autonomy to function as a mediator in the 
relationship between performance-based contracting and intrinsic job satisfaction. We 
hypothesize that: 

Hypothesis 1: Nurses will be exposed to performance-based contracting to a greater 
extent than medical specialists. 
Hypothesis 2: There is a negative relationship between performance-based contracting 
and intrinsic job satisfaction, and this will be stronger among nurses than among 
medical specialists.  
Hypothesis 3: There is a negative relationship between performance-based contracting 
and individual autonomy, and this will be stronger among nurses than among medical 
specialists. 
Hypothesis 4: Among nurses there will be a stronger negative indirect effect of 
performance-based contracting on intrinsic job satisfaction through individual 
autonomy than among medical specialists. 
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5.4 Method 
5.4.1 Sampling  
To test the proposed model, in the period 2010/2011 a survey was conducted among medical 
specialists and nurses working in general7 regional hospitals located in the western 
Netherlands, providing regular secondary care, complex care and, to a smaller extent, main 
referral care. We used a sampling frame of approximately 500 medical specialists and 780 
nurses. Personalized invitations with one reminder questionnaire were used to approach the 
hospital nurses and medical specialists. Medical specialists were also approached by using a 
link to the questionnaire mentioned on websites of scientific organizations. No incentive was 
offered to the healthcare professionals to complete the questionnaire.  

As a rule of thumb, for testing relatively simple models without latent variables using 
structural equation modelling the minimum sample size-to-parameter ratio is at least 5:1 for 
(Bentler & Chou, 1987). In our study, with 14 free parameters (q) to be estimated, the 
minimum sample size (N) required would be N= 70 for each group. 
 
5.4.2 Measures 
Demographic control variables 
We included age and gender as demographic control variables in the path-analytic model.  
 
Independent variables 
In order to obtain information about NPM in hospital care we included two self-constructed 
items in the questionnaire form related to the process of performance-based contracting that 
are based on qualitative interviews we conducted in an early stage of the research (see 
Oomkens, Hoogenboom & Knijn, 2015). Respondents had to indicate to what extent they 
identified with the statements about the use of DTCs and the introduction of performance 
indicators in their work context. The two items include: “because of the DTCs my registration 
activities have increased” (from this point forward denoted by increased registration due to 
DTCs) and “I am hardly influenced by the introduction of performance indicators” (R) (denoted 
by influence of performance indicators). A 5-point Likert scale ranging from 1 (completely true) 
to 5 (completely false) was used.  
 
Mediator variable 
With four self-constructed items, inspired by the autonomy scale of De Jonghe (1995), we 
measured respondents’ perceptions of individual autonomy over different aspects of their job. 
Sample items include: “the possibility to decide how I perform my job based on my own 
professional knowledge and experience” and “the possibility to set up my own work 
schedule”. A 5-point response scale ranging from 1 (to a very limited extent) to 5 (to a very 

                                       
7 Academic hospitals were excluded because they are confronted with the introduction of market principles 
much less than general hospitals, hence their share in the price-competitive B-segment is relatively small. 

 

 

large extent) was used. The “autonomy” scale was validated and attained a Cronbach alpha of 
.76 for medical specialists and .59 for nurses. The considerable difference in scale reliability 
among the two professional groups suggests that the items measured are not closely related 
to an equal degree among nurses and medical specialists. Between-group variance thus exists 
in the extent to which the items form an underlying construct, which we labelled individual 
autonomy. For the sake of comparability, we decided not to eliminate items in the individual 
autonomy scale for the nursing group. We also conducted a factor analysis for the nursing 
group in SPSS, including the four items written to tap individual autonomy, and these items 
fell within one factor (all factor loadings > .55). This suggests that the items do measure the 
same underlying dimension.  
 
Dependent variable 
Intrinsic job satisfaction measured satisfaction with intrinsic job characteristics, using a 6-item 
scale. We used a modified version of the validated intrinsic job satisfaction scale of Hirschfeld 
(2000). Sample items include: individual autonomy, work complexity, work pace and overall 
level of satisfaction with fulfilment found in the job. A 5-point response scale ranging from 1 
(very dissatisfied) to 5 (very satisfied) was used. The Cronbach alpha for intrinsic job 
satisfaction was .79 for medical specialists and .77 for nurses.  
 
5.4.3 Method of analysis  
To test our moderated-mediation model (Figure 5.1) we examined whether degree of 
professionalism moderated the model parameters, i.e. 1) the extent to which different 
professional groups are exposed to the performance-based contracting variables (comparing 
means), 2) the direct relationship between performance-based contracting (Figure 5.1, path 
A1) and individual autonomy, 3) the direct relationship between performance-based 
contracting and intrinsic job satisfaction (Figure 5.1, path A2), and 4) the indirect relationships 
between performance-based contracting and job satisfaction via individual autonomy (Figure 
5.1, path B1). To examine the potential moderating role of professionalism, our theoretical 
model was tested separately for each professional group.  

For the present study we analyzed our theoretical model (Figure 5.1) using the full 
information maximum likelihood (FIML) method under Mplus version 7 software (Muthén & 
Muthén, 2010), which applies the expectation maximization algorithm to missing data (Little 
& Rubin, 1987). We used the bootstrapping resampling technique with the default settings in 
Mplus to accommodate for the non-normal distribution of indirect effects confidence intervals 
and to assess the stability and generalizability of our mediation model (Preacher & Hayes, 
2007). 
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.76 for medical specialists and .59 for nurses. The considerable difference in scale reliability 
among the two professional groups suggests that the items measured are not closely related 
to an equal degree among nurses and medical specialists. Between-group variance thus exists 
in the extent to which the items form an underlying construct, which we labelled individual 
autonomy. For the sake of comparability, we decided not to eliminate items in the individual 
autonomy scale for the nursing group. We also conducted a factor analysis for the nursing 
group in SPSS, including the four items written to tap individual autonomy, and these items 
fell within one factor (all factor loadings > .55). This suggests that the items do measure the 
same underlying dimension.  
 
Dependent variable 
Intrinsic job satisfaction measured satisfaction with intrinsic job characteristics, using a 6-item 
scale. We used a modified version of the validated intrinsic job satisfaction scale of Hirschfeld 
(2000). Sample items include: individual autonomy, work complexity, work pace and overall 
level of satisfaction with fulfilment found in the job. A 5-point response scale ranging from 1 
(very dissatisfied) to 5 (very satisfied) was used. The Cronbach alpha for intrinsic job 
satisfaction was .79 for medical specialists and .77 for nurses.  
 
5.4.3 Method of analysis  
To test our moderated-mediation model (Figure 5.1) we examined whether degree of 
professionalism moderated the model parameters, i.e. 1) the extent to which different 
professional groups are exposed to the performance-based contracting variables (comparing 
means), 2) the direct relationship between performance-based contracting (Figure 5.1, path 
A1) and individual autonomy, 3) the direct relationship between performance-based 
contracting and intrinsic job satisfaction (Figure 5.1, path A2), and 4) the indirect relationships 
between performance-based contracting and job satisfaction via individual autonomy (Figure 
5.1, path B1). To examine the potential moderating role of professionalism, our theoretical 
model was tested separately for each professional group.  

For the present study we analyzed our theoretical model (Figure 5.1) using the full 
information maximum likelihood (FIML) method under Mplus version 7 software (Muthén & 
Muthén, 2010), which applies the expectation maximization algorithm to missing data (Little 
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and to assess the stability and generalizability of our mediation model (Preacher & Hayes, 
2007). 
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Figure 5.1 Theoretically moderated mediation model  
 
  

 

 

 

 

 

 

 

 

 

 

Note: Moderated mediation model in which the relationship between performance-based contracting and intrinsic job 
satisfaction is mediated by individual autonomy. We examined whether the model parameters are mediated by degree of 
professionalism. Note that professionalism represents two professionals groups: medical specialists and nurses.  
 

 
“The bootstrap is an approach to estimating properties of estimators based on samples drawn 
from the a proxy for the sampling distribution of the original observations” (Bolin & Stine, 
1990: 117). The re-sampled parameter estimates function as population. To analyze our 
moderated-mediation model, the bootstrapped confidence intervals are used to indicate the 
95 percent probability that the estimate will lie between the lower and upper values of the 
interval. When the confidence interval does not include zero, the null hypothesis is rejected 
and the effect is assumed to be present (Van der Schoot et al., 2011). When testing the 
moderation effect of different groups, overlapping confidence intervals reveal that a specific 
model parameter (e.g. the relationship between the independent and the dependent variable) 
is not different between groups.  

Model-fit decisions were based on the chi-square statistic as well as on other 
goodness-of-fit indices (GFIs), including the comparative fit index (CFI), the Tucker-Lewis Fit 
Index (TLI) and the root mean square error of approximation (RMSEA). The CFI and TLI do not 
depend on sample size. If the model fits perfectly, the fit indices should have a value of 1. 
Usually a value of at least .90 is required to accept a model, while a value of at least .95 is 
required to judge a model fit as good (Hox & Bechger, 1998). RMSEA values assess how well a 
given model approximates the true model, and values lower than .05 (Byrne, 2001) are 
generally thought to indicate a good fit between the model and the data. 
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5.5 Results  
5.5.1 Response rate 
A total of 194 medical specialists and 239 nurses submitted responses. Of the nurses, 15 
completed only the first part of the survey; 29 respondents had been working in hospital care 
less than five years and were therefore not able to respond to the questions related to 
performance-based contracting. Those respondents were discarded from the analyses. Based 
on an estimated total number of professionals approached, the response rate was determined 
to be about 30 percent for both groups, providing a final sample of N=150 doctors and N=195 
nurses. As a rule of thumb, for testing relatively simple models without latent variables using 
structural equation modelling the minimum sample size-to-parameter ratio is at least 5:1 
(Bentler & Chou, 1987). In this study, with 18 free parameters (q) to be estimated, the 
minimum sample size (N) required would be N= 90 for each group. 

In our sample, 55 percent of the medical specialists was 50 years or older, compared 
to 37 percent in the population; 77 percent was male, compared to 66 percent in the 
population (Capaciteitsorgaan, 2010). In our sample, 27 percent of the nurses was 50 years or 
older, compared to 38 percent in the population in 2009; 13 percent was male, compared to 
17 percent in the population (Hellenthal, 2012).  
 
5.5.2 Descriptive results 
Descriptive statistics and correlations of the variables are presented in Table 5.1. As the table 
shows, not all bivariate correlations for the variables linked through our hypotheses were 
statistically significant. Interestingly – at least expressed in terms of simple association – there 
was no evidence of a relationship between the performance-based contracting indicators (i.e. 
increased registration due to DTCs and influence of performance-indicators) and individual 
autonomy and intrinsic job satisfaction. We now consider the results of the path analyses. 
 

Table 5.1 Correlations among the study variables for nurses and medical specialists  

 
 

Variable 1 2 3 4 5 6 
1. Gender M = .87/.23 -.07/-.31** .17*/-.03 -.02/.12 -.03/-.10 .08/-.11 
2. Age  M = 41.23/50.93 .02/.16 .01/-.05 -.12/.07 .13/.10 
3. Increased 

registration 
due to DTCs 

  M = 3.13/4.56 .20**/.10 .09/.09 .09/-.11 

4. Influence of 
performance 
indicators 

   M = 2.88/3.60 -.03/-.06 .04/-.04 

5. Individual 
autonomy     M = 2.67/3.52 .48**/.60** 

6. Intrinsic job 
satisfaction      M = 3.31/3.81 

Note: Nursing is the reference category. The means for “increased registration due to DTCs” and “influence of 
performance indicators” are based on one single item. 
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Figure 5.1 Theoretically moderated mediation model  
 
  

 

 

 

 

 

 

 

 

 

 

Note: Moderated mediation model in which the relationship between performance-based contracting and intrinsic job 
satisfaction is mediated by individual autonomy. We examined whether the model parameters are mediated by degree of 
professionalism. Note that professionalism represents two professionals groups: medical specialists and nurses.  
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A total of 194 medical specialists and 239 nurses submitted responses. Of the nurses, 15 
completed only the first part of the survey; 29 respondents had been working in hospital care 
less than five years and were therefore not able to respond to the questions related to 
performance-based contracting. Those respondents were discarded from the analyses. Based 
on an estimated total number of professionals approached, the response rate was determined 
to be about 30 percent for both groups, providing a final sample of N=150 doctors and N=195 
nurses. As a rule of thumb, for testing relatively simple models without latent variables using 
structural equation modelling the minimum sample size-to-parameter ratio is at least 5:1 
(Bentler & Chou, 1987). In this study, with 18 free parameters (q) to be estimated, the 
minimum sample size (N) required would be N= 90 for each group. 

In our sample, 55 percent of the medical specialists was 50 years or older, compared 
to 37 percent in the population; 77 percent was male, compared to 66 percent in the 
population (Capaciteitsorgaan, 2010). In our sample, 27 percent of the nurses was 50 years or 
older, compared to 38 percent in the population in 2009; 13 percent was male, compared to 
17 percent in the population (Hellenthal, 2012).  
 
5.5.2 Descriptive results 
Descriptive statistics and correlations of the variables are presented in Table 5.1. As the table 
shows, not all bivariate correlations for the variables linked through our hypotheses were 
statistically significant. Interestingly – at least expressed in terms of simple association – there 
was no evidence of a relationship between the performance-based contracting indicators (i.e. 
increased registration due to DTCs and influence of performance-indicators) and individual 
autonomy and intrinsic job satisfaction. We now consider the results of the path analyses. 
 

Table 5.1 Correlations among the study variables for nurses and medical specialists  

 
 

Variable 1 2 3 4 5 6 
1. Gender M = .87/.23 -.07/-.31** .17*/-.03 -.02/.12 -.03/-.10 .08/-.11 
2. Age  M = 41.23/50.93 .02/.16 .01/-.05 -.12/.07 .13/.10 
3. Increased 

registration 
due to DTCs 

  M = 3.13/4.56 .20**/.10 .09/.09 .09/-.11 

4. Influence of 
performance 
indicators 

   M = 2.88/3.60 -.03/-.06 .04/-.04 

5. Individual 
autonomy     M = 2.67/3.52 .48**/.60** 

6. Intrinsic job 
satisfaction      M = 3.31/3.81 

Note: Nursing is the reference category. The means for “increased registration due to DTCs” and “influence of 
performance indicators” are based on one single item. 

13004_Oomkens_BW.indd   121 13-08-15   10:33



Chapter 5

122

Chapter 5

 

 

Differences in exposure to performance-based contracting between professional groups  
Table 5.2 shows that medical specialists reported more often than nurses that registration-
related activities had increased due to DTCs. Compared to nurses, medical specialists also 
reported more often that performance indicators influence them. These results disprove 
Hypothesis 1, which states that nurses will be exposed to performance-based contracting to 
a greater extent than medical specialists.  
 
Table 5.2 Means (95% confidence intervals) of performance-based contracting variables for 
nurses and medical specialists separately 

 
5.5.3 Model estimation 
In the bootstrapping resampling procedure we created B = 5,000 bootstrapped data sets from 
the original data set, and bootstrapped the data to find the empirical standard errors and to 
establish confidence intervals for the FIML parameters. Each new data set contained N=343 
observations, and each observation was sampled with a replacement from the original data 
set. The standard errors of the 5,000 bootstrap iterations tended to have nearly identical 
values to those in the analysis without bootstrapping, thus strengthening our confidence in 
the stability of our model.  

The path coefficients in the theoretical model (Table 5.3, model 1), also including 
background variables, were reviewed to see whether any paths could be removed or added 
to improve model fit. For economy’s sake we removed all the non-significant paths leading to 
our final model (Table 5.3, Figure 5.2).  
 
Relationship between performance-based contracting indicators and individual autonomy 
The next step was to examine whether the performance-based contracting indicators 
(“increased registration due to DTCs” and “influence of performance indicators”) influence 
levels of individual autonomy (after controlling for age and gender). Table 5.3 shows that no 
direct relationship between increased registration activities due to DTCs and individual 
autonomy was found in our first model. The confidence intervals included zero for both 
groups, therefore the null-hypothesis cannot be rejected and the relationship assumed was 
not present (medical specialists: β = .09, 95 percent CI [-.13, .33]; nurses: β = .12, 95 percent 
CI [-.02, .17]). Table 5.3 also shows that there was no relationship between the experienced 
influence of performance indicators and individual autonomy either (medical specialists: β 
= -.06, 95 percent CI [-.18, .06]; nurses: β = -.05, 95 percent CI [-.14, .07]). Inconsistently with 
Hypothesis 3, no relationships were found between the elements of performance-based 

 Nurses Medical specialists 
Increased registration due to DTCs 3.13 (2.98–3.29) 4.56 (4.45–4.67)* 
Influence of performance indicators 2.88 (2.74–3.03) 3.60 (3.44–3.76)* 
Note: Overlapping confidence intervals indicate an absence of differences between the two groups.  
* Indicates significant group difference. 

 

 

contracting and individual autonomy, and the nature and strength of this relationship did not 
vary between the two professional groups.  
 

Table 5.3 Betas and confidence intervals for model 1 and the final model  
 Nurses Medical specialists 
MODEL 1   

GEN  AUT -.06 [-.46, .23] -.08 [-.44, .13] 
AGE  AUT -.13 [-.02, .00] .03 [-.02, .02] 
DTC  AUT .12 [-.02, .17] .09 [-.13, .33] 
PI  AUT -.05 [-.14, .07] -.06 [-.18, .09] 
GEN  IJS .11 [-.05, .46] -.03 [-.22, .12] 
AGE  IJS .20 [.00, .02] .08 [-.00, .02] 
DTC  IJS .00 [-.07, .08] -.18 [-.27, -.03]  
PI  IJS .05 [-.04, .11] .02 [-.07, .09] 
AUT  IJS .51 [.33, .59] .61 [.35, .56] 
DTC WITH PI* .20 [.05, .40] .10 [-.03, .16] 

FINAL MODEL   

GEN  AUT n.s. n.s. 
AGE  AUT n.s. n.s. 
DTC  AUT n.s. n.s. 
PI  AUT n.s. n.s. 
GEN  IJS n.s. n.s. 
AGE  IJS .19 [.00, .02] n.s. 
DTC  IJS n.s. .16 [-.25, -.03] 
PI  IJS n.s. n.s. 
AUT  IJS .46 [.31, .56] .61 [.35, .55] 
DTC WITH PI* .20 [.05, .40] n.s. 

* Correlation instead of beta. “n.s.” indicates non-significant path. 
 
Relationship between performance-based contracting indicators and intrinsic job satisfaction 
It appears that the degree of professionalism moderated the relationship between “increased 
registration due to DTCs” and intrinsic job satisfaction (Table 5.3). The bias-corrected 
bootstrap 95 percent confidence intervals of the standardized coefficient for this association 
in model 1 (Table 5.3) indicate a significant direct negative relationship between increased 
registration due to DTCs and intrinsic job satisfaction within the group of medical specialists 
(β = -.18, 95 percent CI [-.27, -.03]). This relationship was non-significant for the nursing group 
(β = .00, 95 percent CI [-.07, .08]), as the confidence interval included zero. Table 5.3 (model 
1) furthermore shows that there was no significant relationship between influence of 
performance indicators on intrinsic job satisfaction (medical specialists: β = -.02, 95 percent CI 
[-.07, .09]; nurses: β = .05, 95 percent CI [-.04, .11]). Again, these results partly contradict 
Hypothesis 2, which states there is a negative relationship between performance-based 
contracting and intrinsic job satisfaction and that this will be stronger among nurses than 
among medical specialists. Although the direction of the relationship between the 
performance-based contracting component “influence of performance indicators” and job 
satisfaction is negative, and although the degree of professionalism did moderate the 
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Differences in exposure to performance-based contracting between professional groups  
Table 5.2 shows that medical specialists reported more often than nurses that registration-
related activities had increased due to DTCs. Compared to nurses, medical specialists also 
reported more often that performance indicators influence them. These results disprove 
Hypothesis 1, which states that nurses will be exposed to performance-based contracting to 
a greater extent than medical specialists.  
 
Table 5.2 Means (95% confidence intervals) of performance-based contracting variables for 
nurses and medical specialists separately 

 
5.5.3 Model estimation 
In the bootstrapping resampling procedure we created B = 5,000 bootstrapped data sets from 
the original data set, and bootstrapped the data to find the empirical standard errors and to 
establish confidence intervals for the FIML parameters. Each new data set contained N=343 
observations, and each observation was sampled with a replacement from the original data 
set. The standard errors of the 5,000 bootstrap iterations tended to have nearly identical 
values to those in the analysis without bootstrapping, thus strengthening our confidence in 
the stability of our model.  

The path coefficients in the theoretical model (Table 5.3, model 1), also including 
background variables, were reviewed to see whether any paths could be removed or added 
to improve model fit. For economy’s sake we removed all the non-significant paths leading to 
our final model (Table 5.3, Figure 5.2).  
 
Relationship between performance-based contracting indicators and individual autonomy 
The next step was to examine whether the performance-based contracting indicators 
(“increased registration due to DTCs” and “influence of performance indicators”) influence 
levels of individual autonomy (after controlling for age and gender). Table 5.3 shows that no 
direct relationship between increased registration activities due to DTCs and individual 
autonomy was found in our first model. The confidence intervals included zero for both 
groups, therefore the null-hypothesis cannot be rejected and the relationship assumed was 
not present (medical specialists: β = .09, 95 percent CI [-.13, .33]; nurses: β = .12, 95 percent 
CI [-.02, .17]). Table 5.3 also shows that there was no relationship between the experienced 
influence of performance indicators and individual autonomy either (medical specialists: β 
= -.06, 95 percent CI [-.18, .06]; nurses: β = -.05, 95 percent CI [-.14, .07]). Inconsistently with 
Hypothesis 3, no relationships were found between the elements of performance-based 

 Nurses Medical specialists 
Increased registration due to DTCs 3.13 (2.98–3.29) 4.56 (4.45–4.67)* 
Influence of performance indicators 2.88 (2.74–3.03) 3.60 (3.44–3.76)* 
Note: Overlapping confidence intervals indicate an absence of differences between the two groups.  
* Indicates significant group difference. 

 

 

contracting and individual autonomy, and the nature and strength of this relationship did not 
vary between the two professional groups.  
 

Table 5.3 Betas and confidence intervals for model 1 and the final model  
 Nurses Medical specialists 
MODEL 1   

GEN  AUT -.06 [-.46, .23] -.08 [-.44, .13] 
AGE  AUT -.13 [-.02, .00] .03 [-.02, .02] 
DTC  AUT .12 [-.02, .17] .09 [-.13, .33] 
PI  AUT -.05 [-.14, .07] -.06 [-.18, .09] 
GEN  IJS .11 [-.05, .46] -.03 [-.22, .12] 
AGE  IJS .20 [.00, .02] .08 [-.00, .02] 
DTC  IJS .00 [-.07, .08] -.18 [-.27, -.03]  
PI  IJS .05 [-.04, .11] .02 [-.07, .09] 
AUT  IJS .51 [.33, .59] .61 [.35, .56] 
DTC WITH PI* .20 [.05, .40] .10 [-.03, .16] 

FINAL MODEL   

GEN  AUT n.s. n.s. 
AGE  AUT n.s. n.s. 
DTC  AUT n.s. n.s. 
PI  AUT n.s. n.s. 
GEN  IJS n.s. n.s. 
AGE  IJS .19 [.00, .02] n.s. 
DTC  IJS n.s. .16 [-.25, -.03] 
PI  IJS n.s. n.s. 
AUT  IJS .46 [.31, .56] .61 [.35, .55] 
DTC WITH PI* .20 [.05, .40] n.s. 

* Correlation instead of beta. “n.s.” indicates non-significant path. 
 
Relationship between performance-based contracting indicators and intrinsic job satisfaction 
It appears that the degree of professionalism moderated the relationship between “increased 
registration due to DTCs” and intrinsic job satisfaction (Table 5.3). The bias-corrected 
bootstrap 95 percent confidence intervals of the standardized coefficient for this association 
in model 1 (Table 5.3) indicate a significant direct negative relationship between increased 
registration due to DTCs and intrinsic job satisfaction within the group of medical specialists 
(β = -.18, 95 percent CI [-.27, -.03]). This relationship was non-significant for the nursing group 
(β = .00, 95 percent CI [-.07, .08]), as the confidence interval included zero. Table 5.3 (model 
1) furthermore shows that there was no significant relationship between influence of 
performance indicators on intrinsic job satisfaction (medical specialists: β = -.02, 95 percent CI 
[-.07, .09]; nurses: β = .05, 95 percent CI [-.04, .11]). Again, these results partly contradict 
Hypothesis 2, which states there is a negative relationship between performance-based 
contracting and intrinsic job satisfaction and that this will be stronger among nurses than 
among medical specialists. Although the direction of the relationship between the 
performance-based contracting component “influence of performance indicators” and job 
satisfaction is negative, and although the degree of professionalism did moderate the 
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association, the relationship is stronger among doctors than among nurses and not the other 
way around. 
 
Indirect relationship between performance-based contracting indicators and intrinsic job 
satisfaction via individual autonomy  
We found a direct positive relationship between individual autonomy and intrinsic job 
satisfaction (Figure 5.2 path C) for both professional groups. Overlapping confidence intervals 
revealed that this relationship was not different between the two professional groups, which 
indicated that the association between individual autonomy and job satisfaction was similar 
for medical specialists and nurses (medical specialists: β = .61, 95 percent CI [.35, .55]; nurses: 
β = .50, 95 percent CI [.33, .59]). Because none of the performance-based contracting 
indicators were significantly related to individual autonomy (Figure 5.2, path A1 and path A2), 
an indirect relationship between increased registration due to DTCs and influence of 
performance indicators on intrinsic job satisfaction via individual autonomy was absent. As 
such, Hypothesis 4, which states that degree of professionalism would moderate the indirect 
relationship between performance-based contracting and intrinsic job satisfaction via 
individual autonomy, must be rejected. The explained variance of the nursing model was 29 
percent. The explained variance of the model for medical specialists was 40 percent. 
 
Figure 5.2 Results moderated mediation analyses  
 

 

 

 

 

 

 

 

 

 

 

Note: Results of the moderated mediation analyses showing the relationships separately for medical specialists (M) and 
nurses (have N), after controlling for age and gender. Paths A1 and A2 show the betas of the relationships between increased 
registration due to DGRs and the influence of performance indicators and autonomy. Paths B1 and B2 show the betas for the 
relationship with intrinsic job satisfaction. Path C shows the relationship between autonomy and intrinsic job satisfaction. 
The final moderated mediation model with standardized coefficients (β) is shown in Figure 5.2 (χ2 = 27.79; df = 22; p = .18; 
CFI =.96 ; TLI = .96; RMSEA =.04).  
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The path diagram and the goodness-of-fit indices for the final model are presented in Figure 
5.2. After removing the specific non-significant paths, estimation of the revised model 
improved over the theoretical model and fit the data adequately. The chi-square was non-
significant, χ2 = 27.790; df = 22; p = .18 (> .05), indicating that there was no significant 
difference between the observed and the model-implied covariance matrices. The values of 
the fit indices were CFI = .96, TLI = .96 and RMSEA = .04, indicating good model fit. It was 
decided to accept this one as the final model.  
 
5.6 Discussion & Conclusion  
The present study has examined whether the extent to which different healthcare workers 
are exposed to performance-based contracting in particular varies between professions in 
hospital care. We examined a moderated-mediation model in which individual autonomy was 
expected to mediate the relationship between performance-based contracting and intrinsic 
job satisfaction, and in which degree of professionalism was expected to influence the 
strength of the direct relationships between performance-based contracting and individual 
autonomy and between performance-based contracting and intrinsic job satisfaction.  

Using a survey of 343 hospital care professionals, our empirical findings are consistent 
with the view that exposure to performance-based contracting varies between professions 
with distinct institutional positions (Ackroyd, Kirkpatrick & Walker, 2007), as our results 
demonstrate clear variances in exposure to performance-based contracting between 
professional groups in hospital care. Paradoxically, we found an overall higher level of 
exposure to performance-based contracting instruments among medical specialists than 
among nurses. This contrasts with previous studies on exposure to NPM, which claim that the 
actual exposure to NPM instruments is limited, particularly among highly professionalized 
groups including medical specialists (Le Grand, 1999; Van der Veen, 2013). Our findings 
indicate that a higher degree of professionalism does not necessarily function as a buffer when 
it comes to the extent of exposure to NPM policy instruments. On the one hand, the results 
can be interpreted as an increase of purchasers’ control over professional medical work (cf. 
Diefenbach, 2009), as the DTCs and performance indicators can be used by purchasers as a 
tool to hold professionals accountable for their performance. On the other hand, the 
involvement of medical specialists in performance measurement systems that are used in 
performance-based contracting may also suggest that occupational control has now expanded 
to a new domain of measuring professional performance (cf. Muzio & Kirkpatrick, 2011). This 
chimes with theories on professionals’ attempts to control their work domain (MacDonald 
1995), as it may be a strategy to maintain control over assessment of their work and over 
reimbursements of medical services (DTCs) (Hasaart, 2011). It is important to take notice of 
the specific nature of the performance indicators (Van de Ven & Schut, 2009) and the DTC 
system (see Hasaart, 2011) in the Netherlands, where DTCs cover medical diagnoses and 
treatments instead of nursing tasks and the performance indicators used refer to quality of 
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association, the relationship is stronger among doctors than among nurses and not the other 
way around. 
 
Indirect relationship between performance-based contracting indicators and intrinsic job 
satisfaction via individual autonomy  
We found a direct positive relationship between individual autonomy and intrinsic job 
satisfaction (Figure 5.2 path C) for both professional groups. Overlapping confidence intervals 
revealed that this relationship was not different between the two professional groups, which 
indicated that the association between individual autonomy and job satisfaction was similar 
for medical specialists and nurses (medical specialists: β = .61, 95 percent CI [.35, .55]; nurses: 
β = .50, 95 percent CI [.33, .59]). Because none of the performance-based contracting 
indicators were significantly related to individual autonomy (Figure 5.2, path A1 and path A2), 
an indirect relationship between increased registration due to DTCs and influence of 
performance indicators on intrinsic job satisfaction via individual autonomy was absent. As 
such, Hypothesis 4, which states that degree of professionalism would moderate the indirect 
relationship between performance-based contracting and intrinsic job satisfaction via 
individual autonomy, must be rejected. The explained variance of the nursing model was 29 
percent. The explained variance of the model for medical specialists was 40 percent. 
 
Figure 5.2 Results moderated mediation analyses  
 

 

 

 

 

 

 

 

 

 

 

Note: Results of the moderated mediation analyses showing the relationships separately for medical specialists (M) and 
nurses (have N), after controlling for age and gender. Paths A1 and A2 show the betas of the relationships between increased 
registration due to DGRs and the influence of performance indicators and autonomy. Paths B1 and B2 show the betas for the 
relationship with intrinsic job satisfaction. Path C shows the relationship between autonomy and intrinsic job satisfaction. 
The final moderated mediation model with standardized coefficients (β) is shown in Figure 5.2 (χ2 = 27.79; df = 22; p = .18; 
CFI =.96 ; TLI = .96; RMSEA =.04).  
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The path diagram and the goodness-of-fit indices for the final model are presented in Figure 
5.2. After removing the specific non-significant paths, estimation of the revised model 
improved over the theoretical model and fit the data adequately. The chi-square was non-
significant, χ2 = 27.790; df = 22; p = .18 (> .05), indicating that there was no significant 
difference between the observed and the model-implied covariance matrices. The values of 
the fit indices were CFI = .96, TLI = .96 and RMSEA = .04, indicating good model fit. It was 
decided to accept this one as the final model.  
 
5.6 Discussion & Conclusion  
The present study has examined whether the extent to which different healthcare workers 
are exposed to performance-based contracting in particular varies between professions in 
hospital care. We examined a moderated-mediation model in which individual autonomy was 
expected to mediate the relationship between performance-based contracting and intrinsic 
job satisfaction, and in which degree of professionalism was expected to influence the 
strength of the direct relationships between performance-based contracting and individual 
autonomy and between performance-based contracting and intrinsic job satisfaction.  

Using a survey of 343 hospital care professionals, our empirical findings are consistent 
with the view that exposure to performance-based contracting varies between professions 
with distinct institutional positions (Ackroyd, Kirkpatrick & Walker, 2007), as our results 
demonstrate clear variances in exposure to performance-based contracting between 
professional groups in hospital care. Paradoxically, we found an overall higher level of 
exposure to performance-based contracting instruments among medical specialists than 
among nurses. This contrasts with previous studies on exposure to NPM, which claim that the 
actual exposure to NPM instruments is limited, particularly among highly professionalized 
groups including medical specialists (Le Grand, 1999; Van der Veen, 2013). Our findings 
indicate that a higher degree of professionalism does not necessarily function as a buffer when 
it comes to the extent of exposure to NPM policy instruments. On the one hand, the results 
can be interpreted as an increase of purchasers’ control over professional medical work (cf. 
Diefenbach, 2009), as the DTCs and performance indicators can be used by purchasers as a 
tool to hold professionals accountable for their performance. On the other hand, the 
involvement of medical specialists in performance measurement systems that are used in 
performance-based contracting may also suggest that occupational control has now expanded 
to a new domain of measuring professional performance (cf. Muzio & Kirkpatrick, 2011). This 
chimes with theories on professionals’ attempts to control their work domain (MacDonald 
1995), as it may be a strategy to maintain control over assessment of their work and over 
reimbursements of medical services (DTCs) (Hasaart, 2011). It is important to take notice of 
the specific nature of the performance indicators (Van de Ven & Schut, 2009) and the DTC 
system (see Hasaart, 2011) in the Netherlands, where DTCs cover medical diagnoses and 
treatments instead of nursing tasks and the performance indicators used refer to quality of 
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medical procedures and surgeries instead of nursing work. In this sense, the exposure of 
hospital care professionals to performance measurement systems and the influence of such 
systems may be dependent on the nature of case-based funding systems and of the 
performance indicators used.  
 Unlike several studies that claim a negative effect of performance measurement on 
professionals working in public service organizations (Hoggett, 1996; Butterfield et al., 2005), 
we did not find any indication of a negative association between influence of performance 
indicators experienced by professionals on either individual autonomy (cf. Flynn, Williams & 
Pickard, 1996; Schepers & Casparie, 1999; Levay & Waks, 2009) or intrinsic job satisfaction. 
While both nurses and medical specialists indicate that they do experience an influence of 
performance indicators, the absence of a negative association may suggest that the impact of 
performance measurement on the traditionally autonomous work setting of professionals is 
minimal (Christensen & Lægreid, 2009; Le Grand, 1999). With regard to the second 
performance-based contracting element measured in this study, we found no significant 
relationship between an increase in registration activities due to DTCs and levels of individual 
autonomy. Unlike some other studies (Broadbent & Laughlin, 2002; Diefenbach, 2009), this 
finding supports the idea that the implementation of the DTC system does not considerably 
alter professional work in terms of hospital care professionals not having less individual 
autonomy in their daily work. Consequently, our findings do not confirm our model of 
moderated-mediation in which individual autonomy was expected to mediate the relationship 
between performance-based contracting and intrinsic job satisfaction.  

