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when different transformations in health care meet in the clinical encounterchapter 1

Much has been accomplished by contemporary medicine as one of the key areas for 
improving public health. With scientific advancements uncovering the aetiology 
of different diseases and generating effective forms of treatment, medicine realised 
significant gains in promoting the health of citizens and society. Paired with the 
development and introduction of a range of medical technologies and scientific training 
of health care practitioners, medicine was increasingly professionalised and specialised 
to successfully diagnose and treat disease, which turned contemporary health care into 
an essential social institution for people’s wellbeing.

The health system’s success in prolonging life expectancy and eliminating many deadly 
diseases, generated novel issues including the rise of non-communicable diseases in 
high-income countries, and increasingly also in low- and middle-income countries. 
Many diseases with high and rapid mortality, including many forms of cancer, are now 
chronic conditions, needing long-term care and follow up (Mackenbach & Stronks, 2016). 
As a consequence, citizens are increasingly structurally dependent on the health system 
and value their health above all other goods (van Delden, Vrakking, van der Heide, & van 
der Maas, 2004). Mackenbach (2010) and De Swaan (1982) describe how this dependency 
is amplified by citizens’ expectation that the health system is responsible for taking care 
of them (De Swaan, 1982; Mackenbach, 2010). De Swaan (1996) relates this dependency 
to a process of protoprofessionalisation, that is the diffusion of medical professional ways 
of thinking throughout society. As laypeople became more skilled in expressing health 
problems as being problems that professional caregivers should be able to deal with they 
increasingly delegated responsibility for health maintenance and care to professionals 
(Schuitmaker, 2012). This paragraph thus illustrates how health care needs tend to be 
endless as a result of medicine’s own success.

During the 1970s the negative consequences of medicine’s success became increasingly 
apparent (Helderman, 2007, p. 69). Increases in demand for health care have raised 
concerns about the precarious balance between supply and demand (see e.g. Landry, 
Hamdan, Al Mazeedi, & Brooks, 2008; van der Velden, Francke, & Batenburg, 2011). 
Furthermore, ever new medical technologies and innovations have lowered clinical 
thresholds for diagnosis and treatment, which continues to elevate both price and 
demand for care (Thorgaard, 2014). Despite previous (and ongoing) successes, 
contemporary health care faces new problems that make it increasingly difficult to 
sustain the costs, quality and equity of health care.

Various attempts to face these challenges of contemporary health care systems, 
introduced different paradigms of the changes needed to protect the various public 
values under pressure. According to Tiago Moreira (2013), there are roughly three 
approaches to the transformation of contemporary health care, which he coined ‘modes 
of coordination’. The mode of effectiveness envisions that issues of health care quality and 
safety should be tackled by positing that clinicians have to be guided not only by their 

pathophysiological knowledge and clinical experience, but also by knowledge derived 
from epidemiological studies carried out at the level of groups of patients (Blunt, 2015). 
The mode of efficiency prioritises the issues of rising health care expenses of which it is 
either unclear if they are justified in terms of the health care gains obtained, or whether 
the right health care gains are prioritised when resources are scarce – a discussion often 
conceptualised under the heading of ‘distributive justice’ (Breyer, 2009). This mode of 
coordination envisions that such issues related to increasing health care expenses can 
be tackled by mechanisms of competition to stimulate providers to provide value for 
money (that is, health outcomes relative to costs) and regulation of such competition, 
for example by restricting access to what counts as reimbursed care within the basic 
benefits package in welfare states (American College of Physicians, 2011; Enthoven & 
van de Ven, 2007). The mode of involvement moves to centre stage the concern that, 
given that contemporary health care plays an increasing role in the lives of citizens, 
they should also have a bigger say in how care is delivered (Schölvinck, 2018). This 
is not just a matter of democratic rights, but also to ensure that citizens can act as a 
countervailing power (Raad voor de Volksgezondheid & Zorg, 2017; Timmermans, 2020; 
Vinson, 2016) to dominant health care institutions. Hence, advocates of this mode of 
coordination argue for the inclusion of citizens’ voices in response to paternalistic, 
bureaucratic systems that may “sacrifice certain potential interests of an individual 
patient to satisfy organisational needs” (Moreira, 2013, p. 187). These three modes of 
coordination have largely been shaping health care policy practices throughout welfare 
societies. This is also the level at which these have, until now, been extensively studied 
(Kuhlmann & Annandale, 2012). In these policy practices, as well as in the empirical 
studies of the related attempts at transforming health care, it has repeatedly been shown 
that initiatives either remained rather abstract and limited to the regulatory arena of 
health care (Burns & Pauly, 2018), or when they did have consequences for the clinical 
encounter, these were hardly in line with the policy aims (Lipsitz, 2012). The way in 
which policy transformations are “dogmatically inclined, unmindful of evidence, and 
casting about for mechanisms that might deliver quickly” (Pickstone, 2011, p. 634), 
in spite of challenges experienced in working with these paradigms in the practice of 
health care, make them, according to authors like John Pickstone, the policy parallel 
of paternalistic quackery – of the type no longer acceptable in the practice of medicine 
today.

