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Abstract

How does the change in the configuration of a maallew healthcare providers to perform
new and innovative behavior? While the plurality mbrketing literature assumes an
economic perspective with rational customers, resaudies show that a complete view of the
market requires a sociological and performativegpective, i.e. the market as a collection of
activities. The purpose of this thesis is to commglet this perspective with an extra dimension
that creates a holistic overview of the changes imarket; time. We draw on qualitative
research conducted in the niche market of loweklegatment, where actors are exposed to
various changes such as new competition legisladéind changing patient characteristics,
leaving them to question their own possibility tibedentiate. We analyze how the practices in
this niche market have changed and how this infladrthe configuration of the market over
time. Our study reveals that several changes ircizas have occurred over time, either
because new practices were introduced or practgesperformed in more diverse ways. We
further found that the role of certain actors hdteeed with these practices. These findings
suggest that the configuration of the market haanged over time and likely will change in
the future, offering healthcare providers optiowsdifferentiate as behavior is not totally
socially determined. We contribute to the existitegature interested in market practices and
performativity studies, by adding a time dimensidrfe further build on work interested in

agency and the relation between practice researthiastitutional theory.

Keywords:Economic sociology ¢ market practices ¢ performatity « healthcare niche

Introduction

Healthcare markets are continuously changing, tiilsd by market reforms,
regulations, and ways to stimulate competition (#8)n1995; Hendriks, Spreeuwenberg,
Rademakers, & Delnoij, 2009). Due to these changes]thcare providers increasingly
experience a need to adopt marketing practiceshndnie deemed necessary to differentiate
from competition (Naidu, Parvatiyar, Sheth, & Wedgg 1999). It's likely that marketing
practices will keep gaining importance, as govemmsiavill keep cutting healthcare costs
(Halbersma, van Manen, & Sauter, 2012). Differdhtuales exist regarding the proper type
of marketing for a healthcare provider. For examplerkowitz (2010) suggests healthcare
providers should adopt economically oriented anadgebased marketing models, such as the
traditional 4P model of McCarthy (1964). These t/mé models define differentiation as
differences in products and services between ginslappliers, coming forth out of
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imperfections in both the supply and demand sida afarket (Smith, 1956). Furthermore,
they imply markets are static environments andads®rs being rational and entirely self-
interested, a notion that proved simplistic anccaunate (see, for example, Heinrich et al,
2001). Despite governmental interference to refogalthcare markets, practices, norms and
rules of behaviour are pervasive (Scott, 2000; 2uck977) and this will likely constrain the
possibilities for individual actors to differentatheir offerings from the rest. To decide on the
degree of manoeuvrability, healthcare providers tntlusrefore take into consideration the
general and accepted practices and norms pertamiting market. Hence, we equate the term
differentiation to agency as described by Beck&®90); the maneuverability a firm has to
develop differentiated marketing practices and oetitipe advantage, in compliance with the
urge to conform that prevails in a market. Beclegues that institutions and institutional
practices are both a constraining and requisitefdor strategic agency in the corresponding
field. Institutions constrain behavior by settingpectations on how actors should act, thereby
limiting degrees of freedom and at the extreme teddms that simply copy behaviors out of
fear to violate institutional rules (DiMaggio & PeW; 1983). The likelihood of success of
strategic agency diminishes with an increasing eéegf institutionalization, as these fields
will be more resistant to change (Beckert, 1999veitheless, institutions enable agency
because it allows actors to connect means-endaeships (Beckert, 1999). Fields in which
institutions not (yet) exist exhibit uncertaintyrfactors, which troubles predictions on
legitimacy and the future obtainment of resour&gategic agency is therefore only possible
in organizational fields that are at the minimumtipdly structured by social rules and norms.
Dorado (2005) complements this theory with an algor to differentiate between different
types of agency, depending upon the features darécplar organizational field. Hence, to
conclude on the adequate type of agency, a chaewatten of the organizational field is
prerequisite as this will reveal the opportunitieslo so. Opportunities are then definedhes
likelihood that an organizational field will perméctors to identify and introduce a novel
institutional combination and facilitate the mobdtion of the resources required to make it
enduring (Dorado, 2005, p. 391). Based on the degree ditutienalization, she describes
three degree fields with different opportunitiehe$e are, from low to high respectively:
Opportunity hazy, opportunity transparent, and ooty opaque. Her model, however,
doesn’t include the notion of performativity; trect that markets are not static objects but are
created, sustained and influenced by actions ofa¢MacKenzie, Muniesa, & Siu, 2007). To
demonstrate how these dynamics work in a markedlldgrg and Helgesson (2007) offer a

sociological and performative perspective to déscrnarkets as being constituted by three
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different, yet interrelated market practice levedgchange, normalizing and representational
practices. This perspective on markets suggestarhekets are continuously produced and
reproduced through various practices by actorsh&mxge practices include all the economic
activities performed regarding the consummatioeafnomic exchange, such as negotiating
prices and distribution of goods. Normalizing prees$ are activities to guide and influence
markets, with both formal and informal origins. Regentational practices comprise all
activities that provide information to describe addaracterize markets, e.g. performing
market research or calculating future healthcascarhey furthermore describe different
configurations of markets, for example a marketmyadriven by exchange practices (i.e.
industrial markets), or a combination of exchange eepresentational practices (i.e. a stock
market). Because of its performative nature andeliance orhomo sociologicusather than
homo economicusemploying this model helps exposing institutionedl practices by
revealing the degree of homogeneity between bebeligpatterns in a given industry.
Temporal elements proved to be of importance fstitutions and the institutional process, as
actors require time and space to perform activitias collectively create a market (Kaplan &
Orlikowski, 2013; Lawrence, Winn, & Jennings, 200R)rthermore, Emirbayer and Mische
(1998) show how agency is a temporally embeddedsanidl process. It is therefore, that we
complement the model of Kjellberg and Helgessor072Qvith different time perspectives;
the past, present and future forms of market candigons. Recently, changes in market
practices such as changing patient attitudes orpetition stimulating efforts, has created
tension for actors and possibly changed the madefiguration of the healthcare market. In
this thesis, we study how the configuration of tharket and the change over time therein
influences the maneuverability of a firm. This mspiortant because the healthcare market is
increasingly becoming competitive, both urging beadre providers to (re)act but also
leaving them to guess regarding their options tieidintiate. We intend to fill this gap by this
study, therefore the main research question thateguour effort is:To what extent is
differentiation possible for a single healthcareyider, given the configuration of exchange,
representational and normalizing practices in thealhcare market?To account for the
change over time, we add the following sub questitow does the change over time in this

configuration opens up for differentiation?

We make several theoretical contributions with #stisdy. First, we contribute to the
growing body of literature regarding practice resband performativity studies grounded in
economic sociology (Kjellberg & Helgesson, 2006020MacKenzie et al., 2007), but we



add a new perspective by involving different timmensions (Ancona et al., 2000). Second,
our work builds on previous work interested in itugtonal opportunities and human agency
(Beckert, 1999; Dorado, 2005). Third, our findingsrich literature concerning the
relationship between practices and institutionabtly (Smets, Morris, & Greenwood, 2012
We further hope to offer practical contributiongtwour work, aiding managers by making
choices regarding maneuverability according to miadctivities especially in the healthcare

market.

We structured the remainder of the thesis as faldw the next section a framework
for understanding market practices in relation ristitutionalization is depicted. We then
describe the research methods. Next, separatecetmaskfigurations on the three different
time dimensions are described, in such a way tleatam compare them in a final analysis to
answer the research question. Lastly, we discussfiodings, give recommendations for

further research and offer implications for manager

Theory

The main framework used in this thesis to analyee niche market of low back
treatment is the model of Kjellberg and Helgessd@07). Unlike economic models of
markets, which assume that markets simply exigy thropose that markets are abstract
entities that are created by activities of involvactors. Markets are therefore subject to
performativity, i.e. the notion that economists aather actors constitute markets by
describing it, rather than merely observing. Altgoudiffering in magnitude in the way they
perform economics, the different types of perfoiigt all imply that the use of economics

have an effect on the economic process they poflagKenzie et al., 2007).
Market practices

The market as practices framework proposes thacéiNities can be categorized in
three distinct, but interrelated groups. Thesevdigs are called market practices, defined by
Kjellberg and Helgesson (2007, p. 141)adlsactivities that contribute to constitute market
Their model is constructed of three interrelatedk®iapractices: Exchange, normalizing and
representational practices. The following sectioil wse the thesis of Kjellberg and
Helgesson (2007) as guideline for exemplificatioh tbhe three practices and their

interdependencies, supplemented by specific examiolend in other academic thesis. A



condensed overview of the three market practicab Wieir definitions and examples is

provided in table 1.