Nonetheless, the results of our study do show that degree of professionalism 
moderates the negative direct relationship between an increase in registration activities due 
to DTCs and intrinsic job satisfaction. Interestingly, and contrary to our expectations, while 
such a medium effect is absent among nurses, medical specialists experience lower levels of 
satisfaction with the content of their job when they report a stronger increase in registration 
activities due to DTCs. This negative direction of the relationship is in line with existing studies, 
which state that professionals dislike the time-intensive involvement with registration 
systems (Hoggett, 1996; Oostenbrink & Rutten, 2006; Tummers, 2012). 
  Some limitations of the present study should be taken into account. Our study was 
cross-sectional and relied exclusively on self-report measures; therefore it isn’t possible to 
infer cogent causal relationships. We cannot rule out reverse causation either. Second, the 
results of this study, as well as the implications drawn, should be interpreted in light of the 
context. Although the large number of hospital care professionals involved – working in 
different hospitals – increased the study’s generalizability, caution should be exercised 
generalizing this to other public sector domains or other countries. This is because the 
strength of the relationship between NPM – and performance-based contracting in particular 
– and professional work may depend on a) the stage of the policy under study (timing), given 
that effects may become more pronounced as program maturity increases, and b) the way the 

 

 

policy is implemented in the targeted organizations, in this case Dutch hospitals. Due to the 
limited number of organizations (N = < 20) included in this study, we could not use parameter 
estimates that are robust to non-independence of observations (Maas & Hox, 2005). Given 
the hierarchic data structure – medical specialists’ and nurses’ work in departments at specific 
hospitals – future studies may need to factor in the influence of the hospital and the 
department when conducting analyses at an employee level.  
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medical procedures and surgeries instead of nursing work. In this sense, the exposure of 
hospital care professionals to performance measurement systems and the influence of such 
systems may be dependent on the nature of case-based funding systems and of the 
performance indicators used.  
 Unlike several studies that claim a negative effect of performance measurement on 
professionals working in public service organizations (Hoggett, 1996; Butterfield et al., 2005), 
we did not find any indication of a negative association between influence of performance 
indicators experienced by professionals on either individual autonomy (cf. Flynn, Williams & 
Pickard, 1996; Schepers & Casparie, 1999; Levay & Waks, 2009) or intrinsic job satisfaction. 
While both nurses and medical specialists indicate that they do experience an influence of 
performance indicators, the absence of a negative association may suggest that the impact of 
performance measurement on the traditionally autonomous work setting of professionals is 
minimal (Christensen & Lægreid, 2009; Le Grand, 1999). With regard to the second 
performance-based contracting element measured in this study, we found no significant 
relationship between an increase in registration activities due to DTCs and levels of individual 
autonomy. Unlike some other studies (Broadbent & Laughlin, 2002; Diefenbach, 2009), this 
finding supports the idea that the implementation of the DTC system does not considerably 
alter professional work in terms of hospital care professionals not having less individual 
autonomy in their daily work. Consequently, our findings do not confirm our model of 
moderated-mediation in which individual autonomy was expected to mediate the relationship 
between performance-based contracting and intrinsic job satisfaction.  

Nonetheless, the results of our study do show that degree of professionalism 
moderates the negative direct relationship between an increase in registration activities due 
to DTCs and intrinsic job satisfaction. Interestingly, and contrary to our expectations, while 
such a medium effect is absent among nurses, medical specialists experience lower levels of 
satisfaction with the content of their job when they report a stronger increase in registration 
activities due to DTCs. This negative direction of the relationship is in line with existing studies, 
which state that professionals dislike the time-intensive involvement with registration 
systems (Hoggett, 1996; Oostenbrink & Rutten, 2006; Tummers, 2012). 
  Some limitations of the present study should be taken into account. Our study was 
cross-sectional and relied exclusively on self-report measures; therefore it isn’t possible to 
infer cogent causal relationships. We cannot rule out reverse causation either. Second, the 
results of this study, as well as the implications drawn, should be interpreted in light of the 
context. Although the large number of hospital care professionals involved – working in 
different hospitals – increased the study’s generalizability, caution should be exercised 
generalizing this to other public sector domains or other countries. This is because the 
strength of the relationship between NPM – and performance-based contracting in particular 
– and professional work may depend on a) the stage of the policy under study (timing), given 
that effects may become more pronounced as program maturity increases, and b) the way the 

 

 

policy is implemented in the targeted organizations, in this case Dutch hospitals. Due to the 
limited number of organizations (N = < 20) included in this study, we could not use parameter 
estimates that are robust to non-independence of observations (Maas & Hox, 2005). Given 
the hierarchic data structure – medical specialists’ and nurses’ work in departments at specific 
hospitals – future studies may need to factor in the influence of the hospital and the 
department when conducting analyses at an employee level.  
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6.1 Introduction  
To deal with increasing pressures on healthcare budgets, governments in many Western 
countries have been exploring new approaches to healthcare governance based on business-
like public sector managerialism (Hood, 1991). The logic behind New Public Management 
(NPM) is that market-oriented forms of management and the creation of “quasi-markets” (Le 
Grand & Bartlett, 1993), in which service providers compete under strict governmental 
regulation, will enhance cost efficiency for governments and clients and will lead to greater 
consumer choice and higher-quality public services. One of the core aspects of NPM is 
performance-based contracting (Hood, 1991). This is “a tool that links monetary or material 
rewards to measurable actions or achievements in relation to predetermined performance 
targets” (Eichler & Levine, 2009: 6). With performance-based contracting, control of 
purchasers of care-providing organizations, and subsequently professional work, is arranged 
through monitoring, performance measurement and evaluation. In various countries 
performance-based contracting is regarded as a solution for the ongoing challenges of the 
healthcare sector, including the significant cost increases (OECD, 2010; Sutton et al., 2012).  

The compatibility of NPM instruments – including performance-based contracting – 
with professionalism is controversial though, as some scholars point to a “de-
professionalization” process that would be caused by NPM (Freidson, 2001; McLaughlin, 
Osborne & Ferlie, 2002; Tonkens, 2008); the market-based logic and businesslike values 
rooted in NPM approaches alter professional work and eventually reduce professionals’ 
individual autonomy and job satisfaction. Others have argued that certain particularly 
powerful and well-organized professions have been able to co-shape the introduction of NPM 
principles and retain high levels of individual autonomy (e.g. Muzio & Ackroyd, 2005; Ackroyd, 
Kirkpatrick & Walker, 2007; Christensen & Lægreid, 2009). This seems to suggest that the 
relationship between NPM and professional work “works” differently for distinct professional 
groups, depending on their ability to influence the introduction of NPM principles.  

In existing studies on the NPM-professionalism relationship the role of managers as 
“policy developers” is often neglected. It is assumed that managers play an important role in 
the relationship between NPM and professionalism, as managerial styles may shape policy 
implementation. Several studies found that the role of managers determines how instruments 
related to performance-based contracting, such as performance targets, are implemented in 
organizations (Curtice & Fraser, 2000; McDonald & Harrison, 2004; Plexus, 2010). Yet, there 
are reasons to assume that the position of managers varies across institutional settings, 
therefore their role in the relationship between performance-based contracting and 
professional work may be different in hospital care than in home care. For example, Ackroyd, 
Kirkpatrick and Walker (2007) found that in domains of public services dominated by 
“organized professions” (p. 9), including health care, managers are likely to be drawn from the 
ranks of the professions, making it likely that professionals’ control will be maintained instead 
of being fundamentally challenged.    

 

 

The lack of empirical research in which multiple professional groups are compared (cf. 
Bejerot & Hasselbladh, 2011) makes it difficult to find out if the strength of the relationship 
between NPM and professional work, and the role of managers herein, varies across 
professional groups. It is unclear whether professionals working in distinct institutional 
settings are confronted with and affected by NPM principles to the same extent. In the present 
study we contribute to the debate on NPM and professionalism by investigating how three 
professional groups in Dutch hospital care and home care – medical specialists, hospital nurses 
and home helps – are confronted with performance-based contracting. We also examine the 
relationships between professionals’ perceptions of management support, performance-
based contracting, individual autonomy, and intrinsic job satisfaction. The professional groups 
that are studied are characterized by different degrees of professionalism that reflect the 
variation in the institutional position of these professions, i.e. they vary in their level of 
corporate autonomy and in terms of their organizational work setting. 
 Most studies on the relationship between NPM and professional work are qualitative 
in nature and/or focus on a single professional group (e.g. Mechanic, 2000; Hampton & 
Hamption, 2004; Janus et al., 2008; Levay & Waks, 2009). In this study data were used from 
surveys conducted in 2009, 2010 and 2011 of a sample involving 95 home helps, 224 hospital 
nurses and 188 medical specialists in the Netherlands. Bootstrapping in structural equation 
modeling (SEM, i.e. path analysis) was used to test our theoretical model and enabled us to 
test the model including the hypothesized direct and indirect relationships simultaneously 
(Zhao et al., 2010). 

The aim of the present chapter is to understand the relationship between NPM – 
performance-based contracting in particular – and professional work across distinct 
professional groups. In order to reach this aim we first investigate time spent on performance-
based contracting related activities (i.e. client/patient related registration, organization-
related registration and performance indicators) and level of satisfaction with time spent on 
these activities. Second, we examine the direct relationship between management support 
and time spent on performance-based contracting-related activities. Third, we study the 
direct relationship between time spent on performance-based contracting-related activities 
and individual autonomy and intrinsic job satisfaction. Fourth, we study the potentially 
mediating role of individual autonomy in the relationship between contracting and intrinsic 
job satisfaction. For all the relationships we seek to find out if they are contingent on degree 
of professionalism, i.e. if degree of professionalism functions as a moderator in these 
relationships. 

The chapter is structured as follows; First, a theoretical framework ensues of the core 
concepts used to study the relationship between NPM and professionalism in health care, 
ending with our conceptual model. Second, the Dutch hospital care and home care sector and 
recent reforms are briefly described. Section 3 discusses the methods used, followed by the 
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6.1 Introduction  
To deal with increasing pressures on healthcare budgets, governments in many Western 
countries have been exploring new approaches to healthcare governance based on business-
like public sector managerialism (Hood, 1991). The logic behind New Public Management 
(NPM) is that market-oriented forms of management and the creation of “quasi-markets” (Le 
Grand & Bartlett, 1993), in which service providers compete under strict governmental 
regulation, will enhance cost efficiency for governments and clients and will lead to greater 
consumer choice and higher-quality public services. One of the core aspects of NPM is 
performance-based contracting (Hood, 1991). This is “a tool that links monetary or material 
rewards to measurable actions or achievements in relation to predetermined performance 
targets” (Eichler & Levine, 2009: 6). With performance-based contracting, control of 
purchasers of care-providing organizations, and subsequently professional work, is arranged 
through monitoring, performance measurement and evaluation. In various countries 
performance-based contracting is regarded as a solution for the ongoing challenges of the 
healthcare sector, including the significant cost increases (OECD, 2010; Sutton et al., 2012).  

The compatibility of NPM instruments – including performance-based contracting – 
with professionalism is controversial though, as some scholars point to a “de-
professionalization” process that would be caused by NPM (Freidson, 2001; McLaughlin, 
Osborne & Ferlie, 2002; Tonkens, 2008); the market-based logic and businesslike values 
rooted in NPM approaches alter professional work and eventually reduce professionals’ 
individual autonomy and job satisfaction. Others have argued that certain particularly 
powerful and well-organized professions have been able to co-shape the introduction of NPM 
principles and retain high levels of individual autonomy (e.g. Muzio & Ackroyd, 2005; Ackroyd, 
Kirkpatrick & Walker, 2007; Christensen & Lægreid, 2009). This seems to suggest that the 
relationship between NPM and professional work “works” differently for distinct professional 
groups, depending on their ability to influence the introduction of NPM principles.  

In existing studies on the NPM-professionalism relationship the role of managers as 
“policy developers” is often neglected. It is assumed that managers play an important role in 
the relationship between NPM and professionalism, as managerial styles may shape policy 
implementation. Several studies found that the role of managers determines how instruments 
related to performance-based contracting, such as performance targets, are implemented in 
organizations (Curtice & Fraser, 2000; McDonald & Harrison, 2004; Plexus, 2010). Yet, there 
are reasons to assume that the position of managers varies across institutional settings, 
therefore their role in the relationship between performance-based contracting and 
professional work may be different in hospital care than in home care. For example, Ackroyd, 
Kirkpatrick and Walker (2007) found that in domains of public services dominated by 
“organized professions” (p. 9), including health care, managers are likely to be drawn from the 
ranks of the professions, making it likely that professionals’ control will be maintained instead 
of being fundamentally challenged.    

 

 

The lack of empirical research in which multiple professional groups are compared (cf. 
Bejerot & Hasselbladh, 2011) makes it difficult to find out if the strength of the relationship 
between NPM and professional work, and the role of managers herein, varies across 
professional groups. It is unclear whether professionals working in distinct institutional 
settings are confronted with and affected by NPM principles to the same extent. In the present 
study we contribute to the debate on NPM and professionalism by investigating how three 
professional groups in Dutch hospital care and home care – medical specialists, hospital nurses 
and home helps – are confronted with performance-based contracting. We also examine the 
relationships between professionals’ perceptions of management support, performance-
based contracting, individual autonomy, and intrinsic job satisfaction. The professional groups 
that are studied are characterized by different degrees of professionalism that reflect the 
variation in the institutional position of these professions, i.e. they vary in their level of 
corporate autonomy and in terms of their organizational work setting. 
 Most studies on the relationship between NPM and professional work are qualitative 
in nature and/or focus on a single professional group (e.g. Mechanic, 2000; Hampton & 
Hamption, 2004; Janus et al., 2008; Levay & Waks, 2009). In this study data were used from 
surveys conducted in 2009, 2010 and 2011 of a sample involving 95 home helps, 224 hospital 
nurses and 188 medical specialists in the Netherlands. Bootstrapping in structural equation 
modeling (SEM, i.e. path analysis) was used to test our theoretical model and enabled us to 
test the model including the hypothesized direct and indirect relationships simultaneously 
(Zhao et al., 2010). 

The aim of the present chapter is to understand the relationship between NPM – 
performance-based contracting in particular – and professional work across distinct 
professional groups. In order to reach this aim we first investigate time spent on performance-
based contracting related activities (i.e. client/patient related registration, organization-
related registration and performance indicators) and level of satisfaction with time spent on 
these activities. Second, we examine the direct relationship between management support 
and time spent on performance-based contracting-related activities. Third, we study the 
direct relationship between time spent on performance-based contracting-related activities 
and individual autonomy and intrinsic job satisfaction. Fourth, we study the potentially 
mediating role of individual autonomy in the relationship between contracting and intrinsic 
job satisfaction. For all the relationships we seek to find out if they are contingent on degree 
of professionalism, i.e. if degree of professionalism functions as a moderator in these 
relationships. 

The chapter is structured as follows; First, a theoretical framework ensues of the core 
concepts used to study the relationship between NPM and professionalism in health care, 
ending with our conceptual model. Second, the Dutch hospital care and home care sector and 
recent reforms are briefly described. Section 3 discusses the methods used, followed by the 
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results of the statistical analyses in Section 4. The final section contains the discussion and 
conclusion. 
 
Contracting in Dutch home care and hospital care 
This section briefly discusses the most important developments that took place in contracting 
of home and hospital care in the Netherlands between the 1990s and 2010. In the 1990s, 
purchasing healthcare was characterized by non-selective contracting, retrospective financing 
and the absence of performance measurement. According to the Dutch government, this 
contracting approach was thought to hamper health insurers’ effective and efficient 
purchasing of care, increase waiting lists, lack patient orientation, and limit innovation and 
transparency in professional work (Ministry of Health, 2001). Between the 1990s and 2010 
the Dutch government tried to elicit market principles in home care and hospital care by 
introducing performance-based contracting. The Dutch government expected the system of 
performance-based contracting to be able to deal effectively with the dominance of 
professions in health care and their assumed lack of patient orientation as well as with the 
inefficiency of centralized planning mechanisms that had been dominant in the 1980s and the 
early 1990s (Ministry of Health, 2001; NZa, 2012, 2013). In both home care and hospital care 
the government aimed to establish regulated competition and organize control of professional 
work through performance measurement and performance evaluation. Spurred by 
competition, private (both for-profit and not-for-profit) health insurers were expected to act 
as prudent purchasers of home care and hospital care based on provider performance. 
Depending on the outcomes of performance measurement, high-performing providers would 
be rewarded with contracts while poor performers would lose contracts (Maarse & Paulus, 
2011). Since 2005, both in home care and hospital care health insurance companies measure 
the performance of providers in terms of price and volume of services as well as on the quality 
of these services extensively (OECD, 2010; Schut & Van de Ven, 2011; Klazinga, Anema & Ten 
Asbroek, 2012; Mandour & Wevers, 2012).  
 
6.2 Theoretical framework 
6.2.1 Consequences of performance-based contracting for professional work  
The use of performance measurement and evaluation, and the registration systems that come 
with it, are inherent to performance-based contracting (Van Thiel & Leeuw, 2002; Figueras, 
Robinson & Jakubowski, 2005; Levay & Waks, 2009). Purchasers require performance 
information so that care providers can be held accountable for their performance. Research 
on a Dutch health insurance company concluded that Dutch healthcare professionals spend 
approximately 38 percent of their working time on “non-care-related activities”, including 
monitoring and filling out declaration forms on behalf of purchasing agencies (Menzis, 2010). 
Great differences were found between different institutional settings in health care though: 
in hospital care 46 percent of the time is devoted to non-patient/client related activities, while 

 

 

in the home care sector this is 31 percent. Among managers in Dutch health care 92 percent 
has argued that administrative tasks among professionals have increased between 2005 and 
2010, while it also appears that healthcare professionals prefer fewer registration and 
administration tasks (Plexus, 2010). Among healthcare professionals there seems to be a 
tendency to resent registration-related activities. The underlying reason could be that 
professionals would rather focus on their core task of delivering care instead of performing 
administrative tasks, plus they may have little influence on the way registration takes place 
and on the number of registration tasks (ibidem). Various scholars have claimed that 
performance measurement systems requiring additional work in terms of filling out forms and 
writing reports reduce autonomy and create dissatisfaction among professionals in health 
care (Hoggett, 1996; Butterfield et al., 2005; Oostenbrink & Rutten, 2006).  

This brings us to the broader relationship between NPM measures – including 
performance-based contracting – and the autonomy and job satisfaction of professionals, 
which is heavily debated in the scholarly literature. According to Larson (1977), the pursuit of 
autonomy is a core characteristic of professions. To bring precision into the discussion on the 
consequences of NPM measures for professionals’ autonomy, it is important to distinguish 
corporate from individual autonomy (Coburn, 1999). Corporate autonomy refers to control of 
the profession over admission into the occupation, work standards and quality criteria for 
professionals’ work (Batey & Lewis, 1982). Individual autonomy can be defined as individual 
professionals’ perception of the “opportunity of freedom, inherent in the job, to determine a 
variety of task elements” (De Jonge & Schaufeli, 1998: 393), based upon inter-professional 
training, supervision and skills development. In the literature, autonomy is related to 
professional well-being (Taris & Schaufeli, 2015). More specifically, among healthcare 
professionals, individual autonomy has proven to be an important indicator of job satisfaction 
(Burdi & Baker, 1999; Smith, 2001; Dunn, Wilson & Esterman, 2005; Koyner et al., 2006), 
particularly for intrinsic job satisfaction, indicating how people feel about their tasks or their 
work content (Willem, Buelens & De Jonghe, 2007). Several authors have argued that 
professionals’ individual autonomy is restricted by market and managerialist principles (e.g. 
Power, 1997; Clarke & Newman, 1997; Broadbent & Laughlin, 2002; Diefenbach, 2009), or 
claim a negative effect of the introduction of market mechanisms on job satisfaction among 
healthcare professionals (Smith, 2001; Davies et al., 2003; Bolton, 2004; Kirkpatrick et al., 
2005). In another stream of literature, the increasing importance of performance 
measurement and evaluation and the greater emphasis on financial goals and efficiency is 
acknowledged, yet these scholars claim that professional dominance remains entrenched in 
public services (Le Grand, 1999; Ackroyd, Kirkpatrick & Walker, 2007; Bejerot & Hasselbladh, 
2011). In this strand of literature it is argued that powerful and well-organized occupational 
groups might be able to employ strategies that are inherently defensive and resistant, in order 
to protect individual professional autonomy (MacDonald, 1995; Muzio & Ackroyd, 2005; 
Ackroyd, Kirkpatrick & Walker, 2007; Christensen & Lægreid 2009; Le Grand, 2009). These 
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results of the statistical analyses in Section 4. The final section contains the discussion and 
conclusion. 
 
Contracting in Dutch home care and hospital care 
This section briefly discusses the most important developments that took place in contracting 
of home and hospital care in the Netherlands between the 1990s and 2010. In the 1990s, 
purchasing healthcare was characterized by non-selective contracting, retrospective financing 
and the absence of performance measurement. According to the Dutch government, this 
contracting approach was thought to hamper health insurers’ effective and efficient 
purchasing of care, increase waiting lists, lack patient orientation, and limit innovation and 
transparency in professional work (Ministry of Health, 2001). Between the 1990s and 2010 
the Dutch government tried to elicit market principles in home care and hospital care by 
introducing performance-based contracting. The Dutch government expected the system of 
performance-based contracting to be able to deal effectively with the dominance of 
professions in health care and their assumed lack of patient orientation as well as with the 
inefficiency of centralized planning mechanisms that had been dominant in the 1980s and the 
early 1990s (Ministry of Health, 2001; NZa, 2012, 2013). In both home care and hospital care 
the government aimed to establish regulated competition and organize control of professional 
work through performance measurement and performance evaluation. Spurred by 
competition, private (both for-profit and not-for-profit) health insurers were expected to act 
as prudent purchasers of home care and hospital care based on provider performance. 
Depending on the outcomes of performance measurement, high-performing providers would 
be rewarded with contracts while poor performers would lose contracts (Maarse & Paulus, 
2011). Since 2005, both in home care and hospital care health insurance companies measure 
the performance of providers in terms of price and volume of services as well as on the quality 
of these services extensively (OECD, 2010; Schut & Van de Ven, 2011; Klazinga, Anema & Ten 
Asbroek, 2012; Mandour & Wevers, 2012).  
 
6.2 Theoretical framework 
6.2.1 Consequences of performance-based contracting for professional work  
The use of performance measurement and evaluation, and the registration systems that come 
with it, are inherent to performance-based contracting (Van Thiel & Leeuw, 2002; Figueras, 
Robinson & Jakubowski, 2005; Levay & Waks, 2009). Purchasers require performance 
information so that care providers can be held accountable for their performance. Research 
on a Dutch health insurance company concluded that Dutch healthcare professionals spend 
approximately 38 percent of their working time on “non-care-related activities”, including 
monitoring and filling out declaration forms on behalf of purchasing agencies (Menzis, 2010). 
Great differences were found between different institutional settings in health care though: 
in hospital care 46 percent of the time is devoted to non-patient/client related activities, while 

 

 

in the home care sector this is 31 percent. Among managers in Dutch health care 92 percent 
has argued that administrative tasks among professionals have increased between 2005 and 
2010, while it also appears that healthcare professionals prefer fewer registration and 
administration tasks (Plexus, 2010). Among healthcare professionals there seems to be a 
tendency to resent registration-related activities. The underlying reason could be that 
professionals would rather focus on their core task of delivering care instead of performing 
administrative tasks, plus they may have little influence on the way registration takes place 
and on the number of registration tasks (ibidem). Various scholars have claimed that 
performance measurement systems requiring additional work in terms of filling out forms and 
writing reports reduce autonomy and create dissatisfaction among professionals in health 
care (Hoggett, 1996; Butterfield et al., 2005; Oostenbrink & Rutten, 2006).  

This brings us to the broader relationship between NPM measures – including 
performance-based contracting – and the autonomy and job satisfaction of professionals, 
which is heavily debated in the scholarly literature. According to Larson (1977), the pursuit of 
autonomy is a core characteristic of professions. To bring precision into the discussion on the 
consequences of NPM measures for professionals’ autonomy, it is important to distinguish 
corporate from individual autonomy (Coburn, 1999). Corporate autonomy refers to control of 
the profession over admission into the occupation, work standards and quality criteria for 
professionals’ work (Batey & Lewis, 1982). Individual autonomy can be defined as individual 
professionals’ perception of the “opportunity of freedom, inherent in the job, to determine a 
variety of task elements” (De Jonge & Schaufeli, 1998: 393), based upon inter-professional 
training, supervision and skills development. In the literature, autonomy is related to 
professional well-being (Taris & Schaufeli, 2015). More specifically, among healthcare 
professionals, individual autonomy has proven to be an important indicator of job satisfaction 
(Burdi & Baker, 1999; Smith, 2001; Dunn, Wilson & Esterman, 2005; Koyner et al., 2006), 
particularly for intrinsic job satisfaction, indicating how people feel about their tasks or their 
work content (Willem, Buelens & De Jonghe, 2007). Several authors have argued that 
professionals’ individual autonomy is restricted by market and managerialist principles (e.g. 
Power, 1997; Clarke & Newman, 1997; Broadbent & Laughlin, 2002; Diefenbach, 2009), or 
claim a negative effect of the introduction of market mechanisms on job satisfaction among 
healthcare professionals (Smith, 2001; Davies et al., 2003; Bolton, 2004; Kirkpatrick et al., 
2005). In another stream of literature, the increasing importance of performance 
measurement and evaluation and the greater emphasis on financial goals and efficiency is 
acknowledged, yet these scholars claim that professional dominance remains entrenched in 
public services (Le Grand, 1999; Ackroyd, Kirkpatrick & Walker, 2007; Bejerot & Hasselbladh, 
2011). In this strand of literature it is argued that powerful and well-organized occupational 
groups might be able to employ strategies that are inherently defensive and resistant, in order 
to protect individual professional autonomy (MacDonald, 1995; Muzio & Ackroyd, 2005; 
Ackroyd, Kirkpatrick & Walker, 2007; Christensen & Lægreid 2009; Le Grand, 2009). These 
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authors argue that the “de-professionalization” thesis fails to recognize the extent to which 
professionals have colonized welfare state institutions and contend that the effect of NPM on 
professional work is actually limited. The different views in the two strands of literature on 
the relationship between NPM and professional work seem to suggest that the negative 
relationship is prevalent mainly among less-professionalized groups who have little influence 
over the introduction of NPM. From the literature review it therefore appears that the 
relationship between the presence of market and managerialist principles and professionals’ 
working environment is dependent on the institutional context in which these NPM principles 
are introduced.  
 
6.2.2 The role of managers in the relationship between contracting and professional work 
In the present study the role of managers in the relationship between contracting and 
professional work is taken into consideration, as previous studies have shown that there is a 
relationship between managers’ role and the implementation of performance-based 
contracting-related activities, such as performance targets (Wistow et al., 1994; Curtice & 
Fraser, 2000; McDonald & Harrison, 2004; Plexus, 2010). Management style may thus affect 
how new policies are implemented in organizations (Noordegraaf, Meurs & Montijn-
Stoopendaal, 2005). Professionals seem to value supportive management styles in which 
managers consult professionals or their colleagues when designing implementation processes 
for new policies (Tummers, 2012). Managers are not only expected to relate to the 
implementation of contracting – supportive managers also appear to have a positive influence 
on both professionals’ autonomy (Parry-Jones et al., 1998; Anseel & Lievens, 2007; Coomber 
& Barriball, 2007; Delp et al., 2010) and job satisfaction (Wong & Cummings, 2009). 
 And yet, the ability of managers to shape the implementation of new policies seems 
to be dependent on the institutional setting in which the manager operates. Among highly 
professionalized groups, managers are likely to be drawn from the ranks of the professions. 
This makes it more likely that professional control will remain entrenched, rather than be 
challenged (Ackroyd, Kirkpatrick & Walker, 2007). Other studies also indicate that in hospital 
care, nurses, a less professionalized group, are confronted more often with managerial control 
than medical specialists (Fitzgerald & Ferlie, 2000; Attree, 2005). This suggests that the 
position of managers is dependent on the institutional position of the profession in the sector. 
For example, organizations can be considered as sites for professional colonization for salaried 
workers (Ackroyd, 1996; Adler & Kwon, 2007). Salaried workers usually have less freedom 
than self-employed practitioners to control their working conditions and may therefore be 
more dependent on managers for their ability to work autonomously. It seems that self-
employed professionals usually face less pressure from the organization’s management than 
salaried workers (Collins, 1990; Evetts, 2011). The relationship between management support 
and individual autonomy and job satisfaction may therefore vary for different types of 
professionals.  

 

 

6.2.3 Professionalism as a moderator?  
There are reasons to assume that the relationships between management support, 
performance-based contracting, individual autonomy and intrinsic job satisfaction may be 
contingent on the institutional position in which professions operate. Previous studies have 
indicated that the institutional arrangements that are in place shape new policy trajectories 
that are developed and implemented (Ashton, 2002; Ackroyd, Kirkpatrick & Walker, 2007). 
Pollitt and Bouckaert, for example, point to a pattern in UK health services in which “the 
powerful professions have been better able to postpone or deflect the tide of measurement 
than other groups” (2004: 88). Consequently, in the UK the work of nurses has been measured 
far more extensively than the activities of medical specialists. Hence in order to improve our 
understanding of the relationship between policy reforms and professional work it is 
worthwhile to consider the “origins and character of the institutions” at which reforms are 
directed considered (Ackroyd, Kirkpatrick & Walker, 2007: 12). Because of the distinct 
institutional positions of medical specialists, hospital nurses and home helps it is questionable 
whether performance-based contracting “works” similarly across professional groups.    
 Connecting institutional theories and sociological theories on professionalism, it 
becomes clear that degrees of professionalism exist which reflect the variation in the 
institutional position of professions. While institutional theories relate the degree of 
professionalism to professions’ ability to initiate or mediate institutional change (e.g. 
DiMaggio & Powell, 1983; Suddaby & Viale, 2011), sociological theories (Etzioni 1969, Larson, 
1977; Freidson 1979, 2001) focus on the distinguished characteristics of occupational groups 
that reflect different degrees of professionalism. In the present study an approach is used 
where degrees of professionalism reflect professions’ distinct institutional position in terms 
of level of corporate autonomy and specific work setting. In their attempt to control work and 
employment, professions seek control over access, and therefore closure, of the profession. 
This is referred to as corporate autonomy: control of the profession over admission into it, 
work standards and quality criteria for professionals’ work (Batey & Lewis, 1982). The level of 
corporate autonomy is said to influence the level of professionals’ individual autonomy in their 
daily working life (Coburn, 1999). It is subsequently reasoned that more individual work 
autonomy implies that professionals are more satisfied with their work activities. Work 
settings of professions may vary in terms of location (organizational setting versus periphery) 
(Freidson, 1970; Van der Boom, 2008). Working in the periphery and absence of managers’ 
interference and supervision can provide professionals with more individual autonomy. It is 
also argued that self-employed professionals have a greater ability to control their work 
conditions than salaried professionals (Collins, 1990; Evetts, 2011). 
 From the aforementioned literature review we may conclude that degree of 
professionalism moderates the relationships between NPM and professional work, i.e. the 
degree of professionalism affects the strength of the relationship between management 
support, performance-based contracting, individual autonomy and intrinsic job satisfaction.  
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authors argue that the “de-professionalization” thesis fails to recognize the extent to which 
professionals have colonized welfare state institutions and contend that the effect of NPM on 
professional work is actually limited. The different views in the two strands of literature on 
the relationship between NPM and professional work seem to suggest that the negative 
relationship is prevalent mainly among less-professionalized groups who have little influence 
over the introduction of NPM. From the literature review it therefore appears that the 
relationship between the presence of market and managerialist principles and professionals’ 
working environment is dependent on the institutional context in which these NPM principles 
are introduced.  
 
6.2.2 The role of managers in the relationship between contracting and professional work 
In the present study the role of managers in the relationship between contracting and 
professional work is taken into consideration, as previous studies have shown that there is a 
relationship between managers’ role and the implementation of performance-based 
contracting-related activities, such as performance targets (Wistow et al., 1994; Curtice & 
Fraser, 2000; McDonald & Harrison, 2004; Plexus, 2010). Management style may thus affect 
how new policies are implemented in organizations (Noordegraaf, Meurs & Montijn-
Stoopendaal, 2005). Professionals seem to value supportive management styles in which 
managers consult professionals or their colleagues when designing implementation processes 
for new policies (Tummers, 2012). Managers are not only expected to relate to the 
implementation of contracting – supportive managers also appear to have a positive influence 
on both professionals’ autonomy (Parry-Jones et al., 1998; Anseel & Lievens, 2007; Coomber 
& Barriball, 2007; Delp et al., 2010) and job satisfaction (Wong & Cummings, 2009). 
 And yet, the ability of managers to shape the implementation of new policies seems 
to be dependent on the institutional setting in which the manager operates. Among highly 
professionalized groups, managers are likely to be drawn from the ranks of the professions. 
This makes it more likely that professional control will remain entrenched, rather than be 
challenged (Ackroyd, Kirkpatrick & Walker, 2007). Other studies also indicate that in hospital 
care, nurses, a less professionalized group, are confronted more often with managerial control 
than medical specialists (Fitzgerald & Ferlie, 2000; Attree, 2005). This suggests that the 
position of managers is dependent on the institutional position of the profession in the sector. 
For example, organizations can be considered as sites for professional colonization for salaried 
workers (Ackroyd, 1996; Adler & Kwon, 2007). Salaried workers usually have less freedom 
than self-employed practitioners to control their working conditions and may therefore be 
more dependent on managers for their ability to work autonomously. It seems that self-
employed professionals usually face less pressure from the organization’s management than 
salaried workers (Collins, 1990; Evetts, 2011). The relationship between management support 
and individual autonomy and job satisfaction may therefore vary for different types of 
professionals.  

 

 

6.2.3 Professionalism as a moderator?  
There are reasons to assume that the relationships between management support, 
performance-based contracting, individual autonomy and intrinsic job satisfaction may be 
contingent on the institutional position in which professions operate. Previous studies have 
indicated that the institutional arrangements that are in place shape new policy trajectories 
that are developed and implemented (Ashton, 2002; Ackroyd, Kirkpatrick & Walker, 2007). 
Pollitt and Bouckaert, for example, point to a pattern in UK health services in which “the 
powerful professions have been better able to postpone or deflect the tide of measurement 
than other groups” (2004: 88). Consequently, in the UK the work of nurses has been measured 
far more extensively than the activities of medical specialists. Hence in order to improve our 
understanding of the relationship between policy reforms and professional work it is 
worthwhile to consider the “origins and character of the institutions” at which reforms are 
directed considered (Ackroyd, Kirkpatrick & Walker, 2007: 12). Because of the distinct 
institutional positions of medical specialists, hospital nurses and home helps it is questionable 
whether performance-based contracting “works” similarly across professional groups.    
 Connecting institutional theories and sociological theories on professionalism, it 
becomes clear that degrees of professionalism exist which reflect the variation in the 
institutional position of professions. While institutional theories relate the degree of 
professionalism to professions’ ability to initiate or mediate institutional change (e.g. 
DiMaggio & Powell, 1983; Suddaby & Viale, 2011), sociological theories (Etzioni 1969, Larson, 
1977; Freidson 1979, 2001) focus on the distinguished characteristics of occupational groups 
that reflect different degrees of professionalism. In the present study an approach is used 
where degrees of professionalism reflect professions’ distinct institutional position in terms 
of level of corporate autonomy and specific work setting. In their attempt to control work and 
employment, professions seek control over access, and therefore closure, of the profession. 
This is referred to as corporate autonomy: control of the profession over admission into it, 
work standards and quality criteria for professionals’ work (Batey & Lewis, 1982). The level of 
corporate autonomy is said to influence the level of professionals’ individual autonomy in their 
daily working life (Coburn, 1999). It is subsequently reasoned that more individual work 
autonomy implies that professionals are more satisfied with their work activities. Work 
settings of professions may vary in terms of location (organizational setting versus periphery) 
(Freidson, 1970; Van der Boom, 2008). Working in the periphery and absence of managers’ 
interference and supervision can provide professionals with more individual autonomy. It is 
also argued that self-employed professionals have a greater ability to control their work 
conditions than salaried professionals (Collins, 1990; Evetts, 2011). 
 From the aforementioned literature review we may conclude that degree of 
professionalism moderates the relationships between NPM and professional work, i.e. the 
degree of professionalism affects the strength of the relationship between management 
support, performance-based contracting, individual autonomy and intrinsic job satisfaction.  
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The occupational groups examined in the present study – home helps, hospital nurses 
and medical specialists – are characterized by theoretically interesting variations to their 
institutional position and therefore their degree of professionalism. Scholars generally 
consider medicine to be a highly specialized profession (Freidson, 2001), as it refers to 
complex and specialized care work that includes diagnosis, treatment and disease prevention. 
Nursing and care work, on the other hand, are generally referred to as a “caring professions” 
(Abbott and & Wallace, 1990) or “semi-professions” (Etzioni, 1969). These professions differ 
from “full” professions in that “their training is shorter, their status is less legitimated, their 
right to privileged communication is less established, there is less of a specialized body of 
knowledge, and they have less autonomy from supervision or societal control” (Etzioni, 1969, 
p. v). In short, more corporate autonomy and a more independent working environment are 
associated with higher degrees of professionalism.  