The luxury that policy actors may have to cling dogmatically to a paradigmatic 
policy solution is hard to sustain in clinical practice, as this is where such modes of 
coordination are likely to meet. Decisions, and the consideration of different values 
at stake, ultimately take place in the consulting room. What happens to the modes of 
coordination, when they are extended to the clinical encounter thereby becomes an 
important unit of analysis, since a variety of transformative practices and pathways 
have been introduced that extend the three modes of coordination regarding efficiency, 
effectiveness and involvement to the micro-level. Examples of pathways are building 
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knowledge infrastructures through which knowledge is formalised and made accessible 
to clinicians; adjusting (mandatory) educational programmes for clinicians; and 
organisational policy directives that promote the implementation of policy solutions 
at an institutional level. This thesis analyses three transformative practices that extend 
the modes of coordination to the micro-level: 1) educating future doctors to practice 
high-value, cost-conscious care (efficiency); 2) formalising knowledge in knowledge 
infrastructures through clinical practice guidelines (effectiveness); and 3) organisational 
policy directives that promote the implementation of shared decision-making 
(involvement) in order to examine how the modes regarding efficiency, effectiveness 
and involvement are extended to the micro-level and how in this encounter, these modes 
of coordination are shaped, also in relation to each other. The three selected practices 
– each of which represents characteristic features of contemporary health care delivery 
– are briefly introduced in the next paragraphs.

In search of solutions to control expenses by extending efficiency transformations to the 
clinical encounter, and entwining them with the delivery of good, individualised care 
that is not delivered at the expense of the population at large, it is argued that physicians 
should become ‘stewards of scarce resources. Resource stewardship has been introduced 
in several teaching programmes as a medical competency referred to as ‘high-value, 
cost-conscious care’ (HVCCC) that teaches future doctors to “preserve the delivery of 
interventions that provide good value” (Owens, Qaseem, Chou, & Shekelle, 2011, p. 175) 
by (1) eliminating marginally effective health interventions and other sources of waste, 
and (2) providing health care that provides benefits that are commensurate with costs 
(Owens et al., 2011). The underlying premise is that physicians are uniquely placed to 
produce tangible improvements in the quality of care for their patients while at the 
same time reducing the costs of doing so (Courtright, Weinberger, & Wagner, 2015).

In order to extend efforts aimed at promoting quality of care (effectiveness), the 
evidence-based medicine (EBM) movement built an infrastructure of clinical practice 
guidelines (CPGs) to narrow the gap between new scientific insights and the practice 
of care delivery (Timmermans & Mauck, 2005). While the EBM movement initially 
started in 1992 as a new paradigm focused on teaching medical students and residents 
to consult scientific literature and incorporate it into practice, it soon became apparent 
that individual physicians could not be expected to keep up with the speed at which new 
scientific evidence became available (Guyatt, et al., 2000). As such, CPGs – “statements 
that [..] are informed by a systematic review of evidence and an assessment of the benefits and 
harms of alternative care options” (Graham, Mancher, Wolman, Greenfield, & Steinberg, 
2011) – have become popular EBM tools intended to narrow the gap between science 
and practice so as to change clinical practice and improve quality of health care (Grilli, 
Magrini, Penna, Mura, & Liberati, 2000). By making evidence more readily available to 
practitioners, CPGs are expected to reduce unwarranted practice variation – variation 
based on non-medical factors, such as routines that are not in line with most recent 

insights (e.g. Wennberg & Gittelsohn, 1975), or perverse financial incentives that steer 
the health care choices made by providers and professionals (Korenstein, 2019) – thus 
eliminating concurrent variations in quality and safety of care. In addition, there is 
policy interest in medical practice variation in relation to attempts of tackling rising 
health care costs. In this setting, practice variation can be interpreted as a sign of 
unnecessary spending (De Jong, 2008, pp. 25, 29). The attempts to transfer the paradigm 
of effectiveness to the clinical encounter thereby touches, via the route of best evidence, 
upon the aims of cost reduction we found to be central in the first set of initiatives 
around HVCCC but does so by proposing a different main route for achieving the 
transformation.