Table 1. Overview of market practices as proposedytKjellberg and Helgesson, 2007

Type of practice Definition Example

Exchange practices Concrete activities relatetiéo t Specifying and presenting products,
consummation of individual negotiating prices, advertising,
economic exchanges distribution of goods

Normalizing practices Activities that contribute to Establishment of normative objectives

establish guidelines for howa  (regulations), market reforms,
market should be (re)shaped or specifying general rules of

work according to (some group competition, shaping of voluntary

of) actor(s) standards
Representational practices Activities that depiathats Collection and processing of sales
and/or how they work statistics

Exchange practices are all activities involvedhi@ €conomic consummation of goods
and services, such as supplier-customer meetingsespnegotiations and advertising, to
mention a few. In addition, more general activitieat contribute to construction of markets
are included in this category. All exchange pradicserve the purpose of (at least
temporarily) stabilizing markets to aid economimmsommation, such as the framing of
resupplying office consumables by automated puiohaftware (Andersson, Aspenberg, &
Kjellberg, 2008). Further, material devices (e.gpermarket shelves) and calculative
processes assist in economic exchange and aréotigepart of exchange practices.

Normalizing practices are all activities conductsd(groups of) actor(s) to establish
(formal and informal) rules and norms to guide netskin certain directions. These agencies
can either be market participants or third-parted directly involved in the exchange
process, such as governments or regulatory bodies.norm forming process has three
variations, which are all activities related to market reform efforts, 2) general rule
establishing and compliance, and 3) strategic ptgnand establishment of objectives by
individual market actors. For example, Holm andId&a (2007) describe the sequence of
normalizing practices of the Norwegian governmenith the objective of protecting

overfishing of the cod population by introducingrisferable fishing quotas.



Representational practices are activities thatri®s the market and their mechanism,
essential for development of images of marketsce&Simarkets are conceptual and abstract
entities consisting of activities of actors, regmstional activities are inevitable for the
formation of a holistic overview of a market, bgriscending and linking spatial and temporal
elements of idiosyncratic exchanges. They therebyné mental modes for actors, which
function as an antecedent for business models (Ngmé& Storbacka, 2010). Examples of
representation activities are collecting sales/miamg data, meetings to discuss market

research and reporting about changes in the market.
Interdependent effects via translations

The three different market practices of the frenmid are linked and entangled in what
are called ‘translations’. To illustrate the coni@t between the three practices, Kjellberg
and Helgesson (2007, p. 144) describe the exanfidastomer segmentation. Possible steps
for this activity are 1) designing a study based tbe firms objectives, 2) selecting
respondents through some sampling procedure, 3)eyng the resulting sample with
instruments like questionnaires, 4) analysing tbbected data using some technique for

multi-variance analysis, and 5) developing proffl@seach of the identified clusters.

The customer segmentation process, in itself aesgmtational practice, is thus build
up out of other smaller market practices. The austosegmentation can have impact on the
strategy and decision-making of a company, may Iéadnew strategic objectives
(normalizing practice). These new objectives caad|léo new marketing efforts or new
product offerings to customers (exchange practiCEsg three types of market practices are
thus interrelated by strings of activities whichhnaaove back and forth between the three
practices, as illustrated by figure 1. The différgrpes of translations will be discussed in

more detail in the following section.
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Figure 1. Types of translation between three typesf market practices

Economic exchange and consummation is affected dmgnalizing practices in the
form of both formal and informal rules. lllustrati® of formal rules that influence exchanges
include market reforms and anti-thrust legislatiarhile the call for more environmental
sustainability illustrates the informal standardttieg. Representation activities affect
exchange processes by displaying the result obrastof market participants, of which a

prime example is the stock market (see, for exanidéeKenzie, 2003).

New norms are created if situations in which norare deemed necessary are
represented, thereby proving the influence of gmm&ations on norms. An example provided
by Kjellberg and Helgesson (2007) is one of a taedirm, which is exempt from anti-trust
laws (norms) because of the ideas of actors imtaeket that it would damage customers to
have competition. Further, changes in exchange eps®s (e.g. rising costs, shifts in
consumer demand) can cause various actors to askdee / altered regulation. A prime
example could be the ongoing embargo between EuampeRussia of certain products,

leading European retailers to ask for exemptionsedfain regulation.

To be able to communicate about markets, informatégarding exchange activities
is essential. Normalizing practices give rise tcamges and methods of measurements, for
example the introduction of and compliance to antiog standards. These norms provide
clearance on the use of these measurement metmadsharefore are enables actors to

represent markets in a uniform manner.



Market configurations

Markets can be configured in many different wayssdal on the combination of the
presence and importance of the three market peacategories. As an example, Kjellberg
and Helgesson describe four variations of markefigorations. They argue that there is no
reason to assume that not more possible configmstcould exist, build up out of other
guantities, importance and/or presence of the thneeket practices. Table 2 gives an

overview of possible market configurations, witlacdcterizing properties and examples.

Table 2. Examples of different market configuratiors

Configuration Crucial practices categories Descripbn, symptoms Example

1 Exchange Exchange relationships rather Industrial markets
than idiosyncratic exchanges

2 Normalizing Appears unstable and political Market in transition
due to rapid changes

3 Exchange, representational Continuous transktietween Stock markets
exchanges and images

4 Equal distribution of exchange, Stable markets with stable rolesFood retail,
normalizing & representational for actors electronics

Time dimensions

To complement the model of Kjellberg and Helges§p@07) we did not merely
describe the practices that are common in a matkigis moment, but analyzed the practices
on three different temporal perspectives; the gastsent and future. We did this for several
reasons. First, since the market as practices nasdeimes performativity, actors are able to
influence the market. It is therefore not only rewting to see what the outcomes of their
actions are, but it is rather necessary to achavmlistic overview of the market. Since
delays in reactions on performances of actors ,existe than one time dimension is needed
to capture all practices that are present in theketan different time perspectives (Delmar,
2006). Second, Ancona et al. (2001) argue how teahplimensions can add extra depth for
the understanding of behavior in organization &sidifhey suggest that by using different
time dimensions one is not only of describing clearmut also the pace, duration, cycles, etc
of the development over time. This provides a nuan@plete view of the behaviors of actors

and the field which they perform.

Current practices are related to past practiagtsthis relation can take various forms.

Past practices can have enabled or altered presactices, have constrained or precluded
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present practices, past practices can have intextivinto new practices, etc. We therefore
need knowledge of past practices to be able to dr@msible conclusions on the present
practices that are observed in a market. In theesasy, current practices will influence
future practices in a variety of ways, and therefanfluence the composition of the
organizational field. In accordance with performiyi literature, this implies that the future

of a field can be made by an actor, rather tharelp@bserved and reacted upon.
Framework

In this part we will integrate the market configima and the time dimensions to
come to our theoretical framework. We study theehmarket configurations in this niche
market; the past configuration, the present comfiton and the future configuration. We
employ the change over time in market configuratisrthe degree of institutionalization, i.e.
indicating the maneuverability a firm has. We argiat when a field is strongly
institutionalized, change is not or hardly possibkes the field leaves little room for
improvisation, the market configuration should be approximately the same over time. On
the other hand, when large changes occurred ancliqge® or practice categories have
changed, the market configuration will appear didsir over time. In such a case, we can
assume the field is not institutionalized or detosbnalized. The change in market
configuration then enables us to conclude on th&owg for agency and differentiation,
guided by guidelines of Dorado (2005). Figure 2vehthe theoretical framework applied in

this thesis.

Market configuration in the past,
present and future

sssssssss

Nomatzig V?f eprssetatona Cha_nge in_ market thions _for
5 Ve nd K’\igﬁ »| configuration over p| differentiation for a
measurem § tlme S|ng|e fll'm

\

Exchan

Figure 2. Theoretical framework
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Method

As we are concerned with practices and behaviatéms, we followed Lofland and
Lofland’s (2006) suggestion to use qualitative aecle. The research design is a case study
(Babbie, 2007), which provides a unique way to tlgvetheory about and understand
phenomena by means of in-depth insight acquireth@ir corresponding fields (Miles &
Huberman, 1994).

As unit of analysis, we focus on the niche markketoov back treatment in the
Netherlands. Diverse changes in last decade haaggeld this field, such as the allowance of
private hospitals in 2006 to promote competitiond ancrease quality (De Grave &
Barendregt, 2007). This has increased the numb&rma$ in the market, as previously only
hospitals were allowed to furnish specialised cditee players in this market compete on
different levels, being primary, secondary and i(plly) tertiary care. The first level,
primary care, consists of (para) medical healthgamviders that act as first consultation
point and approachable without restrictions. Phi&i@apists, chiropractors and general
physicians are typical actors in the field of prignaare. Secondary care is healthcare which
IS not accessible without referral of a primaryecphysician and is typically more specialized.
Due to governmental competition promoting actigténd new legislation concerning private
hospitals, public hospitals have seen an increaseompetition in this market. Tertiary
healthcare in the Netherlands consists mostly aflamic hospitals, offering very specialized
and advanced medical investigation and treatmepordpnities. Patients are not accepted in
this care system without referral from a primaryecondary care provider. For this study, we

primarily focus on the secondary healthcare lewetlie lower back diagnosis and treatment.