No distinction is made in the literature between nursing and care work. However, in 
the Dutch context hospital nursing is associated with higher degrees of professionalism than 
the care work provided by home helps. Both professions have a professional code of conduct 
and work on a salaried basis, yet unlike home helps, hospital nurses have a sheltered position 
in the Netherlands because the title of “nurse” is protected by the Individual Healthcare 
Professions Act (Wet op de beroepen in de individuele gezondheidszorg). Also, nursing work is 
more complex than the work of home helps, which is indicated by the length of training and 
the “reserved procedures” (in Dutch, voorbehouden handelingen) that apply to nursing work. 
In terms of work location home helps have more individual autonomy than hospital nurses, 
since home helps work in the periphery of care while hospital nurses work in an organizational 
setting. Operating in a peripheral setting provides home care workers with control over 
practical decisions, as direct supervision from managers or other professionals is absent. 
 
Hypotheses  
Overall, we assume that professions characterized by a higher degree of professionalism have 
a greater ability than lower-ranked professions to create situations that harmonize with and 
preserve the interests of their profession. It is therefore expected that the time spent on 
performance-based contracting and satisfaction with this time distribution, as well as the 
relationships between management, performance-based contracting, individual autonomy 
and intrinsic job satisfaction will vary across professional groups. More specifically, based on 
the presented literature review, we hypothesize that: 

• the higher the degree of professionalism, the less time is spent on performance-based 
contracting-related activities (H1);  

• the higher the degree of professionalism, the more satisfied professionals are with the 
time spent on performance-based contracting-related activities (H2); 

• higher levels of management support relate to higher levels of professionals’ individual 
autonomy (H3a) and intrinsic job satisfaction (H3b); 

 

 

• higher levels of management support relate to professionals spending less time on 
performance-based contracting-related activities H4); 

• the higher the degree of professionalism, the stronger the negative direct relationship 
between time spent on performance-based contracting-related activities and 
individual autonomy (H5a) and intrinsic job satisfaction (H5b);  

• the higher the degree of professionalism, the stronger the negative indirect relationship 
between time spent on performance-based contracting-related activities and intrinsic 
job satisfaction via individual autonomy (H6).  

 
The first model in Figure 6.1 represents hypotheses 1 and 2 schematically; Figure 6.2 
represents hypotheses 3, 4, 5, and 6.  
 
Figure 6.1 Theoretical model 1: Group differences in time/satisfaction with time spent on 
performance-based contracting  
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in the Netherlands because the title of “nurse” is protected by the Individual Healthcare 
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more complex than the work of home helps, which is indicated by the length of training and 
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preserve the interests of their profession. It is therefore expected that the time spent on 
performance-based contracting and satisfaction with this time distribution, as well as the 
relationships between management, performance-based contracting, individual autonomy 
and intrinsic job satisfaction will vary across professional groups. More specifically, based on 
the presented literature review, we hypothesize that: 

• the higher the degree of professionalism, the less time is spent on performance-based 
contracting-related activities (H1);  

• the higher the degree of professionalism, the more satisfied professionals are with the 
time spent on performance-based contracting-related activities (H2); 

• higher levels of management support relate to higher levels of professionals’ individual 
autonomy (H3a) and intrinsic job satisfaction (H3b); 

 

 

• higher levels of management support relate to professionals spending less time on 
performance-based contracting-related activities H4); 

• the higher the degree of professionalism, the stronger the negative direct relationship 
between time spent on performance-based contracting-related activities and 
individual autonomy (H5a) and intrinsic job satisfaction (H5b);  

• the higher the degree of professionalism, the stronger the negative indirect relationship 
between time spent on performance-based contracting-related activities and intrinsic 
job satisfaction via individual autonomy (H6).  
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represents hypotheses 3, 4, 5, and 6.  
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Figure 6.2 Theoretical model 2: Moderated-mediation model  

 

 

 

 

 

 

 

 

 

 

 

Note: Dashed lines indicate correlational relationship. 

 
6.3 Methods  
6.3.1 Sampling  
To test the proposed model, in the period 2009-2010-2011 a survey was conducted in the 
western Netherlands among home care workers (including home helps and home nurses) 
employed by private home care organizations (2010) and among hospital nurses (2011) and 
medical specialists (2010/2011) employed by general8 regional hospitals providing regular 
secondary care, complex care and, to a smaller extent, primary referral care. We used a 
sampling frame of 464 home care workers, 780 hospital nurses and 500 medical specialists. 
Personalized invitations with one reminder questionnaire were used to approach them. 
Medical specialists were also approached by using a link to the questionnaire mentioned on 
websites of three medical associations. No incentive was offered to the healthcare 
professionals to complete the questionnaire.  

As a rule of thumb, for testing relatively simple models without latent variables using 
structural equation modelling the minimum sample size-to-parameter ratio is at least 5:1 

                                       
8 Academic hospitals were excluded because they are confronted with the introduction of market principles 
much less than general hospitals, hence their share in the price-competitive B-segment is relatively small. 
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(Bentler & Chou, 1987). In our study, with 25 free parameters (q) to be estimated, the 
minimum sample size (N) required would be N= 125 for each group. 
 
6.3.2 Measures  
We included age and gender (0=male, 1=female) as demographic control variables in the path 
analytic model. For reasons of parsimony we did not include other background variables. 

Management support was measured with two 4-item scales measuring respondents’ 
perception of the supportiveness of higher and middle managers (adapted version, Van der 
Wee 2000). Higher management includes members of the board of directors and/or the 
central management team. Middle management includes managers or leaders of work units, 
departments or teams. Sample items include: “The middle management of this organization 
supports [medical specialists/hospital nurses/home helps] sufficiently” and “The higher 
management of this organization takes [patients’/clients’] needs seriously”. A 5-point 
response scale ranging from 1 (completely disagree) to 5 (completely agree) was used. The 
scales for higher management had good reliability (Field, 2006) with Cronbach alphas of .87, 
.83 and .91, and .91, .91 and .88 for the middle-management scale for home helps, hospital 
nurses and medical specialists respectively.  

To ensure comparability between the three groups in our measurement of 
performance-based contracting we measured time spent on performance-based contracting-
related activities and satisfaction with this distribution, using three items: 1) time spent on 
client/patient-related registration tasks, 2) time spent on organization-related registration 
tasks and 3) time spent on performance indicators-related activities. To correspond with a 
professional’s background and work setting, slightly different questions were included in the 
questionnaires measuring the same underlying dimension. For the first item, hospital nurses 
and medical specialists were asked to indicate how much time (average number of hours per 
week) they spend on organization and registration on behalf of direct patient care (e.g. 
updating patient files). Home helps were asked to indicate how much time (average number 
of hours per week) they spend on organization and registration on behalf of clients (e.g. 
updating care plans). For the second item, hospital nurses and medical specialists were asked 
to indicate how much time (average number of hours per week) they spend on organization 
and registration on behalf of expense claims (e.g. filling in Diagnosis Treatment Combinations 
– DTCs9). We asked home helps how much time (average number of hours per week) they 
spend on organization and registration on behalf of the organization (e.g. time registration 
and providing “production” data). To cover the third item, hospital nurses and medical 
specialists were asked to indicate how much time (average number of hours per week) they 
spend on organization and registration on behalf of performance indicator sets (e.g. finding 
information and providing data for the Health Care Transparency Program). Home helps were 
asked how much time (average number of hours per week) they spend on preparing and 

                                       
9 The financing system in hospital care is based on product classifications, the DTCs. 
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To ensure comparability between the three groups in our measurement of 
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related activities and satisfaction with this distribution, using three items: 1) time spent on 
client/patient-related registration tasks, 2) time spent on organization-related registration 
tasks and 3) time spent on performance indicators-related activities. To correspond with a 
professional’s background and work setting, slightly different questions were included in the 
questionnaires measuring the same underlying dimension. For the first item, hospital nurses 
and medical specialists were asked to indicate how much time (average number of hours per 
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9 The financing system in hospital care is based on product classifications, the DTCs. 
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performing measurements on behalf of the Quality Framework Safe Care. These three items 
were included in the path analytic model. Because of variations in the number of working 
hours per week across the three professional groups, the hours spent on performance-based 
contracting-related registration and administrative tasks were calculated as a percentage of 
the total working hours per week.  

We also asked the three professional groups if they would rather spend more or less 
time on these three tasks. A 3-point response scale ranging from 1 to 3 (1 = I would rather 
spend less time on these tasks; 2 = I am satisfied with the time spent on these tasks; 3 = I 
would rather spend more time on these tasks). These items were used to compare levels of 
satisfaction with performance-based contracting-related tasks across the three professional 
groups and were not included in the path analysis. For the sake of coherence it was decided 
to focus on one dependent variable in our path analytical model: intrinsic job satisfaction. 
Intrinsic job satisfaction measured a more general level of fulfilment professionals found in 
their job. This means that satisfaction with performance-based contracting-related activities 
is not included in the path analysis, it is only included in the descriptive analysis. 

With four self-constructed items, inspired by the autonomy scale of De Jonghe (1995), 
we measured respondents’ perceptions of individual autonomy over different aspects of their 
job. Sample items include: “the possibility to decide how I perform my job based on my own 
professional knowledge and experience” and “the possibility to set up my own work 
schedule”. A 5-point response scale ranging from 1 (to a very limited extent) to 5 (to a very 
large extent) was used. The “individual autonomy” scale attained acceptable Cronbach alphas 
of .65 and .73 for home helps and medical specialists respectively (Boney-McCoy & Finkelhor, 
1995). With a Cronbach alpha of .59, scale reliability was debatable for hospital nurses. The 
considerable difference in scale reliability among the three professional groups suggests that 
the items measured are not closely related to an equal degree among professional groups. 
Between-group variance thus exists in the extent to which the items form an underlying 
construct, which we labelled autonomy. Nonetheless, for the sake of comparability we 
decided not to eliminate items from the autonomy scale. A factor analysis was conducted for 
the group of hospital nurses in SPSS, including the four items written to tap autonomy, and 
these items fell within one factor (all factor loadings > .55). This suggests that the items do 
measure the same underlying dimension, albeit with less reliability for hospital nurses. 

Intrinsic job satisfaction was measured using a single item. Respondents were asked 
about the level of fulfilment they find in their job. “Fulfilment” covers the intrinsic dimension 
of job satisfaction we sought to measure and refers to the feeling of being satisfied in one’s 
job when using professional skills and qualities and one’s ability to help clients. A 5-point 
response scale ranging from 1 (very dissatisfied) to 5 (very satisfied) was used. 
 
  

 

 

6.3.3 Method of analysis  

For the present study the full information maximum likelihood (FIML) method under Mplus 
software (Muthén and Muthén 2010) was used, which applies the expectation maximization 
algorithm to missing data (Little & Rubin, 1987). We tested our moderated-mediation model 
(Figure 6.2) by bootstrapping the confidence intervals of relationships and comparing 
relationships across the professional groups. The bootstrap is an approach to estimating 
properties of estimators based on samples drawn from the original observations (Bolin & 
Stine, 1990: 117). The re-sampled parameter estimates function as a proxy for the sampling 
distribution of the population. With small sample sizes, bootstrapped confidence intervals are 
usually superior to regression analyses (MacKinnon, Lockwood, & Williams, 2004). The 
bootstrapping resampling technique accommodates for the non-normal distribution of 
indirect effects confidence intervals used to assess the stability and generalizability of our 
moderated- mediation model (Preacher & Hayes, 2007). When testing the group differences 
for time/satisfaction with time spent on performance-based contracting related activities 
(Figure 6.1 theoretical model 1), overlapping confidence intervals reveal that a specific model 
parameter (e.g. time spent on performance indicators-related activities) does not differ 
between groups. To analyse our moderated-mediation model (Figure 6.2 theoretical model 
2), the bootstrapped confidence intervals are used to indicate the 95 percent probability that 
the estimate will lie between the lower and upper values of the interval. When the confidence 
interval does not include zero, the null hypothesis is rejected and the effect is assumed to be 
present (van der Schoot et al., 2011).  

Goodness of fit between the model and observed data was tested using a number of 
goodness-of-fit indices, as suggested by Kline (2011). In this study the chi-square statistic, the 
comparative fit index (CFI), the root mean square error of approximation (RMSEA) and the 
standardized root mean square residual (SRMR) are reported. Non-significant chi-square 
values signify model fit. Caution must be used when interpreting chi-square, because it is 
highly dependent on sample size. The CF Index does not depend on sample size. A CFI value 
of at least .95 is required to judge a model fit as “good” (Hox & Bechger, 1998). RMSEA is 
scaled as a badness-of-fit index and its values assess how well a given model approximates 
the true model where a value of zero indicates the best fit. RMSEA values < .05 are generally 
thought to indicate a good fit between model and data (Byrne, 2001). The SRMR is an absolute 
measure of fit and a value of zero signifies perfect fit. The SRMR can be defined as the 
standardized fit between the observed and the predicted correlation (Kline, 2010). Generally, 
a value < .06 is considered a good fit (Hu & Bentler, 1999). Incremental fit of the revised model 
over the baseline model – a model where all of the regression paths are assumed to be zero 
(i.e. a null model) – was assessed with the χ2/df fit value (Schermelleh-Engel & Moosbrugger, 
2003), in which values close to 2 or smaller indicate good model fit. The Akaike Information 
Criterion (AIC) statistic and the Bayesian Information Criterion (BIC) were also used to identify 
the best model. Smaller AIC and BIC values indicate better fit (Bowen & Guo, 2012). To 
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construct, which we labelled autonomy. Nonetheless, for the sake of comparability we 
decided not to eliminate items from the autonomy scale. A factor analysis was conducted for 
the group of hospital nurses in SPSS, including the four items written to tap autonomy, and 
these items fell within one factor (all factor loadings > .55). This suggests that the items do 
measure the same underlying dimension, albeit with less reliability for hospital nurses. 

Intrinsic job satisfaction was measured using a single item. Respondents were asked 
about the level of fulfilment they find in their job. “Fulfilment” covers the intrinsic dimension 
of job satisfaction we sought to measure and refers to the feeling of being satisfied in one’s 
job when using professional skills and qualities and one’s ability to help clients. A 5-point 
response scale ranging from 1 (very dissatisfied) to 5 (very satisfied) was used. 
 
  

 

 

6.3.3 Method of analysis  

For the present study the full information maximum likelihood (FIML) method under Mplus 
software (Muthén and Muthén 2010) was used, which applies the expectation maximization 
algorithm to missing data (Little & Rubin, 1987). We tested our moderated-mediation model 
(Figure 6.2) by bootstrapping the confidence intervals of relationships and comparing 
relationships across the professional groups. The bootstrap is an approach to estimating 
properties of estimators based on samples drawn from the original observations (Bolin & 
Stine, 1990: 117). The re-sampled parameter estimates function as a proxy for the sampling 
distribution of the population. With small sample sizes, bootstrapped confidence intervals are 
usually superior to regression analyses (MacKinnon, Lockwood, & Williams, 2004). The 
bootstrapping resampling technique accommodates for the non-normal distribution of 
indirect effects confidence intervals used to assess the stability and generalizability of our 
moderated- mediation model (Preacher & Hayes, 2007). When testing the group differences 
for time/satisfaction with time spent on performance-based contracting related activities 
(Figure 6.1 theoretical model 1), overlapping confidence intervals reveal that a specific model 
parameter (e.g. time spent on performance indicators-related activities) does not differ 
between groups. To analyse our moderated-mediation model (Figure 6.2 theoretical model 
2), the bootstrapped confidence intervals are used to indicate the 95 percent probability that 
the estimate will lie between the lower and upper values of the interval. When the confidence 
interval does not include zero, the null hypothesis is rejected and the effect is assumed to be 
present (van der Schoot et al., 2011).  

Goodness of fit between the model and observed data was tested using a number of 
goodness-of-fit indices, as suggested by Kline (2011). In this study the chi-square statistic, the 
comparative fit index (CFI), the root mean square error of approximation (RMSEA) and the 
standardized root mean square residual (SRMR) are reported. Non-significant chi-square 
values signify model fit. Caution must be used when interpreting chi-square, because it is 
highly dependent on sample size. The CF Index does not depend on sample size. A CFI value 
of at least .95 is required to judge a model fit as “good” (Hox & Bechger, 1998). RMSEA is 
scaled as a badness-of-fit index and its values assess how well a given model approximates 
the true model where a value of zero indicates the best fit. RMSEA values < .05 are generally 
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a value < .06 is considered a good fit (Hu & Bentler, 1999). Incremental fit of the revised model 
over the baseline model – a model where all of the regression paths are assumed to be zero 
(i.e. a null model) – was assessed with the χ2/df fit value (Schermelleh-Engel & Moosbrugger, 
2003), in which values close to 2 or smaller indicate good model fit. The Akaike Information 
Criterion (AIC) statistic and the Bayesian Information Criterion (BIC) were also used to identify 
the best model. Smaller AIC and BIC values indicate better fit (Bowen & Guo, 2012). To 
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facilitate comparison of our tested models – baseline model, theoretical model and revised 
model – goodness-of-fit values, fit indices and their corresponding cut-off criteria are 
summarized in Table 6.3. 
 To examine the potential moderating role of the degree of professionalism, we tested 
two competing models. In the first model we do not distinguish between professional groups, 
we test the theoretical model for the entire sample simultaneously without “degree of 
professionalism” as moderator (N = 507) (i.e. the single-group analysis). In the second model 
we tested our theoretical model, with “degree of professionalism” as a moderator. Here our 
theoretical model was tested separately for each professional group (i.e. the sub-group 
analysis). The Akaike information criteria (AIC) and the Bayesian information criteria (BIC) 
were used to compare the fit of the competing models in order to find out if level of 
professionalism functioned as moderator. In the case of Mplus, lower values for AIC and BIC 
indicate better fit. Large differences in information criteria in fit between the competing 
models indicate that one model fits much better than another. 
 

6.4 Results  

6.4.1 Response rate 
A total of 156 home care workers, 239 hospital nurses and 218 medical specialists submitted 
responses. Of the 156 home care workers, the sample included 43 home nurses. The 
institutional position of home nurses differs from that of home helps, and it is therefore 
assumed to be characterized by a distinct degree of professionalism. However, the group of 
home nurses was discarded from the analyses because the sample was too small to perform 
Structural Equation Modelling (SEM) analyses. Additionally, of the remaining 113 home helps 
18 respondents had missing values on (almost) all study variables and were therefore 
discarded. Of the hospital nurses, 14 respondents had missing values for (almost) all study 
variables. Those respondents were discarded from the analyses too. One respondent was 
regarded as an outlier10 and was removed from the dataset for the analyses. Of the medical 
specialists, 29 respondents had missing values for (almost) all study variables and one 
respondent was considered an outlier, so they were discarded from the analyses. This 
provides a final sample of N=95 home helps, N=224 hospital nurses and N=188 medical 
specialists. Based on an estimated total number of professionals approached, the overall 
response rate was determined to be 20 percent for home helps,11 31 percent for hospital 
nurses and 44 percent for medical specialists. According to the rule of thumb (Bentler & Chou, 
1987), sample sizes for hospital nurses and medical specialists easily met the required sample 

                                       
10 During data review it appeared that these individuals had entered obviously unrealistic values for the time 
spent on performance-based contracting-related activities (i.e. percentages adding up to a total exceeding 100 
percent of the total number of working hours).  
11 The actual response rate for home helps is higher than 20 percent, because the initial sample of 464 home 
care workers who received a questionnaire also included home nurses.  

 

 

size-to-parameter ratio. The sample size of home helps seems too small, yet we nonetheless 
decided to perform a path analysis because a bootstrap framework was used, and this can be 
applied even when sample sizes are moderate or small – that is, in the range of 20–80 cases 
(Efron & Tibshirani, 1993). 

In our sample, 34.5 percent of home helps was 50 years or older, compared to 30 
percent in the home helps population; 4.2 percent was male, compared to five percent in the 
home helps population (Panteia, 2014). In our sample, 24.7 percent of hospital nurses was 50 
years or older, compared to 38 percent in the 2009 hospital nurses’ population; 12.4 percent 
was male, compared to 17 percent in the hospital nurses’ population (Hellenthal, 2012). In our 
sample, 60.5 percent of the medical specialists was 50 years or older, compared to 37 percent 
in the medical specialists’ population; 78.4 percent was male, compared to 66 percent in the 
medical specialist’ population (Capaciteitsorgaan, 2010). Due the discrepancies between our 
sample and the population – especially among the medical specialists – we cannot rule out a 
possible non-response bias, as non-respondents may differ from respondents in terms of 
numerous other characteristics.   
 
6.4.2 Descriptive results 
Descriptive statistics and correlations of the variables are presented in Table 6.1. As the table 
shows, not all bivariate correlations assumed in our theoretical models for the variables linked 
were statistically significant. In terms of predictors, among home helps higher levels of middle 
support were related to more time spent on client-related registration tasks (r = .23; p < .05). 
Only among hospital nurses was a significant negative association found between time spent 
on organization-related registration tasks and intrinsic job satisfaction (r = -.15; p < .05). We 
now consider the results of group differences in time/satisfaction with time spent on 
performance-based contracting-related activities, and the results of the path analysis that was 
performed to test the moderated-mediation model. 
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regarded as an outlier10 and was removed from the dataset for the analyses. Of the medical 
specialists, 29 respondents had missing values for (almost) all study variables and one 
respondent was considered an outlier, so they were discarded from the analyses. This 
provides a final sample of N=95 home helps, N=224 hospital nurses and N=188 medical 
specialists. Based on an estimated total number of professionals approached, the overall 
response rate was determined to be 20 percent for home helps,11 31 percent for hospital 
nurses and 44 percent for medical specialists. According to the rule of thumb (Bentler & Chou, 
1987), sample sizes for hospital nurses and medical specialists easily met the required sample 
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spent on performance-based contracting-related activities (i.e. percentages adding up to a total exceeding 100 
percent of the total number of working hours).  
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size-to-parameter ratio. The sample size of home helps seems too small, yet we nonetheless 
decided to perform a path analysis because a bootstrap framework was used, and this can be 
applied even when sample sizes are moderate or small – that is, in the range of 20–80 cases 
(Efron & Tibshirani, 1993). 

In our sample, 34.5 percent of home helps was 50 years or older, compared to 30 
percent in the home helps population; 4.2 percent was male, compared to five percent in the 
home helps population (Panteia, 2014). In our sample, 24.7 percent of hospital nurses was 50 
years or older, compared to 38 percent in the 2009 hospital nurses’ population; 12.4 percent 
was male, compared to 17 percent in the hospital nurses’ population (Hellenthal, 2012). In our 
sample, 60.5 percent of the medical specialists was 50 years or older, compared to 37 percent 
in the medical specialists’ population; 78.4 percent was male, compared to 66 percent in the 
medical specialist’ population (Capaciteitsorgaan, 2010). Due the discrepancies between our 
sample and the population – especially among the medical specialists – we cannot rule out a 
possible non-response bias, as non-respondents may differ from respondents in terms of 
numerous other characteristics.   
 
6.4.2 Descriptive results 
Descriptive statistics and correlations of the variables are presented in Table 6.1. As the table 
shows, not all bivariate correlations assumed in our theoretical models for the variables linked 
were statistically significant. In terms of predictors, among home helps higher levels of middle 
support were related to more time spent on client-related registration tasks (r = .23; p < .05). 
Only among hospital nurses was a significant negative association found between time spent 
on organization-related registration tasks and intrinsic job satisfaction (r = -.15; p < .05). We 
now consider the results of group differences in time/satisfaction with time spent on 
performance-based contracting-related activities, and the results of the path analysis that was 
performed to test the moderated-mediation model. 
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6.4.3 Model estimation: group differences in time/satisfaction with time spent on 
performance-based contracting  
Inconsistently with Hypothesis 1, stating that the higher the degree of professionalism, the less 
time spent on performance-based contracting-related activities, Table 6.2 shows that hospital 
nurses as well as medical specialists spend significantly more time on client/patient-related 
registration tasks than home helps. However, medical specialists spend significantly less time 
on this type of registration tasks than hospital nurses. Overall, hospital nurses spend the most 
time on registration tasks related to clients/patients. In addition, hospital nurses spend 
significantly less time on organization-related tasks than home helps and medical specialists. 
Medical specialists and home helps spend the most time on registration tasks on behalf of the 
organization (for administrative purposes). No significant group differences were found for 
time spent on activities related to performance indicators between home helps and medical 
specialists or between hospital nurses and medical specialists. And yet, Table 6.2 shows that 
hospital nurses spend significantly more time on these activities than home helps.  
 It is furthermore shown in Table 6.2 that Hypothesis 2, stating that the higher the 
degree of professionalism, the more satisfied professionals are with the time spent on 
performance-based contracting-related activities, is falsified. Both hospital nurses and medical 
specialists are significantly less satisfied with time spent on client/patient-related registration 
tasks than home helps. Hospital nurses and medical specialists would rather spend less time 
on these type of registration tasks. All three professional groups would rather spend less time 
on organization-related registration tasks. Significant group differences were found between 
home helps and medical specialists (medical specialists being less satisfied than nurses) and 
between hospital nurses and medical specialists (medical specialists being less satisfied). 
Overall, medical specialists are the least satisfied with this type of registration activity. In 
terms of satisfaction with time spent on tasks related to performance indicators, medical 
specialists were again the least satisfied group and would rather spend less time on 
performance indicators. Home helps were overall satisfied with the amount of time spent on 
performance indicators-related activities. Medical specialists were significantly less satisfied 
with tasks related to performance indicators than both home helps and hospital nurses. 
Hospital nurses were significantly less satisfied with time spent on performance indicator-
related activities than home helps.  
 
  

13004_Oomkens_BW.indd   148 13-08-15   10:33



Comparing Healthcare & Care professionals

149

Ch
ap

te
r 6

  Ta
bl

e 
6.

1 
Co

rr
el

at
io

ns
 a

m
on

g 
th

e 
st

ud
y 

va
ria

bl
es

 fo
r h

om
e 

he
lp

s, 
ho

sp
ita

l n
ur

se
s a

nd
 m

ed
ica

l s
pe

cia
lis

ts
 se

pa
ra

te
ly

  
Va

ria
bl

e 
1 

2 
3 

4 
5 

6 
7 

8 
9 

10
 

11
 

12
 

1.
 G

en
de

r (
ge

n)
 

M
=.

96
 

.8
8 

.2
2 

.2
9*

* 
-.0

6 
-.3

0*
* 

-.0
8 

.0
5 

.0
8 

.1
6 

.1
0 

.2
2*

* 

-.1
4 

.0
7 

.1
5*

 

.1
1 

-.0
3 

-.0
1 

.1
5 

-.0
6 

-.0
5 

.0
2 

.0
1 

-.0
4 

-.0
3 

.0
4 

.1
1 

-.2
1 

.0
1 

..2
1*

* 

-.0
9 

-.0
4 

-.0
7 

.0
8 

.2
2*

* 
-.0

5 
2.

 A
ge

 (a
ge

) 
 

M
=4

3.
54

 
39

.6
7 

50
.6

2 

-.3
8*

* 
.1

1 
.2

0*
* 

-.1
1 

-.0
3 

.1
3 

-.0
8 

-.0
7 

-.0
9 

.1
7 

.1
4 

.0
1 

.0
4 

.0
4 

-.0
2 

-.0
5 

.1
8 

.0
9 

-.1
3 

-.0
4 

.0
0 

-.1
4 

.0
6 

-.0
7 

-.1
9 

-.1
0 

.0
5 

.0
0 

.1
3 

.1
4 

3.
 H

ig
he

r m
an

ag
em

en
t s

up
po

rt
 (h

m
s)

 
 

 
M

=3
.4

3 
3.

01
 

3.
47

 

.4
3*

* 
.4

9*
* 

.4
7*

* 

.1
1 

.0
0 

.0
3 

.0
1 

-.0
6 

-.1
0 

.0
8 

.0
5 

-.0
5 

.0
1 

.1
2 

.0
3 

.2
1 

.2
7*

* 
-.0

4 

.1
4 

.1
5*

 
.0

2 

.2
5*

 
.2

1*
* 

.1
5*

 

.2
6*

 
.3

4*
* 

.3
0*

* 
4.

 M
id

dl
e 

m
an

ag
em

en
t s

up
po

rt
 (m

m
s)

 
 

 
 

M
=3

.9
6 

3.
65

 
3.

48
 

.2
3*

 
-.0

3 
.0

1 

-.0
9 

-.0
5 

-.1
4 

.0
8 

.0
7 

-.1
2 

.0
1 

.0
7 

-.0
2 

.1
7 

.1
8*

 
-.0

2 

-.1
2 

.1
3 

.0
4 

.1
5 

.2
7*

* 
.1

1 

.4
0*

* 
.3

2*
* 

.1
7*

 
5.

 T
im

e 
sp

en
t o

n 
cli

en
t/

pa
tie

nt
-re

la
te

d 
re

gi
st

ra
tio

n 
ta

sk
s (

%
)*

 (r
cp

) 
 

 
 

 
M

=5
.6

5 
18

.9
4 

8.
70

 

-.0
1 

.0
8 

.2
2*

* 

.0
9 

.2
1*

* 
.1

6*
 

.1
0 

-.1
5*

* 
-.2

4*
* 

.0
6 

.0
8 

.0
5 

-.1
6 

.0
6 

-.0
2 

-.1
4 

-.0
6 

-.0
8 

.0
4 

-.0
8 

.0
8 

6.
 T

im
e 

sp
en

t o
n 

or
ga

ni
za

tio
n-

re
la

te
d 

re
gi

st
ra

tio
n 

ta
sk

s (
%

) (
ro

p)
 

 
 

 
 

 
M

=5
.4

3 
1.

37
 

4.
33

 

.1
3 

.4
2*

* 
.5

1*
* 

.1
5 

-.1
5*

 
-.1

8*
 

-.0
5 

-.3
0*

* 
-.2

7*
* 

.2
0 

-.1
9*

 
-.1

7*
 

.1
0 

-.0
5 

-.0
4 

.0
7 

-.1
5*

 
-.0

9 
7.

 T
im

e 
sp

en
t o

n 
ta

sk
s r

el
at

ed
 to

 
pe

rfo
rm

an
ce

 in
di

ca
to

rs
 (%

) (
pi

p)
 

 
 

 
 

 
 

M
=1

.6
0 

3.
21

 
2.

01
 

-.0
2 

-.0
5 

-.1
4 

.0
5 

-.1
5*

 
-.1

9*
 

.1
2 

-.1
6*

 
-.3

8*
* 

.1
3 

.0
0 

-.0
4 

.0
2 

-.1
2 

-.1
3 

8.
 S

at
isf

ac
tio

n*
* 

w
ith

 ti
m

e 
sp

en
t o

n 
cli

en
t/

pa
tie

nt
-re

la
te

d 
re

gi
st

ra
tio

n 
 ta

sk
s 

(tr
c)

 

 
 

 
 

 
 

 
M

=2
.0

5 
1.

67
 

1.
62

 

.2
2 

.2
6*

* 
.3

2*
* 

.4
4*

* 
.2

3*
* 

.2
8*

* 

.0
4 

.1
3 

.0
4 

.2
1 

.0
7 

.2
3*

* 
9.

 S
at

isf
ac

tio
n 

w
ith

 ti
m

e 
sp

en
t o

n 
 

or
ga

ni
za

tio
n-

re
la

te
d 

re
gi

st
ra

tio
n 

 ta
sk

s (
tr

o)
 

 
 

 
 

 
 

 
 

M
=1

.6
7 

1.
72

 
1.

34
 

.4
2*

* 
.7

0*
* 

.5
0*

* 

.1
8 

.1
2 

-.0
2 

-.0
3 

.1
3 

.1
3 

10
. S

at
isf

ac
tio

n 
w

ith
 ti

m
e 

sp
en

t o
n 

ta
sk

s 
re

la
te

d 
to

 p
er

fo
rm

an
ce

  i
nd

ica
to

rs
 (t

pi
)  

 
 

 
 

 
 

 
 

 
M

=2
.0

1 
1.

67
 

1.
43

 

.0
5 

.1
2 

.0
0 

-.0
1 

.0
7 

.1
4 

11
. I

nd
iv

id
ua

l a
ut

on
om

y 
(a

ut
) 

 
 

 
 

 
 

 
 

 
 

M
=2

.5
6 

2.
67

 
3.

49
 

.1
2 

.2
3*

* 
.3

0*
* 

12
. I

nt
rin

sic
 jo

b 
sa

tis
fa

ct
io

n 
(ij

s)
 

  
 

 
 

 
 

 
 

 
 

 
 

M
=4

.2
6 

3.
75

 
4.