Finally, the practice of shared decision-making (SDM) rests on involving patients in 
decision-making based on the notion that patient’s right to “self-determination is a 
desirable goal and that clinicians need to support patients to achieve this goal, wherever 
feasible” (Elwyn et al., 2012, p. 1361). SDM enhances principles of patient-centred care 
– providing care that is respectful of, and responsive to, individual patient preferences 
– by forging an ongoing partnership between the clinician and the patient. Shared 
decision-making is defined by Elwyn et al. (2010) as “an approach where clinicians and 
patients share the best available evidence when faced with the task of making decisions, 
and where patients are supported to consider options, to achieve informed preferences” 
(p. 971). Shared decision-making is positioned as an approach to deliberation that is in 
the middle between paternalism (i.e. the physician decides) and informed choice (i.e. 
the patient decides) (Makoul & Clayman, 2006; Godolphin, 2009) that acknowledges 
both health care professionals and patients as experts that may contribute to decision-
making (Tonelli & Sullivan, 2019). The definition of shared decision-making by Elwyn 
et al. (2010) also shows conceptual overlap with evidence-based practice and is therefore 
considered the ‘final stage’ that completes the implementation of evidence-based 
medicine (EBM). SDM has become positioned as a lever to the full implementation of 
evidence-based medicine (Barratt, 2008; Hoffmann, Montori, & Del Mar, 2014) since 
it has become increasingly recognised that effective care requires the integration of 
individual clinical expertise with the best available data from population-based research 
(Hasnain-Wynia, 2006). Thus, this last initiative to transfer the involvement paradigm 
to the clinical encounter is not fully separate from the second set of initiatives regarding 
the development of clinical practice guidelines. Shared decision-making is committed 
to the integration of patient values and preferences in the decision-making. Proponents 
suggest that SDM contributes to the full implementation of evidence-based medicine 
(Hoffmann et al., 2014) by bringing the three epistemologies of EBM: best available 
evidence, clinical expertise and patient preferences together through the involvement 
of patients in the decision-making process. Thus, the third paradigm of involvement 
pursues an aim that is similar to the second transformation paradigm of effectiveness, 
yet it proposes a different route for achieving it.
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These three micro-level practices, through the connections between HVCCC and CPGs, 
and CPGs and SDM, respectively, illustrate that unlike paradigms that temporally 
shift from one dominant way of thinking to a new way of thinking, as the concept as 
introduced by Thomas Kuhn (1962) would imply, the modes of coordination are actually 
closer to our common sense use of the term as a set of practices that are different but that 
co-exist. Each of these practices prioritises a central concern and aims to contribute to a 
key function of the health system. What they do share with the Kuhnian understanding 
of the notion of the paradigm is that within each of the modes of coordination, there 
is a certain level of agreement about what are legitimate problems, and which are not, 
and what are appropriate methods for addressing legitimate problems. This implies 
that these three dominant sets of transformation practices in health care are far from 
complementary functions nor should be seen as mutually supportive transformation of 
health care institutions and practices; the different approaches propose changes with 
different underlying epistemic and political dimensions (Moreira, 2013, p. 52), which 
makes ‘alignment’ between these a problematic notion. Where studying differences 
between different paradigms is a fairly common phenomenon in the policy sciences, 
the fact that the practices studied in this thesis entail attempts to transfer policy 
transformations to the clinical encounter also implies it is harder to simply let them 
co-exist in different policy silos: actors operating at the micro-level, especially the 
professionals who form the central focus of all initiatives studied in this thesis, are 
confronted with a variety of practices that offer solutions to different problems in health 
care that can no longer easily be kept apart, nor are they easily ‘aligned’ or ‘integrated’. 
Moreover, it is important to consider whether actors operating at the micro-level can 
effectively incorporate these extended policy concerns into the realities of their daily 
practice (Bussemaker, 2019). What happens to these modes of coordination in their 
transfer to the clinical encounter thereby becomes an important unit of analysis for 
studying what dominant transformations in health care become, what challenges 
emerge in their encounter, and what new action repertoires emerge from such detailed 
empirical study. This brings me to the research objective that is central to this thesis.