As representatives for the practices in this nictagket, different stakeholders in this
market were identified. According to Brugha and w&movszky (2000), two types of
stakeholders exist in the healthcare industry: arnymstakeholders that are needed for
survival, secondary stakeholders that are not mkefde survival. Since secondary
stakeholders can be basically everyone (FreemahQ)2®nly primary stakeholders are
included. Because different stakeholder providdedk#ht resources and therefore aid in
different ways in the firm’s survival, practices séveral primary stakeholder groups were
analyzed (Freeman, Wicks, & Parmar, 2004). Tabpd¥ides an overview of the different

stakeholders and a justification for the reasow there interviewed.
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Table 3. Overview of stakeholders

Type of stakeholder Reason for selection of stakeluter Number of interviews
Manager of private hospital Directors 1
Patients Receive care and thereby provide 4

declarable activities

Purchasers of health insurance firms Provide nevestream by contracting 3
activities
Physicians & medical specialists Conduct day-toolasiness & critical 4

knowledge source

General practitioners (GP) Most important refeagénts 4

The qualitative data analysis procedure of Miled &tuberman (1994) was used,
which consist of four different, yet interrelatedgses: Data collection, data reduction, data
display, verifying and conclusion drawing. For dafallection, we used semi-structured
interviews that were created to gain in-depth intigThe use of this type of interviews is
based on the research goal, i.e. to gain a deegrstadding of the marketing practices and
their change over time. The interview questionsewieased on the three different market
practices of Kjellberg and Helgesson (2007) andevatjusted for the types of stakeholders
and their practices in the market. For every pcadine respondent was asked how the current
situation is, how it has changed compared to thst, @and in which way he thinks it will
change in the future. In total we used four differmterview scripts. Using semi-structured
interviews with mainly open questions further eesuenough flexibility and offers the
possibility to ask further when uncertainties arisk the interviews were recorded and notes
were taken during the interviews, to check if evgugstion has been answered (Opdenakker,
2006). To improve the reliability we triangulatdeetfindings of our interviews with other
secondary data sources (Mathison, 1988). We amassedined information from different
sources such as the website of the Dutch healthrem@atory body (NZa, Dutch Health
Authority), paper and online versions of medicabfpssional journals such as Medisch
Contact, and De Zorg, a magazine of collective wizgion for employers and employees in

the healthcare industry.

The data reduction phase of Miles and Huberman4)l$® a process where the
gualitative data is reduced and organized into mealle pieces, making it workable for
analysis. All of the interviews were recorded amdnscribed verbatim. After that, we

analysed the data with the help of Atlas Tl 7.0fehg the opportunity to code the
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transcripted fragments. We were interested in tifferént dimensions of the observed niche
market; the market practices of actors and the gghaver time. Therefore, in the analytical
process, we draw on suggestions of Kaplan and @vkki (2013) and used two rounds of

open coding.

The first round of coding was concentrated on tifferént market practices of actors.
We were especially interested in the way this prastshape the market and what mutual
influences between the different practices andtpecategories exist. Special attention was
given to the homogeneity in practices, for which bah compared inter- and intragroup
differences. A second round of coding focused oa thmporal change in the market
practices. We searched for patterns and explargiiorhe change over time of activities,
such as the way practices arise, evolve or mengextinct. This analysis was done both
between and within different actor groups. SpeattEntion was given to the future directions,
as this can have implications for the conclusiorttantype of agency. To increase inter-rater
reliability and prevent psychological biases, ttenscripts of the interviews were inspected

by and discussed with other researchers, suchHlaw fetudents, until consensus was reached.

The display phase was guided by narrative textdasethe most prominent patterns
that were found. This was aided by a table basethewifferent practices and their changes
over time with characterizing quotes. Since all ititerviews were conducted in Dutch, the
citations were translated to English and checkedmther researcher until consensus was
reached. This let us draw and confirm conclusianghe findings, which we continuously did
based on newly acquired results. This enabled umnswer and conclude on the research

guestion.

Results

This chapter will comprise the most prominent ahdracterizing activities of actors
in this niche market, subdivided into the thrededdnt time dimensions: Past, present and
future. Since future perspectives are merely exgbects, we compare the interview data with
secondary data sources for triangulation when plessiVe use the term medics as a reference
to group all the medical participants in this studych as medical specialists, specialized
physiotherapists and GP’s. Table 4, 5 and 6 idistcharacterizing quotes we encountered

during this study, to which we refer in the textemtthis gives more insight.
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Table 4. Market practices in the past

Categories | Practices lllustrative quote
Exchange Logistical optimization, | “In the past, a public hospital was like a holytsgg. You can see cracks forming there, and seafaihospitals coming up now(Medical
practices debureaucratization specialist)
“The problem was that public hospitals were ingtdns that existed for a long time and with a cartamonopoly because they didn’t had any
competition. Everything was controlled by the Minisalso the health insurers were largely contedllby the Ministry."(Medical director)
Referring activities “What | see at my colleagues, the loyalty to theoselary care, e.g. ‘| always send my patients $pecific medical specialist because | know
that person despite of some negative stories Ichabout him’. I'm not doing that anymore. | follomy own plan.”(GP)
(Selective) purchasing | “In the past all health purchasing was organizedsirch a way, that the largest health insurer iregt&@n region negotiated with all healthcare
activities providers in that region. Currently, everyone ispensible for its own procurement and each healsliier for itself in the whole Netherlands,
That's why we are more able to differentiate oureslnow.”(Health purchaser)
Marketing activities “I think it's really old-fashioned that it [marketig practices] wasn’t allowed, if you want a mark&tchanism to work, you need people to
present themselves(Medical specialist)
“We were not allowed to perform any kind of mankgtactivity.” (Medical specialist)
Information acquirement] “Previously, patients were sent to any hospitaheiit protest. ... Nowadays, they search informatiwh select in advance (GP)
by patients “Maybe | would have listened to my GP [instead edighed the internet](Patient)
Normalizing | Competition stimulation | “Before 2006 it was pointless [to explore entrepearial opportunities], | got my fixed fee for egudtient and that was it. So why should | do
practices more than the regular thingsTGP)
Protocolled working and| “I have less freedom nowadays, but the freedondlihahe past was too big in my opinior{GP)
risk hedging “We did have fewer rules indeed. | mean, especialthe rural areas you just did what you couldyyeere on your own. There were more
opportunities to give your own opinion and act bh {GP)
Administrative pressure | “I think there are more rules now compared to tlas{j (Patient)
change initiatives
Patient assertiveness / | “I've been a physician’s assistant myself, and taieur own initiatives regarding healthcare has @& more important.(Patient)
personal responsibility | “I would have listened to my GP and waited for hongive me a referral.{Patient)
Representa-| Transparency, quality | “One of the things that has really changed .. his iccountability, the transparency. | think thalt gain in importance coming years.”
tional and benchmarking (Manager of private hospital)
practices “And how can we reward healthcare providers thalivae higher quality care? Those kinds of questians more extensively discussed

compared to the past(Health purchaser)

Attitude towards private
hospitals

“In the starting phase, private hospitals were sbgrmany (especially GPs) as the cherry picketh®healthcare industry, as those who
enriched themselves(Manager of private hospital)

Influence of media

You would expect a large influence of media ontheate, but in reality it doesn't. ... | think théflirence is smaller now compared to the
past, because of our restricted freedom causeddscpption policies imposed by health insurersMedia articles have less effect, because|we
won't go along with patients’ requests(GP)

“I think there is more [imaging] now because of timedia [compared to the past{Patient)
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Practices in the past

Exchange practices

The most important exchange practice in this matketvhich every other practice is
linked, is the diagnosis, treatment and relapsegmttgon of lower back problems. As shown
in table 4, in the past, the secondary lower baektinent market was characterized and
dominated by public hospitals with bureaucratiaicires and logistical problems such as
waiting lists up to six months. There was no realdr back treatment niche, as no actors
were particularly focusing on lower back probleratiénts with lower back illnesses did go to
a public hospital, where doctors are more likelythmk in a silo mentality because of a
mono-disciplinary approach, because public hospagaply a general focus on many medical
disciplines, rather than specializing in one afBas leads to frequent referring of patients
within the company to another specialist when aspign finds out that he can’t help them.
Some of the patients have visited public hospitatsmany times, being referred from one
medical specialist to another, without any effextidiagnoses or treatment. This is

experienced as not being taken seriously, whictefegrustration and sadness.

To visit a healthcare provider in secondary caegiepts need a referral of primary
healthcare providers such as GPs. However, GPyslimato treat patients themselves when
possible, for example with rest and medication,bgrreferring to a primary healthcare
provider such as a physiotherapist. Referring Agpens when a GP does not have a clear
idea of the disease and would like more diagnosta® a medical specialist. Referring to
secondary healthcare is most likely when symptorasnat cured or have worsened during
treatment in primary care. In the past, GPs hadenfimedom and chose which follow-up
treatment was more favorable for the patient. Tredarral decisions were guided by the habit
of referring to specific medical specialists be@okpersonal relationships, as illustrated by a
qguote of a GP in table 4. Further, their decisivese influenced by success stories of other

patients, but these were rare as patients maidlytat the GP advised.