05
 

No
te

: T
he

 m
ea

ns
 fo

r ‘
in

cr
ea

se
d 

re
gi

st
ra

tio
n 

du
e 

to
 D

TC
s’ 

an
d 

‘in
flu

en
ce

 p
er

fo
rm

an
ce

 in
di

ca
to

rs
’ a

re
 b

as
ed

 o
n 

on
e 

sin
gl

e 
ite

m
. *

 A
s a

 p
er

ce
nt

ag
e 

of
 th

e 
to

ta
l w

or
ki

ng
 h

ou
rs

 p
er

 w
ee

k.
 *

* 
1 

= 
I 

w
ou

ld
 ra

th
er

 sp
en

d 
le

ss
 ti

m
e 

on
 th

es
e 

ta
sk

s, 
2 

= 
I a

m
 sa

tis
fie

d 
w

ith
 th

e 
tim

e 
sp

en
t o

n 
th

es
e 

ta
sk

s, 
3 

= 
I w

ou
ld

 ra
th

er
 sp

en
d 

m
or

e 
tim

e 
on

 th
es

e 
ta

sk
s 

 

 

6.4.3 Model estimation: group differences in time/satisfaction with time spent on 
performance-based contracting  
Inconsistently with Hypothesis 1, stating that the higher the degree of professionalism, the less 
time spent on performance-based contracting-related activities, Table 6.2 shows that hospital 
nurses as well as medical specialists spend significantly more time on client/patient-related 
registration tasks than home helps. However, medical specialists spend significantly less time 
on this type of registration tasks than hospital nurses. Overall, hospital nurses spend the most 
time on registration tasks related to clients/patients. In addition, hospital nurses spend 
significantly less time on organization-related tasks than home helps and medical specialists. 
Medical specialists and home helps spend the most time on registration tasks on behalf of the 
organization (for administrative purposes). No significant group differences were found for 
time spent on activities related to performance indicators between home helps and medical 
specialists or between hospital nurses and medical specialists. And yet, Table 6.2 shows that 
hospital nurses spend significantly more time on these activities than home helps.  
 It is furthermore shown in Table 6.2 that Hypothesis 2, stating that the higher the 
degree of professionalism, the more satisfied professionals are with the time spent on 
performance-based contracting-related activities, is falsified. Both hospital nurses and medical 
specialists are significantly less satisfied with time spent on client/patient-related registration 
tasks than home helps. Hospital nurses and medical specialists would rather spend less time 
on these type of registration tasks. All three professional groups would rather spend less time 
on organization-related registration tasks. Significant group differences were found between 
home helps and medical specialists (medical specialists being less satisfied than nurses) and 
between hospital nurses and medical specialists (medical specialists being less satisfied). 
Overall, medical specialists are the least satisfied with this type of registration activity. In 
terms of satisfaction with time spent on tasks related to performance indicators, medical 
specialists were again the least satisfied group and would rather spend less time on 
performance indicators. Home helps were overall satisfied with the amount of time spent on 
performance indicators-related activities. Medical specialists were significantly less satisfied 
with tasks related to performance indicators than both home helps and hospital nurses. 
Hospital nurses were significantly less satisfied with time spent on performance indicator-
related activities than home helps.  
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Table 6.2 Means (95% confidence intervals) of performance-based contracting variables for 
home helps, hospital nurses and medical specialists separately  

 Home helps 
(HH) 

Hospital nurses 
(HN) 

Medical specialists 
(MS) 

Significant group 
differences between: 

Time spent on client/patient-
related registration tasks 
(%)* (rcp) 
 

5.66 
(4.44–7.13) 

18.93 
(16.45–21.40) 

8.70 
(7.61–9.92) 

HH and HN (+) 
HH and MS (+) 
HN and MS (-) 

 
Time spent on organization-
related registration tasks (%) 
(rop) 
 

5.46 
(3.77–7.51) 

1.38 
(.82–2.04) 

4.33 
(3.88–4.83) 

HH and HN (-) 
HN and MS (+) 

 

Time spent on tasks related 
to performance indicators 
(%) (pip) 
 

1.63 
(1.10–2.18) 

3.21 
(2.24–4.34) 

2.01 
(1.66–2.37) 

HH and HN (+) 

Satisfaction** with time 
spent on client/patient-
related registration tasks 
(trc) 
 

2.05 
(1.91–2.20) 

1.68 
(1.59–1.76) 

1.62 
(1.53–1.70) 

HH and HN (-) 
HH and MS (-) 

 

Satisfaction with time spent 
on organization-related 
registration tasks (tro) 
 

1.66 
(1.53–1.80) 

1.72 
(1.65–1.78) 

1.34 
(1.27–1.42) 

HH and MS (-) 
HN and MS (-) 

 
Satisfaction with time spent 
on tasks related to 
performance indicators (tpi)   

2.01 
(1.88–2.14) 

1.67 
(1.60–1.74) 

1.43 
(1.35–1.51) 

HH and HN (-) 
HH and MS (-) 
HN and MS (-) 

Notes: Overlapping confidence intervals indicate an absence of differences between groups. 
* As a percentage of the total working hours per week.  
** 1 = I would rather spend less time on these tasks, 2 = I am satisfied with the time spent on these tasks, 3 = I would rather 
spend more time on these tasks 
 
 

6.4.4 Model estimation: moderated-mediation  
To find out whether the relationships between management support, time spent on 
performance-based contracting, individual autonomy and intrinsic job satisfaction are indeed 
dependent on degree of professionalism, we conducted two analyses. The AIC and BIC values 
in the first analysis (i.e. the single-group analysis), in which the model was tested for the entire 
sample simultaneously (N = 507), were 18709.13 and 18937.48 respectively (see Table 6.3). 
For the second analysis (i.e. the sub-group analysis), including a grouping statement that 
distinguished the three professional groups and in which the model was tested separately for 
each professional group, the AIC value was 17198.28 and the BIC value 17882.98. The lower 
values for the second model indicate better fit for this “moderation” model, indicating that 
our theoretical model “works” differently for home helps, hospital nurses and medical 
specialists. This second model, including the grouping statement that distinguished between 
the three groups, was thus used for the subsequent analyses. The next step was to find out 
which particular paths are moderated by degree of professionalism.   
 
  

 

 

Table 6.3 Goodness-of-fit test results for each model  
 χ2 (df) χ2 df ratio CFI RMSEA SRMR AIC BIC 
Model – Single group analysis     
Baseline model 440.06 (35) 12.57 - - - - - 
Theoretical model .00 (0) 0 1.00 .00 .00 18709.14 18937.48 
Model – Sub-group analysis (prof. as moderator)     
Baseline model 492.34 (105) 4.67 - - - - -  
Theoretical model .00 (0) 0 1.00 .00 .00 17198.28 17882.98 
Revised model  96.87 (79) 1.23 .95 .04 .06 17137.15 17487.95 
Fit criteria         
Good fit 

 
> .05 ≤ 2.00 > .95 < .05 < .08 Lower values identify 

the better model 
Note: χ2 = chi-square value; df = degrees of freedom; χ2 df ratio = chi-square by degrees of freedom ratio; CFI = 
comparative fit index; RMSEA = root mean square error approximation; SRMR = standardized root mean square 
residual; AIC = Akaike information criterion; BIC = Bayesian information criterion.   

 
Path analysis 
In the bootstrapping resampling procedure we created B = 1,000 bootstrapped data sets from 
the original data set, and bootstrapped the data to find the empirical standard errors and to 
establish confidence intervals for the FIML parameters. Each new data set contained N=507 
observations, including the three professional groups, and each observation was sampled with 
a replacement from the original data set. The standard errors of the 1,000 bootstrap iterations 
tended to have nearly identical values to those in the analysis without bootstrapping, thus 
strengthening our confidence in the stability of the model.  

The path coefficients in the theoretical model, also including background variables, 
were reviewed to see whether any paths could be removed or added to improve model fit. All 
the non-significant paths were removed, leading to our revised and final model. The goodness-
of-fit test results for each model – theoretical and revised model – are presented in Table 6.3. 
The betas and confidence intervals for the revised model are presented in Table 6.4. The path 
diagram for the revised model is presented in Figure 6.3.  
 
Relationships between management support and individual autonomy  
Table 6.4 shows that no significant relationship was found between higher management 
support and individual autonomy, as p-values were non-significant (denoted by “n.s.” in Table 
6.4). It does appear however that degree of professionalism moderates the relationship 
between middle management support and autonomy. This relationship was non-significant 
for home helps and medical specialists, but among hospital nurses perceptions of middle 
management support were significantly and positively related to individual autonomy (HN: p 
= .001, β = .27). These results only confirm Hypothesis 3a, as only among hospital nurses higher 
levels of management support relate to higher levels of professionals’ individual autonomy. 
 
Relationships between management support and intrinsic job satisfaction  
Degree of professionalism also moderates the relationship between higher and middle 
management support and intrinsic job satisfaction, as these relationships were manifested 
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Table 6.2 Means (95% confidence intervals) of performance-based contracting variables for 
home helps, hospital nurses and medical specialists separately  

 Home helps 
(HH) 

Hospital nurses 
(HN) 

Medical specialists 
(MS) 

Significant group 
differences between: 

Time spent on client/patient-
related registration tasks 
(%)* (rcp) 
 

5.66 
(4.44–7.13) 

18.93 
(16.45–21.40) 

8.70 
(7.61–9.92) 

HH and HN (+) 
HH and MS (+) 
HN and MS (-) 

 
Time spent on organization-
related registration tasks (%) 
(rop) 
 

5.46 
(3.77–7.51) 

1.38 
(.82–2.04) 

4.33 
(3.88–4.83) 

HH and HN (-) 
HN and MS (+) 

 

Time spent on tasks related 
to performance indicators 
(%) (pip) 
 

1.63 
(1.10–2.18) 

3.21 
(2.24–4.34) 

2.01 
(1.66–2.37) 

HH and HN (+) 

Satisfaction** with time 
spent on client/patient-
related registration tasks 
(trc) 
 

2.05 
(1.91–2.20) 

1.68 
(1.59–1.76) 

1.62 
(1.53–1.70) 

HH and HN (-) 
HH and MS (-) 

 

Satisfaction with time spent 
on organization-related 
registration tasks (tro) 
 

1.66 
(1.53–1.80) 

1.72 
(1.65–1.78) 

1.34 
(1.27–1.42) 

HH and MS (-) 
HN and MS (-) 

 
Satisfaction with time spent 
on tasks related to 
performance indicators (tpi)   

2.01 
(1.88–2.14) 

1.67 
(1.60–1.74) 

1.43 
(1.35–1.51) 

HH and HN (-) 
HH and MS (-) 
HN and MS (-) 

Notes: Overlapping confidence intervals indicate an absence of differences between groups. 
* As a percentage of the total working hours per week.  
** 1 = I would rather spend less time on these tasks, 2 = I am satisfied with the time spent on these tasks, 3 = I would rather 
spend more time on these tasks 
 
 

6.4.4 Model estimation: moderated-mediation  
To find out whether the relationships between management support, time spent on 
performance-based contracting, individual autonomy and intrinsic job satisfaction are indeed 
dependent on degree of professionalism, we conducted two analyses. The AIC and BIC values 
in the first analysis (i.e. the single-group analysis), in which the model was tested for the entire 
sample simultaneously (N = 507), were 18709.13 and 18937.48 respectively (see Table 6.3). 
For the second analysis (i.e. the sub-group analysis), including a grouping statement that 
distinguished the three professional groups and in which the model was tested separately for 
each professional group, the AIC value was 17198.28 and the BIC value 17882.98. The lower 
values for the second model indicate better fit for this “moderation” model, indicating that 
our theoretical model “works” differently for home helps, hospital nurses and medical 
specialists. This second model, including the grouping statement that distinguished between 
the three groups, was thus used for the subsequent analyses. The next step was to find out 
which particular paths are moderated by degree of professionalism.   
 
  

 

 

Table 6.3 Goodness-of-fit test results for each model  
 χ2 (df) χ2 df ratio CFI RMSEA SRMR AIC BIC 
Model – Single group analysis     
Baseline model 440.06 (35) 12.57 - - - - - 
Theoretical model .00 (0) 0 1.00 .00 .00 18709.14 18937.48 
Model – Sub-group analysis (prof. as moderator)     
Baseline model 492.34 (105) 4.67 - - - - -  
Theoretical model .00 (0) 0 1.00 .00 .00 17198.28 17882.98 
Revised model  96.87 (79) 1.23 .95 .04 .06 17137.15 17487.95 
Fit criteria         
Good fit 

 
> .05 ≤ 2.00 > .95 < .05 < .08 Lower values identify 

the better model 
Note: χ2 = chi-square value; df = degrees of freedom; χ2 df ratio = chi-square by degrees of freedom ratio; CFI = 
comparative fit index; RMSEA = root mean square error approximation; SRMR = standardized root mean square 
residual; AIC = Akaike information criterion; BIC = Bayesian information criterion.   

 
Path analysis 
In the bootstrapping resampling procedure we created B = 1,000 bootstrapped data sets from 
the original data set, and bootstrapped the data to find the empirical standard errors and to 
establish confidence intervals for the FIML parameters. Each new data set contained N=507 
observations, including the three professional groups, and each observation was sampled with 
a replacement from the original data set. The standard errors of the 1,000 bootstrap iterations 
tended to have nearly identical values to those in the analysis without bootstrapping, thus 
strengthening our confidence in the stability of the model.  

The path coefficients in the theoretical model, also including background variables, 
were reviewed to see whether any paths could be removed or added to improve model fit. All 
the non-significant paths were removed, leading to our revised and final model. The goodness-
of-fit test results for each model – theoretical and revised model – are presented in Table 6.3. 
The betas and confidence intervals for the revised model are presented in Table 6.4. The path 
diagram for the revised model is presented in Figure 6.3.  
 
Relationships between management support and individual autonomy  
Table 6.4 shows that no significant relationship was found between higher management 
support and individual autonomy, as p-values were non-significant (denoted by “n.s.” in Table 
6.4). It does appear however that degree of professionalism moderates the relationship 
between middle management support and autonomy. This relationship was non-significant 
for home helps and medical specialists, but among hospital nurses perceptions of middle 
management support were significantly and positively related to individual autonomy (HN: p 
= .001, β = .27). These results only confirm Hypothesis 3a, as only among hospital nurses higher 
levels of management support relate to higher levels of professionals’ individual autonomy. 
 
Relationships between management support and intrinsic job satisfaction  
Degree of professionalism also moderates the relationship between higher and middle 
management support and intrinsic job satisfaction, as these relationships were manifested 
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differently across the three professional groups. Table 6.4 shows a significant and positive 
direct relationship between higher management support and intrinsic job satisfaction for both 
hospital nurses and medical specialists; supportive higher management is thus related to 
higher levels of intrinsic job satisfaction of hospital care professionals (HN: β = .21, p = .004; 
MS: β = .27, p = .009). Overlapping confidence intervals (HH: 95% CI [.08, .41]; MS: 95% CI [.12, 
.42]) suggested there was no significant difference between these two groups. Middle 
management support appeared to affect levels of intrinsic job satisfaction of home helps (β = 
.39, p = .001) and hospital nurses (β = .15, p = .001); this relationship was non-significant for 
medical specialists. Our data confirm Hypothesis (3b) for hospital nurses and medical 
specialists, stating that higher levels of management support relate to higher levels of 
professionals’ intrinsic job satisfaction. 
 
Table 6.4 Betas and confidence intervals for the revised model 

 

 
Paths Home helps Hospital nurses Medical specialists 
X  Y    
GEN  HMS n.s. n.s. .16 [.01, .60] 
AGE  HMS -.38 [-.04, -.01] n.s. .25 [.01, .05] 
GEN  MMS n.s. n.s. .18 [.13, .54] 
AGE  MMS n.s. n.s. n.s. 
HMS  MMS .43 [.21, .56] .49 [.36, .63] .46 [.30, .60] 
GEN  RCP n.s. n.s. n.s. 
AGE  RCP n.s. n.s. n.s. 
HMS  RCP n.s. n.s. n.s. 
MMS  RCL n.s. n.s. n.s. 
GEN  ROP n.s. n.s. n.s. 
AGE  ROP n.s. n.s. n.s. 
HMS  ROP n.s. n.s. n.s. 
MMS  ROP n.s. n.s. n.s. 
GEN  PIP .14 [.72, 3.36] n.s. n.s. 
AGE  PIP n.s. n.s. n.s. 
HMS  PIP n.s. n.s. n.s. 
MMS  PIP n.s. n.s. n.s. 
AGE  AUT n.s. n.s. n.s. 
HMS  AUT n.s.  n.s. 
MMS  AUT n.s. .27 [.15, .35] n.s. 
RCP  AUT n.s. n.s. n.s. 
ROP  AUT n.s. n.s. n.s. 
PIP  AUT n.s. n.s. n.s. 
GEN  IJS n.s. .21 [.13, 1.00] n.s. 
AGE  IJS n.s. .15 [.00, .02] n.s. 
HMS  IJS n.s. .21 [.08, .41] .27 [.12, .42] 
MMS  IJS .39 [.27, .73] .15 [.01, .33] n.s. 
RCP  IJS n.s. n.s. n.s. 
ROP  IJS n.s. n.s. n.s. 
PIP  IJS n.s. n.s. n.s. 
AUT  IJS n.s. .18 [.03, .40] .27 [.09, .43] 
Note: CFI = comparative fit index; RMSEA = root mean square error approximation; SRMR = standardized root mean 
square residual. The fit indices for the revised moderated-mediation model with standardized coefficients (β) are: (χ2 

=96.87; df = 79; p = .08; CFI = .95; RMSEA =.04; SRMR =.06). 

 

 

Relationships between management support and performance-based contracting variables 
The next step was to examine whether management support was a predictor for the three 
performance-based contracting variables (after controlling for gender and age). Table 6.4 
shows no existing direct relationships between higher or middle management support and 
time spent on client/patient-related registration tasks, time spent on organization-related 
registration tasks, or time spent on tasks related to performance indicators (in Table 6.4 
denoted by “n.s.”). The confidence intervals included zero for all three groups, therefore the 
null-hypothesis cannot be rejected and the effect assumed wasn’t present. As such, 
Hypothesis 4, which states that higher levels of management support relate to professionals 
spending less time on performance-based contracting-related activities, must be rejected. 
 
Relationships between performance-based contracting variables and individual autonomy and 
intrinsic job satisfaction 
Table 6.4 indicates that none of the three performance-based contracting variables (time 
spent on client/patient-related registration tasks, time spent on organization-related 
registration tasks and time spent on tasks related to performance indicators) had a significant 
direct relation to individual autonomy for any of the three professional groups. None of these 
variables were significantly related to intrinsic job satisfaction either. Inconsistent with 
Hypotheses 5a and b5, which state that the higher the degree of professionalism, the stronger 
the negative direct relationship between time spent on performance-based contracting-
related activities and individual autonomy (H5a) and intrinsic job satisfaction (H5b), the null 
motion is as important in areas where both you hypotheses cannot be rejected and the 
relationships assumed were not present, because the confidence intervals included zero for 
all three groups in the first models.  
 
Indirect relationship between performance-based contracting variables and intrinsic job 
satisfaction via individual autonomy  
Table 6.4 shows that individual autonomy is significantly and positively related to levels of 
intrinsic job satisfaction among hospital nurses and medical specialists (HN: β = .22, 95% CI 
[.03, .40], MS: β = .26, 95% CI [.09, .43]). Overlapping confidence intervals show no significant 
group difference between hospital nurses and medical specialists. Individual autonomy does 
not function as a mediator in the relationship between performance-based contracting 
variables and intrinsic job satisfaction though. This is due to the absence of a significant direct 
relationship between the performance-based contracting variables and intrinsic job 
satisfaction. Hypothesis 6, which states that the higher the degree of professionalism, the 
stronger the negative indirect relationship between time spent on performance-based 
contracting-related activities and intrinsic job satisfaction via individual autonomy, is 
therefore not confirmed.  
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differently across the three professional groups. Table 6.4 shows a significant and positive 
direct relationship between higher management support and intrinsic job satisfaction for both 
hospital nurses and medical specialists; supportive higher management is thus related to 
higher levels of intrinsic job satisfaction of hospital care professionals (HN: β = .21, p = .004; 
MS: β = .27, p = .009). Overlapping confidence intervals (HH: 95% CI [.08, .41]; MS: 95% CI [.12, 
.42]) suggested there was no significant difference between these two groups. Middle 
management support appeared to affect levels of intrinsic job satisfaction of home helps (β = 
.39, p = .001) and hospital nurses (β = .15, p = .001); this relationship was non-significant for 
medical specialists. Our data confirm Hypothesis (3b) for hospital nurses and medical 
specialists, stating that higher levels of management support relate to higher levels of 
professionals’ intrinsic job satisfaction. 
 
Table 6.4 Betas and confidence intervals for the revised model 

 

 
Paths Home helps Hospital nurses Medical specialists 
X  Y    
GEN  HMS n.s. n.s. .16 [.01, .60] 
AGE  HMS -.38 [-.04, -.01] n.s. .25 [.01, .05] 
GEN  MMS n.s. n.s. .18 [.13, .54] 
AGE  MMS n.s. n.s. n.s. 
HMS  MMS .43 [.21, .56] .49 [.36, .63] .46 [.30, .60] 
GEN  RCP n.s. n.s. n.s. 
AGE  RCP n.s. n.s. n.s. 
HMS  RCP n.s. n.s. n.s. 
MMS  RCL n.s. n.s. n.s. 
GEN  ROP n.s. n.s. n.s. 
AGE  ROP n.s. n.s. n.s. 
HMS  ROP n.s. n.s. n.s. 
MMS  ROP n.s. n.s. n.s. 
GEN  PIP .14 [.72, 3.36] n.s. n.s. 
AGE  PIP n.s. n.s. n.s. 
HMS  PIP n.s. n.s. n.s. 
MMS  PIP n.s. n.s. n.s. 
AGE  AUT n.s. n.s. n.s. 
HMS  AUT n.s.  n.s. 
MMS  AUT n.s. .27 [.15, .35] n.s. 
RCP  AUT n.s. n.s. n.s. 
ROP  AUT n.s. n.s. n.s. 
PIP  AUT n.s. n.s. n.s. 
GEN  IJS n.s. .21 [.13, 1.00] n.s. 
AGE  IJS n.s. .15 [.00, .02] n.s. 
HMS  IJS n.s. .21 [.08, .41] .27 [.12, .42] 
MMS  IJS .39 [.27, .73] .15 [.01, .33] n.s. 
RCP  IJS n.s. n.s. n.s. 
ROP  IJS n.s. n.s. n.s. 
PIP  IJS n.s. n.s. n.s. 
AUT  IJS n.s. .18 [.03, .40] .27 [.09, .43] 
Note: CFI = comparative fit index; RMSEA = root mean square error approximation; SRMR = standardized root mean 
square residual. The fit indices for the revised moderated-mediation model with standardized coefficients (β) are: (χ2 

=96.87; df = 79; p = .08; CFI = .95; RMSEA =.04; SRMR =.06). 

 

 

Relationships between management support and performance-based contracting variables 
The next step was to examine whether management support was a predictor for the three 
performance-based contracting variables (after controlling for gender and age). Table 6.4 
shows no existing direct relationships between higher or middle management support and 
time spent on client/patient-related registration tasks, time spent on organization-related 
registration tasks, or time spent on tasks related to performance indicators (in Table 6.4 
denoted by “n.s.”). The confidence intervals included zero for all three groups, therefore the 
null-hypothesis cannot be rejected and the effect assumed wasn’t present. As such, 
Hypothesis 4, which states that higher levels of management support relate to professionals 
spending less time on performance-based contracting-related activities, must be rejected. 
 
Relationships between performance-based contracting variables and individual autonomy and 
intrinsic job satisfaction 
Table 6.4 indicates that none of the three performance-based contracting variables (time 
spent on client/patient-related registration tasks, time spent on organization-related 
registration tasks and time spent on tasks related to performance indicators) had a significant 
direct relation to individual autonomy for any of the three professional groups. None of these 
variables were significantly related to intrinsic job satisfaction either. Inconsistent with 
Hypotheses 5a and b5, which state that the higher the degree of professionalism, the stronger 
the negative direct relationship between time spent on performance-based contracting-
related activities and individual autonomy (H5a) and intrinsic job satisfaction (H5b), the null 
motion is as important in areas where both you hypotheses cannot be rejected and the 
relationships assumed were not present, because the confidence intervals included zero for 
all three groups in the first models.  
 
Indirect relationship between performance-based contracting variables and intrinsic job 
satisfaction via individual autonomy  
Table 6.4 shows that individual autonomy is significantly and positively related to levels of 
intrinsic job satisfaction among hospital nurses and medical specialists (HN: β = .22, 95% CI 
[.03, .40], MS: β = .26, 95% CI [.09, .43]). Overlapping confidence intervals show no significant 
group difference between hospital nurses and medical specialists. Individual autonomy does 
not function as a mediator in the relationship between performance-based contracting 
variables and intrinsic job satisfaction though. This is due to the absence of a significant direct 
relationship between the performance-based contracting variables and intrinsic job 
satisfaction. Hypothesis 6, which states that the higher the degree of professionalism, the 
stronger the negative indirect relationship between time spent on performance-based 
contracting-related activities and intrinsic job satisfaction via individual autonomy, is 
therefore not confirmed.  
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Overall goodness-of-fit moderated-mediation model 
For this model several paths appeared to be non-significant in the theoretical model. After 
removing these specific paths, estimation of the revised model improved over the theoretical 
model and fit the data adequately. Results of the goodness-of-fit tests for each of these 
models are presented in Table 6.3. The CFI, RMSEA and SRMR values of the theoretical model 
are not informative because they have zero degrees of freedom. For this reason, the CFI is 
displayed as 1.00 and the RMSEA and SRMR are displayed as zero, although this does not imply 
perfect fit (Kline 2010). The chi-square in the revised model was non-significant, χ2 = 96.87; df 
= 79; p = .08 (> .05 acceptable), indicating no significant difference between the observed and 
the model-implied covariance matrices. The χ2/df fit value of the revised model was 1.23, 
indicating good model fit. The values of the CFI = .95, RMSEA = .04 and SRMR = .06 indicate 
good model fit. Comparison of the AIC and BIC values for the theoretical model (17198.28 and 
17882.98 respectively) and the revised model (17137.15 and 17487.95) shows that the revised 
model, with lower AIC and BIC values, fits better. Overall, based on the goodness-of-fit indices, 
it was decided to accept the revised model as final model (Table 6.3, Figure 6.3). 
 
Figure 6.3 Path model  
 

 

     

 

 

 

 

 

 

 

 

   

 

Note: Dashed line indicates the variable is unrelated to any other variable in the model. CFI = comparative fit index; RMSEA 
= root mean square error approximation; SRMR = standardized root mean square residual. The revised moderated-mediation 
model with standardized coefficients (β) is shown in Figure 6.3 (χ2 =96.87; df = 79; p = .08; CFI = .95; RMSEA =.04; SRMR =.06). 
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6.5 Discussion and Conclusion 
The aim of the present chapter is to understand how NPM – performance-based contracting 
in particular – is related to professional work across distinct professional groups. In order to 
do so, the present study has examined whether the time spent on performance-based 
contracting-related activities and satisfaction with this time distribution vary between 
professions in distinct institutional settings characterized by different degrees of 
professionalism. We also tested a moderated-mediation model in which management support 
was expected to relate to time spent on performance-based contracting-related registration 
tasks and in which individual autonomy was expected to mediate the relationship between 
performance-based contracting-related registration tasks and intrinsic job satisfaction. In this 
model degree of professionalism was expected to influence the strength of the direct 
relationships between management support and performance-based contracting-related 
registration tasks, between contracting-related registration tasks and individual autonomy, 
and between contracting-related registration tasks and intrinsic job satisfaction. 
 Using a survey of 95 home helps, 224 hospital nurses and 188 medical specialists, the 
findings corroborate the idea that the way performance-based contracting is manifested 
differs across institutional healthcare contexts (Ackroyd, Kirkpatrick & Walker, 2007). Medical 
specialists and hospital nurses perform more registration activities that are directly related to 
patient care than home helps, who are characterized by a lower degree of professionalism. 
The higher amount of time spent on patient/client-related registration tasks among the higher 
professionalized groups compared to the less professionalized group of home helps may be 
explained by the nature of professional work, as less complex care is provided in the home 
care setting versus the more complex nursing activities and medical practices involved in 
hospital care. The complexity of care provided may be related to the amount of registration 
required to safeguard adequate care provision and effective communication between care 
providers. Within hospital care, nurses spend more of their time on patient-related 
registration tasks than medical specialists. This is plausible, since observing, monitoring, 
reporting and documenting patients’ conditions and responses to treatment are inherent to 
hospital nursing. A study of Menzis (2010) showed that workers in organizational settings, like 
hospital care, spend more time on organization-bound registration than home helps who work 
in the periphery of care. By contrast, our study shows that both home helps and medical 
specialists, two groups with diverging professionalization levels, spend significantly more time 
on organization-related registration tasks (i.e. filling out declaration forms) than hospital 
nurses. In hospital care, this implies that cost reimbursement (the coding of the DTCs) is mainly 
the domain of medical specialists. It seems likely that the medical profession, with its high 
levels of corporate autonomy, has been able to establish a situation in which it has control 
over reimbursement practices, given that a DTC can only be selected by a medical specialist 
(Haasaart, 2011). In home care the existence of something like the strict 5-minute registration 
method, in which home care workers report within five minutes how much time is spent on a 
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displayed as 1.00 and the RMSEA and SRMR are displayed as zero, although this does not imply 
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= 79; p = .08 (> .05 acceptable), indicating no significant difference between the observed and 
the model-implied covariance matrices. The χ2/df fit value of the revised model was 1.23, 
indicating good model fit. The values of the CFI = .95, RMSEA = .04 and SRMR = .06 indicate 
good model fit. Comparison of the AIC and BIC values for the theoretical model (17198.28 and 
17882.98 respectively) and the revised model (17137.15 and 17487.95) shows that the revised 
model, with lower AIC and BIC values, fits better. Overall, based on the goodness-of-fit indices, 
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6.5 Discussion and Conclusion 
The aim of the present chapter is to understand how NPM – performance-based contracting 
in particular – is related to professional work across distinct professional groups. In order to 
do so, the present study has examined whether the time spent on performance-based 
contracting-related activities and satisfaction with this time distribution vary between 
professions in distinct institutional settings characterized by different degrees of 
professionalism. We also tested a moderated-mediation model in which management support 
was expected to relate to time spent on performance-based contracting-related registration 
tasks and in which individual autonomy was expected to mediate the relationship between 
performance-based contracting-related registration tasks and intrinsic job satisfaction. In this 
model degree of professionalism was expected to influence the strength of the direct 
relationships between management support and performance-based contracting-related 
registration tasks, between contracting-related registration tasks and individual autonomy, 
and between contracting-related registration tasks and intrinsic job satisfaction. 
 Using a survey of 95 home helps, 224 hospital nurses and 188 medical specialists, the 
findings corroborate the idea that the way performance-based contracting is manifested 
differs across institutional healthcare contexts (Ackroyd, Kirkpatrick & Walker, 2007). Medical 
specialists and hospital nurses perform more registration activities that are directly related to 
patient care than home helps, who are characterized by a lower degree of professionalism. 
The higher amount of time spent on patient/client-related registration tasks among the higher 
professionalized groups compared to the less professionalized group of home helps may be 
explained by the nature of professional work, as less complex care is provided in the home 
care setting versus the more complex nursing activities and medical practices involved in 
hospital care. The complexity of care provided may be related to the amount of registration 
required to safeguard adequate care provision and effective communication between care 
providers. Within hospital care, nurses spend more of their time on patient-related 
registration tasks than medical specialists. This is plausible, since observing, monitoring, 
reporting and documenting patients’ conditions and responses to treatment are inherent to 
hospital nursing. A study of Menzis (2010) showed that workers in organizational settings, like 
hospital care, spend more time on organization-bound registration than home helps who work 
in the periphery of care. By contrast, our study shows that both home helps and medical 
specialists, two groups with diverging professionalization levels, spend significantly more time 
on organization-related registration tasks (i.e. filling out declaration forms) than hospital 
nurses. In hospital care, this implies that cost reimbursement (the coding of the DTCs) is mainly 
the domain of medical specialists. It seems likely that the medical profession, with its high 
levels of corporate autonomy, has been able to establish a situation in which it has control 
over reimbursement practices, given that a DTC can only be selected by a medical specialist 
(Haasaart, 2011). In home care the existence of something like the strict 5-minute registration 
method, in which home care workers report within five minutes how much time is spent on a 
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particular tasks, may be the result of the peripheral work setting. Because home helps operate 
in the periphery of care without direct management supervision, the use of strict time 
registration methods may be a way for purchasers as well as managers in home care to control 
the work of home helps. 

Unexpectedly, hospital nurses and medical specialists spend an approximately equal 
amount of time on activities related to performance indicators, whereas one would expect 
medical specialists – as a highly professionalized group – to spend significantly less time on 
performance measurement activities than semi-professions: scholars generally argue that 
professionals have a disinclination toward performance measurement systems (e.g. 
Broadbent & Laughlin 2002) and therefore seek to avoid these activities. However, if we 
consider medical professionals as a powerful and well-organized interest group with high 
levels of corporate autonomy (Muzio & Ackroyd, 2005) that has the ability to create situations 
that harmonize with and preserve the interests of the profession, it could be argued that – 
like registering DTCs – registering for performance indicators is a way to maintain control over 
the assessment and evaluation of medical work. The significantly higher levels of registration 
for performance indicators among hospital nurses compared to home helps indicate that the 
relationship between levels of professionalism and the amount of registration is non-linear. 
In terms of performance indicators, it seems that mainly those on the ends of the continuum 
– home helps and medical specialists – spend the least time on these types of activities. It 
could be that in home care registering for performance indicators is a task of the home nurse, 
rather than of the home help.  
 When it comes to satisfaction with time spent on performance-based contracting-
related registration activities, a finding of this study is that medical specialists are the least 
satisfied with all three forms of registration activities, regardless of the amount of time spent 
on them. This suggests that satisfaction with registration activities not only stems from the 
actual time spent on them, but is also related to perceptions on performance measurement 
and accompanying registration activities. Unlike hospital nurses and medical specialists, home 
helps are satisfied with both time spent on client/patient-related registration tasks and time 
spent on tasks related to performance indicators. The actual time spent on these activities is 
not an explanation, as time spent on tasks related to performance indicators does not vary 
significantly across the groups. Apparently, different professional groups operating in distinct 
institutional settings have different perceptions about the activities that come with 
performance-based contracting, which subsequently leads to variations in satisfaction with 
contracting-related tasks. The results seem to suggest a relationship between degree of 
professionalism and satisfaction with performance-based contracting-related registration 
activities: overall, the higher the degree of professionalism, the lower the levels of satisfaction 
with performance-based contracting-related registration activities. Future research should 
further explore this relationship.  

 

 

The path analysis performed in the present study shows the importance of 
management support for levels of individual autonomy of professions characterized by lower 
degrees of professionalism. In particular, salaried workers employed in organizational settings 
– in this study, hospital nurses – are more subject to the control and demands of the 
organization’s management (Mintzberg, 1979; Philipsen, 2000; Roodbol, 2005; Van der Boom, 
2008) and are therefore dependent on middle managers for the extent to which they have 
individual autonomy. For the medical specialists in our study – with a higher degree of 
professionalism – individual autonomy seems to be mainly derived from extensive training 
programs and the expert knowledge they possess as well as from their status as self-employed 
professionals, which juxtaposes them to an organization’s management. This suggests that 
managerial supportiveness is less important for highly professionalized groups. Home helps 
seem to derive their independence, and by extension their individual autonomy, from working 
in the periphery of care in the absence of the organization’s management (Roodbol, 2005; Van 
der Boom, 2008).  
 An unexpected finding of this study is that we did not observe any influence of time 
spent on performance-based contracting-related registration tasks on individual autonomy or 
job satisfaction, or an influence of management support on time spent on performance-based 
contracting-related registration activities. The latter suggests that the registration systems are 
strict in the sense that there is no room for managers to “manage” time distribution on these 
particular registration tasks. Not only did we not find any indication of an effect of 
performance-based contracting-related registration tasks on individual autonomy or intrinsic 
job satisfaction – also unexpectedly, the results were similar across the three professional 
groups. A straightforward conclusion would be that among healthcare professionals more 
registration activities do not lead to lower levels of individual autonomy or intrinsic job 
satisfaction, regardless of the nature of the activity (patient-related or organization-related). 
This contradicts scholars who claim that performance measurement affects professional work 
negatively (Smith, 2001; Kirkpatrick et al., 2005). It can be argued that in the Netherlands the 
instrument of performance-based contracting is currently still “under construction”, 
consequently the effects haven’t fully materialized yet. Future studies should focus on the 
conditions under which performance measurement systems may or may not have negative 
consequences for professional work.   

Among home helps, the absence of a relation between performance measurement 
activities and individual autonomy and intrinsic job satisfaction may be related to the 
institutional position of home helps. Home care work is inherently more autonomous than 
care provision in an organizational setting, allowing home helps more individual autonomy 
(Neal-Boylan, 2006). Operating in a peripheral setting gives home helps control over practical 
decisions. Although purchasers are increasingly trying to control the work of home helps, their 
individual autonomy does not seem to be affected by performance measurement.  
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particular tasks, may be the result of the peripheral work setting. Because home helps operate 
in the periphery of care without direct management supervision, the use of strict time 
registration methods may be a way for purchasers as well as managers in home care to control 
the work of home helps. 