The objective of this thesis is: “to examine the practices of high-value, cost-conscious 
care, clinical guideline development and shared decision-making, in order to analyse how 
the modes of coordination regarding efficiency, effectiveness and involvement are extended 
to the micro-level and how, in this encounter, these modes of coordination are shaped, also 
in relation to each other”.

In order to prepare the analysis of how dominant transformations in health care are 
extended to the clinical encounter, section 1.1 first describes the transformations in 
contemporary health care in further detail.

1.1 DOMINANT TRANSFORMATIONS IN 
CONTEMPORARY HEALTH CARE
This section describes the dominant health care transformations in welfare states that 
have taken place in the past four decades. To do so, a brief overview of the historical 
context of each transformation, the principles that each transformation proposes in 
order to uphold their goals of efficiency, effectiveness or involvement, the tools intended 
to mediate between goals and practice, and lastly, the struggles that undermine the 
achievement of transformation goals.

I draw on work of Tiago Moreira who empirically ordered dominant health care 
transformations that have taken place over the past four decades. In his book ‘The 
Transformation of Contemporary Health Care, The Market, the Laboratory, and the Forum’ 
(2013) Moreira clustered dominant transformations in health care into three main modes 
of coordination: The Market (efficiency), The Laboratory (effectiveness) and the Forum 
(involvement). A mode of coordination1 in this context, refers to a shared notion of how 
health care should be organised and the programs that are designed to support this 
goal. The three modes of coordination represent diverse views of which problems should 
be addressed in the health care system and what solutions are brought to the fore to 
resolve these issues. Table 1.1 provides an overview of the three modes of coordination 
as depicted in Moreira’s book ‘The Transformation of Contemporary Health Care, The 
Market, the Laboratory, and the Forum’.

Table 1.1
Dominant transformations in contemporary health care categorised into three modes of coordination. Slightly 
adapted from: Moreira, T. (2013). The transformation of contemporary health care: The market, the laboratory, 
and the forum. New York: Oxon/Routeledge: p. 217

Market Laboratory Forum

Ideal Efficiency Effectiveness Involvement

Justification Gain Confidence in true effects Consensus

Implement (tools) Cost-utility analysis Systematic review Deliberative meeting

Decision-making Bureaucratic Technical Collective

Type of objectivity Regulatory Mechanic Communitarian

Empirical referent Consumer choice,
Preferences

Bodily function Values

Opposite Ignorance Uncertainty Moral incompetence

Main approach New Public Management Evidence-based medicine Patient-centred care

1 The concept ‘mode of coordination’ was first coined by Thénevot (1984) and was further refined in 
collaboration with Boltanski (Thénevot & Boltanski, 2006)
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1) THE MARKET AT A GLANCE
This paragraph provides a brief overview of the key characteristics of the market 
as depicted in Table 1.1. The market envisions that issues of increasing health care 
expenses can be tackled by market mechanisms such as consumer choice and provider 
competition that stimulates health care providers to practice more efficiently and offer 
value for money, that is: health care expenses that are justified in terms of health care 
gains obtained. The efficiency of the health care provision market is generally externally 
incentivised and regulated by health care insurers and government authorities, to 
ensure that providers are accountable for performance. In order to allocate resources to 
the ‘right’ health care gains, policy makers rely on tools such as cost-utility analyses that 
allow for information-based economic decision-making in a bureaucratically organised 
health care system. In the next paragraphs, the history, mechanisms, tools and struggles 
of health care markets are described in more detail.

A brief history of the Market
Starting in the 1970s, health care economists became increasingly involved in health 
policy making in attempts to solve the economic problem of rising health care costs. The 
fair distribution of medical resources for all patients in society had become a key policy 
objective (van Delden et al., 2004). In most countries a considerable part of health care is 
financed by public means (either taxes or social insurance contributions). As health care 
costs continued to rise, universal access to health care was no longer one of the welfare 
state’s prime achievements, but also one of its major expenses (Helderman, 2007). Since 
health care spending will continue to consume a growing amount of countries’ Gross 
Domestic Product (Schut, 1995), the focus has been on identifying strategies that ensure 
a distribution of health care delivery that leads to the highest efficiency, accessibility 
and quality of care (Roos, 2018, p. 11).