In this niche market, most patients do not payatliye¢o a healthcare provider. Rather,
healthcare providers can declare the majority @& tlsts at health insurance firms, as
explained to us by a health purchaser. In the phsthiggest insurer in a particular region
contracted the regional facilities for itself anll @her insurers, using the representation
model. As an effect, every insurer paid the saneeo a certain healthcare provider, leaving
no options for differentiation for a single insurer
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Marketing practices other than word-of-mouth welesemt, for two reasons. As
illustrated by a medical specialist, the first @asvas that hospitals were prohibited to do
marketing, both out of legislation and institutibrad medical norms. Second, there was no
necessity to do engage in marketing practices sewasy hospital has its own regional

monopoly, and was therefore ensured of enoughrgatie

Patients were much less able to search extensfeelynformation on healthcare
providers since most healthcare providers didn/elewebsite and comparison sites were not
yet available. Therefore, the role of the GP wasemiafluential as they decided for a patient
were they need to go to. A patient commented thathm the past, when she wasn’t able to
search for information on the internet, she woudtvehlistened to her GP. GPs note that
patients almost invariably acted on their adviceé seldom a patient asked for a referral of his

choice, as an effect of word-of-mouth.
Normalizing practices

Before 2006, the Dutch healthcare sector was aablestted field with intensive
interaction between participants, but without cofitijp;. The Dutch Ministry of Health,
Welfare and Sport was responsible for all the #@ in the healthcare sector, and
collaborated intensively with hospitals and heaturers. As indicated by a GP, rather than
being paid based on actual performed transactioeslthcare providers were paid a fixed
amount of money, in the form of a yearly fee petigrd or a guaranteed contract price. It is
therefore, that there was no reason to be inno¥atg the financial motive to do so was
absent. Furthermore, because of this payment sygiatients could get limitless care and

‘shop’ to every hospital they want, increasing thial costs of healthcare.

Medics felt no administrative or organizational gmere in the past, as declaring
activities at health insurers were smoother fomth&ach medic further worked with a
protocol; an algorithm based on scientific resedtet decides the subsequent step in the
medical process. As each type of illness has a aakgirotocol, GPs deal with a lot of
different protocols, while medical specialists suah neurologists are generally only are
concerned with one or two protocols. In the pastdics had more freedom to deviate from
these protocols without problems as physicians wesee inclined to act on their gut-feeling.
Furthermore, the doctor role was more authoritatagefor example illustrated by the fact that

medical errors did not end in lawsuits.
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Historically, patient characteristics were sociobadly different. Participants describe
the patient in the past as more obedient and hdesgoptions to participate in the decision
making process. This was an effect of large infaiomaand authority symmetries between
the doctor and the patient, which led to doctorkingaall medical decisions. However,
patients were less assertive, but were also ledimgvio travel further for healthcare or pay

personal contributions for premium types of care.
Representational practices

As shown in table 4, quality indicators for heatttec operations were absent in the
past, as no real need to differentiate betweemermifit healthcare providers existed. Research
was done by scientific groups, but their mere gua$ to show the effectiveness of certain
treatments, rather than being able to compare rdiifehealthcare providers. Since the
healthcare sector was not considered a market lhrtdeacosts were paid by the Ministry,

measurement and calculative devices were not needed

In the past, a negative attitude towards privatephtals existed. When the private
hospitals where introduced in 2006, they were d8esome actors as ‘cherry pickers’; firms
that enriched themselves. Especially GPs wereallyitreticent to refer to these new firms.
Furthermore, a medical specialist explained howliputospitals were at first also critical
towards private hospitals. They claimed that pevadspitals merely did predictable care that
could be planned in advance, but that public halpivere responsible for the emergency

cases in the middle of the night.

Different opinions exist on the influence of media the healthcare sector. Some
actors argue that the influence was bigger in st pecause doctors had more freedom to for
example prescribe different types of medicatiorpadient thinks the current influence of the
media is larger because more healthcare relataddsae discussed in the media. The media,
however, did not really form an image of the maiiet rather carries out case studies on the

healthcare sector, such as medical blunders.
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Table 5. Market practices in the present

Categories | Practices lllustrative quote
Exchange | Logistical “It's just hard to organize this in a public hosaglt ... That's our strength, we got everything unaiee roof.” (Medical specialist)
practices optimization, “You have to position yourself in the market: ‘lthoing special practices’. And when you’re goodtat will attract patients.” (GP)
debureaucratization
Referring activities “They starting to refer to us increasingly, duegood reporting they are becoming enthusiastic,atlsvord-of-mouth. Then a doctor [GP]
thinks: I've seen this treatment working for patgefour, five, six times, so I'm going to refer #éoseventh time. But it's a slow process.”
(Medical specialist)
(Selective) purchasing| Academic hospitals are doing complicated healthcaoet's reasonable they ask a higher price. Pidviaospitals are very specialized and are
activities therefore able to arrange their processes effidigrsip that's why we expect a lower price, at leshpared to other hospitals. So we compa
and benchmark the different tenders, and ask ouesahe question: ‘Is it reasonable and in linewather healthcare providers what they ask
But there is always room for negotiatidilealth purchaser)
Marketing activities We don’t do many activities regarding PR and meifimall word-of-mouth. Not with large advertisents or in telephone guides or what hav
you.(Medical specialist)
Information acquiring | “I really look for reviews, | Googled [name compangy see if there were complaints and how expessraf other patients were. That's very
by patients important to me."(Patient)
Normalizing | Competition “Suddenly | could participate in secondary care,igthpreviously only was allowed for public hospstarhen | started this clinic and | had my
practices stimulation own private MRI and X-ray room(Medical director)
“I'm pro competition, because in the end it wilhk to cost cutting. It only did not lead to that.y&Patient)
Protocolled working “Well, there is actually only one rule: ‘“You're ackor and you are trained in medicine, surgery ahgtetrics. ... You do what you are able tg
and risk hedging but what you can’'t do (anymore), you shouldn’t d@P)
Administrative “Sometimes, when an incidental success causingltmnation of one form, we will get a new onehimita month.”(GP)
pressure / change “It is becoming a too big part of my job. A lotmkdics share that opinion; we just want to workhvpiatients, and nowadays there is too mug
initiatives administrative and political burden connected with (GP)
Patient assertiveness /| “My GP didn’t agree with me, absolutely not. Thesald: ‘Well, you don’t have to give me that reédyi’m going anyway.”(Patient)
personal responsibility| “Well there are doctors who say: ‘I do not perfosurgery on you, nowhere did you proof that yousticthething to your problem yourself.”
(Medical specialist)
Representa-| Transparency, quality | “Up till date, we can’t assess it objectively, &&te are no objective criteria. The healthcaretie Netherlands is in general good, but we jus
tional and benchmarking don’t know wat the best players are yet. That makaifficult to differentiate on that.{Health purchaser)
practices Attitude towards “The commercialization of healthcare is not alwaymd, but it made this kind of clinics possiblejal is amazing. Because clinics where

private hospitals

medical specialties are centralized, is a real gaimy opinion.”(Patient)

Meetings with
managers and
physicians

“l don’t see other physicians to talk about it [thealthcare market], but | meet them and 9 out®fithes we speak naturally about(Medical
specialist)

“I'm involved in all kind of activities: I'm in quély committees and supervisory bodies, I'm inedéht management positions, | teach at a
number of universities, | contact doctors and dioes of hospitals, so that's how | stay informefManager of private hospital)

Influence of media

“I think the influence is quite large. But | doubit is always elaborated in the right way(Patient)
“The influence is large. It's a popular subject dieeall changes, politics, health insurers; a Idttbings are going in the healthcare sector. W

hat

you write and how you write, is very importanfGP)
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Practices in the present

Exchange practices

Recently, entrepreneurial firms started changimngftbld by activities characterized as
logistical optimization, debureaucratization, amdpéoying a multidisciplinary approach to
lower back problems. These firms apply the samén@ogy and knowledge as public
hospitals, but let different medical specialistsu® on lower back pain, rather than on their
medical specialty. Because lower back pain can laavabundance of causes and therefore
requires an integrated medical investigation, thes&epreneurial healthcare providers
typically achieve better results compared to publaspitals. This focus on illnesses by
smaller firms is also seen in for example eye-eaue dermatology, where higher quality care
is delivered for a lower price with less logistidailrden. These small healthcare providers
increasingly form a competitor for the establishpdlic hospitals with previous regional
monopolies. We documented an increased need fariatigeng activities of healthcare

providers, mentioned by various actors. For arsithtion, see table 5.

Compared to the past, we observed changes irefegal practice of GPs, with two
reasons. While some of the GPs still habituallgreéd specific medical specialists because of
close relations, others try to be more objectiveace less loyal to the secondary care
compared to the past. Especially success storigmtiénts at for example new innovative
private hospitals have the ability to alter refempaactices of GPs, as noted by medical
specialist. The second reason for changes in nefeare changed insurance policies. When
patients are not able to declare certain treatmettitistheir health insurer, they are inclined to
ask for another treatment, in which GP generallpigng.

Large shifts have occurred in the way this procueinprocess takes place last years.
Since the introduction of competition in the hecdtte sector, every insurer is now
responsible for their own care procurement in evegjon, giving more options to negotiate
harder or make different deals. Health purchaseds purpose is to have national coverage,
enabling policyholders to visit health care prov&dethroughout the whole country.
Procurement has to be fair for all healthcare mherd, thus private and public hospitals are
granted the same rights. The purchasing procekstiger based on two main pillars: Price
and quality. Logically, these two are linked inirzelr fashion, i.e. care with a higher degree
of difficulty gets a larger compensation. Till datkee quality of care is hard to determine, as

no real quality indicators are set yet. They tham@imostly rely on price, national coverage
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and volume purchased. As policy holders increagirggllect their health insurer on the
monthly paid premium, health insurers experiencanarease in financial pressure placed
upon them. As a way to mitigate costs and be cathgeta health purchaser mentioned he
recently started with selectively purchasing cafgich comprises purchasing care at only few
healthcare providers based on specific criteridn siscprice or quality. By contracting only the
best facilities, they hope to prevent excessiveasco$ for example reconstructive surgery.
Two of the health purchasers we interviewed areadly started with selective purchasing.
Patients have mixed feelings regarded selectivehaising, as their freedom to choose a
physician of choice diminishes. On the other hdhdy regard contracted facilities to be of
good quality, because they feel health insurersldvoat contract underperforming healthcare
providers.