Unexpectedly, hospital nurses and medical specialists spend an approximately equal 
amount of time on activities related to performance indicators, whereas one would expect 
medical specialists – as a highly professionalized group – to spend significantly less time on 
performance measurement activities than semi-professions: scholars generally argue that 
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In terms of performance indicators, it seems that mainly those on the ends of the continuum 
– home helps and medical specialists – spend the least time on these types of activities. It 
could be that in home care registering for performance indicators is a task of the home nurse, 
rather than of the home help.  
 When it comes to satisfaction with time spent on performance-based contracting-
related registration activities, a finding of this study is that medical specialists are the least 
satisfied with all three forms of registration activities, regardless of the amount of time spent 
on them. This suggests that satisfaction with registration activities not only stems from the 
actual time spent on them, but is also related to perceptions on performance measurement 
and accompanying registration activities. Unlike hospital nurses and medical specialists, home 
helps are satisfied with both time spent on client/patient-related registration tasks and time 
spent on tasks related to performance indicators. The actual time spent on these activities is 
not an explanation, as time spent on tasks related to performance indicators does not vary 
significantly across the groups. Apparently, different professional groups operating in distinct 
institutional settings have different perceptions about the activities that come with 
performance-based contracting, which subsequently leads to variations in satisfaction with 
contracting-related tasks. The results seem to suggest a relationship between degree of 
professionalism and satisfaction with performance-based contracting-related registration 
activities: overall, the higher the degree of professionalism, the lower the levels of satisfaction 
with performance-based contracting-related registration activities. Future research should 
further explore this relationship.  

 

 

The path analysis performed in the present study shows the importance of 
management support for levels of individual autonomy of professions characterized by lower 
degrees of professionalism. In particular, salaried workers employed in organizational settings 
– in this study, hospital nurses – are more subject to the control and demands of the 
organization’s management (Mintzberg, 1979; Philipsen, 2000; Roodbol, 2005; Van der Boom, 
2008) and are therefore dependent on middle managers for the extent to which they have 
individual autonomy. For the medical specialists in our study – with a higher degree of 
professionalism – individual autonomy seems to be mainly derived from extensive training 
programs and the expert knowledge they possess as well as from their status as self-employed 
professionals, which juxtaposes them to an organization’s management. This suggests that 
managerial supportiveness is less important for highly professionalized groups. Home helps 
seem to derive their independence, and by extension their individual autonomy, from working 
in the periphery of care in the absence of the organization’s management (Roodbol, 2005; Van 
der Boom, 2008).  
 An unexpected finding of this study is that we did not observe any influence of time 
spent on performance-based contracting-related registration tasks on individual autonomy or 
job satisfaction, or an influence of management support on time spent on performance-based 
contracting-related registration activities. The latter suggests that the registration systems are 
strict in the sense that there is no room for managers to “manage” time distribution on these 
particular registration tasks. Not only did we not find any indication of an effect of 
performance-based contracting-related registration tasks on individual autonomy or intrinsic 
job satisfaction – also unexpectedly, the results were similar across the three professional 
groups. A straightforward conclusion would be that among healthcare professionals more 
registration activities do not lead to lower levels of individual autonomy or intrinsic job 
satisfaction, regardless of the nature of the activity (patient-related or organization-related). 
This contradicts scholars who claim that performance measurement affects professional work 
negatively (Smith, 2001; Kirkpatrick et al., 2005). It can be argued that in the Netherlands the 
instrument of performance-based contracting is currently still “under construction”, 
consequently the effects haven’t fully materialized yet. Future studies should focus on the 
conditions under which performance measurement systems may or may not have negative 
consequences for professional work.   

Among home helps, the absence of a relation between performance measurement 
activities and individual autonomy and intrinsic job satisfaction may be related to the 
institutional position of home helps. Home care work is inherently more autonomous than 
care provision in an organizational setting, allowing home helps more individual autonomy 
(Neal-Boylan, 2006). Operating in a peripheral setting gives home helps control over practical 
decisions. Although purchasers are increasingly trying to control the work of home helps, their 
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The absence of an effect of performance-based contracting-related registration 
activities on the individual autonomy and intrinsic job satisfaction of hospital nurses may be 
explained differently. It has become clear that performance-based contracting affects mainly 
medical work, not nursing work. As such, performance-based contracting does not affect 
hospital nurses’ individual autonomy and intrinsic job satisfaction, simply because they are 
not exposed to activities stemming from performance-based contracting as much as medical 
specialists. 

For medical specialists there may be another reason that explains why performance-
based contracting-related registration tasks do not affect autonomy and intrinsic job 
satisfaction. Specialists’ responsibility of coding DTCs implies that they have control over the 
price tag of hospital care treatments. In hospital care, the nature of the DTC system – with 
over 3,000 different “products” (DTCs) – provides medical specialists with control over 
reimbursement of medical services. In that sense, it could be argued that for medical 
specialists involvement in DTC registration even entails a degree of individual autonomy over 
reimbursement practices (cf. Haasaart, 2011). Medical specialists’ control over 
reimbursement practices could be understood as a defensive strategy of the medical 
profession to retain individual autonomy (cf. MacDonald, 1995; Muzio & Ackroyd, 2005; 
Christensen & Lægreid, 2009). This may explain why levels of intrinsic job satisfaction are not 
affected.  

Some limitations of the present study should be taken into account. Our study was 
cross-sectional, so it isn’t possible to deduce cogent causal relationships. Reverse causation 
cannot be ruled out either. Due to the limited number of organizations (N = < 20) included in 
this study per sector, we could not use parameter estimates that are robust to non-
independence of observations (Maas & Hox, 2005). Given the hierarchic data structure – 
professionals work in departments at specific hospitals and home care organizations – future 
studies may need to account for the influence of individual organizations and departments 
when conducting analyses at an employee level.  
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The absence of an effect of performance-based contracting-related registration 
activities on the individual autonomy and intrinsic job satisfaction of hospital nurses may be 
explained differently. It has become clear that performance-based contracting affects mainly 
medical work, not nursing work. As such, performance-based contracting does not affect 
hospital nurses’ individual autonomy and intrinsic job satisfaction, simply because they are 
not exposed to activities stemming from performance-based contracting as much as medical 
specialists. 

For medical specialists there may be another reason that explains why performance-
based contracting-related registration tasks do not affect autonomy and intrinsic job 
satisfaction. Specialists’ responsibility of coding DTCs implies that they have control over the 
price tag of hospital care treatments. In hospital care, the nature of the DTC system – with 
over 3,000 different “products” (DTCs) – provides medical specialists with control over 
reimbursement of medical services. In that sense, it could be argued that for medical 
specialists involvement in DTC registration even entails a degree of individual autonomy over 
reimbursement practices (cf. Haasaart, 2011). Medical specialists’ control over 
reimbursement practices could be understood as a defensive strategy of the medical 
profession to retain individual autonomy (cf. MacDonald, 1995; Muzio & Ackroyd, 2005; 
Christensen & Lægreid, 2009). This may explain why levels of intrinsic job satisfaction are not 
affected.  

Some limitations of the present study should be taken into account. Our study was 
cross-sectional, so it isn’t possible to deduce cogent causal relationships. Reverse causation 
cannot be ruled out either. Due to the limited number of organizations (N = < 20) included in 
this study per sector, we could not use parameter estimates that are robust to non-
independence of observations (Maas & Hox, 2005). Given the hierarchic data structure – 
professionals work in departments at specific hospitals and home care organizations – future 
studies may need to account for the influence of individual organizations and departments 
when conducting analyses at an employee level.  
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7.1 Introducing the conclusions 
The consequences of healthcare governance reforms inspired by New Public Management 
(NPM) – including performance-based contracting – for public service professionals has been 
studied extensively (see Le Grand, 1999; McLaughlin, Osborne & Ferlie, 2002; Ackroyd, 
Kirkpatrick & Walker, 2007; Christensen & Lægreid, 2008; Noordegraaf & Steijn, 2013). In this 
study, performance-based contracting refers to a variety of instruments, all pursuing a form 
of regulated competition between healthcare providers and/or healthcare purchasers; all 
mechanisms involve performance evaluation and imply control of professional work by 
purchasers (insurers). Interestingly, the literature is inconclusive on the vital question of 
whether professionals in distinct institutional settings are confronted with and affected by 
market-and managerialist-based NPM instruments like performance-based contracting to the 
same extent and in the same manner. This study addresses this gap.  

The overall aim of this study was to understand if and how the development and 
implementation of performance-based contracting, as well as its consequences for 
professional work, are dependent on degrees of professionalism of healthcare professions. 
On the one hand this study seeks to understand the role of the specific institutional position 
of professions in shaping and mediating the development of performance-based contracting 
by focusing on professions’ corporate autonomy. On the other hand, it investigates the 
implementation of performance-based contracting – the extent to which medical specialists, 
hospital nurses, home nurses and home helps are confronted with performance-based 
contracting in their daily work. In terms of the outcomes of performance-based contracting 
for professional work and the conditions under which particular consequences are present, 
the study focused on the relationships between performance-based contracting, 
management support, individual autonomy and intrinsic job satisfaction among medical 
specialists, hospital nurses, home nurses, and home helps.12 

This concluding chapter has three aims: first, to present a synthesis of the answers to 
the central research questions based on the empirical findings from the study; second, to tie 
together and integrate the different parts of the study by considering the main conclusions 
that can be drawn; and third, to assess the study’s design critically by focusing on its 
theoretical, methodological and practical value, implications and limitations, and to consider 
possible directions for future research.  
 
7.2 Answering the research questions  
This study sets out to answer the following main research question:  
Are the development and implementation of performance-based contracting and their 
consequences for professional work dependent on healthcare professions’ degrees of 
professionalism?  

                                       
12 This study uses the term “home care worker” to refer to home care work in general, including both home 
nurses and home helps. In some instances a distinction is made between home nurses and home helps. 

 

 

The main research question breaks down into several sub-questions: 
1) How has performance-based contracting been developed in Dutch hospital care and 

home care?  
2) How is performance-based contracting implemented, i.e. how and to what extent are 

medical specialists, hospital nurses, home nurses and home helps confronted with 
performance-based contracting? 

3) How does performance-based contracting relate to the autonomy and intrinsic job 
satisfaction of medical specialists, hospital nurses, home nurses and home helps, and 
what is the role of managers in this relationship? 

 
To answer the research questions, a mixed-method approach was used. Semi-structured 
interviews13 provided a detailed picture of the introduction of performance-based contracting 
in the Dutch healthcare system at the macro level (RQ 1), while the quantitative surveys14 
offered data for analyzing the consequences of performance-based contracting at the 
individual level of healthcare professionals working in a care-providing organization (RQ 2 and 
RQ3). The mixed-method design facilitated a triangulation of results and provided in-depth 
knowledge of performance-based contracting “in context”, while simultaneously making it 
possible to test hypotheses on the relationships between performance-based contracting, 
management supportiveness, autonomy and intrinsic job satisfaction using Structural 
Equation Modelling (SEM). The study’s conclusions are summarized in Table 7.1.  
 
  

                                       
13 Data of 40 interviews were collected from purchasers of hospital care and home care employed by the four 
largest health insurance companies in the Netherlands (n=7), including one representative each of the Dutch 
Hospitals Association (NVZ), the Organization of Care Entrepreneurs (Actiz), and Care Workers and Nurses 
Netherlands (V&VN) (n=3), as well as medical specialists and home nurses (n=8), managers of general hospitals 
(n=8), and managers of home care organizations located in the west of the Netherlands (n=14). 
14 In this study data were used from surveys conducted in 2009, 2010 and 2011 of a sample involving 91 home 
helps, 214 hospital nurses and 187 medical specialists in the Netherlands. 

13004_Oomkens_BW.indd   166 13-08-15   10:33



Conclusions and Discussion

167

Ch
ap

te
r 7

 

 

7.1 Introducing the conclusions 
The consequences of healthcare governance reforms inspired by New Public Management 
(NPM) – including performance-based contracting – for public service professionals has been 
studied extensively (see Le Grand, 1999; McLaughlin, Osborne & Ferlie, 2002; Ackroyd, 
Kirkpatrick & Walker, 2007; Christensen & Lægreid, 2008; Noordegraaf & Steijn, 2013). In this 
study, performance-based contracting refers to a variety of instruments, all pursuing a form 
of regulated competition between healthcare providers and/or healthcare purchasers; all 
mechanisms involve performance evaluation and imply control of professional work by 
purchasers (insurers). Interestingly, the literature is inconclusive on the vital question of 
whether professionals in distinct institutional settings are confronted with and affected by 
market-and managerialist-based NPM instruments like performance-based contracting to the 
same extent and in the same manner. This study addresses this gap.  

The overall aim of this study was to understand if and how the development and 
implementation of performance-based contracting, as well as its consequences for 
professional work, are dependent on degrees of professionalism of healthcare professions. 
On the one hand this study seeks to understand the role of the specific institutional position 
of professions in shaping and mediating the development of performance-based contracting 
by focusing on professions’ corporate autonomy. On the other hand, it investigates the 
implementation of performance-based contracting – the extent to which medical specialists, 
hospital nurses, home nurses and home helps are confronted with performance-based 
contracting in their daily work. In terms of the outcomes of performance-based contracting 
for professional work and the conditions under which particular consequences are present, 
the study focused on the relationships between performance-based contracting, 
management support, individual autonomy and intrinsic job satisfaction among medical 
specialists, hospital nurses, home nurses, and home helps.12 

This concluding chapter has three aims: first, to present a synthesis of the answers to 
the central research questions based on the empirical findings from the study; second, to tie 
together and integrate the different parts of the study by considering the main conclusions 
that can be drawn; and third, to assess the study’s design critically by focusing on its 
theoretical, methodological and practical value, implications and limitations, and to consider 
possible directions for future research.  
 
7.2 Answering the research questions  
This study sets out to answer the following main research question:  
Are the development and implementation of performance-based contracting and their 
consequences for professional work dependent on healthcare professions’ degrees of 
professionalism?  

                                       
12 This study uses the term “home care worker” to refer to home care work in general, including both home 
nurses and home helps. In some instances a distinction is made between home nurses and home helps. 

 

 

The main research question breaks down into several sub-questions: 
1) How has performance-based contracting been developed in Dutch hospital care and 

home care?  
2) How is performance-based contracting implemented, i.e. how and to what extent are 

medical specialists, hospital nurses, home nurses and home helps confronted with 
performance-based contracting? 

3) How does performance-based contracting relate to the autonomy and intrinsic job 
satisfaction of medical specialists, hospital nurses, home nurses and home helps, and 
what is the role of managers in this relationship? 

 
To answer the research questions, a mixed-method approach was used. Semi-structured 
interviews13 provided a detailed picture of the introduction of performance-based contracting 
in the Dutch healthcare system at the macro level (RQ 1), while the quantitative surveys14 
offered data for analyzing the consequences of performance-based contracting at the 
individual level of healthcare professionals working in a care-providing organization (RQ 2 and 
RQ3). The mixed-method design facilitated a triangulation of results and provided in-depth 
knowledge of performance-based contracting “in context”, while simultaneously making it 
possible to test hypotheses on the relationships between performance-based contracting, 
management supportiveness, autonomy and intrinsic job satisfaction using Structural 
Equation Modelling (SEM). The study’s conclusions are summarized in Table 7.1.  
 
  

                                       
13 Data of 40 interviews were collected from purchasers of hospital care and home care employed by the four 
largest health insurance companies in the Netherlands (n=7), including one representative each of the Dutch 
Hospitals Association (NVZ), the Organization of Care Entrepreneurs (Actiz), and Care Workers and Nurses 
Netherlands (V&VN) (n=3), as well as medical specialists and home nurses (n=8), managers of general hospitals 
(n=8), and managers of home care organizations located in the west of the Netherlands (n=14). 
14 In this study data were used from surveys conducted in 2009, 2010 and 2011 of a sample involving 91 home 
helps, 214 hospital nurses and 187 medical specialists in the Netherlands. 

13004_Oomkens_BW.indd   167 13-08-15   10:33



Chapter 7

168

Chapter 7

 

 

Table 7.1 Conclusions 

 
 

7.2.1 Development of performance-based contracting: differences explained (RQ1) 
Based on exploratory interviews, Chapter 2 answered the first research question: How has 
performance-based contracting been developed in Dutch hospital care and home care? (RQ1). 
This question focusses on the professions the reforms were aimed at: medical specialists and 
hospital nurses in hospital care, and home nurses and home helps in home care. 

The chapter shows that variations in the institutional position of professions partly 
explain the relative differences in the development of performance-based contracting across 
hospital care and home care in terms of pace and instruments used. In conclusion, the nature 
of performance-based contracting in distinct healthcare sectors is largely dependent on the 
ability of the core profession to mobilize its powers and to mediate the introduction of new 
policies. The medical profession appears to leave its mark on healthcare governance changes 
and has the ability to influence the kind, pace and structure of new policy paths; choices of 
insurers are constrained and only incremental changes are possible. This is the result of its 
dominant position in the institutionalized governance structure, high levels of corporate 
autonomy, and independent work setting (as self-employed and organized in partnerships). 
The profession has the ability to reinforce and reproduce its powerful position to a certain 
degree despite attempts to curb this professional dominance (conclusion 1).  

As a result of the institutionalized dominant position (corporate autonomy) of the 
medical profession in the governance structure, the government has faced difficulties in its 

1.  The nature of performance-based contracting depends on the profession's ability to mobilize veto 
powers and co-shape policies. Professions with a dominant position in the institutionalized 
governance structure, hence with high levels of corporate autonomy, tend to have the ability to 
reinforce and reproduce their powerful position to a certain degree despite attempts to curb this 
professional dominance. 

2. Professions with higher degrees of professionalism are more likely than professions with lower 
degrees of professionalism to be confronted with performance-based contracting in their daily work. 

3.  The consequences of performance-based contracting for professionals’ autonomy and intrinsic job 
satisfaction depend on the mechanisms – transparency, accountability or interference – that are 
potentially activated and on the degree of professionalism. 

4. Managers are mostly involved in performance-based contracting, and are more important for 
professionals’ levels of autonomy and intrinsic job satisfaction, in institutional settings where 
professionals have lower degrees of professionalism. 

Main conclusion: Highly professionalized groups have a greater ability than less professionalized groups 
to co-shape policy reform attempts aimed at controlling professional work, creating corporatist forms of 
contracting based on flows of power between government, professions and purchasers. At the same time, 
highly professionalized groups are more likely to be confronted with the accountability and interference 
mechanisms than professionals with lower degrees of professionalism, and are more at risk of losing 
autonomy and intrinsic job satisfaction than less professionalized groups.  

 

 

 

attempts to implement policy plans in hospital care that seek to increase hierarchal control 
(1970s, 1980s, 1990s) or, subsequently, the use of market mechanisms (1990s and 2000s). In 
the end, only permitted incremental changes were introduced in hospital care. By contrast, 
the home care professions, with practice-based knowledge and low levels of corporate power, 
had less corporate autonomy and a much less dominant position in the governance structure 
in the pre-reform period. As a result, they weren’t capable of co-producing, amending or 
negotiating the social policy reforms aimed at fortifying hierarchical control and extending 
insurers’ power. How performance-based contracting is implemented differently in the 
hospital and home care sectors is described below. 
 
Hospital care 
In hospital care, important policy measures have been introduced since 2005 in order to 
create market mechanisms. Since the introduction of a price-competitive segment based on 
product classifications in 2005 (Diagnosis Treatment Combinations; DTCs) and of a new health 
insurance act in 2006, hospitals and medical specialists negotiate with health insurers on 
prices, volume and quality in a way that was previously unknown. Medical professionals, more 
than nursing professionals, are now held accountable for their performance and their work is 
monitored in detail and more strictly than ever before. In the Netherlands, four health 
insurance companies dominate the purchasing market, creating a market form of 
“oligopsony”, characterized by a small number of purchasers and a large number of providers 
(Robinson, 1934; Bhaskar, Manning & To, 2002).  

This study found that performance assessment of professional work takes place 
through partial self-regulation in that the performance indicators used at the negotiating table 
have been developed in consultation with medical associations. Despite some isolated 
examples of selective contracting on the hospital care market, in which not all hospitals are 
contracted based on provider performance, the prevailing picture is that of non-selective 
contracting. Non-selective contracting indicates that the operation of market forces is actually 
limited as providers generally have a contract with all insurers. Health insurers prefer to use 
channeling through preferred providership contracts – a “soft” positive incentive – rather than 
engage in restrictive forms of contracting. Instead of using performance indicators as a 
punitive instrument to deny hospitals a contract, performance indicators are mainly used by 
insurers as a mechanism of cooperation and learning. Evaluation outcomes are discussed to 
assess the price and quality of care, enabling hospitals and medical specialists to improve their 
performance.  

All in all, it seems that hospital care remains an institutional setting in which 
negotiations between hospitals, the medical profession and health insurers remain prevalent, 
although the olygopsonic position of the health insurers works to their advantage. 
Performance-based contracting in hospital care reflects a governance structure of 
corporatism based on interplay between hospitals, the medical profession and insurers. 
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Home care 
Over the last decade, the home care sector also has been targeted by market mechanisms and 
managerialist principles. Just like in health care, in home care the four health insurance 
companies fulfil the role of purchasers. In contrast to health care, here only one insurance 
company runs the purchasing agency – usually it is the market leader in a specific region. Since 
2004, contracting home care providers selectively based on their performance became an 
important means to realize mechanisms of regulated competition in Dutch home care. From 
2005 onward, resources in the home care sector have tended to be allocated through a 
process of tendering, an annual formal bidding process where providers compete for contracts 
under strict rules. As a result, the home care sector gradually came under the dominance of 
insurance companies and governmental control. The home care market can be called a 
“monopsony” with only one purchasing party and many providers (Robinson, 1934, Bhaskar, 
Manning & To, 2002; Figueras, Robinson & Jakubowski, 2005). As monopsonist, the insurer 
has a dominant role in the tendering process.  

The insurer’s tendering procedures clearly spell out standards of good practice, and it 
tightly monitors, evaluates and sanctions home care organizations. In addition, the insurer 
contracts selectively as not all care work a provider offers (in terms of hours) is being 
contracted, and only a select number of providers are offered contracts. Representatives of 
the home care professions are excluded from negotiations on performance criteria: these are 
developed by the insurers and have a strong focus on maximizing cost efficiency. Involved 
governmental control is reflected by the limited extent of price and volume competition as 
the government has set maximum tariffs and defined fixed regional budgets since 2001. In this 
sector, the implementation of performance-based contracting went hand-in-hand with strict 
governmental control, reflecting a nested governance structure of hierarchy and market. 
 
7.2.2 Unequal confrontation with performance-based contracting (RQ2) 
This section answers the following research question: How is performance-based contracting 
implemented, i.e. how and to what extent are medical specialists, hospital nurses, home nurses 
and home helps confronted with performance-based contracting? This second research 
question (RQ2) builds on the quantitative empirical data presented in Chapter 3 (home helps 
and home nurses), Chapter 4 (home nurses and home helps), Chapter 5 (hospital nurses and 
medical specialists) and Chapter 6 (home helps, hospital nurses and medical specialists). It 
considers how individual professionals are confronted with contracting in their daily work. In 
the first phase of the research, the qualitative interviews (Chapter 2) showed the existence of 
variation in the nature of professional work as well as dissimilarities in the process and 
characteristics of contracting and in the involvement of professionals in the contracting 
process. For that reason, in the quantitative chapters different measures were used to study 
how individual professionals perceive the way performance-based contracting affects the 
nature of their work and their work tasks. 

 

 

Although all four professional groups are confronted with policy measures that seek to 
measure and evaluate professional work, it appears that professionals in hospital care and 
home care are unequally confronted with performance-based contracting. It can be concluded 
that medical professionals, who are highly professionalized – more so than nursing and home 
care professionals, characterized by lower degrees of professionalism – are confronted with 
performance-based contracting in their daily work (Conclusion 2).  

All four professions experience the introduction of performance-based contracting 
mainly in the form of extra administrative tasks, as performance measurement systems 
require additional registration. Unexpectedly, medical specialists show spending even more 
time on contract-related registration activities than hospital nurses and home care workers. 
In addition, performance indicators are sometimes used by insurers to control medical 
decision-making, for example by exerting influence over allowing use of specific orphan drugs. 
Remarkably, performance-based contracting is more palpable for medical specialists in their 
daily work than for hospital nurses and home care workers. An earlier conclusion had been 
that the dominant medical profession has the ability to shape healthcare governance 
structures (Conclusion 1). However, Conclusion 2 shows that the ability of a professional group 
to mediate change does not automatically imply that purchasers’ attempts to gain control 
over individual professional work can be completely obstructed. 
 
7.2.3 Consequences of performance-based contracting for professional work (RQ3)  
The third research question is: How is performance-based contracting related to autonomy 
and the intrinsic job satisfaction of medical specialists, hospital nurses, home nurses and home 
helps, and what is the role of managers in these relationships? (RQ3). This third research 
question (RQ3) builds on the quantitative empirical data presented in Chapter 3 (home helps 
and home nurses), Chapter 4 (home nurses and home helps), Chapter 5 (hospital nurses and 
medical specialists) and Chapter 6 (home helps, hospital nurses and medical specialists).  
 
Mechanisms at work: transparency, accountability or interference?  
Performance-based contracting refers to a variety of instruments that all pursue a form of 
regulated competition between healthcare providers and/or healthcare purchasers; all 
mechanisms involve purchasers’ performance evaluation and imply their control of 
professional work. The study findings show that performance-based contracting is comprised 
of different components and “works” differently across professional groups. Because of this, 
the impact of contracting on professionals’ individual autonomy and intrinsic job satisfaction 
is not generalizable: it is conditional on distinct mechanisms that may be triggered. In 
conclusion, the consequences of performance-based contracting for professionals’ autonomy 
and intrinsic job satisfaction are dependent on the mechanisms – transparency, accountability 
or interference – that are potentially activated, and on degree of professionalism (Conclusion 
3). 
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daily work than for hospital nurses and home care workers. An earlier conclusion had been 
that the dominant medical profession has the ability to shape healthcare governance 
structures (Conclusion 1). However, Conclusion 2 shows that the ability of a professional group 
to mediate change does not automatically imply that purchasers’ attempts to gain control 
over individual professional work can be completely obstructed. 
 
7.2.3 Consequences of performance-based contracting for professional work (RQ3)  
The third research question is: How is performance-based contracting related to autonomy 
and the intrinsic job satisfaction of medical specialists, hospital nurses, home nurses and home 
helps, and what is the role of managers in these relationships? (RQ3). This third research 
question (RQ3) builds on the quantitative empirical data presented in Chapter 3 (home helps 
and home nurses), Chapter 4 (home nurses and home helps), Chapter 5 (hospital nurses and 
medical specialists) and Chapter 6 (home helps, hospital nurses and medical specialists).  
 
Mechanisms at work: transparency, accountability or interference?  
Performance-based contracting refers to a variety of instruments that all pursue a form of 
regulated competition between healthcare providers and/or healthcare purchasers; all 
mechanisms involve purchasers’ performance evaluation and imply their control of 
professional work. The study findings show that performance-based contracting is comprised 
of different components and “works” differently across professional groups. Because of this, 
the impact of contracting on professionals’ individual autonomy and intrinsic job satisfaction 
is not generalizable: it is conditional on distinct mechanisms that may be triggered. In 
conclusion, the consequences of performance-based contracting for professionals’ autonomy 
and intrinsic job satisfaction are dependent on the mechanisms – transparency, accountability 
or interference – that are potentially activated, and on degree of professionalism (Conclusion 
3). 
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Performance-based contracting may trigger different types of mechanisms that vary in 
their intensity in terms of affecting professional work. First, the transparency mechanism 
makes professional work more transparent for purchasers, by providing information about 
what happened and how it happened, and about the outcomes. It does not necessarily mean 
that professionals are accountable for their performance or that purchasers interfere with 
professional decision-making. Second, the accountability mechanism means that the 
individual professional is to be held accountable to the purchaser for the actions for which the 
professional has responsibility and authority. Accountability also entails that actions or 
sanctions may be used to reward good performance or to reprimand weak performance. 
Third, the ‘interference mechanism’ implies that purchasers directly interfere with 
professional decision-making processes in a way that professional standards and protocols on 
professional practice are increasingly submitted to ‘external’ criteria as defined by actors that 
do not belong to the ‘inner circle’ of the corporate profession. 

In general terms of the consequences of performance-based contracting for 
professional work, it appears that those aspects of contracting that trigger the interference 
mechanism, trying to exert influence on professional decision-making, have negative 
consequences for individual autonomy and/or levels of intrinsic job satisfaction. Yet, it seems 
that those forms of performance evaluation that generate the accountability mechanism do 
not relate to lower levels of individual autonomy or intrinsic job satisfaction. According to the 
study’s results, being held accountable for or having to explain one’s actions – and being 
rewarded or reprimanded for those actions – does not interfere with individual autonomy or 
negatively affect professionals’ intrinsic job satisfaction.  

This study also shows that the transparency mechanism does not relate negatively to 
individual autonomy and/or intrinsic job satisfaction. Simply measuring performance 
enhances transparency of professional work, but transparency is not necessarily the same as 
interference with professional decision-making. This study therefore demonstrates that 
among home care workers, hospital nurses and medical specialists registration activities, 
performance monitoring and evaluation by themselves – and the change in tasks to be 
performed that coincides with performance measurement – do not necessarily affect levels 
of individual autonomy or intrinsic job satisfaction. Hence the purpose of the registration 
activity – exerting influence over professional decision-making, using the information to hold 
professionals accountable, or making professional work more transparent – seems to be more 
important for the mechanism it triggers than registration of the activities as such. Only when 
professionals have the idea that purchasers are trying to interfere with professional decision-
making do levels of autonomy and/or intrinsic job satisfaction seem to be affected. 
 
Impact of performance-based contracting varies across professional groups  
This study began with the premise that occupational groups with higher degrees of 
professionalism are better able to shape, influence and mediate attempts to reform health 

 

 

care because of higher levels of corporate autonomy. It was consequently expected that levels 
of individual autonomy and job satisfaction would decline less for occupational groups with 
higher degrees of professionalism. Unexpectedly, it is medical professionals, whose profession 
has the highest degree of professionalism in this study, who seem to be affected the most in 
their levels of individual autonomy and intrinsic job satisfaction.  

Medical specialists are confronted with performance-based contracting in their daily 
work to a higher extent than hospital nurses and home care workers. This higher exposure to 
performance-based contracting also results in a greater impact of contracting on individual 
medical specialists’ work compared to hospital nurses and home care workers. Nonetheless, 
medical specialists’ perceived levels of individual autonomy remain higher than those of 
hospital nurses and home care workers. However, the increased influence of insurers that was 
perceived by medical specialists on aspects such as use of specific drugs and influence on 
medical treatments alters hospitals’ existing organizational characteristics by reducing 
specialists’ participation in organizational decision-making processes. Moreover, specialists’ 
perceptions of increased purchasers’ influence on medical work relates negatively to 
perceived autonomy. With such lowered levels of a highly valued autonomy, medical 
specialists seem to be less intrinsically satisfied with their job as a result of insurers’ increased 
influence on medical work.  

Remarkably, the present study seems to suggest that being held accountable on the 
basis of performance criteria that have been developed by or negotiated with professional 
associations does not relate negatively to professional individual autonomy. This may imply 
that the influence of performance-based contracting on professional work depends on 
whether or not professions have been involved in the design of specific performance criteria. 
For medical specialists, the involvement in specific registration tasks even reflects professional 
medical control over performance criteria, in that their involvement in the DTC system helps 
them retain control over reimbursement practices. In hospital care, attempts of health 
insurers to exert influence on the costs and quality of care provision are all directed at medical 
care, in that medical work (and not nursing work) is contracted and evaluated by purchasers. 
With respect to changes in hospital nursing resulting from contracting, administrative tasks 
have increased for hospital nurses, but no indication was found of a negative association 
between performance-based contracting (i.e. the introduction of the DTC system and the 
registration activities that come with it, and the use of performance indicators) on the one 
hand and autonomy or intrinsic job satisfaction on the other.  

In home care, using a strict time registration procedure induces lower levels of 
autonomy for both home nurses and home helps. These professionals feel that reporting what 
care was provided and how much time was spent on it infringes upon their individual 
autonomy. From their perspective, the strict time registration procedures may be acting as an 
“interference mechanism”, imposing constraints on the time that can be allocated to 
particular tasks. The strict time registration measure not only makes home care work 
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Performance-based contracting may trigger different types of mechanisms that vary in 
their intensity in terms of affecting professional work. First, the transparency mechanism 
makes professional work more transparent for purchasers, by providing information about 
what happened and how it happened, and about the outcomes. It does not necessarily mean 
that professionals are accountable for their performance or that purchasers interfere with 
professional decision-making. Second, the accountability mechanism means that the 
individual professional is to be held accountable to the purchaser for the actions for which the 
professional has responsibility and authority. Accountability also entails that actions or 
sanctions may be used to reward good performance or to reprimand weak performance. 
Third, the ‘interference mechanism’ implies that purchasers directly interfere with 
professional decision-making processes in a way that professional standards and protocols on 
professional practice are increasingly submitted to ‘external’ criteria as defined by actors that 
do not belong to the ‘inner circle’ of the corporate profession. 

In general terms of the consequences of performance-based contracting for 
professional work, it appears that those aspects of contracting that trigger the interference 
mechanism, trying to exert influence on professional decision-making, have negative 
consequences for individual autonomy and/or levels of intrinsic job satisfaction. Yet, it seems 
that those forms of performance evaluation that generate the accountability mechanism do 
not relate to lower levels of individual autonomy or intrinsic job satisfaction. According to the 
study’s results, being held accountable for or having to explain one’s actions – and being 
rewarded or reprimanded for those actions – does not interfere with individual autonomy or 
negatively affect professionals’ intrinsic job satisfaction.  

This study also shows that the transparency mechanism does not relate negatively to 
individual autonomy and/or intrinsic job satisfaction. Simply measuring performance 
enhances transparency of professional work, but transparency is not necessarily the same as 
interference with professional decision-making. This study therefore demonstrates that 
among home care workers, hospital nurses and medical specialists registration activities, 
performance monitoring and evaluation by themselves – and the change in tasks to be 
performed that coincides with performance measurement – do not necessarily affect levels 
of individual autonomy or intrinsic job satisfaction. Hence the purpose of the registration 
activity – exerting influence over professional decision-making, using the information to hold 
professionals accountable, or making professional work more transparent – seems to be more 
important for the mechanism it triggers than registration of the activities as such. Only when 
professionals have the idea that purchasers are trying to interfere with professional decision-
making do levels of autonomy and/or intrinsic job satisfaction seem to be affected. 
 
Impact of performance-based contracting varies across professional groups  
This study began with the premise that occupational groups with higher degrees of 
professionalism are better able to shape, influence and mediate attempts to reform health 

 

 

care because of higher levels of corporate autonomy. It was consequently expected that levels 
of individual autonomy and job satisfaction would decline less for occupational groups with 
higher degrees of professionalism. Unexpectedly, it is medical professionals, whose profession 
has the highest degree of professionalism in this study, who seem to be affected the most in 
their levels of individual autonomy and intrinsic job satisfaction.  

Medical specialists are confronted with performance-based contracting in their daily 
work to a higher extent than hospital nurses and home care workers. This higher exposure to 
performance-based contracting also results in a greater impact of contracting on individual 
medical specialists’ work compared to hospital nurses and home care workers. Nonetheless, 
medical specialists’ perceived levels of individual autonomy remain higher than those of 
hospital nurses and home care workers. However, the increased influence of insurers that was 
perceived by medical specialists on aspects such as use of specific drugs and influence on 
medical treatments alters hospitals’ existing organizational characteristics by reducing 
specialists’ participation in organizational decision-making processes. Moreover, specialists’ 
perceptions of increased purchasers’ influence on medical work relates negatively to 
perceived autonomy. With such lowered levels of a highly valued autonomy, medical 
specialists seem to be less intrinsically satisfied with their job as a result of insurers’ increased 
influence on medical work.  

Remarkably, the present study seems to suggest that being held accountable on the 
basis of performance criteria that have been developed by or negotiated with professional 
associations does not relate negatively to professional individual autonomy. This may imply 
that the influence of performance-based contracting on professional work depends on 
whether or not professions have been involved in the design of specific performance criteria. 
For medical specialists, the involvement in specific registration tasks even reflects professional 
medical control over performance criteria, in that their involvement in the DTC system helps 
them retain control over reimbursement practices. In hospital care, attempts of health 
insurers to exert influence on the costs and quality of care provision are all directed at medical 
care, in that medical work (and not nursing work) is contracted and evaluated by purchasers. 
With respect to changes in hospital nursing resulting from contracting, administrative tasks 
have increased for hospital nurses, but no indication was found of a negative association 
between performance-based contracting (i.e. the introduction of the DTC system and the 
registration activities that come with it, and the use of performance indicators) on the one 
hand and autonomy or intrinsic job satisfaction on the other.  

In home care, using a strict time registration procedure induces lower levels of 
autonomy for both home nurses and home helps. These professionals feel that reporting what 
care was provided and how much time was spent on it infringes upon their individual 
autonomy. From their perspective, the strict time registration procedures may be acting as an 
“interference mechanism”, imposing constraints on the time that can be allocated to 
particular tasks. The strict time registration measure not only makes home care work 
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transparent and measurable for health insurance companies, it also directly diminishes 
professional control over their work.  
 
The role of managers  
Managers are mostly involved in performance-based contracting, and are more important for 
professional’s levels of autonomy and intrinsic job satisfaction in institutional settings where 
professionals have lower degrees of professionalism (Conclusion 4). The role managers play is 
different in hospital care than in home care, due to the different institutional constellations of 
the two sectors. To illustrate this, there appears to be no relationship between performance-
based contracting (such as perceived influence of insurers on medical work and time spent on 
several registration activities related to contracting) and levels of management support that 
medical specialists perceive. It is likely that in institutional settings with self-employed medical 
specialists organized in partnerships (which have high levels of corporate autonomy), it is 
these specialists and not hospital management are the focus of insurers’ attempts to gain 
control. It is mainly the medical specialists who are held accountable for the outcomes of 
performance evaluation. Among hospital nurses no relationship between performance-based 
contracting in terms of time spent on several contracting-related registration activities and 
perceived levels of management support was observed either. Apparently there was no room 
here for hospital managers to “manage” time distribution of various registration activities of 
nurses.   

For home care workers, differences in perceived management supportiveness account 
to a certain extent for differences in implementation and outcomes of performance-based 
contracting. Home care workers – home nurses and home helps – who experience more 
higher-management support report use of the strict registration procedure less often. This 
suggests that higher managers, such as members of the board of directors or of the central 
management team of home care organizations, have the ability to influence how 
requirements defined by health insurers are implemented in home care organizations.  

Additionally, a profession that performs its work in organizational settings and works 
on a salaried basis (like hospital nurses) is more subject to the control and demands of the 
organization’s management and is therefore more dependent on managers for its level of 
professional individual autonomy. It seems plausible that the highly professionalized medical 
specialists derive their autonomy mainly from extensive training and high-level skills, which 
downplays the role of managers in this context in terms of control over professional medical 
work. Moreover, their status of self-employed and associated entrepreneurs juxtaposes them 
to the hospital organizations, providing them with more general and financial control over 
their work, as well as individual autonomy towards the hospital manager. By contrast, home 
care workers seem to experience individual autonomy not because of their professional status 
but because they work in the periphery of care and are therefore free from direct 
organizational supervision. 

 

 

7.2.4 Main conclusion (Main RQ)  
This section answers the main research question, Are the development and the 
implementation of performance-based contracting and its consequences for professional work 
dependent on healthcare professions’ degrees of professionalism?, and draws the study’s main 
conclusion. Degree of professionalism, which is defined by a profession’s level of corporate 
autonomy and the specific work setting, plays a paradoxical role in the development, 
implementation and consequences of performance-based contracting for professional 
healthcare work.  

On the one hand, the medical profession, characterized by a high degree of 
professionalism, is better able than professional groups with lower degrees of professionalism 
(hospital nurses and home care workers) to co-produce and mediate the development of 
performance-based contracting, maintaining a governance structure with corporatist forms of 
contracting based on flows of power and dialogue between government, professions and 
purchasers (insurers). Home care workers, by contrast, are not capable of co-producing and 
negotiating the development of performance-based contracting, resulting in a governance 
structure in which the home care sector gradually came under the dominance of insurers and 
governmental control. On the other hand, highly professionalized groups are more likely to be 
confronted with performance-based contracting in their daily work and to be affected by 
performance-based contracting in terms of individual autonomy and intrinsic job satisfaction. 
The reason is that performance-based contracting triggers different types of mechanisms in 
distinct institutional settings, depending on the position of the core profession and the role of 
managers in the field (main conclusion).  

Across the different institutional settings of hospital care and home care, performance-
based contracting triggers the transparency mechanism, making professional work more 
transparent for insurers or managers. Although this mechanism creates more openness about 
the tasks that are performed, the way they are performed and their outcomes, it does not 
necessarily imply accountability or interference with professional decision-making based on 
professional standards and norms. Overall, it seems that interference and accountability 
mechanisms are most likely to be triggered in an institutional context with professions 
characterized by a high degree of professionalism. This includes professions that require 
extensive training programs demonstrating their specialized body of knowledge, are 
characterized by high levels of corporate autonomy, and are juxtaposed to the organization’s 
management because of their self-employed status. In such a context purchasers (insurers) 
seek to interfere with professional decision-making and hold individual professionals 
accountable for their performance. Because of their high degree of professionalism, these 
professions are an interesting target for policymakers and purchasing agencies seeking to gain 
control over healthcare expenditures. Managerialist and market principles target exactly their 
high degrees of individual autonomy and authority in organizations.  
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transparent and measurable for health insurance companies, it also directly diminishes 
professional control over their work.  
 
The role of managers  
Managers are mostly involved in performance-based contracting, and are more important for 
professional’s levels of autonomy and intrinsic job satisfaction in institutional settings where 
professionals have lower degrees of professionalism (Conclusion 4). The role managers play is 
different in hospital care than in home care, due to the different institutional constellations of 
the two sectors. To illustrate this, there appears to be no relationship between performance-
based contracting (such as perceived influence of insurers on medical work and time spent on 
several registration activities related to contracting) and levels of management support that 
medical specialists perceive. It is likely that in institutional settings with self-employed medical 
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these specialists and not hospital management are the focus of insurers’ attempts to gain 
control. It is mainly the medical specialists who are held accountable for the outcomes of 
performance evaluation. Among hospital nurses no relationship between performance-based 
contracting in terms of time spent on several contracting-related registration activities and 
perceived levels of management support was observed either. Apparently there was no room 
here for hospital managers to “manage” time distribution of various registration activities of 
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For home care workers, differences in perceived management supportiveness account 
to a certain extent for differences in implementation and outcomes of performance-based 
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to the hospital organizations, providing them with more general and financial control over 
their work, as well as individual autonomy towards the hospital manager. By contrast, home 
care workers seem to experience individual autonomy not because of their professional status 
but because they work in the periphery of care and are therefore free from direct 
organizational supervision. 

 

 

7.2.4 Main conclusion (Main RQ)  
This section answers the main research question, Are the development and the 
implementation of performance-based contracting and its consequences for professional work 
dependent on healthcare professions’ degrees of professionalism?, and draws the study’s main 
conclusion. Degree of professionalism, which is defined by a profession’s level of corporate 
autonomy and the specific work setting, plays a paradoxical role in the development, 
implementation and consequences of performance-based contracting for professional 
healthcare work.  

On the one hand, the medical profession, characterized by a high degree of 
professionalism, is better able than professional groups with lower degrees of professionalism 
(hospital nurses and home care workers) to co-produce and mediate the development of 
performance-based contracting, maintaining a governance structure with corporatist forms of 
contracting based on flows of power and dialogue between government, professions and 
purchasers (insurers). Home care workers, by contrast, are not capable of co-producing and 
negotiating the development of performance-based contracting, resulting in a governance 
structure in which the home care sector gradually came under the dominance of insurers and 
governmental control. On the other hand, highly professionalized groups are more likely to be 
confronted with performance-based contracting in their daily work and to be affected by 
performance-based contracting in terms of individual autonomy and intrinsic job satisfaction. 
The reason is that performance-based contracting triggers different types of mechanisms in 
distinct institutional settings, depending on the position of the core profession and the role of 
managers in the field (main conclusion).  

Across the different institutional settings of hospital care and home care, performance-
based contracting triggers the transparency mechanism, making professional work more 
transparent for insurers or managers. Although this mechanism creates more openness about 
the tasks that are performed, the way they are performed and their outcomes, it does not 
necessarily imply accountability or interference with professional decision-making based on 
professional standards and norms. Overall, it seems that interference and accountability 
mechanisms are most likely to be triggered in an institutional context with professions 
characterized by a high degree of professionalism. This includes professions that require 
extensive training programs demonstrating their specialized body of knowledge, are 
characterized by high levels of corporate autonomy, and are juxtaposed to the organization’s 
management because of their self-employed status. In such a context purchasers (insurers) 
seek to interfere with professional decision-making and hold individual professionals 
accountable for their performance. Because of their high degree of professionalism, these 
professions are an interesting target for policymakers and purchasing agencies seeking to gain 
control over healthcare expenditures. Managerialist and market principles target exactly their 
high degrees of individual autonomy and authority in organizations.  
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A different picture is observed in institutional settings where care work is provided by 
workers with lower degrees of professionalism, such as hospital nursing and home care. The 
results of this study show that performance-based contracting is manifest in such a way that 
it is mainly the transparency mechanism which is activated, leaving individual autonomy and 
intrinsic job satisfaction largely untouched. The accountability mechanism targets their 
organizations, and probably their managers, but less so the individualized professional. In 
institutional settings with less professionalized groups – characterized by a less specialized 
body of knowledge, shorter training programs, less corporate autonomy and a salaried 
employment status – the professional depends much more on the performance of the 
organization than that of a single individual. Less professionalized groups are more likely to be 
off-sided by purchasers, making them either more dependent on the negotiation skills of the 
field’s dominant hierarchy (the managers) or making them more vulnerable to the whims of 
the organization’s management.  

On the one hand we see that higher degrees of professionalism imply a greater ability 
to influence the way professional work is evaluated. On the other hand, higher degrees of 
professionalism imply greater responsibility for – and individual autonomy over – professional 
actions, therefore it is likely that insurers will seek to control the work of those professions in 
particular. It makes sense that insurers address those in charge and those who bear the 
financial risks of care provision: self-employed medical specialists organized in partnerships in 
hospital care and the organization’s management in home care.  
 
7.3 Study’s value and personal reflection on recent developments  
 
7.3.1 Theoretical value 
The contribution of the present study is threefold. The first theoretical value of this study is 
that it attempts to contextualize and embed individual perceptions of performance-based 
contracting of various kinds of professionals within and across sectors, and to relate social 
policy analysis of this reform to what is actually implemented and experienced in the daily 
working conditions of professionals. Using literature from the fields of sociology (e.g. 
MacDonald, 1995; Freidson, 2001; Kuhlmann, 2006; Tonkens, 2008), public administration 
(e.g. Hood, 1991; Ackroyd et al., 2007; Bejerot & Hasselbladh, 2011, Tummers, 2012; 
Noordegraaf & Steijn, 2013), health economics (e.g. Figueras et al., 2005, Schut & Van de Ven, 
2011) and historical institutionalism (e.g. Pierson, 2000; Mahoney & Thelen, 2010), this 
interdisciplinary study provides a comprehensive investigation of the way healthcare policy 
changes in distinct institutional contexts take place. The study shows that in order to 
understand the effects of NPM on professionalism various degrees of professionalism have to 
be considered as well as organizational structures, management systems, payments systems 
and institutionalized governance  

 

 

By interconnecting theories on institutionalism and theories on professionalism this 
study demonstrates how “degrees of professionalism” emerge, reflecting the varying 
institutional positions of professions, i.e. their organizational work settings and corporate 
autonomy. The present study has shown that using the concept of “degree of professionalism” 
is a useful analytical tool for studying the institutional position of professions and is therefore 
applicable to our understanding of healthcare governance systems’ evolution (cf. Kuhlmann, 
2006; Ackroyd et al., 2007) and of occupational and organizational changes caused by policy 
developments (cf. Evetts, 2003, 2011).  
 The second theoretical value is that the study improves the understanding of the 
relationship between NPM and professionalism, and the role of managers in this relationship. 
It shows that the influence of performance-based contracting on autonomy and intrinsic job 
satisfaction is only present under specific conditions, as this influence is dependent on the 
mechanisms that are triggered by contracting. Moreover, the role of managers is contingent 
upon the institutional context in which they operate; the organization’s management is more 
influential in institutional settings with less professionalized groups. This finding challenges 
the existing debate on NPM and professionalism.  

Two streams of literature currently dominate the debate on NPM and professionalism. 
In the first stream, authors argue that the professional logic of peer control and professionals’ 
emphasis on patient needs are “colonized”, by market and managerialist principles, therefore 
professional individual autonomy and job satisfaction are eroded. It is also argued that NPM 
may put pressure on managers to reach performance targets, potentially resulting in stricter 
managerial regulation and control of professional work (Clarke & Newman, 1997; Freidson, 
2001; Preker & Harding, 2003; Broadbent & Laughlin, 2002; Tonkens, 2008; Diefenbach, 2009). 
In the second stream of literature this so-called “de-professionalization” thesis is challenged, 
claiming that it “fails to take into account how deeply and thoroughly welfare state institutions 
have been colonized by professionals” (Ackroyd et al., 2007: 12). It is argued that modes of 
professional self-regulation remain dominant and that there is no evidence of a negative 
relationship between the introduction of the market and managerialist principles of NPM and 
healthcare professionals’ autonomy and/or job satisfaction (Baker & Cantor, 1993; Le Grand, 
1999; Schepers & Casparie 1999; Fitzgerald & Ferlie, 2000; Kirkpatrick & Ackroyd, 2003; 
Ackroyd et al., 2007; Levay & Waks, 2009; Bejerot & Hasselbladh, 2011). The present study 
adds to this debate by specifying the conditions under which the relationship between 
performance-based contracting, as an NPM instrument, and professionals’ individual 
autonomy and intrinsic job satisfaction is present.  

Unlike the de-professionalization thesis, there are no indications in the current study 
that there is a similar and unequivocal (negative) relationship between performance-based 
contracting and professionals’ autonomy and job satisfaction across professional groups. How 
performance-based contracting is implemented, the mechanism that it triggers – 
transparency, accountability, interference – and subsequently the consequences it has for 
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The contribution of the present study is threefold. The first theoretical value of this study is 
that it attempts to contextualize and embed individual perceptions of performance-based 
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policy analysis of this reform to what is actually implemented and experienced in the daily 
working conditions of professionals. Using literature from the fields of sociology (e.g. 
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(e.g. Hood, 1991; Ackroyd et al., 2007; Bejerot & Hasselbladh, 2011, Tummers, 2012; 
Noordegraaf & Steijn, 2013), health economics (e.g. Figueras et al., 2005, Schut & Van de Ven, 
2011) and historical institutionalism (e.g. Pierson, 2000; Mahoney & Thelen, 2010), this 
interdisciplinary study provides a comprehensive investigation of the way healthcare policy 
changes in distinct institutional contexts take place. The study shows that in order to 
understand the effects of NPM on professionalism various degrees of professionalism have to 
be considered as well as organizational structures, management systems, payments systems 
and institutionalized governance  

 

 

By interconnecting theories on institutionalism and theories on professionalism this 
study demonstrates how “degrees of professionalism” emerge, reflecting the varying 
institutional positions of professions, i.e. their organizational work settings and corporate 
autonomy. The present study has shown that using the concept of “degree of professionalism” 
is a useful analytical tool for studying the institutional position of professions and is therefore 
applicable to our understanding of healthcare governance systems’ evolution (cf. Kuhlmann, 
2006; Ackroyd et al., 2007) and of occupational and organizational changes caused by policy 
developments (cf. Evetts, 2003, 2011).  
 The second theoretical value is that the study improves the understanding of the 
relationship between NPM and professionalism, and the role of managers in this relationship. 
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transparency, accountability, interference – and subsequently the consequences it has for 
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professionals’ individual autonomy and intrinsic job satisfaction, is dependent on the 
particular institutional position of professionals and managers in the healthcare sector. Future 
research could investigate why a particular mechanism is triggered by a certain element of 
NPM in order to find out why that NPM instrument does or doesn’t affect professionals’ 
individual autonomy or intrinsic job satisfaction.  

The second stream of literature – where it is claimed that welfare-state institutions 
have been colonized by dominant professions and that because of this, professionals’ 
autonomy and job satisfaction is unaffected – is challenged too. This study shows that on the 
one hand, the medical profession, with its dominant position in the institutionalized 
governance structure, has the ability to reinforce and reproduce its powerful institutional 
position as a professional group in relation to insurance companies and the government. On 
the other hand, the perceived levels of autonomy and intrinsic job satisfaction of individual 
medical specialists may nonetheless be negatively affected by the introduction of 
performance-based contracting. This suggests that more influence of a professional group on 
the development and implementation of new policy measures does not necessarily imply less 
impact of these policy reforms on the work context of individual professionals.  
 
7.3.2 Methodological value 
 
Mixed methods 
The mixed-methods design appears to be useful for answering the main research question 
that sought for an in-depth understanding of performance-based contracting across different 
domains of health care. Merging qualitative and quantitative data analysis facilitates a 
triangulation of results and provides illustrations of performance-based contracting in Dutch 
hospital and home care, helping to develop a more complete understanding of performance-
based contracting “in context”. The sequential character of this study – the quantitative phase 
preceded by a qualitative phase – enhances its validity, as survey items could be 
contextualized. Variations in the nature of professional work and distinctions in the process 
and characteristics of contracting and in the involvement of professionals in the contracting 
process have required items to be adjusted to the specific context of hospital care and home 
care. 

Still, and probably due to the contextualized formulation of the variables, the items do 
not always form a reliable scale, as was intended at the start of the research. The 
measurement of performance-based contracting in this study should therefore be seen as a 
first endeavor to measure this complex phenomenon quantitatively and comparatively. 
Caution should be exercised in generalizing the study outcomes to other care/healthcare 
sectors because this approach has contextualized performance-based contracting to the 
Dutch hospital care and home care setting.  
 

 

 

Testing moderated mediation using path analysis and bootstrapping 
Research on performance-based contracting and professional work lacks quantitative models 
that assess relationships between organizational characteristics, performance-based 
contracting and professionals’ work outcomes simultaneously. Structural Equation Modelling 
(SEM), i.e. path analysis (applied in Chapters 3, 4, 5 and 6), allows simultaneous evaluation of 
model construct relationships, as model evaluation does not have to be performed in 
sequential steps. The main reason for choosing path analysis is that the conceptual models in 
this study include indirect relationships (such as the relationship between performance-based 
contracting and intrinsic job satisfaction via individual autonomy). To test mediation effects, 
SEM is preferred over regression analysis (Preacher, Rucker & Hayes, 2007; Zhao et al., 2010). 
The full information maximum likelihood (FIML) method used under Mplus (Muthén & 
Muthén, 1998-2010) is appropriate for handling non-normally distributed data, which is often 
the case in survey research. 

There is also a lack of empirical studies in which the hypothesis that the relationship 
between performance-based contracting and professional work works differently across 
professional groups is tested statistically. This study tests a moderated-mediation model by 
bootstrapping the confidence intervals of direct and indirect relationships and comparing the 
relationships across professional groups. By doing so, it shows to what extent professionalism 
functions as a moderator in the direct and indirect relationships between performance-based 
contracting, management support, individual autonomy and intrinsic job satisfaction. The 
bootstrapping resampling technique accommodates for the non-normal distribution of 
indirect effects confidence intervals and assesses the stability and generalizability of the 
moderated-mediation model (Preacher & Hayes, 2007). 
 
Limitations of cross-sectional research 
As a cross-sectional design is used and all data are gathered at one single point in time, it is 
not possible to infer cogent causal relationships, nor can reverse causation be ruled out. While 
the causal assumptions in the theoretical models (see Chapters 3, 4, 5, and 6) are defensible 
and consistent with the current state of research, they should be interpreted with caution 
because the direction of the relationship is in some cases ambiguous. Although the outcomes 
of this study do not verify validity of the causal assumptions, they do lend credibility to some 
of the hypotheses while also revealing imperfections in specification to other causal 
assumptions (Bollen & Pearl, 2013). To address limitations of this cross-sectional study, future 
research directions should include the use of longitudinal designs, in which levels of 
professionals’ individual autonomy and intrinsic job satisfaction are measured at multiple 
points in time. This helps to determine whether changes in levels of individual autonomy can 
actually be attributed to particular policy changes.  
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7.3.3 Practical value 
Taking into account the major reforms of healthcare governance policies in the Netherlands 
(NZa, 2012; NZa, 2013a; NZa, 2014) and in other European countries that seek to increase 
competition based on provider performance (see Health Systems and Policy Monitor and 
European Observatory on Health Systems and Policies), the knowledge gained in this study 
seems valuable for practitioners. This section draws out the implications of the main 
conclusions for policy practice.  

This study shows that medical specialists, hospital nurses and home care workers are 
increasingly confronted with politically designed directives for purchasers, i.e. insurance 
companies, to gain more control over healthcare professionals. What does this mean for the 
nature of professional work? On the one hand, this study illustrates that the consequences of 
performance-based contracting for the individual autonomy and intrinsic job satisfaction of 
professionals are limited. On the other hand, healthcare professions – and the medical 
profession in particular – are increasingly confronted with policies of insurers that seek to 
measure and evaluate professional work. Traditionally, professionals – medical specialists 
more than hospital nurses and home care workers – have operated on the basis of trust and 
confidence. Their long-term training, ethical commitment and expert knowledge gave them 
credentials to operate (highly) autonomously, enabling them to control work and 
employment. With the introduction of performance-based contracting the role of the 
insurance companies is re-defined. They are now expected to act as a prudent purchaser of 
healthcare on behalf of their clients, the care recipients, and to strengthen external control 
over professional performance. By implication, professional performance is no longer solely 
evaluated by professional peers, but also by non-professional actors; politicians, insurance 
companies and representatives of clients and patients. 

In hospital care, monitoring and evaluating professional performance is a shared 
practice of medical specialists and insurers. In home care, measuring professional 
performance appears to be the task of insurers and the management of home care 
organizations. Taking the demand for more insight into and control over professional 
performance as a given circumstance, professionals’ participation in the design of 
performance indicators may be a fruitful strategy for the further development of 
performance-based contracting (Delnoij, Rademakers & Groenewegen, 2010). In committing 
all stakeholders, the professionals who perform the work seem to be a neglected category, 
especially if they have a low profile. If professional associations are accepted as a partner in 
the development of the evaluation criteria, or performance indicators, purchasers have a 
better-qualified tool to evaluate professional work while professionals aren’t constrained in 
decision-making based on internalized professional norms and expert knowledge. Agreeing 
on who should participate as stakeholder might enhance the position of professions that 
engage in developing performance measurement systems, contribute to the transparency of 

 

 

services and facilitate healthcare purchasing, while simultaneously retaining control over the 
evaluation criteria of professional work.  

Policymakers and insurance companies can benefit from the study’s results because 
of the insights it provides into the way policy development and implementation – specifically, 
performance-based contracting – takes places across distinct professional groups. 
Additionally, for both policymakers and health insurers it becomes clear that the strategies 
applied by various professional groups vary considerably due to differences in professions’ 
countervailing power that enable them to mediate or even resist policy reforms. For 
policymakers it is also useful to be aware that comprehensive policies, like performance-based 
contracting, embed a range of mechanisms with dissimilar or even contradictory outcomes. It 
might be expedient as well as inspiring to understand the regulative mechanisms that operate 
in a field of a few insurance companies and a multitude of providers, as well as the resulting 
power struggles. Policymakers should take notice of the effects of intrusive monitoring and 
accountability on the commitment and loyalty of professionals who feel that loss of 
confidence. If policymakers were more aware of the potential consequences of new 
healthcare governance policies for healthcare organizations and professionals at an early 
stage, they would probably make more balanced choices.  

For managers of healthcare organizations, the knowledge gained in this study about 
the distinctive role of managers across different settings in health care is also useful. It posits 
that the role of managers and their management techniques work differently across 
professional groups. Perhaps management strategies that create more satisfied workers in 
institutional settings like hospital nursing do not necessarily enhance job satisfaction in a 
peripheral setting like home care. Or, certain management techniques that may lead to a more 
autonomous working environment for less professionalized groups do not automatically 
improve individual autonomy for highly professionalized groups. Insight into the importance 
of supportive managers for the autonomy of professionals belonging to professions with lower 
degrees of professionalism can help improve the attractiveness of care work. 

 
7.3.4 Personal reflection on recent developments in hospital and home care  
This section intends to be a personal reflection on the current state of affairs in Dutch hospital 
and home care, based on the study’s conclusions. If one accepts the idea that insurers mainly 
attempt to hold professionals with high levels of individual autonomy accountable for their 
performance and seek to interfere with their practices, while at the same time these highly 
professionalized groups have the ability to co-produce policy reforms aimed at controlling 
professional work, what can be expected for the future of performance-based contracting in 
hospital and home care? 
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Hospital care 
For decades now, the Dutch government has been trying to enhance control over the medical 
profession, either by extending control over professionals’ income or by strengthening the 
position of insurance companies in hospital care (Schut, Sorbe & Høj, 2013). Recently, the 
Dutch government attempted to reduce the share of self-employed medical specialists 
(approximately 50 percent in the Netherlands) by encouraging them via a subsidy to work as 
salaried employees. The subsidy regulation failed, as in only three of 67 hospitals self-
employed medical specialists decided to disband in favour of permanent employment 
(Volkskrant, 2014). It appears that almost all partnerships of specialists chose for a tax 
structure that allowed them to retain their independent and powerful position in the field of 
hospital care.  
 In the Dutch system of regulated competition, health insurers are required to make 
favourable contract arrangements with hospitals for their policyholders. To do this properly, 
insurers must be able to tempt policyholders into opting for certain preferred providers (NZa, 
2013b). However, Article 13 of the Health Insurance Act (Zvw) limits the power of insurers to 
“direct” the care offered by selectively contracting the best care providers in terms of quality 
and costs. Article 13 stipulates that the amount reimbursed for care provided by non-
preferred or non-contracted providers may not be so low that it puts up a barrier (hinderpaal) 
for a patient to turn to a non-preferred provider of choice.  

A proposal for a legislative amendment to abolish Article 13 was rejected by the 
Parliament. The proposal was subjected to broad political and social debate (Volkskrant, 
2015), and eventually the Supreme Court of the Netherlands established that insurers still 
need to reimburse of 75 percent of the costs if a patient was treated by a non-contracted 
provider (Supreme Court, 2014). The failure to abolish Article 13 seems to limit the extension 
of the power of insurers; because of the hinderpaal criterion it is more difficult for insurers to 
prevent their policyholders from receiving care from non-contracted providers. At the same 
time, this legislative failure illuminates the influential position of the medical profession in the 
field of hospital care. With regard to the development of performance-measurement systems 
that may be used by insurers in the contracting process, the medical profession initiates 
studies on the effectiveness and efficiency of their treatments as well as on the development 
of adequate performance indicators (NRC, 2014). In doing so, the medical professions seem 
to be trying to retain control over the evaluation criteria of their performance.  

In line with this study’s conclusion, Dutch healthcare governance policies (NZa, 2012; 
NZa, 2013a; NZa, 2014) seem to keep increasing competition between hospitals based on 
provider performance and strengthening the role of insurers as critical purchasers of care, 
enabling them to steer medical performance. Nonetheless, the continuing countervailing 
power by the medical profession puts a limit on the expansion of power for insurance 
companies. Because of the involvement of the medical profession in the design of 

 

 

performance indicators, insurers may increasingly contract hospitals selectively, but the 
medical profession is likely to retain control over evaluation criteria for medical performance.  
 
Home care  
In order to ensure the affordability, accessibility and quality of long-term care in the future, 
the Dutch government has completely revised the long-term healthcare system as of January 
2015. The aim of the reform is to keep people self-supported as long as possible. Most forms 
of non-residential care and lower levels of care, such as homekeeping, have been transferred 
to the municipalities and added to the Social Support Act (Wmo, in place since 2007). Health 
insurers have now become responsible for the whole medical domain but no longer for lower 
levels of care such as the cleaning of homes for the elderly and the disabled. They are only 
responsible for home nursing care and specialist hospital care. If living at home is not an 
option, residential long-term care is available under the new Long Term Care Act (Wlz), which 
has replaced the Exceptional Medical Expenses Act (AWBZ) (Kroneman, 2014).  

Whereas under the Exceptional Medical Expenses Act home care services used to be 
divided into home nursing and personal care, under the Health Insurance Act home care is 
referred to as “community nursing”. As of 2015, an important role has been attributed to the 
community nurse, who is expected to combine medical tasks with improving the cohesion 
between prevention, care, well-being and housing (Ministry of Economic Affairs, 2014). This 
trend toward non-residential, locally organized care provision can be witnessed in many 
European countries (Genet et al., 2013). What may be the implications of the transformations 
in long-term care toward “community nursing” for performance-based contracting in home 
care? And how is the position of professionals affected by this major policy change?  

On the one hand, the community nurse has earned a more dominant position in the 
field of home care. For example, needs assessment under the Health Insurance Act is no longer 
carried out by the Center for Care Indication (CIZ), it is now conducted by a nurse (level 5, four 
years of higher vocational training). As such, nurses regained control over access to care, 
entitlement of clients to community nursing facilities and the total amount of care that is 
reimbursed by the insurers.  

On the other hand, the combination of nurses’ responsibility for client’s needs 
assessment, combined with budget cuts, may in fact even be putting them in a vulnerable 
position. Because community nurses are closer to individual citizens and are considered to be 
in the best position to assess what care is needed, they are assumed to be able to organize 
the care efficiently. In addition, citizens are now expected to take care of themselves as much 
as possible. For this reason, the state budget for non-residential care has been lowered 

(Ministry of Health, 2013). In the near future, nurses in home care are more likely to be 
confronted with attempts of insurers to hold them accountable for their work. This may be an 
unintended consequence of the increased individual autonomy of community nurses due to 
the transformation to locally-organized non-residential care. Also, because of insurers’ focus 
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to the municipalities and added to the Social Support Act (Wmo, in place since 2007). Health 
insurers have now become responsible for the whole medical domain but no longer for lower 
levels of care such as the cleaning of homes for the elderly and the disabled. They are only 
responsible for home nursing care and specialist hospital care. If living at home is not an 
option, residential long-term care is available under the new Long Term Care Act (Wlz), which 
has replaced the Exceptional Medical Expenses Act (AWBZ) (Kroneman, 2014).  

Whereas under the Exceptional Medical Expenses Act home care services used to be 
divided into home nursing and personal care, under the Health Insurance Act home care is 
referred to as “community nursing”. As of 2015, an important role has been attributed to the 
community nurse, who is expected to combine medical tasks with improving the cohesion 
between prevention, care, well-being and housing (Ministry of Economic Affairs, 2014). This 
trend toward non-residential, locally organized care provision can be witnessed in many 
European countries (Genet et al., 2013). What may be the implications of the transformations 
in long-term care toward “community nursing” for performance-based contracting in home 
care? And how is the position of professionals affected by this major policy change?  

On the one hand, the community nurse has earned a more dominant position in the 
field of home care. For example, needs assessment under the Health Insurance Act is no longer 
carried out by the Center for Care Indication (CIZ), it is now conducted by a nurse (level 5, four 
years of higher vocational training). As such, nurses regained control over access to care, 
entitlement of clients to community nursing facilities and the total amount of care that is 
reimbursed by the insurers.  

On the other hand, the combination of nurses’ responsibility for client’s needs 
assessment, combined with budget cuts, may in fact even be putting them in a vulnerable 
position. Because community nurses are closer to individual citizens and are considered to be 
in the best position to assess what care is needed, they are assumed to be able to organize 
the care efficiently. In addition, citizens are now expected to take care of themselves as much 
as possible. For this reason, the state budget for non-residential care has been lowered 

(Ministry of Health, 2013). In the near future, nurses in home care are more likely to be 
confronted with attempts of insurers to hold them accountable for their work. This may be an 
unintended consequence of the increased individual autonomy of community nurses due to 
the transformation to locally-organized non-residential care. Also, because of insurers’ focus 
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on efficiency in needs assessment and care provision (ZN, 2015), the performance of 
community nurses may be increasingly subject to tight monitoring systems. The increased 
emphasis on efficient care provision in contracting home care organizations may also have an 
impact on the work of home helps, as it may be predicted that they will be increasingly spurred 
to deliver care in an efficient manner.  

All in all, it can be assumed that in home care, insurers continue to clearly spell out 
standards of good practice, and tightly monitor and evaluate the performance of home care 
workers. In the near future, community nurses may be at the core of insurers’ monitoring and 
evaluation systems, holding them accountable for clients’ needs assessments. 

 
7.4 Final thoughts on the conclusions 
Performance-based contracting was used as an example to study the marketization of health 
care. This study showed that the relationship between the marketization of health care on the 
one hand, and professionalism on the other, is complex. It has clarified the debate on the 
marketization of health care by showing that, as an umbrella concept, performance-based 
contracting embeds multiple mechanisms that do not “work” in similar ways across 
institutional healthcare settings and therefore across professional groups. Academics, 
policymakers, professionals and politicians all have the responsibility to bring clarity to the 
discussion of the marketization of health care, and to ask themselves how the different 
components of marketization, including performance-based contracting, work across 
different institutional settings, as well as under what conditions marketization does or doesn’t 
affect professional work and professionals’ job satisfaction. 
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Background and aim of the study 
In recent decades, attempts have been made in many countries to shift toward a market-
oriented and managerial-based system in response to rising health care costs, financing 
deficits and an aging population. Broad sets of management approaches and techniques are 
borrowed from the private sector and are applied in the public/semi-public sector in order to 
increase cost efficiency, improve the quality of services and strengthen control over 
professional work. Although the Netherlands is not the only European country to have moved 
toward some form of contracting based on provider performance, the Dutch case has received 
wide international attention. This is because since the late 1980s there has been a more or 
less consistent pattern of reform plans to create market competition in healthcare insurance, 
healthcare purchasing and healthcare delivery simultaneously by allotting health insurers the 
important task of being prudent healthcare purchasers. The mechanism by which the 
respective governments have aimed to reach this goal is called “performance-based 
contracting”, and refers to a variety of instruments that all pursue a form of regulated 
competition between healthcare providers and/or healthcare purchasers. Inherent to 
performance-based contracting is the relatively constant attempt of health insurers to 
evaluate and control the work of healthcare professionals. 
 This book explores the role of distinct healthcare professions in the development and 
implementation of a market-based healthcare reform – performance-based contracting – in 
Dutch hospital care and home care. It also studies potential variations in the consequences of 
performance-based contracting for the work of individual healthcare professionals. With the 
introduction of performance-based contracting, health insurers in the Netherlands are now 
expected to transform from passive payers to prudent and critical purchasers of health care 
who evaluate care providers according to performance criteria. In this study, health care refers 
to the Dutch hospital care sector, the home care sector being broadly defined as the 
maintenance and restoration of health of people living in their own homes through the 
treatment and prevention of disease by trained and licensed professionals. 
 It is hypothesized that the specific institutional position of professions reflects 
variation in degrees of professionalism and vice versa. The institutional position of professions 
defines the healthcare professions’ organizational work setting and professions’ corporate 
autonomy. Once created, the institutional positions of professions tend to reinforce and 
reproduce themselves, each following a specific path of policy reform. Moreover, it is argued 
that the development, implementation and consequences of performance-based contracting 
are therefore dependent on the degree of professionalism. The way performance-based 
contracting affects professionals’ individual autonomy is thus dependent on the institutional 
setting in which the reform is implemented, i.e. the profession’s corporate autonomy. 
 