A notable aspect of this niche market is the absenic marketing activities by
healthcare providers, which we observed in the pastprevails till date, as remarked by a
medical specialist. The fact that they currentlyeorely on word-of-mouth marketing
activities of patients has two main reasons. Theameason for this is that marketing still is
against ethical and professional norms of medicsvéver, in other sectors of healthcare (e.qg.
dentistry, eye-care) violation of these norms iasnegly occur without real consequences.
We furthermore observed a shift in this attitudeshsas medics who progressively reject the
ethical norm that marketing is prohibited, as markechanism requires providers of goods to
present themselves. The second explanation, cormorg a medical specialist, is that
marketing or PR is not needed because patients watimplicated lower back pain
unfortunately will not be treated properly in a pathospital because of its silo mentality.

They will therefore ultimately end up in a more Gpézed private hospital.

Patients are positive about a possible increasmadrketing activities by healthcare
providers, as this would ease their search forrmétion. We documented how patients
increasingly search the internet for informatiogameling healthcare, as illustrated by a quote
of a patient, shown in table 5. Information teclogyl and increased connectivity enable them
to collect information and reviews of lower backahlecare providers. Patients increasingly
propose own initiatives for referrals based on ifigd on the internet, which most GPs
consider a good development. Rather than relyintheradvice of GPs or medical specialists,
especially reviews of other patients are progretgivegarded as a reliable source of
information. Most participants expect patients wally on the internet more in the future as a

source of reliable information.
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Normalizing practices

In 2006, the Dutch government introduced a marketichmnism in the entire
healthcare sector. The goal was a decrease in lopstsmulating competition on two levels;
the health insurers and the healthcare providérs.Outch government started licensing firms
other than public hospitals for provision of medlispecialist care in secondary healthcare.
Furthermore, the reform of the healthcare insurasgstem gave health insurers more
freedom to choose to contract healthcare providass.illustrated in table 5, a medical
director mentioned that this new legislation hasrma up for entrepreneurial opportunities
for him, being enabled to deliver new types of caié participants of this study are positive
about the new competition legislation because @ngppossibilities for new entrepreneurial
opportunities. Competition further has the abititypromote lower price and higher quality.
They note, however, that up till now it didn’'t hefutting costs as compensations are
declining, and insurance premiums and personaldribations keep rising annually.
Furthermore, there is still resistance towardsidlea of market mechanism by some actors,
illustrated by medics who observe the field of loweack treatment not as a market, because
in their opinion no real competition exists. Otlwmilar players in the field are seen as
companions, but the relationship cannot be destrédsea real collaboration because of the
sequential nature of the referral practice. Oncpatient is referred, a letter to the new
therapist/diagnostician is send and then the cumégrvention ends. Differences in images of
competition exist between primary and secondarg,oaith primary care being observed as

very competitive market.

Medics agree that the healthcare niche of lowek lieeatment does not differ from
healthcare in general regarding medical autonongyraadical regulation. Although medics
need to adhere to a lot of medical rules, theynateperceived as negative because these rules
are justifiable, act as guidance and are the camseg of scientific research. However,
deviation from the protocol has to be recordedrogsly as a form of risk hedging, since
medical failures are increasingly judged in courbg disciplinary committees. Medics and
patients are afraid the Dutch system will turn istio American system were suing will

become normal.

Compared to the past, most actors (except patientkis niche market experienced
an increase in administrative activities and pressis more activities have to be registered to

receive compensation from the health insurer. Halhganedics perceive this disturbing, as
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they would like to spend their time on care ratttan administrative and organizational
activities, as illustrated by a GP in table 5. Msdifeel healthcare providers have an
abundance of administrative and declarative prdsotm adhere to, which interferes with a
smooth administration process. What they furtheamiand disturbing, is the feeling that
healthcare providers increasingly have to prooy e not fraudulent with their declarations.
Although unknown to most medics, initiatives to ipa the administrative burden are
organized by occupational groups such as the LH&nhdelijke Huisartsen Vereniging
National GP Association). Their efforts, howeveg Bmited in their effectiveness as requests
for less administrative regulation are seldom atmmkp An initiative started by ZKN
(zelfstandige Klinieken Nederlanthdependent Clinics Netherlands) had more suc@ess
newly introduced regulation forces health insuterséreat public and private hospitals equal
regarding purchasing activities. It is striking tigh, that we also encountered participants
who think administrative pressure decreased forltihesre providers last years. Most
participants mention a growing criticism to the dauwcracy and administrative pressure in the
healthcare industry.

Several medics explain how the patient as an &&srchanged compared to the past.
Currently, changing societal norms has led patiegatbecome increasingly assertive, as
illustrated by the observations of doctors thatguds are becoming more demanding. Patients
do progressively feel more responsible to make s$hoegy receive the best care possible,
exemplified as willingness to pay higher personahtdbutions and travel further for top
qguality healthcare. Especially in private hospitalbere personal contributions are common,
patients expect premium service. GPs also note gha¢nts are more inclined to ask for
referrals of their own preference, rather than tdeeadvice of the physician. While medics
differ in their attitudes regarding more asserfpagients, they jointly consider it a positive
development that patients are more interestedai thedical situations. Another trend that
intertwines with patient assertiveness is the harmgof the healthcare culture. Participants
increasingly think that patients have to contribistehe solution themselves, such as losing
weight or quitting smoking/drinking alcohol. Obepatients are increasingly rejected for
surgery, as doctors feels patients needs to tatergsponsibility regarding their health. This
is yet another form of risk hedging as performinggery on obese patients entails more risk.
Both the increased patient assertiveness and reifildy are depicted with typical quotes in
table 5.
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Representational practices

All medics, the manager and the health purchasersnierviewed mentioned an
increased demand for transparency and quality, sigote current lack of information about
medical quality and effectiveness in this field. iksightful quote regarding this was given by
a health purchaser and is shown in table 5. Therdack treatment niche currently has two
types of quality indicators that can be used, precess indicators and outcome indicators.
Process indicators are easy to define and measxaenples include the presence of a safety
management system and meeting criteria for hygiegeirements. Process indicators do not,
however, ensure an effective treatment. Treatmeittomes, patient satisfaction and pain
reduction are therefore outcome indicators, whiehlerder to measure because of various
reasons such as the time interval between thedindtsecond measurement. Furthermore, as
many participants noted, it is rather difficult tietermine what the right type quality
indicators are. Although different scientific mealigroups are conducting scientific research

to establish indicators, a lot of disagreement iwithose groups hinders rapid progress.

A manager of a private hospital explained theyady started doing their own
scientific research. Patients are requested toofill online questionnaires regarding their
physical complaints and progress on three diffenegdsurement points, which is then used to
show effectiveness of treatments to for exampldtieasurers. Other research projects
concern PhD projects and RCTSs, exploring the effeness of new, innovative treatments
such as injects in the spine for lower back prolslehe goal is to proof their effectiveness,
with the ultimate goal being persuading the NZalibge health insurers to cover the costs of
the treatment.

Although not completely disappeared, as an efféevard-of-mouth of good patient
experience and treatment effectiveness, the negaiatus towards private hospitals is
diminishing. An observation made by a medical sgesti (that is shown in table 5) is that
private hospitals are upcoming in the so calledlif3elevel care, combining general primary
healthcare with specialized medical knowledge. Bseahese firms typically focus on one
type of illness rather than an area of speciattgy tacquire critical knowledge and are seen as
experts in the field. This change is recognizedughout the whole healthcare industry, such
as lower back specialists, dermatology clinics, amidate diabetes hospitals. Especially
patients are very enthusiastic of specialized «dinias some of them had unpleasant
experiences in public hospitals because of its miémtality. GPs are also more inclined to

23



refer to private hospitals for their logistical asages and customer friendliness, but only

after they received multiple positive feedbacksrfrather patients.

Meetings arranged to discuss matters regardindne¢laéthcare market are uncommon
in this healthcare niche. However, when physicigather to discuss operational or patient-
related matters, market-related issues automaticate discussed. The manager we
interviewed is the only participant who meets wather managers or medics to deliberately
discuss the healthcare market. She tries to sfaymed via different associations, such as

universities, management boards, etc.

Participants differ in their attitude regarding thBuence of the media. Medics remark
that biased articles having large societal effefisysing on exaggerated minor details of
little medical importance. Only a few participantention the media having a small effect, or
having no effect at all. Although patients asktfoe new medication seen on for example the
internet, this doesn't affect GP’s daily practitesause of restrictions in their protocol, such
as obligatory prescription policies. The majorityy marticipants think the media is quite
influential and see an increase in media coveragdealth related issues. Still, the media
does not actually make an image of the marketdther discusses anecdotal cases. A patient
noted that she realizes that every company probhbf/ dissatisfied customers, but she
considers one negative criticism to be more impécthan a positive review. Health
purchasers also mention a large influence of theianen their practices, for example when a

policy holder goes to the media with an issue rdiggra declaration.
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Table 6. Market practices in the future

J

Categories Practices lllustrative quote
Exchange Logistical “I think public hospitals will be stripped a littlurther. ... The only service they will keep pdivg is the typical hospital care, like COPD,
practices optimization, cancer, ... that's real hospital care(Medical director)
debureaucratization | “I believe that a healthcare provider should takethey can get on their area of expertise, andutitnave access to all relevant information|...
They have to professionalize in their best practicd not offer a whole spectrum, just to attraargypossible customer.{Patient)
Referring activities “It's going to be stricter, insurers get more pavand they will determine who will treat the patief (GP)
(Selective) purchasing “The conversations are always the same, so | cagarwe are maybe going to apply multi-year consadgth healthcare providers, when we
activities reach consensus about the level of qualifid&alth purchaser)
“I think more care will be purchased selectivelyt bhat a lot of patients are not going to acceytt And then it will be reversed to a great
extend.”(Manager of private hospital)
Marketing activities “I think it only will increase and that we’ll mowewards the American model. ... Of course we're gensitive for it, | think we will move in
that direction in the Netherlands too(Patient)
Information “Patients will become more assertive and betteoiinfed, don’t forget that. We live in an informatieociety. We got the internet, where you
acquirement by can find everything. That will foster another tygfepatient.” (GP)
patients
Normalizing | Competition “Well, that implies that I'm going to look somewldifferent to colleagues, the feeling of ‘us’ vili#écome more like ‘you and me’. That’s a bi
practices stimulation change.”(GP)
“I think competition will increase, like these paite clinics ... The propositions will become mavenprehensive, which will even further
increase competition. But that in itself is not padmpetition keeps you shargPatient)
Protocolled working | “It's going to be stricter in the future. The fietdf medicine will become very protocolled, likeuyre going to do this, and motivate when you
and risk hedging deviate.” And motivate it appropriately, otherwisgu shouldn’t do it."(GP)
Administrative “I hope it will decrease, and | hope digitalizati@man help with that.(Patient)
pressure / change “If it's up to the government, it will only increas’ (Patient)
initiatives
Patient assertiveness [ “Patients will become more assertive and betteoinfed, don’t forget that. We live in an informatieociety. We got the internet, where you
personal responsibility] can find everything. That will foster another tygdepatient.” (GP)
Representa- | Transparency, quality | “You can imagine that when quality indicators viibcome available ... we can request them at althegre providers and make a choice
tional and benchmarking based on that, but we have to be clear about ookireg and calculative method ther{Mealth purchaser)
practices Attitude towards “l can image when this kind of clinics are goinglte successful, maybe the attitude towards pubkpitals in general will change (Patient)

private hospitals

Influence of media

“Physicians probably have to pay more attentiorwiit be tighter. There are more stories in the meabout things that went wrong in
hospitals, and also because of the commercialinatichealthcare, | think it's good to for a hospita be well prepared. There will be less
room for leaving things out of accoun{Patient)

“I think the influence of the media will increasadithat we will move toward the American model.’ve been there a few times, and they ha

e

commercials for all kind of medical stuff. We aegysensitive for it, so | think we will move imthlirection in the Netherlands too(Patient)
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Practices in the future

Exchange practices

The upcoming of private hospitals has changed tbleenmarket of the lower back
treatment. Since these firm achieve good resullsama seen as customer friendly, some of
the participants think public hospitals will beddsafluential in the future, especially because
private hospitals are becoming more specializederain types of illnesses. Most of the
participants agree that public hospitals will remdiut some actors think public hospitals will
go bankrupt or only stay for typical hospital cateh as diagnosis and treatment of cancer or
COPD, as illustrated in table 6. It is striking ttrespecially patients mention the need to
specialize in one area of iliness for survivalytfeel medical services should not be a viewed
as a commodity, but should be customizable to aipgatients needs. Health purchasers
are more reserved about the future of public hakpitAlthough private hospitals might
deliver qualitatively better care, public hospitakn leverage the other types of care they
provide to persuade an insurance firm to buy spetypes of care merely from them. Till
date, they see private hospitals as a welcome iaddib public hospitals, rather than
substitutes. All actor groups agree that the heafthindustry is moving towards a market-
driven model, where specialization will be necegdar survival, as it is a mean to become

and stay competitive.

GPs have different attitudes towards the way tleeychanges in referral policy in the
near future. While some mention that there willn@echanges in their referral policy, some
think it will be more protocolled, with less roomrfown interpretation and autonomy. Other
options are also mentioned. Table 6 illustratespéeeption of a GP, who mentioned that
health insurers possibly will decide where to sanghtient to, either directly or via selective

purchasing. Both these outcomes constrain the draeahd autonomy of GPs.

Most participants mention that selective purchasimily become a normal way of
purchasing heath care, at least comparable to asirup based on coverage. Medics and GPs
differ in their attitude towards selective procussrhof care, but all expect an increase in this
market stimulating mechanism. However, some paditis expect patients might not accept
selective purchasing on a large scale, which ctaad to revoke the selective procurement of
care. Apart from selective purchasing of care, otipgions for future purchasing activities are
multi-year contracts between insurers and healéhgeoviders.
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Patients expect marketing activities of healthcareviders to increase, as this is
already increasingly observed in other fields & tiealthcare market. Furthermore, some
medics explained that they also expect an increasearketing activities in the healthcare
sector, which is needed for comparison betweeremifit suppliers. However, some medics
are reticent on their opinions regarding marketingthe future, possibly because of the

conflict with their ethical norms.

As information technology progressively intercortsepatients with each other, the
common opinion is that the internet will becomer@asingly important for patients to base
their decision for a healthcare provider on. AsRiidted, as shown in table 6, patients will
be better educated and probably more assertivegchwhill change the general patient

characteristics.
Normalizing practices

Future perspectives are an increase in competitioastly because of private
hospitals’ logistical and multidisciplinary advagés combined with more selective
purchasing. Furthermore, although market mechaaistincompetition ensure everybody tries
to deliver the best care possible; some medics tfearwill negatively affect their mutual
relationships in the future, as illustrated by a.@#®hough patients agree that market
mechanism can have possible effects, they hopetistdmer advocacy remains in the future,
i.e. financial incentives should not overrule trestopossible care for a patient; even if that
means a healthcare provider needs to refer theerpato another healthcare provider.
Attitudes regarding competition differ both betweand within actor groups. Although
competition has the ability to reduce costs andeimse quality, it will also threaten various
businesses to go out of existence. This threatspea@ally mentioned by GPs, possibly
because they do not have competition in their aeld fyet and are therefore not accustomed

to the concept of rivalry.

The common attitude of medics towards the futuigarging their protocol is that
medical scientific research will refine the algbnit, and therefore leave both less room for
maneuverability and a smaller error margin for ragedr his will make risk hedging activities
more important, since most participants expecnarease in legal medical cases. Patients are
positive about the growing number of medical rided hope this development maintains in
the future, to ensure the best care possible amimizie the risk of medical failure. Some

participants mention that the innovations in IT #imel digitalization of healthcare systems and
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services have the opportunity to minimize admiaisie pressures and avoid unnecessary

bureaucracy (see table 6).

The sociological change of patients, who are olegkas becoming more assertive,
will probably continue in the future. All medicaérsonnel and health purchasers agree that
patients will become more influential in the futuwenen the market mechanism will function

efficiently, as they then are able to influenceltineare providers by deliberately choosing.
Representational practices

The common future perspective is that quality messwill be developed to compare
and differentiate between healthcare providers.ibdeohention that quality will be the main
factor they will be judged on in the future. Ths gonsistent with the attitude of health
purchasers, who agree on the fact that when quatiigators become available in the future,
selective purchasing will be increased, as thidlifaies their benchmarking activities and
reinforce their negotiation position. For an ilkaion by a health purchaser, see table 6. This
is in line with various articles we found on thebsie of the NZa, which supervises various
quality indicator development committees and advidee Dutch government to facilitate

selective purchasing to economize.

Participants expect private hospitals to be moeepted in the future, especially if
they continue to stay customer friendly and achi@gé treatment results. This could also be
an effect of less public hospitals, as profess®riatecast a decrease of 90% in public
hospitals within fifteen years because they ardfiaiently organized. Likewise, a patient
mentioned that the attitude towards public hospien negatively change when private
hospitals will keep delivering high quality carethviless logistical problems, such as

unnecessary long waiting lists.