  

 

 

This study seeks to answer the following overall research question: 
Are the development and the implementation of performance-based contracting and their 
consequences for professional work dependent on healthcare professions’ degrees of 
professionalism? 
 
Theoretical background 
Healthcare professionals traditionally work in an autonomous environment, while the market 
and managerial principles embedded in performance-based contracting contrarily seek to 
strengthen external – health insurers’ – control over professionals. It is unclear, however, 
whether different professional groups are confronted and affected by NPM approaches in the 
same way and to the same extent. Two streams of literature seem to be dominant within the 
debate on NPM and professionalism. In the first stream, authors argue that the professional 
logic of peer control and professionals’ emphasis on patient needs are “colonized” by market 
and managerialist principles, therefore eroding professional individual autonomy and job 
satisfaction. It is also argued that NPM may put pressure on managers to reach performance 
targets, potentially resulting in stricter managerial regulation and control of professional 
work. In the second stream of literature this “de-professionalization” thesis is challenged, with 
the claim that it fails to take into account how deeply and thoroughly welfare state institutions 
have been colonized by professionals. In this strand of literature it is argued that modes of 
professional self-regulation remain dominant and that there is no evidence of a negative 
relationship between the introduction of the market and managerialist principles of NPM and 
healthcare professionals’ autonomy and/or job satisfaction. This indicates that the way 
managers are able to affect professional work depends on the institutional setting. 

On the one hand, performance-based contracting may put pressure on managers to 
reach predefined targets, potentially resulting in stricter managerial regulation and control of 
professional work. Management feedback and support, on the other hand, appear to be 
important predictors for autonomy and intrinsic job satisfaction. Interestingly, literature 
suggests that the extent to which new policies modify managers’ behavior, as well as the 
ability of managers to shape the implementation of new policies, also depends on the 
institutional setting in which the manager operates.  

In the present study it is argued that in order to understand the effects of NPM on 
professionalism various degrees of professionalism have to be considered, as well as 
organizational structures, management systems, payments systems and institutionalized 
governance systems. Using literature from the fields of sociology, public administration, 
health care and historical institutionalism this interdisciplinary study seeks to provide a 
comprehensive picture of the way healthcare policy reforms in distinct institutional contexts 
take place and affect professionals’ perception of such reforms.  

By interconnecting theories on institutionalism and on professionalism, this study 
demonstrates how “degrees of professionalism” emerge, reflecting the various institutional 
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positions of professions, i.e. their organizational work settings and corporate autonomy. 
Individual perceptions of performance-based contracting of a diversity of professionals are 
contextualized and embedded within and across sectors by studying medical specialists and 
nurses in the hospital setting as well as nurses and home care workers in the non-residential 
setting of home care. Social policy analysis of this reform gets related to what is actually 
implemented and experienced in professionals’ daily working conditions. The conclusions of 
the study add to the debate on NPM and professionalism by specifying the conditions under 
which the relationships between performance-based contracting, management support, 
professionals’ individual autonomy and intrinsic job satisfaction are present, and the extent 
to which these relationships differ across professional groups.  
 
Methods 
This study used a mixed-method approach. A detailed picture on the introduction of 
performance-based contracting in the Dutch healthcare system at the macro level was 
provided by 40 semi-structured interviews with health insurers’ representatives, medical 
specialists, home nurses, and managers of hospitals and home care organizations. The 
quantitative surveys among 104 home helps, 43 home nurses, 224 hospital nurses and 188 
medical specialists offered data for analyzing the consequences of performance-based 
contracting at the individual level – healthcare professionals working in a care providing 
organization. Merging qualitative and quantitative data analysis facilitates a triangulation of 
results and provides illustrations of performance-based contracting in Dutch hospital and 
home care, helping to develop a more comprehensive understanding of performance-based 
contracting “in context”.  

Research on performance-based contracting and professional work lacks quantitative 
models that assess relationships between organizational characteristics, performance-based 
contracting and professionals’ work outcomes simultaneously. Structural Equation Modelling 
(SEM), namely path analysis, allows simultaneous evaluation of model construct relationships, 
as model evaluation does not have to be performed in sequential steps. In addition, the study 
fills a gap of empirical studies by testing statistically the hypothesis that the relationship 
between performance-based contracting and professional work works differently across 
professional groups. To that end, a moderated-mediation model is tested that includes direct 
and indirect relationships and compares the relationships across the professional groups. In 
the process it shows to what extent professionalism functions as a moderator in the direct and 
indirect relationships between performance-based contracting, management support, 
individual autonomy and intrinsic job satisfaction.  
 
Results of the study 
This section presents the results of the study in three parts. The first part examines the way 
performance-based contracting has been developed in hospital and home care. The extent to 

 

 

which different professional groups are confronted with performance-based contracting is 
discussed in the second part. The third part elaborates on the consequences of performance-
based contracting for the autonomy and intrinsic job satisfaction of healthcare professionals.  
 
Performance-based contracting and the institutional position of professionals 
The first objective of this study was to investigate how performance-based contracting has 
been developed in Dutch hospital care and home care. The study shows that the nature of 
performance-based contracting in distinct healthcare sectors is largely dependent on the 
ability of a core profession to mobilize its power and to mediate the introduction of new 
policies. The medical profession appears to leave its mark on healthcare governance reforms 
and has the ability to influence the type, pace and structure of new policy paths; choices of 
insurers are constrained and only incremental changes are possible. This is the result of the 
medical profession’s dominant position in the institutionalized governance structure, high 
levels of corporate autonomy, and an independent work setting (self-employed and organized 
in partnerships). The profession has the ability to reinforce and reproduce its powerful 
position to a certain degree despite attempts to curb this professional dominance.  
  As a result of the institutionalized dominant position of the medical profession in the 
governance structure, the government has faced difficulties in its attempts to implement 
policy plans in hospital care that seek to increase hierarchal control (1970s, 1980s, 1990s) or, 
subsequently, the use of market mechanisms (1990s and 2000s). In the end, only permitted 
incremental changes have taken place in hospital care. It seems that hospital care remains an 
institutional setting in which health insurers’ consultation of medical professionals remains 
prevalent. Performance-based contracting in hospital care reflects a governance structure of 
corporatism based on an interplay between hospitals, professions and insurers.  

In the pre-reform period the home care professions, with practice-based knowledge 
and low levels of corporate power, had less corporate autonomy and a much less dominant 
position in the governance structure. As a result, these professions weren’t capable of co-
producing, amending or negotiating the social policy reforms aimed at fortifying budget 
control and extending insurers’ power. In the home care sector, the implementation of 
performance-based contracting went hand-in-hand with strict governmental control on 
budgets regulated by insurance companies via tendering on cost efficiency.  
 
Performance-based contracting in professional work 
The second objective of this study was to investigate how performance-based contracting is 
implemented: how and to what extent medical specialists, hospital nurses, home nurses and 
home helps are confronted with performance-based contracting. Although all four 
professional groups are confronted with policies that seek to measure and evaluate 
professional work, it appears that professionals in hospital care and home care are unequally 
confronted with performance-based contracting. It can be concluded that medical specialists 
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(who are highly professionalized) are confronted with performance-based contracting in their 
daily work to a higher degree than nursing and home care professionals (characterized by 
lower degrees of professionalism).  

Both hospital nurses and home care workers (home nurses and home helps) 
experience the introduction of performance-based contracting mainly in the form of extra 
administrative tasks, as performance measurement systems require additional registration 
steps. Unexpectedly, medical specialists spend even more time on contracting-related 
registration activities than hospital nurses and home care workers. Purchasers actually 
attempt to control medical decision-making, for example by exerting influence over the use 
of specific (orphan) drugs.  
 
The consequences of performance-based contracting for autonomy and intrinsic job 
satisfaction 
The third objective of this study was to investigate how performance-based contracting is 
related to the autonomy and intrinsic job satisfaction of medical specialists, hospital nurses, 
home nurses and home helps, and what is the role of managers in this relationship. Because 
of its distinctive components, and because performance-based contracting “works” 
differently across professional groups, its “effect” on professionals’ individual autonomy and 
intrinsic job satisfaction is conditional rather than generalizable. In conclusion, the 
consequences of performance-based contracting for professionals’ autonomy and intrinsic job 
satisfaction are dependent on the mechanisms – transparency, accountability or interference 
– that are potentially fired, and on the degree of professionalism.  

Performance-based contracting may trigger different types of mechanisms of varying 
intensity in terms of affecting professional work. First, the transparency mechanism makes 
professional work more transparent for purchasers, by providing them information on what 
happened, how it happened, and what its outcomes were. Second, the accountability 
mechanism means that the individual professional is to be held accountable for and explain 
to the purchaser those actions for which he has responsibility and authority. Third, the 
interference mechanism entails that purchasers interfere directly with professional decision-
making processes in a way that professional standards and protocols are increasingly 
submitted to “external” criteria as defined by actors that do not belong to the “inner circle” 
of the corporate profession.  

In terms of the general consequences of performance-based contracting for 
professional work, it appears that those aspects of contracting that trigger the interference 
mechanism (trying to exert influence on professional decision-making) have negative 
consequences for individual autonomy and/or levels of intrinsic job satisfaction. And yet, it 
seems that those forms of performance evaluation that generate the accountability 
mechanism do not relate to lower levels of experienced individual autonomy and intrinsic job 
satisfaction. According to the study’s results, being held accountable for or having to explain 

 

 

one’s actions – and being rewarded or reprimanded for those actions – does not interfere with 
individual autonomy and does not affect professionals’ intrinsic job satisfaction negatively.  

Unexpectedly, it are the professionals with the highest degree of professionalism in 
this study, the medical specialists, who seem to be affected the most in their experienced 
individual autonomy and intrinsic job satisfaction. In hospital care, health insurers’ attempts 
to exert influence on the costs and quality of care provision are all directed at medical care, in 
that medical work, and not nursing work, is contracted and evaluated by purchasers. The 
perceived increased influence of insurers on, among other things, use of particular drugs and 
influence on medical treatments, alters existing organizational characteristics of hospitals by 
reducing medical specialists’ participation in organizational decision-making processes. 
Moreover, specialists’ perceptions of increased purchasers’ influence on medical work relates 
negatively to perceived autonomy. Due to lowered levels of a highly valued autonomy 
resulting from an increased influence of insurers on medical work, medical specialists seem to 
be less intrinsically satisfied with their job. With respect to changes in hospital nursing 
resulting from contracting, administrative tasks seem to have increased for hospital nurses. In 
home care, for both home nurses and home helps using a strict time registration procedure 
induces lower levels of autonomy. These professionals feel that reporting what care was 
provided and how much time was spent on it infringes upon their individual autonomy, 
triggering the interference mechanism and diminishing direct professional control over their 
work. 

Managers are mostly involved in performance-based contracting, and are more 
important for professional’s levels of autonomy and intrinsic job satisfaction in institutional 
settings where professionals have lower degrees of professionalism. The role managers play 
is different in hospital care than in home care, due to the distinct institutional constellation of 
the two sectors. The profession that works in organizational settings and on a salaried basis 
(hospital nurses) has always been more subject to the control and demands of the 
organization’s management and is therefore most dependent on managers for its degree of 
individual autonomy. It seems plausible that medical specialists, who are highly 
professionalized, derive their autonomy mainly from extensive training and high-level skills; 
in such a context the role of managers is downplayed in terms of their control over 
professional medical work. Their status as self-employed and associated entrepreneurs 
juxtaposes them to hospital organizations, providing them with more financial control over 
their work and individual autonomy with respect to hospital managers. By contrast, home care 
workers seem to experience individual autonomy not because of their professional status but 
because they work in the periphery of care, free from direct organizational supervision. 
  
Overall conclusion of the study 
In summary, this study shows that degree of professionalism, which is defined by the 
profession’s level of corporate autonomy and the specific work setting, plays a paradoxical 
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role in the development, implementation and consequences of performance-based 
contracting for professional healthcare work. On the one hand, the medical profession, 
characterized by a high degree of professionalism, is better able than professional groups with 
lower degrees of professionalism (such as hospital nurses and home care workers) to co-
produce and mediate the development of performance-based contracting, maintaining a 
governance structure with corporatist forms of contracting based on flows of power and 
dialogue between government, professions and purchasers (insurers). Home care workers are 
not capable of co-producing and negotiating the development of performance-based 
contracting, resulting in a governance structure in which the home care sector gradually came 
under the dominance of insurers’ product control and governmental budget control.  

On the other hand, highly professionalized groups are more likely to be confronted 
with performance-based contracting in their daily work and to be affected by performance-
based contracting in terms of individual autonomy and intrinsic job satisfaction. This is 
because performance-based contracting triggers different types of mechanisms in distinct 
institutional settings, depending on the position of the core profession and the role of 
managers in the field.  

Across institutional settings of hospital care and home care, performance-based 
contracting triggers the transparency mechanism, making professional work more transparent 
for insurers or managers. Overall, it seems that the interference and accountability 
mechanisms are most likely to be triggered in an institutional context characterized by a high 
degree of professionalism – with professionals who require an extensive training program that 
demonstrates a specialized body of knowledge, who are characterized by high levels of 
corporate autonomy, and who are juxtaposed to the organization’s management because of 
their self-employed status and their organization into partnerships. In such a context 
purchasers (insurers) seek to interfere with professional decision-making and hold individual 
professionals accountable for their performance. Because of their high degree of 
professionalism, these professions constitute an interesting target for policymakers and 
purchasing agencies that seek to gain control over healthcare expenditures. Managerialist and 
market principles target precisely such high degrees of individual autonomy and authority in 
organizations.  

In institutional settings where care work is provided by professional groups with lower 
degrees of professionalism, such as hospital nurses and home care workers, performance-
based contracting is manifest in such a way that it is mainly the transparency mechanism 
which is activated, leaving individual autonomy and intrinsic job satisfaction largely 
untouched. Among less professionalized groups the accountability mechanism is weak. In 
institutional settings with less professionalized groups – characterized by a less specialized 
body of knowledge, shorter training programs, less corporate autonomy and a salaried 
employment status the professional depends much more on the performance of the 
organization than on his individual performance. Less professionalized groups are more likely 

 

 

to be off-sided by purchasers, which makes them either more dependent on the negotiation 
skills of the dominant profession in the field (the managers) or more vulnerable to the whims 
of the organization’s management.  
 
Theoretical implications  
In contrast to what the “de-professionalization” theorists argue, there are no indications in 
the current study that there is a similar and unequivocal (negative) relationship between 
performance-based contracting and professionals’ autonomy and job satisfaction across 
professional groups. How performance-based contracting is implemented, the mechanism 
that it triggers – transparency, accountability, interference – and subsequently the 
consequences it has for professionals’ individual autonomy and intrinsic job satisfaction, are 
dependent on the particular institutional position of professionals and managers in the 
healthcare sector.  

The second dominant stream of literature – which claims that welfare state institutions 
have been colonized by dominant professions and that this is the reason why autonomy and 
job satisfaction of professionals is unaffected – is challenged too. On the one hand, the 
medical profession, with its dominant position in the institutionalized governance structure, 
has the ability to reinforce and reproduce its powerful institutional position as a professional 
group in relation to insurance companies and the government. On the other hand, the 
perceived levels of autonomy and intrinsic job satisfaction of individual medical specialists 
may nonetheless be negatively affected by the introduction of performance-based 
contracting. This suggests that more corporate autonomy, and therefore more influence of a 
professional group on the development and implementation of new policy measures does not 
necessarily imply less impact of these policy reforms on the work context of individual 
professionals. 
 
Practical implications 
This study shows that medical specialists, hospital nurses and home care workers are 
increasingly confronted with directives for purchasers (insurance companies), designed by the 
Dutch government, to gain more control over healthcare professionals. The study illustrates 
that the consequences of performance-based contracting for the individual autonomy and 
intrinsic job satisfaction of professionals are limited. Having said that, healthcare professions 
– and the medical profession in particular – are increasingly confronted with insurers seeking 
to measure and evaluate professional work. Traditionally, professionals – medical specialists 
more than hospital nurses and home care workers – have operated on a basis of trust and 
confidence. Their long-term training, ethical commitment and expert knowledge have given 
them credentials to operate with a high degree of autonomy, and this has enabled them to 
control work and employment. With the introduction of performance-based contracting the 
role of insurance companies is redefined. Insurers are now expected to act as prudent 
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perceived levels of autonomy and intrinsic job satisfaction of individual medical specialists 
may nonetheless be negatively affected by the introduction of performance-based 
contracting. This suggests that more corporate autonomy, and therefore more influence of a 
professional group on the development and implementation of new policy measures does not 
necessarily imply less impact of these policy reforms on the work context of individual 
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that the consequences of performance-based contracting for the individual autonomy and 
intrinsic job satisfaction of professionals are limited. Having said that, healthcare professions 
– and the medical profession in particular – are increasingly confronted with insurers seeking 
to measure and evaluate professional work. Traditionally, professionals – medical specialists 
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purchasers of healthcare on behalf of their clients, the care recipients, and to strengthen 
external control over professional performance. By implication, professional performance is 
no longer evaluated solely by professional peers but also by non-professional actors: 
politicians, insurance companies and representatives of clients and patients. 

Taking the demand for more insight into and control over professional performance as 
a given circumstance, professionals’ participation not only in the design of performance 
indicators but also in the evaluation of their implementation may be a fruitful strategy for the 
further development of performance-based contracting. In committing all stakeholders, the 
professionals who perform the work seem to be a neglected category, especially if they have 
a low profile. If professional associations are accepted as a partner in the development and 
evaluation of the criteria and implementation of the procedures, purchasers have a better 
qualified tool to evaluate professional work, without constraining professionals in their 
decision-making process on the basis of internalized professional norms and expert 
knowledge. Such a procedure might also prevent professions from having to protest time and 
again against the contracts purchasers want them to sign. Agreeing on who should participate 
as stakeholder might enhance the position of professions that engage in developing 
performance measurement systems, contribute to the transparency of services and facilitate 
healthcare purchasing, while simultaneously retaining control over the evaluation criteria of 
professional work. 

Policymakers and insurance companies can benefit from the study’s results because it 
provides insight into the way policy development and implementation – specifically, 
performance-based contracting – takes places across professional groups. Strategies applied 
by distinct professional groups vary considerably due to differences in professions’ 
countervailing power, which enables them to mediate or even resist policy reform. 
Comprehensive policies such as performance-based contracting embed a range of 
mechanisms with dissimilar or even contradictory outcomes. It might be of value to 
understand the regulatory mechanisms that operate in a field of a few insurance companies 
and a large number of providers, as well as the resulting power struggles. Policymakers should 
also be aware of the effects of intrusive monitoring and accountability on the commitment 
and loyalty of professionals who experience a loss of confidence in their work ethics and their 
commitment to clients’ needs. If policymakers were more aware of the potential 
consequences of new healthcare governance policies for healthcare organizations and 
professionals at an early stage, they probably would make more balanced choices.  
 For managers of healthcare organizations the knowledge gained about the distinctive 
role of managers across different settings in health care is useful. This implies that the role of 
managers, as well as their management techniques, work differently across professional 
groups and in different settings. Insight into the importance of supportive managers for 
autonomy of professions with lower degrees of professionalism can help improve both 
professionals’ commitment to home care organizations and the attractiveness of care work. 
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Achtergrond en doel van het onderzoek  
Als antwoord op de stijgende zorgkosten, financieringstekorten en de vergrijzing van de 
bevolking hebben verschillende landen in de afgelopen twee decennia pogingen ondernomen 
om meer marktprincipes in hun zorgsystemen te incorporeren. Managementtechnieken uit 
de private sector zijn overgenomen en geïntroduceerd in de (semi)publieke sector met als 
doel het vergroten van efficiency en het verbeteren van de kwaliteit van zorgverlening door 
middel van het contracteren van zorgverleners en meer controle over het werk van 
professionals. Het Nederlandse zorgsysteem krijgt internationaal gezien veel aandacht, al is 
het niet het enige Europese land dat de overstap heeft gemaakt naar het contracteren van 
zorgverleners op basis van prestaties. Sinds de jaren ’80 is er in Nederlandse beleidsplannen 
een patroon van hervormingen waarneembaar, gericht op het gelijktijdig creëren van 
concurrentie op de zorgverzekeringsmarkt, de zorginkoopmarkt en de zorgverleningsmarkt. 
In deze plannen hebben zorgverzekeraars de rol van kritische zorginkoper toebedeeld 
gekregen. Het mechanisme waarmee opeenvolgende regeringen hebben geprobeerd om dit 
doel te bereiken wordt “prestatie-contractering” genoemd. Deze term verwijst naar 
verschillende instrumenten die erop gericht zijn om een vorm van gereguleerde concurrentie 
te bewerkstelligen tussen zorgverleners en/of zorginkopers. Inherent aan prestatie-
contractering is de constante poging van zorgverzekeraars om het werk van gezondheidszorg-
professionals te evalueren en controleren. 
 Deze studie onderzoekt de rol van verschillende zorgprofessies in de ontwikkeling en 
implementatie van prestatie-contractering in de Nederlandse ziekenhuis- en thuiszorg. Tevens 
worden mogelijke variaties in de gevolgen van prestatie-contractering voor het werk van 
verschillende (gezondheids)zorgprofessionals onderzocht. In dit onderzoek worden twee 
sectoren van (gezondheids)zorg geanalyseerd: de Nederlandse ziekenhuissector en de 
thuiszorg.  
 In deze studie wordt verondersteld dat de specifieke institutionele positie van 
professies de mate van professionaliteit reflecteert en visa versa. De institutionele positie van 
professies bepaalt de organisatorische werksetting en mate van corporatieve autonomie van 
professies in de gezondheidszorg. De in de loop van de geschiedenis gecreëerde institutionele 
positie van elke professie heeft een zichzelf versterkend effect, waardoor sommige professies 
wel en andere geen invloed op het beleid hebben. Om die reden wordt in deze studie 
verondersteld dat de ontwikkeling, implementatie en gevolgen van prestatie-contractering 
afhankelijk zijn van de mate van professionaliteit van de beroepsgroep. De manier waarop 
prestatie-contractering de individuele autonomie van professionals beïnvloedt is daarmee 
afhankelijk van de institutionele context waarin een beleidswijziging is geïmplementeerd, 
d.w.z., afhankelijk is van de mate van corporatieve autonomie en werksetting van de 
professie.  
 
  

 

 

Dit onderzoek beantwoordt de volgende onderzoeksvraag: 
Zijn de ontwikkeling en de implementatie van prestatie-contractering en de gevolgen hiervan 
voor het werk van professionals afhankelijk van de mate van professionaliteit van verschillende 
professies in de gezondheidzorg? 
 
Theoretische achtergrond 
Professionals in de gezondheidszorg hebben traditioneel een autonome positie in hun 
werkomgeving, terwijl de new public management (NPM) principes die leiden tot prestatie-
contractering er daarentegen op gericht zijn om externe controle op professionals, via 
zorgverzekeraars, te vergroten. Het is echter onduidelijk of verschillende typen professionals 
op dezelfde manier en in dezelfde mate geconfronteerd en beïnvloed worden door NPM 
instrumenten. In het debat over NPM en professionalisme lijken twee stromingen dominant 
te zijn. Auteurs die tot de eerste stroming kunnen worden gerekend stellen dat de 
professionele logica van peer control en de nadruk op behoeften van de patiënt worden 
“gekoloniseerd” door marktprincipes. Hierdoor zou de individuele autonomie en 
arbeidstevredenheid van professionals aangetast worden. In deze analyse van NPM gaat men 
er van uit dat druk op managers wordt uitgeoefend om prestatietargets te halen. 
Mogelijkerwijs resulteert dit in striktere regulering van en controle op het werk van 
professionals door managers. In de tweede stroming in de wetenschappelijke literatuur wordt 
deze zogenaamde “de-professionaliseringsthesis” in twijfel getrokken. Het argument hiervoor 
is dat in deze aanname wordt vergeten hoezeer de publieke dienstverlening gekoloniseerd is 
door professionals. Auteurs die tot deze tweede stroming worden gerekend stellen dat 
zelfregulering door professionals nog steeds het meest dominante controlemiddel vormt en 
dat er geen bewijs is dat er een negatieve relatie is tussen de invoering van NPM principes en 
de mate van autonomie en arbeidstevredenheid van professionals in de gezondheidszorg. Dit 
zou erop duiden dat de mate waarin en de manier waarop managers, ondanks de invoering 
van NPM principes, in staat zijn om het werk van professionals te beïnvloeden afhankelijk is 
van de institutionele setting.  
 Enerzijds legt prestatie-contractering wellicht meer druk op managers om bepaalde 
vooraf vastgestelde prestaties te verwezenlijken, mogelijk resulterend in striktere regulering 
van en controle over het werk van professionals. Anderzijds blijken feedback en steun van het 
management belangrijke voorspellers te zijn voor autonomie en intrinsieke 
arbeidstevredenheid. In de literatuur wordt verondersteld dat de mate waarin nieuw beleid 
het gedrag van managers beïnvloedt, en de mate waarin managers in staat zijn om de 
implementatie van nieuw beleid te beïnvloeden, ook afhankelijk is van de institutionele 
setting waarbinnen de manager opereert.  
 In dit onderzoek is de assumptie, dat om de effecten van NPM op professionalisme te 
kunnen begrijpen, de verschillende mate van professionaliteit in ogenschouw moet worden 
genomen, evenals organisatiestructuren, managementsystemen, financieringssystemen en 
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geïnstitutionaliseerde governance systemen. Door gebruik te maken van literatuur uit de 
sociologie, bestuurskunde, gezondheidszorg en historisch institutionalisme wordt in dit 
interdisciplinaire onderzoek geprobeerd om een omvattend beeld te creëren van de manier 
waarop een beleidswijzing in de gezondheidszorg plaatsvindt en invloed heeft op de 
percepties van professionals in verschillende institutionele contexten ten aanzien van deze 
beleidswijzigingen.  

Door theorieën over institutionalisme en professionalisme te combineren laat dit 
onderzoek zien hoe een bepaalde “mate van professionaliteit” ontstaat die de institutionele 
positie van een bepaalde professie reflecteert, d.w.z. haar organisatorische werksetting en de 
mate van haar corporatieve autonomie. Door het bestuderen van medisch specialisten en 
verpleegkundigen in de ziekenhuiszorg en verpleegkundigen en verzorgenden in de 
thuiszorgsector worden individuele percepties van prestatie-contractering van verschillende 
groepen professionals worden gecontextualiseerd en ingebed in sectoren. Zo wordt een 
beleidsanalyse van prestatie-contractering gerelateerd aan de manier waarop dit 
daadwerkelijk is geïmplementeerd en hoe prestatie-contractering wordt ervaren door 
professionals in hun dagelijkse werkomgeving.  

Dit onderzoek levert een bijdrage aan het debat over NPM en professionalisme door 
de condities te specificeren waaronder de relaties tussen prestatie-contractering, 
managementsteun, professionals’ autonomie en intrinsieke arbeidstevredenheid aanwezig 
zijn, en door te specificeren in welke mate deze relaties verschillend zijn voor verschillende 
groepen professionals.  
 
Methoden 
Het onderzoek maakt gebruik van een mixed-method benadering. Aan de hand van 40 
semigestructureerde interviews met vertegenwoordigers van zorgverzekeraars, medisch 
specialisten, verpleegkundigen, en managers van ziekenhuizen en thuiszorgorganisaties is 
inzicht verkregen in de invoering van prestatie-contractering op macroniveau. De 
kwantitatieve vragenlijsten, die is verspreid onder 104 verzorgenden en 43 verpleegkundigen 
in de thuiszorg, 224 ziekenhuisverpleegkundigen en 188 medisch specialisten, leverden data 
op voor de analyse van de gevolgen van prestatie-contractering op individueel niveau – 
professionals die werkzaam zijn in de ziekenhuiszorg en de thuiszorg. Het combineren van 
kwalitatieve en kwantitatieve data maakt “triangulatie” van resultaten mogelijk en verschaft 
inzicht in prestatie-contractering in de Nederlandse ziekenhuis- en thuiszorg. Hierdoor kan 
een beter begrip van prestatie-contractering “in context” ontstaan.  

Bestaand onderzoek naar prestatie-contractering en het werk van professionals 
ontbeert een kwantitatieve analyse van relaties waarin organisatiekenmerken, prestatie-
contractering en kenmerken van het werk van professionals gelijktijdig worden geanalyseerd. 
Padanalyse (Structural Equational Modelling; SEM) maakt het wel mogelijk om deze relaties 
gelijktijdig te analyseren. Dit onderzoek vult bovendien een omissie in bestaande studies door 

 

 

relaties tussen prestatie-contractering en het werk van professionals verschillen tussen te 
onderscheiden groepen professionals statistisch te toetsen. Om dit mogelijk te maken is een 
moderated-mediation model getoetst waarin zowel directe als indirecte relaties zijn 
opgenomen en waarin de relaties tussen de genoemde factoren van verschillende 
professionele groepen worden vergeleken. Hierdoor wordt duidelijk in welke mate 
professionaliteit als een moderator fungeert in de directe en indirecte relaties tussen 
prestatie-contractering, management steun, individuele autonomie en intrinsieke 
arbeidstevredenheid.  
 
Resultaten 
In deze paragraaf worden de resultaten van het onderzoek in drie delen gepresenteerd. In het 
eerste deel wordt de manier waarop prestatie-contractering zich heeft ontwikkeld in de 
ziekenhuis- en thuiszorg besproken. De mate waarin verschillende groepen professionals in 
hun dagelijks werk worden geconfronteerd met prestatie-contractering wordt beschreven in 
het tweede deel. Het derde deel gaat in op de gevolgen van prestatie-contractering voor de 
autonomie en intrinsieke arbeidstevredenheid van professionals in de gezondheidszorg.  
 
Prestatie-contractering en de institutionele positie van professionals  
Het eerste doel van dit onderzoek was om te achterhalen hoe prestatie-contractering zich 
heeft ontwikkeld in de Nederlandse ziekenhuiszorg en thuiszorg. Het onderzoek laat zien dat 
de aard van prestatie-contractering in verschillende sectoren van de gezondheidszorg in grote 
mate afhankelijk is van de mogelijkheid die de dominante professie in een sector heeft om 
haar corporatieve macht te gebruiken om de invoering van nieuw beleid te mediëren. De 
medische professie blijkt in staat om beleidswijzigingen te beïnvloeden en heeft de 
mogelijkheid om invloed uit te oefenen op het type, de snelheid en de structuur van nieuw 
beleid. Hierdoor worden de keuzes van verzekeraars beperkt en zijn alleen incrementele 
wijzigingen mogelijk. Dit is het resultaat van de dominante positie die de medische professie 
heeft in de geïnstitutionaliseerde governance structuur, de hoge mate van corporatieve 
autonomie, en de onafhankelijke werksetting van medisch specialisten in het Nederlandse 
ziekenhuisstelsel (werkzaam als ondernemer en georganiseerd in een maatschap). De 
professie heeft de mogelijkheid om haar machtige positie tot op zekere hoogte te 
reproduceren, ondanks verschillende pogingen van de overheid om dit professioneel 
overwicht te beperken.  
 Als gevolg van de geïnstitutionaliseerde dominante positie van de medische professie 
in de governance structuur is de Nederlandse overheid geconfronteerd met weerstand in haar 
poging om nieuw beleid te implementeren in de ziekenhuiszorg. Dit overheidsbeleid was 
gericht op het vergroten van hiërarchische controle (jaren ‘70, ’80 en ’90) of op de invoering 
van marktmechanismen in de zorg (jaren ’90 en begin van de 21ste eeuw). Uiteindelijk kan er 
gesteld worden dat toch incrementele veranderingen hebben plaatsgevonden in de 
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Methoden 
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op voor de analyse van de gevolgen van prestatie-contractering op individueel niveau – 
professionals die werkzaam zijn in de ziekenhuiszorg en de thuiszorg. Het combineren van 
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contractering en kenmerken van het werk van professionals gelijktijdig worden geanalyseerd. 
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gelijktijdig te analyseren. Dit onderzoek vult bovendien een omissie in bestaande studies door 

 

 

relaties tussen prestatie-contractering en het werk van professionals verschillen tussen te 
onderscheiden groepen professionals statistisch te toetsen. Om dit mogelijk te maken is een 
moderated-mediation model getoetst waarin zowel directe als indirecte relaties zijn 
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professionaliteit als een moderator fungeert in de directe en indirecte relaties tussen 
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Resultaten 
In deze paragraaf worden de resultaten van het onderzoek in drie delen gepresenteerd. In het 
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ziekenhuis- en thuiszorg besproken. De mate waarin verschillende groepen professionals in 
hun dagelijks werk worden geconfronteerd met prestatie-contractering wordt beschreven in 
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de aard van prestatie-contractering in verschillende sectoren van de gezondheidszorg in grote 
mate afhankelijk is van de mogelijkheid die de dominante professie in een sector heeft om 
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van marktmechanismen in de zorg (jaren ’90 en begin van de 21ste eeuw). Uiteindelijk kan er 
gesteld worden dat toch incrementele veranderingen hebben plaatsgevonden in de 
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ziekenhuiszorg. Het lijkt erop dat de ziekenhuiszorg nog steeds een institutionele context is 
waarin het gebruikelijk is dat zorgverzekeraars medische professionals consulteren bij de 
vormgeving van het beleid. De specifieke wijze waarop prestatie-contractering in de 
ziekenhuiszorg is vormgegeven weerspiegelt derhalve een governance structuur gebaseerd 
op corporatisme, waarbij er sprake is van een zekere mate van samenwerking tussen 
ziekenhuizen, professies en verzekeraars.  
 In de periode voor de marktgeoriënteerde hervormingen werd de thuiszorgprofessie 
– een professie met praktijk-gebaseerde kennis en een beroepsgroep met, in vergelijking tot 
de medische professie, weinig macht en veel vrouwelijk personeel – gekenmerkt door een 
beperkte mate van corporatieve autonomie en een meer afhankelijke positie in de governance 
structuur. Mede als gevolg hiervan was de thuiszorgprofessie niet in staat om de 
beleidshervormingen, die gericht waren op het versterken van overheidscontrole over het 
thuiszorgbudget en het vergroten van de macht van zorgverzekeraars, mede vorm te geven 
of te beïnvloeden. In de thuiszorgsector is de invoering van prestatie-contractering hand in 
hand gegaan met strikte overheidscontrole op budgetten en op de uitvoering van taken die 
door verzekeraars gereguleerd werden door middel van aanbestedingen, waarbij er een 
sterke nadruk lag op kostenefficiency.  
 