Participants think especially social media will gan influence, because reviews of
fellow sufferers are seen as the most reliablecsoaf information. Furthermore, they think
that health providers need to make sure they opematrectly, as concealment of medical
failures will be harder due to the growing interseativity. These medical failures will also
be punished more severely. The media likely widoaplay a larger role in the marketing
practices, as some participants think the Dutclitinesae sector will resemble the American
healthcare market, where advertisements for vattimaments and pills are common on for

example TV, as illustrated by a patient in table 6
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Niche market analysis

In this chapter we analyze the changes we obsernvdte niche market of the lower
back treatment. We first analyze changes in the ewld importance of different actors,
followed by shifts in the market practice categeree observed. We then finish with the

change in market configuration over time, enabliago conclude on the research question.
Change in actor roles

Since the introduction of the competition legigiati health purchasers of insurance
firms have gotten more buying power, which enhartbedt negotiation position. Especially
since selective purchasing became lawfully, they able to negotiate more resolutely with
healthcare providers. Expectations are that hezltk insurers will have more normalizing
practices in the future, determining different pas to which healthcare providers need to
adhere to. It is therefore that all actor groupsjuding the purchasers themselves, mention
that the influential capacity of health insurerss terongly grown and likely will inflate
further in the future.

Another actor group that has gained in power ngdaid the other groups is the patient.
Information technology has enabled them to makerméd choices, a process which we
interpret as the beginning of a transformation francompliant patient to an empowered
customer. This new position in the market has ingydrimplications for all other actor
groups, but especially healthcare providers andtthéasurers. Both these groups feel the
need to be more customer-focused in the futureauser patients are now in the position to
influence their existence because of their abtlitylifferentiate between healthcare providers

and health insurers.

Finally, our results further suggest that as amafbf more assertive patients and
selective purchasing, the role of the GP is slawndpsforming from a medical authority to an
approving and advising intermediary. Rather thamaterally deciding where to send a
patient, GPs are increasingly asked for a refafdhe patient’s choice. Further, the GPs in
this study also noticed that insurance policiesirbeg influence their referral options, as
patients do not get every treatment declared frioair thealth insurer. Although their role is
changing, patients are still sensitive for the aedwf their GP. Our results indicate that a GP

is most likely to refer to a private hospital whather patients have had positive experiences.
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This process resembles the process of institutigrataking, which is described as

incremental changes over time, not traceable tattiens of a single actor.
Change in practice categories over time

In the past, intensive exchange practices wererobde for example the referral
relations between healthcare providers. These ioakatshould be viewed as ongoing
exchange relations, rather than idiosyncratic ecoaexchanges. Many of these exchange
practices were fixed and leave little room for marexability or improvisation, illustrated by
for example the ‘one-size-fits-all' purchasing nwth The field was dominated by large
public hospitals, something that changed in thesgmme We currently documented a field in
which small healthcare providers are competing vatlge public hospitals successfully,
because of their specializing efforts. Further ¢gjesnare seen in the referral practices of GPs
and the way of purchasing by health insurers, susckelective purchasing. Moreover, a new
practice was observed, i.e. the information acggimctivities of the patient. The common
perspective is that these practices will furthesirade in the future and will make the market
more competitive: Selective purchasing on largedescfurther specialization of healthcare
providers and other referral policies of GPs. Idiadn, marketing practices may become
more general and important. We can conclude thelhange practices have vastly changed,
since a variety of distinct options currently exsperform a certain practice.

Normalizing practices in the past focused on vannimedical norms of physicians,
such as the prohibition of marketing. There wekgeferules for medical operations and the
referral of patients, as both GPs and medical apsts had more freedom. There were no
rules or efforts to guide or transform markets. N#a together with the Dutch government
introduced competition in the field, making the g@et field more competitive as more
financial motives to differentiate and innovatesexiThe protocolled working of medics has
become stricter, as did the administrative presshealthcare providers need to adhere to. A
new norm forming group is the patient, who has bezaenore individualized and therefore
more assertive, as a result of societal changes. elpectation in this field is that these
societal changes will endure, further increasingepa assertiveness. Moreover, since the
costs of healthcare are not decreasing fast endhgtutch Ministry together with the NZa
will probably introduce further financial motivesdh pressures to stimulate competition. We

conclude that normalizing practices have changelendas in the past only informal norms

30



and medical rules existed, they are now complintentgh more assertive patients and

competition legislation in the present and future.

Representational practices, in the form of caltng activities on the services, their
quality and thereby a classification were abserhé&past. The view on private hospitals was
mainly negative, seeing them as firms who mainiyobied themselves. There is no coherent
opinion the historical influence of the media oisthealthcare niche. In the present time, we
observe different representational practices, lgrfpeused on disclosing the effectiveness of
healthcare providers. These indicators are notldped yet, but activities to examine the
proper measures are present. The negative attdafigeivate hospitals is diminishing and
probably will disappear, as an effect of time amail-and-error for the actors in the field. The
current influence of the media is predominantlyeased as large, which is expected to
expand in the future. Particularly new forms of meduch as social media, are expected to
gain in powerfulness. We foresee a growth in reprdional practices when quality
indicators are developed and healthcare providenshe judged on their treatment outcomes.

Table 7 gives a short summary of the changes ictipeacategories.

Table 7. Changes in practice categories over time

Dimension Exchange Normalizing Representational

Past Fixed practices in taken-for- Merely medical rules and Largely absent, minor influence
granted style, solely public  informal norms of the media
hospitals

Present Private and public hospitals, Medical rules, informal norms, Development of quality

changes in referral policy, competition stimulation, more indicators, more influence of the

information searching by protocolled working media, changing attitude
patients towards private hospitals
Future Less public hospitals/more  Medical rules, informal norms, Calculating efforts by means of
private hospitals, more intense competition stimulation, quality indicators, larger role of
information acquiring, firmly protocolized working media, neutral/positive attitude
potentially marketing towards private hospitals

Change in market configuration

The market configuration in the past was for thesihpart exchange based, in the form
of taken-for granted exchange practices with nonrdor maneuverability. Normalizing

practices played a small role in the form of meldimarms, both regarding marketing and
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medical interventions, but not in efforts to guidenarket as it could not be considered a
market. Representational activities played a snwddl, as the only influence came from the
media and there was little interest and necessipetform calculations on the market.

We argue that the lower back treatment niche isfatt of changing practices, as this
niche is only made possible by the competitiondiegion in 2006. Therefore, in the present
market configuration, exchange practices and naringl practices have become equally
important. Medical rules and informal norms ardl ptesent but in the current configuration,
other normalizing practices such as competitiomwiation also begun playing a role and
radically influenced the field and its actors. Reg@ntational practices still play a minor role,
as market measuring and imaging activities areyebtpossible because of the absence of
guality indicators. Therefore, the only represeatat! practices are the media and conducting
scientific research to define the right measurendeniices. The market configuration has also
changed due to the shift in actor roles, makingpifaetices of certain actor groups relatively

more important.

Different attitudes towards the future exist, alifhpb we can assume that
competitiveness will increase as representatioradtiges will become equally important as
other market practice categories. Calculationseaith services will become more important,
as actors want to make more informed choices. Eurtore, we can assume the role of the
patients and their activities will grow in importan as they will transform to educated and
conscious customers. On the other hand, medicalirsutance rules can be tightened,
leaving less room for healthcare providers and thepurchasers. Further competition
legislation or economizing is also a possibility this market. We expect the market
configuration to distribute the three market praettategories evenly, as it moves towards a
more competitive market with less information asyetmes and more powerful patients.
Figure 3 represents the change over time in tkig.fiTo the extend qualitative data can be
guantified, this images attempts to illustrate¢hange in the market configuration.
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Figure 3. Image of change in market configuration

Conclusion

The past market configuration mainly existed of letge practices with limited
freedom to maneuver and had a very static charadhér argue that the market's
configuration in the past was therefore strongstitntionalized with hardly any opportunities
to change. When comparing the present market amafiign to the past composition, we
observe changes in the configuration of the maikath as newly introduced practices and
changing actor roles. As social pressures are hla t prevent the altering of market
configuration, these findings suggest behaviounas totally socially determined, as this
implies a modification of practices. Furthermores thanges in the practices signify the room
for improvisation with regard to behaviour of astoHowever, we also found persisting
norms and practices that changed rather slowlgicbnot change at all. We therefore argue
that the practices that persisted change are \tssggsinternalized habits or beliefs. As we
found evidence for both evidence for low institatization and strong institutionalization, it
leaves us to conclude the studied field is modbratestitutionalized, or described as
opportunity transparent. In the future configuratiozve expect more diversified practices and
by different actors with other roles compared te present. These new practices will be
evenly distributed over the three market practiedegories, giving more freedom to
differentiate as this produces more freedom to mmeere Hence, we argue that the
organizational field of the healthcare industry time future will also be opportunity

transparent.

Dorado (2005) describes two options for agency ippootunity transparent
fields/markets: Passive partaking and active ustihal entrepreneurship. Changes in this the
lower back treatment niche necessitate new pragtidmit the current institutional

arrangements lag in time behind the developmentskdep up with the pace of recent
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developments, an active approach is needed to atepd of competitors. Changes in
organizational fields (as observed in this thesgs) affect the temporal orientation of actors
(Emirbayer & Mische, 1998). For successful chamgerganizational fields in an attempt to
become and stay competitive, a single firm thatviéing to differentiate should have a
strategic (i.e. future oriented) temporal oriematiSubsequently, support of subsidiary actors
and sponsors should be gained, followed by a psooépersuading important institutional
actors of the necessity of change. Healthcare geosiwith a desire to differentiate should
therefore gain support of and convince the mostomamt actors in their field, currently

patients and health insurers.

Discussion

In this thesis, we studied the options a singldtheare provider has to differentiate
their offering and practices, determined by thefigomation of the market and the change
over time therein. We moved away from the ‘atornistational type of actor, and moved
toward a ‘pragmatic’ and social view of markets aadjanizational fields. Whereas
economists possibly under-socialize and over-ratina individuals, sociologists are at risk
of over-socializing individual efforts by perceigrbehavior as totally determined by social
norms and taken-for-granted practices. To overctmselimitation, we studied practices of
multiple actor groups and the change of their prast over time, both on micro
(psychological and individual) and macro (societajel. Our study showed how market
practices and roles of actors can evolve over tithereby influencing the market's
configuration. We furthermore complement the moaoeKjellberg and Helgesson (2007)
with a new market configuration; a market basednwainly normalizing and exchange
practices. To gain a comprehensive insight in &atathe model of Kjellberg and Helgesson
should be supplemented with a change over timeeaieso that different configurations of
three practices can be captured and related to enanktcomes. Furthermore, we found
evidence that it is important to differentiate betn the different components of normalizing
practices, as the historical image of this nicheketawas dominated by informal norms and
medical rules. Only after the introduction of corifp@en legislation, the field drastically
changed. Informal norms, medical rules and conipatiegislation are, however, all parts of
normalizing practices. As a result, a far-reachamglysis should differentiate between the
different components of normalizing practices. Viaodound several elements that changed
over time in the studied market, such as new latyisi, new actors (or changing actor roles)

and new relations among actors. All these motiangethe capacity to change institutional
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arrangements in the field of healthcare (Scott,0208mets et al. (2012), and thus the
configuration of a market. Furthermore, we docuraértow innovative practices are capable
of changing fields, such as the debreaucratizadimh logistical optimization by healthcare

entrepreneurs. We thereby validate findings of Smeétl. (2012), how describe this process
as situated improvising, i.e. practically copinghwmovel complexities. We further found that

status in a field can change and influence the luhfpes of actors, supported by a thesis of
Phillips and Zuckerman (2001). Their findings swugjgbat only middle-status players feel the
need to act according to institutionalized normsl awnles. High-status players have the
reputational capital to deviate from the norm, whdw-status players do whatever it takes to
survive, whether legitimate or not. We thereforggast adding a status component to the
model of Kjellberg and Helgesson (2007) and genarstitutional theory, increasing its

suitability to describe markets and organizatidieddls.

In our study, representational activities are Iprgeabsent as no congruent
measurement method exists yet. This notion contes/evith the suggestions of Callon and
Muniesa (2005), who argue that the calculativeredfare inherent to a market. A market is
then seen as a socio-technical mechanism to congoa@s, their quality and a result (e.qg.
price or classification). Services can be compamedhe basis of availability, but the quality
is not yet calculable as an effect of the absericealid measurement devices. Therefore
classifications cannot be categorized, impairingi@ possibilities for actors, as they cannot
base their decisions on representative and comlgaraformation. Calculations and
representations of markets further help a firm with market orientation (Ruiz, 2012).
However, instead of firms being market-driven aassical market orientation literature
suggests, the market as practices perspectivefismssas intertwined with the market. This

implies that firms are not merely reacting on m&kbut are able to influence them.

We used a socio-economic perspective combined aifferformative approach to
describe the niche market of lower back treatmasnthe classical and popular models do not
take into account social practices and therefoagequately describe markets. Furthermore,
as these theories are in embedded in goods-donmiimiaking, they assume value is created
by healthcare providers, rather than by interplayhe healthcare provider and the patient
(Nordgren, 2009). Following service-dominant logeg. Vargo & Lusch, 2004), thereby
assuming value is created by the patient, econoafissale/scope do not have a large impact
on the competitive edge of a healthcare provider.fiddings reveal that healthcare providers

with specific knowledge or skills are more likely hecome (and stay) competitive, a notion
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supported by Stabell and Fjeldstad (1998). Theyeathat service firms such as healthcare
providers build competitive advantage out of spex@d knowledge and a good reputation.
This is in accordance with the prediction of papnts that public hospitals will go bankrupt
when they refuse to specialize. We therefore atbaé when the market mechanism will
work more efficient in the healthcare sector, défdiation is not only possible and

advantageous, but rather necessary.

Our results suggest varying changes will be intoedl and will disrupt the healthcare
industry in the Netherlands in the coming yearspemlly for general public hospitals
without specialized departments or services, theiréuis highly uncertain. As such
disruptions may continue to arise; they will likelgtuse a breakdown of the taken-for-granted
practices of healthcare providers which may leasinthio reconsider the structure of their
activities, potentially with new perspectives oragirce innovation (Loohuis & Ehrenhard,
2014; Loohuis, 2015). Although practice breakdownay produce an uncomfortable
sensation, we suggest that healthcare providersidhse these moments to innovate, in

order to keep up with the developments in the heate sector.
Suggestions for further research

A shift in academic thinking from ‘nouns to verhbs’not exclusively observed in the
discipline of marketing theory. The related fielidooganizing and strategizing experienced a
similar shift in thinking, seeing strategy as sama&j a firm and its actors do, rather than an
entity that a firm has/owns (Whittington, 2006). €fé is considerable overlap between
strategic and marketing practices, as for exampkegic planning and establishment of
objectives is a component of normalizing practiggellberg & Helgesson, 2007). However,
we can assume that these strategy practices cafurtheer subdivided. For example,
Whittington, Molloy, Mayer, and Smith (2006) deseidifferent strategic practices such as
strategy workshops, project management of strategiatives, and creation of artifacts to
communicate change. To our knowledge, however, niisgéually influencing relationship
between strategic practices and the three marlketipes is scarcely studied. It is therefore
interesting for future research to investigate ol manner strategic practices influence the

market practices of a firm (and, consequentiatlymarket).

Our findings indicate that both patients and phgsis are becoming more individual,
as an effect of the individualization of Westerristies, a subject studied by many scholars

(e.g. Veenhoven, 1999). As this possibly suggdwsit dctors are becoming less sensible for
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social rules, it is interesting to study how thdiudualization of societies influences social
relationships (Granovetter, 1985) and (adherencenstitutional rules (DiMaggio & Powell,
1983).

We observed the process of marketization, i.ed#moyment of a market mechanism
in an established field, such as public sectors glea privatized. Our findings support the
claim of D’Antone and Spencer (2014) that markéittre in such sectors is an immense
challenge and a rather slow process. Furthermohelas mention both ethical and practical
problems for a market mechanism in the healthoadestry. Because of the patient-health
insurer configuration in the healthcare industrgfignts do not have the same negotiation
power as a normal ‘buyer’ (Grit, Van de BovenkamBp], & Centrum, 2008). Moreover, a
desperate patient will in all likelihood just vigvery healthcare provider possible, working
against the market mechanism (Heubel, 2000). Howelthough considered of marginal
institutional influence, customers can catalyzengies in an organizational field (Ansari &
Philips, 2011). Future research should therefame tai investigate to which extend a patient
can be assumed a customer, and what this implreséoket(ing) theory and the degree of

institutionalization in a field.
Managerial implications

The findings of our study also have important iicgtions for practicing managers.
Our findings suggest that market configurations alé&r over time, opening up opportunities
for differentiation. Following the performativitysaumption, actors should be aware of the
fact that they are not in a market, but they ra#lrera (part of) the market. They construct this
market together with other participants by perforgndifferent, but nonetheless important
activities. Therefore, to differentiate, the prees of other actor groups should be integrated
into the differentiating efforts. We provide thdléeving guidelines for healthcare providers

to achieve differentiation.

We did not find evidence that normalizing praciiaan be influenced by a single
healthcare provider. Private hospitals were, howeable to change the negative attitude
towards them because they achieved good resultscmdd high on patient satisfaction. This
implies that healthcare providers are, as opposedotmalizing practices, able to change
representational practices. Since the availabditg quality of information is of increasing

importance as the field still exhibits informatiasymmetries, optimal decision making is
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hindered, not only for patients but also for hegltinchasers. It therefore appears crucial for

healthcare providers to guarantee the availalwlifyositive yet reliable information.

Practically, this boils down to two main recommatiahs. First, our findings indicate
that patients have become more assertive and xatiige information acquiring activities and
these developments likely will continue in the fetu Therefore, we suggest that the
information acquiring activities of patients shoudé facilitated by, for example, search
engine optimization or marketing campaigns. Theréiy likelihood with which patients will
encounter this information and ultimately includeni their decision making can be greatly
increased. Second, since the main marketing velgdeently still is word-of-mouth
marketing, healthcare providers should also focusternal marketing in the form of making
first line physicians aware of their roles as compambassadors as they have the most

customer contact.

Another reason why information has become more iapo is the fact that health
purchasers are interested in selective purchadimggb quality care. As our results indicate
that selective purchasing will increasingly be iemknted, healthcare providers are strongly
recommended to give transparency on their resylt\éasuring its treatment effectiveness.
Furthermore, they can support the benchmarkingities by jointly researching appropriate
quality indicators. As our findings further reveapecializing in a certain area will likely
ensure high quality treatment, which aids in thiec&e purchasing process as specialized

healthcare providers add extra value comparedrergésts.
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