Prestatie-contractering en het werk van professionals  
Het tweede doel van dit onderzoek was om te onderzoeken hoe prestatie-contractering is 
geïmplementeerd: hoe, en in welke mate, medisch specialisten, verpleegkundigen in 
ziekenhuizen, verpleegkundigen in de thuiszorg en verzorgenden in de thuiszorg in hun 
dagelijks werk worden geconfronteerd met prestatie-contractering. Hoewel alle vier de 
professies worden geconfronteerd met beleid waarin het meten en evalueren van hun werk 
centraal staat, blijkt dat professionals in de ziekenhuis- en thuiszorg in verschillende mate 
geconfronteerd worden met prestatie-contractering. De conclusie is dat medisch specialisten 
(gekenmerkt door een hoge mate van professionaliteit) in hun dagelijks werk vaker worden 
geconfronteerd met prestatie-contractering dan verpleegkundigen in het ziekenhuis en 
thuiszorgprofessionals (beide gekenmerkt door een lagere mate van corporatieve 
professionaliteit).  
 Zowel ziekenhuisverpleegkundigen als thuiszorgmedewerkers (verpleegkundigen en 
verzorgenden) ervaren de invoering van prestatie-contractering voornamelijk in de vorm van 
een toename van administratieve taken, bijvoorbeeld als gevolg van prestatiemetingen die 
registratie van werkzaamheden en uitkomsten van deze werkzaamheden vereisen. In 
tegenstelling tot wat voorafgaand aan het onderzoek werd verondersteld, blijkt dat medisch 
specialisten meer tijd spenderen aan activiteiten gerelateerd aan prestatie-contractering dan 
verpleegkundigen in het ziekenhuis en thuiszorgmedewerkers. Als inkopers van 
ziekenhuiszorg proberen zorgverzekeraars in sommige gevallen zelfs om invloed uit te 

 

 

oefenen op professionele besluitvorming, bijvoorbeeld door het niet vergoeden van bepaalde 
geneesmiddelen.  
 
Gevolgen van prestatie-contractering voor autonomie en intrinsieke arbeidstevredenheid 
Het derde doel van dit onderzoek was om te achterhalen in hoeverre prestatie-contractering 
gerelateerd is aan de mate van autonomie en intrinsieke arbeidstevredenheid van medisch 
specialisten, ziekenhuisverpleegkundigen, thuiszorgverpleegkundigen en verzorgenden in de 
thuiszorg, en wat de rol van managers is in deze relatie. Omdat prestatie-contractering 
verschillende componenten omvat, en omdat prestatie-contractering verschillend blijkt te 
“werken” bij verschillende groepen professionals, is het effect op de individuele autonomie 
en intrinsieke arbeidstevredenheid conditioneel en kan dat effect niet zonder meer 
gegeneraliseerd worden naar andere beroepsgroepen. De conclusie is dat de gevolgen van 
prestatie-contractering voor de autonomie en intrinsieke arbeidstevredenheid van 
professionals afhankelijk is van de mechanismen – transparantie, verantwoordelijkheid of 
interferentie – die mogelijk geactiveerd worden, en van de mate van professionaliteit.  
 Prestatie-contractering zet in verschillende sectoren verschillende typen 
mechanismen in werking die variëren in de intensiteit waarmee het werk van professionals 
wordt beïnvloed. Allereerst is dat het transparantie mechanisme. Dit mechanisme maakt het 
werk van professionals meer inzichtelijk voor inkopers van zorg en informeert hen over welke 
zorg er is verleend, hoe dit is gebeurd, en wat de uitkomsten waren. Het tweede mechanisme 
betreft het verantwoordingsmechanisme. Hierbij wordt de professional verantwoordelijk of 
aansprakelijk gehouden voor die taken die hij of zij verricht en moet de professional zich 
verantwoorden aan de zorgverzekeraar. Het interferentiemechanisme is het derde 
mechanisme en houdt in dat inkopers van zorg op directe wijze interveniëren in professionele 
besluitvorming, op dusdanige wijze dat professionele standaarden en protocollen 
ondergeschikt worden gemaakt aan “externe” criteria, dat wil zeggen criteria die zijn 
opgesteld door actoren die niet tot de zogenoemde “inner circle” van de beroepsgroep 
behoren.  

Wat betreft de algemene gevolgen van prestatie-contractering voor het werk van 
professionals blijkt dat die aspecten van contractering die het interfentiemechanisme in 
werking zetten negatieve gevolgen hebben voor de individuele autonomie en/of de mate van 
intrinsieke arbeidstevredenheid van professionals. Vormen van prestatie-evaluatie waarbij 
het verantwoordingsmechanisme worden geactiveerd zijn daarentegen niet gerelateerd aan 
een lagere mate van autonomie dan wel intrinsieke arbeidstevredenheid. De 
onderzoeksresultaten wijzen uit dat het aansprakelijk worden gehouden voor, of het moeten 
verantwoorden over professionele prestaties de ervaring van individuele autonomie van 
professionals niet aantasten en ook geen invloed hebben op hun intrinsieke 
arbeidstevredenheid.  
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Tegen de verwachting in blijken het in dit onderzoek de professionals met de hoogste 
mate van professionaliteit – de medisch specialisten – te zijn die het meest worden beïnvloed 
in de mate waarin zij individuele autonomie en intrinsieke arbeidstevredenheid ervaren. In de 
ziekenhuiszorg zijn pogingen van zorgverzekeraars om meer grip te krijgen op de kosten en de 
kwaliteit van zorgverlening direct gericht op de medische zorg, in die zin dat het werk van 
medisch specialisten (en niet dat van verpleegkundigen) wordt gecontracteerd en 
geëvalueerd door zorgverzekeraars vanuit hun rol als zorginkoper. De ervaren toegenomen 
invloed van verzekeraars op, onder andere, het gebruik van bepaalde geneesmiddelen en 
medische behandelingen verandert bestaande organisatiestructuren van ziekenhuizen 
doordat de betrokkenheid van medisch specialisten bij organisatorische besluitvormings-
processen wordt beperkt. Daarnaast zijn percepties van specialisten over de toegenomen 
invloed van verzekeraars over medisch werk negatief gerelateerd aan de mate waarin zij 
autonomie ervaren. Vanwege de verminderde mate van – door medisch specialisten zeer 
gewaarde – individuele autonomie als gevolg van de ervaren toegenomen invloed van 
verzekeraars, is de intrinsieke arbeidstevredenheid onder medisch specialisten  afgenomen. 
Als gevolg van contractering in ziekenhuizen zijn voor verpleegkundigen de administratieve 
taken toegenomen. In de thuiszorg leidt het gebruik van strikte tijdsregistratieprocedures tot 
lagere niveaus van ervaren autonomie. Dit geldt voor zowel verpleegkundigen als 
verzorgenden in de thuiszorg. Deze professionals ervaren het rapporteren over het type zorg 
zij leveren en de hoeveelheid tijd die ze hieraan spenderen als een inbreuk op hun individuele 
autonomie; hier werkt het interferentiemechanisme door.   

Managers zijn direct betrokken bij prestatie-contractering en hebben meer invloed op 
de ervaren autonomie en intrinsieke arbeidstevredenheid van professionals in institutionele 
contexten waarin sprake is van medewerkers met een lagere mate van professionaliteit. Als 
gevolg van de verschillende institutionele constellaties van de ziekenhuis en de 
thuiszorgsector is de rol die managers spelen verschillend. Ziekenhuisverpleegkundigen 
wijken af van medisch specialisten omdat ze in loondienst zijn, en van medewerkers in de 
thuiszorg omdat ze in een organisatorische settings werken. Om beide redenen zijn ze meer 
afhankelijk van het management van de organisatie voor hun individuele autonomie. De zeer 
geprofessionaliseerde medisch specialisten daarentegen, ontlenen hun autonomie 
voornamelijk aan hun intensieve opleiding, complexe vaardigheden en hun positie als 
zelfstandig ondernemers in het ziekenhuis. Zij zijn bijgevolg minder afhankelijk van controle 
door managers over hun professionele werk. Hun status als ondernemer plaatst hen als het 
ware naast de ziekenhuisorganisatie en verschaft hen meer financiële controle en individuele 
autonomie ten opzichte van ziekenhuismanagers. In tegenstelling tot medisch specialisten 
lijken thuiszorgmedewerkers hun individuele autonomie niet te ontlenen aan hun 
professionele status maar aan het feit dat zij in de periferie (aan huis bij hun cliënten) werken, 
vrij van direct toezicht van de thuiszorgorganisatie.  
 

 

 

Algemene conclusie van het onderzoek 
Samenvattend is de conclusie van dit onderzoek dat de mate van professionaliteit, die wordt 
bepaald door de mate van corporatieve autonomie en de specifieke werksetting van de 
professie, een paradoxale rol speelt in de ontwikkeling en implementatie van prestatie-
contractering, en paradoxale gevolgen heeft voor het werk van professionals in de 
gezondheidszorg. Enerzijds is de medische professie, gekenmerkt door een hoge mate van 
corporatieve professionaliteit, beter in staat dan beroepsgroepen met een lagere mate van 
corporatieve professionaliteit (ziekenhuisverpleegkundigen en thuiszorgmedewerkers) om de 
totstandkoming van prestatie-contractering te mediëren en mede vorm te geven. Het 
resultaat is dat de bestaande governance structuur – gekenmerkt door corporatistische 
vormen van contractering en gebaseerd op een dialoog tussen de overheid, de beroepsgroep 
en zorginkopers (verzekeraars) – grotendeels onaangetast blijft. Thuiszorgmedewerkers zijn 
niet in staat om te onderhandelen over de wijze waarop prestatie-contractering wordt 
geïmplementeerd, waardoor de governance structuur in de thuiszorgsector langzaamaan 
wordt gedomineerd door zorgverzekeraars die de thuiszorg “producten”, en de overheid die 
de thuiszorgbudgetten, in sterke mate reguleren en controleren. Anderzijds is het juist de 
beroepsgroep met de grootste mate van professionaliteit, de medisch specialisten, die in hun 
dagelijks werk het meest geconfronteerd worden met prestatie-contractering. Tevens heeft 
prestatie-contractering bij deze groep professionals de grootste invloed op hun ervaren 
individuele autonomie en intrinsieke arbeidstevredenheid. Dit komt doordat prestatie-
contractering in verschillende institutionele contexten verschillende mechanismen in werking 
zet, afhankelijk van de positie van de kernprofessie en de rol van managers in het veld.  
 In zowel de ziekenhuiszorg als de thuiszorg zet prestatie-contractering het 
transparantiemechanisme in werking, hetgeen het werk van professionals meer inzichtelijk 
maakt voor verzekeraars of managers. In algemene zin laat dit onderzoek zien dat de 
interferentie- en het verantwoordingsmechanismen voornamelijk een uitdaging vormen in 
institutionele contexten die gekenmerkt worden door een hoge mate van professionaliteit. 
Deze mechanismen richt zich direct op professionals die een intensief opleidingsprogramma 
hebben gevolgd en over gespecialiseerde kennis beschikken, en die tevens een hoge mate van 
corporatieve autonomie bezitten. Deze professionals hebben een sterke onderhandelings-
positie ten opzichte van het ziekenhuismanagement vanwege hun positie als ondernemer en 
hun organisatie in maatschappen. In een dergelijke context proberen zorginkopers 
(verzekeraars) te interveniëren in professionele besluitvorming en houden zij individuele 
professionals verantwoordelijk voor hun prestaties. Vanwege hun hoge mate van 
professionaliteit vormt de beroepsgroep een interessante target voor beleidsmakers en 
inkopers van zorg (verzekeraars) die streven naar meer controle over de uitgaven in de zorg. 
NPM principes richten zich als het gaat om hooggekwalificeerde professionals direct op hun 
individueel ervaren autonomie en autoriteit in de organisatie.   
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Tegen de verwachting in blijken het in dit onderzoek de professionals met de hoogste 
mate van professionaliteit – de medisch specialisten – te zijn die het meest worden beïnvloed 
in de mate waarin zij individuele autonomie en intrinsieke arbeidstevredenheid ervaren. In de 
ziekenhuiszorg zijn pogingen van zorgverzekeraars om meer grip te krijgen op de kosten en de 
kwaliteit van zorgverlening direct gericht op de medische zorg, in die zin dat het werk van 
medisch specialisten (en niet dat van verpleegkundigen) wordt gecontracteerd en 
geëvalueerd door zorgverzekeraars vanuit hun rol als zorginkoper. De ervaren toegenomen 
invloed van verzekeraars op, onder andere, het gebruik van bepaalde geneesmiddelen en 
medische behandelingen verandert bestaande organisatiestructuren van ziekenhuizen 
doordat de betrokkenheid van medisch specialisten bij organisatorische besluitvormings-
processen wordt beperkt. Daarnaast zijn percepties van specialisten over de toegenomen 
invloed van verzekeraars over medisch werk negatief gerelateerd aan de mate waarin zij 
autonomie ervaren. Vanwege de verminderde mate van – door medisch specialisten zeer 
gewaarde – individuele autonomie als gevolg van de ervaren toegenomen invloed van 
verzekeraars, is de intrinsieke arbeidstevredenheid onder medisch specialisten  afgenomen. 
Als gevolg van contractering in ziekenhuizen zijn voor verpleegkundigen de administratieve 
taken toegenomen. In de thuiszorg leidt het gebruik van strikte tijdsregistratieprocedures tot 
lagere niveaus van ervaren autonomie. Dit geldt voor zowel verpleegkundigen als 
verzorgenden in de thuiszorg. Deze professionals ervaren het rapporteren over het type zorg 
zij leveren en de hoeveelheid tijd die ze hieraan spenderen als een inbreuk op hun individuele 
autonomie; hier werkt het interferentiemechanisme door.   

Managers zijn direct betrokken bij prestatie-contractering en hebben meer invloed op 
de ervaren autonomie en intrinsieke arbeidstevredenheid van professionals in institutionele 
contexten waarin sprake is van medewerkers met een lagere mate van professionaliteit. Als 
gevolg van de verschillende institutionele constellaties van de ziekenhuis en de 
thuiszorgsector is de rol die managers spelen verschillend. Ziekenhuisverpleegkundigen 
wijken af van medisch specialisten omdat ze in loondienst zijn, en van medewerkers in de 
thuiszorg omdat ze in een organisatorische settings werken. Om beide redenen zijn ze meer 
afhankelijk van het management van de organisatie voor hun individuele autonomie. De zeer 
geprofessionaliseerde medisch specialisten daarentegen, ontlenen hun autonomie 
voornamelijk aan hun intensieve opleiding, complexe vaardigheden en hun positie als 
zelfstandig ondernemers in het ziekenhuis. Zij zijn bijgevolg minder afhankelijk van controle 
door managers over hun professionele werk. Hun status als ondernemer plaatst hen als het 
ware naast de ziekenhuisorganisatie en verschaft hen meer financiële controle en individuele 
autonomie ten opzichte van ziekenhuismanagers. In tegenstelling tot medisch specialisten 
lijken thuiszorgmedewerkers hun individuele autonomie niet te ontlenen aan hun 
professionele status maar aan het feit dat zij in de periferie (aan huis bij hun cliënten) werken, 
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In institutionele contexten waarin zorg wordt verleend door beroepsgroepen met een 
lagere mate van professionaliteit, zoals ziekenhuisverpleegkundigen en thuiszorg-
medewerkers manifesteert prestatie-contractering zich als transparantie mechanisme waarbij 
de individuele autonomie en intrinsieke arbeidstevredenheid grotendeels onaangetast 
blijven. Bij beroepsgroepen met een lagere mate van professionaliteit is het 
verantwoordingsmechanisme zwak. Bij deze minder gespecialiseerde beroepsgroepen– 
gekenmerkt door een kortere en minder intensieve opleiding, een lagere corporatieve 
autonomie, en die veelal in loondienst werken – is de professional meer afhankelijk van de 
prestaties van de organisatie dan van de eigen individuele prestaties. Zorginkopers zijn in deze 
institutionele setting minder geïnteresseerd in individuele prestaties van de medewerkers en 
vooral in de prestaties van de organisatie. Professionals met een lagere mate van 
professionaliteit zijn voor zorginkopers dus minder interessant. Dit maakt hen meer 
afhankelijk van de onderhandelingsinzet- en vaardigheden van de dominante beroepsgroep 
in het veld (managers in de thuiszorg en, medisch specialisten in de ziekenhuiszorg) en meer 
kwetsbaar voor de kwaliteiten en sociale waarden van het management van de organisatie.  
 
Theoretische implicaties  
In tegenstelling tot wat er wordt betoogd door de aanhangers van de van zogenoemde “de-
professionaliseringsthesis” laat deze studie zien dat er geen aanwijzingen zijn voor een 
vergelijkbare (negatieve) relatie tussen prestatie-contractering en de ervaren mate van 
autonomie en intrinsieke arbeidstevredenheid van verschillende groepen professionals. De 
manier waarop prestatie-contractering wordt ingevoerd en het mechanisme dat wordt 
geactiveerd (transparantie, verantwoording, interferentie) en de gevolgen die dit vervolgens 
heeft voor de individuele autonomie en intrinsieke arbeidstevredenheid van professionals, 
zijn afhankelijk van de specifieke institutionele positie van professionals en managers in de 
gezondheidszorg.  
 Ook de claim in de tweede dominante stroming in de literatuur – waarin wordt gesteld 
dat verzorgingsstaatinstituties zijn gekoloniseerd door dominante professies en dat dit de 
reden zou zijn waarom de autonomie en arbeidstevredenheid nauwelijks wordt beïnvloed – 
wordt weergesproken in deze studie. Enerzijds heeft de medische professie, met haar 
dominante positie in de geïnstitutionaliseerde governance structuur, de mogelijkheid om haar 
machtige institutionele positie in relatie tot verzekeraars en de overheid te versterken en te 
reproduceren. Anderzijds wordt de ervaren mate van autonomie en intrinsieke 
arbeidstevredenheid van individuele medisch specialisten wel negatief beïnvloed door de 
invoering van prestatie-contractering. Dit suggereert dat een grotere mate van corporate 
autonomie en een grotere invloed van de beroepsgroep op de ontwikkeling en implementatie 
van nieuwe beleidsmaatregelen niet automatisch betekent dat nieuw beleid minder impact 
heeft op het werk van individuele professionals.    
 

 

 

Praktische implicaties  
Het huidige onderzoek laat zien dat medisch specialisten, ziekenhuisverpleegkundigen en 
thuiszorgmedewerkers in toenemende mate worden geconfronteerd met maatregelen van 
zorginkopers (zorgverzekeraars), ontwikkeld door de Nederlandse overheid, gericht op het 
verkrijgen van meer controle over het werk van professionals in de gezondheidszorg. Het 
onderzoek laat echter ook zien dat de gevolgen van prestatie-contractering voor de 
individuele autonomie en intrinsieke arbeidstevredenheid van professionals gering zijn. 
Desalniettemin worden professionals in de zorg – en vooral de medische professie – in 
toenemende mate geconfronteerd met pogingen van verzekeraars om het werk van 
professionals te meten en te evalueren. Van oorsprong zijn professionals in de zorg – medisch 
specialisten meer dan ziekenhuisverpleegkundigen en thuiszorgmedewerkers – gewend om 
in een autonome omgeving te werken op basis van een sterk algemeen vertrouwen in de 
professie. Hun lange opleidingsduur, ethische betrokkenheid en expertkennis gaven hen een 
basis om te opereren met een hoge mate van autonomie, resulterend in een grote mate van 
controle over hun werk en beroep. Met de invoering van prestatie-contractering is de rol van 
zorgverzekeraars geherdefinieerd. Verzekeraars worden nu geacht om als kritische inkopers 
zorg te contracteren ten behoeve van hun verzekerden (de zorgontvangers) en om de externe 
controle over de prestaties en het werk van professionals te versterken. Een implicatie hiervan 
is dat het werk van professionals niet langer alleen door zogenoemde professional peers wordt 
geëvalueerd maar ook door actoren die geen onderdeel uitmaken van de beroepsgroep: 
politici, verzekeringsmaatschappijen en cliënten- en patiëntenorganisaties.  
 Wanneer we de behoefte aan meer inzicht in en meer controle over het werk van 
professionals als gegeven beschouwen, dan lijkt het vergroten van de betrokkenheid van 
professionals bij zowel de ontwikkeling als de evaluatie van prestatie-indicatoren een 
constructieve strategie voor het verder ontwikkelen van prestatie-contractering. Op dit 
moment lijken de professionals die het werk uitvoeren grotendeels te worden genegeerd, 
vooral wanneer het beroepen met een lagere mate van professionaliteit betreft. Wanneer 
professionele verenigingen worden geaccepteerd als partner in de ontwikkeling en evaluatie 
van criteria zullen zorginkopers een beter verantwoord instrument in handen hebben om het 
werk van professionals te evalueren, zonder dat professionals hierbij worden beperkt in hun 
besluitvormingsprocessen gebaseerd op geïnternaliseerde professionele normen en 
expertkennis. Een dergelijke procedure voorkomt mogelijk ook dat beroepsgroepen keer op 
keer protesteren tegen de contracten die zorgverzekeraars hen willen laten ondertekenen. 
Het overeenkomen van wie betrokken moet zijn als stakeholder kan tevens de positie 
versterken van de professies die betrokken zijn bij de ontwikkeling van prestatie-
metingssystemen, bijdragen aan het vergroten van de transparantie van zorgverlening en het 
faciliteren van zorginkoop, terwijl de beroepsgroep tegelijkertijd controle houdt over de 
criteria op basis waarvan haar werk wordt geëvalueerd.  
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 Beleidsmakers en zorgverzekeraars kunnen profiteren van de uitkomsten van dit 
onderzoek, omdat het inzicht verschaft in de manier waarop beleidsontwikkeling- en 
implementatie – meer specifiek, prestatie-contractering – plaatsvindt bij verschillende 
groepen professionals. De strategieën die worden gehanteerd verschillen aanzienlijk tussen 
professies als gevolg van variatie in de macht van de beroepsgroep die hen mogelijk in staat 
stelt om beleidswijzigingen te mediëren of hier weerstand tegen te bieden. In veelomvattende 
beleidsmaatregelen, zoals prestatie-contractering, zitten verschillende mechanismen ingebed 
met verschillende of soms zelfs tegenstrijdige uitkomsten. Het is belangrijk de regulerende 
mechanismen te begrijpen die actief zijn in een veld waarin een aantal grote 
verzekeringsmaatschappijen actief zijn, alsmede de machtsworstelingen die hier een gevolg 
van zijn. Beleidsmakers moeten zich ook bewust zijn van de effecten van intrusieve monitoring 
en verantwoordingsverplichtingen op de betrokkenheid en loyaliteit van professionals, die dit 
soms ervaren als een verlies aan vertrouwen in hun werkethiek en betrokkenheid bij de 
behoeften van cliënten/patiënten. Wanneer beleidsmakers zich in een vroeg stadium bewust 
zouden zijn van de mogelijke gevolgen van nieuw beleid voor organisaties en professionals in 
de gezondheidszorg, dan zouden zij wellicht beter overwogen beslissingen maken.  
 Voor managers van organisaties in de zorg is de verkregen kennis over de verschillende 
rollen van managers in verschillende contexten binnen de gezondheidszorg waardevol. Dit 
impliceert namelijk dat hun rol anders is in relatie tot, en hun managementtechnieken anders 
werken bij verschillende groepen professionals. Inzicht in het belang van ondersteunende 
managers voor de mate van autonomie voor beroepsgroepen met een lagere mate van 
professionaliteit kan helpen om de betrokkenheid van professionals in thuiszorgorganisaties 
alsmede de aantrekkelijkheid van het beroep te verbeteren.  
  
 
  

 

 

Dankwoord (acknowledgements) 
 
A comfort zone is a beautiful place, but nothing ever grows there.  
 
“Hey! Hoe gaat het met je proefschrift?” Oei… Toen ik in september 2008 aan dit proefschrift 
begon, was dit nog niet zo’n gevoelige vraag. Hoe meer tijd er verstreek, hoe gevoeliger deze 
vraag werd. Steeds als ik dacht dat ik er bijna was, gebeurde er iets waardoor die eindstreep 
weer een stukje vooruit werd geschoven. Maar mijn stelregel is altijd: als ik ergens aan begin, 
maak ik het af. En nu is het dan echt zover. Met een goed gevoel kan ik zeggen: mijn 
proefschrift is klaar!   
 
Hoewel het schrijven van een proefschrift op sommige momenten erg “alleen” kan voelen, 
had dit geheel nooit tot stand kunnen komen zonder de begeleiding, ondersteuning, hulp en 
aanmoediging van een aantal personen. Enkele van hen wil ik graag persoonlijk bedanken.  

Allereerst mijn promotoren, Trudie, Marcel en Frans. Trudie, bedankt voor het 
vertrouwen dat je in mij hebt gehad. Altijd heb je mij het gevoel gegeven dat ik dit kon. Jouw 
steun op de momenten dat ik dat het hardste nodig had, was een grote bron van motivatie. 
Daarnaast wist je, met jouw kennis over de zorg en professionals, mijn papers en artikelen 
keer op keer van constructieve feedback te voorzien. Marcel, ik ben je zeer dankbaar voor je 
altijd kritische blik. Soms dacht ik: “o, daar gaat ie weer!” Maar door jouw scherpe 
commentaren wist je als co-promotor mijn stukken steeds naar een hoger niveau te tillen. Ik 
weet nog dat je ooit zei: “Je moet een typologie ontwikkelen, daar kun je beroemd mee 
worden!” Het is dat ik geen roem najaag, anders was die typologie er vast gekomen. Frans, 
jouw kennis over marktwerking, accountability en contracten was zeer waardevol; zeker in 
het beginstadium van mijn proefschrift. Ik heb met plezier geluisterd naar je talloze 
voorbeelden over de manier waarop ziekenhuizen in verschillende delen van de wereld zijn 
georganiseerd; en over de positie die artsen daarbinnen innemen.  
 Daarnaast wil ik mijn collega’s van de vakgroep Arbeid, Zorg en Welzijn bedanken voor 
de uitwisseling van ideeën en hun kritische blik op onderdelen van dit proefschrift. In het 
bijzonder een aantal mensen die de afgelopen tijd dicht bij mij hebben gestaan: Marit, Ingrid, 
Mara en Dorota. Jullie zijn geweldige collega’s en maken dat ik altijd met veel plezier naar mijn 
werk ga! En Marit en Ingrid, bedankt dat jullie mij bijstaan als paranimfen. Maar natuurlijk ook 
voor alle gezelligheid en de goede gesprekken die we voeren in kamer G1.15 over aanstellerige 
Grutjes-koffie, de LF Posse, en natuurlijk, het leven en de liefde.  
 
Het onderzoek in dit proefschrift had niet uitgevoerd kunnen worden zonder de medewerking 
van verschillende zorgverzekeraars, ziekenhuizen en thuiszorgorganisaties. Ik kan jullie helaas 
niet bij naam noemen, maar in het bijzonder bedank ik de managers, medisch specialisten, 
ziekenhuisverpleegkundigen en thuiszorgmedewerkers voor de bereidwilligheid mijn 
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 Daarnaast wil ik mijn collega’s van de vakgroep Arbeid, Zorg en Welzijn bedanken voor 
de uitwisseling van ideeën en hun kritische blik op onderdelen van dit proefschrift. In het 
bijzonder een aantal mensen die de afgelopen tijd dicht bij mij hebben gestaan: Marit, Ingrid, 
Mara en Dorota. Jullie zijn geweldige collega’s en maken dat ik altijd met veel plezier naar mijn 
werk ga! En Marit en Ingrid, bedankt dat jullie mij bijstaan als paranimfen. Maar natuurlijk ook 
voor alle gezelligheid en de goede gesprekken die we voeren in kamer G1.15 over aanstellerige 
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vragenlijst in te vullen en voor de openheid tijdens de interviews. Evengoed gaat mijn dank uit 
naar Ruth Rose, die mijn gehele proefschrift heeft geëdit.  
 
Ik wil ook graag een aantal mensen uit mijn privéomgeving bedanken. Allereerst, papa, Inez 
en mama. Jullie hebben mij gemaakt tot wie ik nu ben. Papa en Inez, ik waardeer jullie 
betrokkenheid enorm en vind het fantastisch hoe jullie altijd voor mij klaar staan. Maud, jij 
bent heel lange tijd betrokken geweest bij mij en bij mijn promotietraject. Ik dank je voor alle 
keren dat je mij hebt verzekerd dat het wel goed zou komen met mijn proefschrift. Jouw 
nuchtere woorden waren vaak precies wat ik nodig had. Lieke, Michèle, Dana, Afke, Deborah, 
Mark, Jacqueline, Malika en Fayrouz, jullie wil ik bedanken voor de ondersteuning én nodige 
afleiding de afgelopen jaren. Marieke, bedankt voor het verlichten van de laatste loodjes. Als 
laatste dank ik de allerbelangrijkste persoon in mijn leven. Tibi, met jouw vrolijkheid en 
eigenwijze praatjes zorg je ervoor dat ik altijd de juiste balans tussen werk en privé zal weten 
te houden.  
 
Rosanne Oomkens, juli 2015 
  

 

 

Bibliography  
 
Rosanne Oomkens was born on the 3th of July 1985 in Ten Boer, the Netherlands. After 
completing high school (Ds. Pierson College), Rosanne started her studies in International 
Tourism Management and Consultancy (ITMC) in 2002, at the Breda University of Applied 
Sciences (NHTV). After graduating from the NHTV (cum laude) on a thesis on tourism and the 
emancipation of homosexuality in Egypt, she started the pre-master Interdisciplinary Social 
Science at Utrecht University in 2006. Rosanne started with the academic master Social Policy 
and Social Interventions in 2007. In 2008 she graduated from Utrecht University (cum laude) 
on a qualitative thesis on food bank clients in Rotterdam studying the use of the food bank 
versus ‘alternative’ state-run social welfare provisions. In September 2008 Rosanne started as 
a PhD-student at Utrecht University, writing her dissertation on the consequences of 
performance-based contracting for the work of professionals in hospital care and home care. 
During her time as a PhD-student, Rosanne gained teaching experience as a lecturer in the 
bachelor Interdisciplinary Social Science and the academic master Social Policy and Social 
Interventions. She coordinated courses on policy and evaluation research and on interaction 
in organizations. Next to writing her dissertation, Rosanne wrote several papers about her 
research and presented her research on several national and international conferences. 
Rosanne will continue her research on professional performance as an assistant professor in 
the department of interdisciplinary social science at Utrecht University, with prof.dr. Trudie 
Knijn.   
  

13004_Oomkens_BW.indd   212 13-08-15   10:33



Bibliography

213

 

 

vragenlijst in te vullen en voor de openheid tijdens de interviews. Evengoed gaat mijn dank uit 
naar Ruth Rose, die mijn gehele proefschrift heeft geëdit.  
 
Ik wil ook graag een aantal mensen uit mijn privéomgeving bedanken. Allereerst, papa, Inez 
en mama. Jullie hebben mij gemaakt tot wie ik nu ben. Papa en Inez, ik waardeer jullie 
betrokkenheid enorm en vind het fantastisch hoe jullie altijd voor mij klaar staan. Maud, jij 
bent heel lange tijd betrokken geweest bij mij en bij mijn promotietraject. Ik dank je voor alle 
keren dat je mij hebt verzekerd dat het wel goed zou komen met mijn proefschrift. Jouw 
nuchtere woorden waren vaak precies wat ik nodig had. Lieke, Michèle, Dana, Afke, Deborah, 
Mark, Jacqueline, Malika en Fayrouz, jullie wil ik bedanken voor de ondersteuning én nodige 
afleiding de afgelopen jaren. Marieke, bedankt voor het verlichten van de laatste loodjes. Als 
laatste dank ik de allerbelangrijkste persoon in mijn leven. Tibi, met jouw vrolijkheid en 
eigenwijze praatjes zorg je ervoor dat ik altijd de juiste balans tussen werk en privé zal weten 
te houden.  
 
Rosanne Oomkens, juli 2015 
  

 

 

Bibliography  
 
Rosanne Oomkens was born on the 3th of July 1985 in Ten Boer, the Netherlands. After 
completing high school (Ds. Pierson College), Rosanne started her studies in International 
Tourism Management and Consultancy (ITMC) in 2002, at the Breda University of Applied 
Sciences (NHTV). After graduating from the NHTV (cum laude) on a thesis on tourism and the 
emancipation of homosexuality in Egypt, she started the pre-master Interdisciplinary Social 
Science at Utrecht University in 2006. Rosanne started with the academic master Social Policy 
and Social Interventions in 2007. In 2008 she graduated from Utrecht University (cum laude) 
on a qualitative thesis on food bank clients in Rotterdam studying the use of the food bank 
versus ‘alternative’ state-run social welfare provisions. In September 2008 Rosanne started as 
a PhD-student at Utrecht University, writing her dissertation on the consequences of 
performance-based contracting for the work of professionals in hospital care and home care. 
During her time as a PhD-student, Rosanne gained teaching experience as a lecturer in the 
bachelor Interdisciplinary Social Science and the academic master Social Policy and Social 
Interventions. She coordinated courses on policy and evaluation research and on interaction 
in organizations. Next to writing her dissertation, Rosanne wrote several papers about her 
research and presented her research on several national and international conferences. 
Rosanne will continue her research on professional performance as an assistant professor in 
the department of interdisciplinary social science at Utrecht University, with prof.dr. Trudie 
Knijn.   
  

13004_Oomkens_BW.indd   213 13-08-15   10:33



 

 

 
  

 

 

 
Samenvatting (summary in Dutch) 

 
  

13004_Oomkens_BW.indd   214 13-08-15   10:33



 

 

 
  

 

 

 
Samenvatting (summary in Dutch) 

 
  

Appendices

13004_Oomkens_BW.indd   215 13-08-15   10:34



Appendices

216

 

 

Appendix 1.1 Summary of themes in the semi-structured interviews 

Organization of contracting care 
  contracting care before 2005 
  variations in approaches to different health insurers/care agencies 
  competition providers 
  contracting procedure 
  power distribution 

Selection of care providers 
 quality criteria 
 topics during negotiations 
 selection/differentiation 
 provider-specific agreements 
 long-term agreements 

Agreements on price & volume  
 determining prices 
 agreements on volume price differentiation due to good performance 
 efficiency tariff reductions 

Agreements on quality 
 stimulating high quality 
 agreements on qualitative performance 
 agreements on input, process, output, outcome 
 specificity  
 involvement of professionals 
 developing national standards and protocols 

Monitoring 
 specificity 
 checking/evaluating  registration 
 consequences of non-obedience of (registration) guidelines 

Consequences of PBC for professional work 
 consequences of performance-based contracting for professional 

autonomy and intrinsic job satisfaction 
 

 

  

 

 

Appendix 1.2 Coding of tree semi-structured interviews 

Content category Definitions  Coding unit 
Form of 
contracting 

Form of contracting procedure that is 
applied by the purchasing party 

 contracting before 2005 
 negotiations 
 selection criteria  
 selection methods  
 tender procedure 
 preferred providership  
 selective contracting 
 differentiated contracting 
 contractor requirements 

Contract 
specifications 

Extent to which parties’ obligations 
are accurately specified; extent of 
monitoring explicitly provided for; 
specification of penalties for 
noncompliant behavior 

 

Contract status  Juridical status hard/soft  
 

 contract status 

Contract duration Number of months that the contract 
has been in operation 

 contract status 
 

Agreements on 
prices & volume  

How prices and volume are 
determined in the contracting process 

 determining prices 
 performance-based agreements 

on price & volume differentiation 
 efficiency tariff reduction 

Communication Communication after contract award 
between provider and purchaser 

 communication 
 

Organizational 
requirements 

Organizational requirements set by the 
purchasing party that must be met 
before the contract can be awarded 

 organizational requirements 
 

Quality 
requirements  

 

Quality requirements set by the 
purchasing party that must be met 
before the contract can be awarded 

 number of requirements 
 involvement of professionals in 

defining quality criteria 
Incentives & 
sanctions 

Specification of incentives for good 
performance and sanctions for weak 
performance or noncompliant 
behavior 

 incentives 
 sanctions 

Monitoring & 
evaluation 

Monitoring procedures to be followed, 
including timing and content of 
reviews, benchmarking of provider 
performance against pre-specified 
standards to ensure compliance, and 
adherence to guidelines 

 periodic review 
 audit 
 benchmark 
 consequences of non-obedience 

of (registration) guidelines 

Monitoring scope Type of performance being monitored  monitoring input  
 monitoring process  
 monitoring output  
 monitoring outcome  
 accuracy of invoicing 
 frequency of performance 

monitoring 
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