In order to respond to the issue of rising health care expenses many industrialised 
democracies had initially adopted a system of state-governed health planning to regulate 
health care supply as to manage the gap between available resources and health 
needs. The principal tools of supply regulation were the use of budget restrictions 
on expenditure reinforced by manpower controls (Schut, 1995). These systems of 
governmental supply regulation had been quite successful in limiting aggregate health 
spending. The problem of central planning, however, was the lack of mechanisms by 
which health care needs, and the preferences of consumers, can be revealed (Schut, 
1995) Instead, health care services tended to be rationed according to perceived need 
using proxies such as targets. Whereas performance in such target areas often indeed 
improved, performance in other areas generally remained static or even deteriorated 
(Schut, 1995). Regulations were increasingly criticised for causing long waiting times, 
and impeding cost-effective substitution of care, cost-decreasing and quality-increasing 
innovation, and delivery of tailor-made care to patients (Enthoven & van de Ven, 2007; 

Schut, 1995). The role of the welfare state was no longer perceived as a solution, but 
rather as the chief source of these problems (Helderman, 2007, p.12).

The introduction of ‘New Public Management’ (NPM), first adopted in the United 
Kingdom under the Thatcher administration (Groot et al., 2008), marked a shift in the 
role of the state. NPM entails the use of private sector management models in the 
public sector as a means of improving its efficiency. The three main pillars of NPM: 
decentralisation, improved competitiveness and accountability for performance (Groot 
et al, 2008; Gruening, 2001) were guiding concepts towards more market-oriented 
reforms (Helderman, 2007). Within this arrangement, the role of the government 
shifted from direct provision of services towards a stronger role in policy making, 
coordinating other actors, regulating, facilitating and providing information. Other 
countries including Canada, the Netherlands, Norway, Finland, Germany, Italy, 
Sweden and Denmark also made attempts to adopt NPM, allowing market reforms to 
be implemented in welfare states by rethinking the role of the state and, particularly, its 
responsibility for ensuring public values in the public sector including the health system. 
The aim of introducing markets was to combine the benefits of markets realised in other 
sectors (e.g. pluralism, free inquiry, efficiency, innovation, responsiveness to need and 
customer service) with the traditional values upheld through government regulation 
(e.g. universal and equal access to care) (Gubb & Meller-Herbert, 2009). Hence, while 
governments remained formally responsible for classifying which values needed to be 
ensured, the actual work of ensuring them could be delegated to other parties (WRR - 
The Netherlands Scientific Council for Government Policy, 2000). Whereas the health 
care market in the United States of America is fairly unregulated; i.e. competition with 
minimal state intervention, other Anglo-Saxon countries and continental European 
countries implemented systems of regulated competition (Helderman, 2007). That is 
to say that the protection of public values is not fully decentralised to actors operating 
in a free market, but instead, governments maintain a regulatory role to oversee the 
preservation of public values. Therefore, health care markets are generally denoted 
‘quasi-markets’. The next paragraph highlights some of the key mechanisms by which 
health care markets operate.

Goals and key principles of the Market
Market reforms are geared towards reducing inefficiencies in the health care system, 
built on economic market ideals including consumer choice and competition between 
health care providers (Moreira, 2013). This section focuses on the principles of market 
competition as they exist in models of regulated competition as these are most common. 
Since the health care system does not meet all conditions in order to function as ‘perfect 
market’ (referred to as ‘market failure’), health care markets are generally denoted as 
‘quasi-markets’ that operate under conditions of regulated (or managed) competition. 
To counter sources of market failure – particularly (1) asymmetrical distribution of 
information between providers and consumers, (2) risk and uncertainty associated with 
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contracting illness and (3) externalities (Donaldson & Gerard, 1993, p. 27), competitive 
forces remain heavily regulated by governmental bodies and health care exchanges are 
generally mediated by an insurance market (‘third party payment’). Below, I expand on 
managed competition in the Dutch health care market, since the Dutch government 
was the first country to consistently implement Alain Enthoven’s model of a health care 
system based on managed competition (Bes, 2017, p. 8).

Regulated competition in the Dutch health care system
Figure 1.1 provides an overview of the Dutch health care market. The figure shows that 
the health care market consists of three interrelated markets: the health care provision 
market, the health insurance market and the health care purchasing market, each of 
which is described in further detail below.

Figure 1.1. Health care marketing in the Netherlands since 2006

Health insurance market
Building a competitive insurance market was the first step towards implementing 
regulated competition in the Dutch health care system (Enthoven & van de Ven, 2007). 
The system of regulated competition replaced the sickness funds and voluntary health 
care insurance schemes with a single mandatory insurance scheme. Each person legally 
living and/or working in the Netherlands is obliged to buy, from a private insurance 
company, individual health insurance: a standardised basic benefits package that is 
specified by law (Enthoven & van de Ven, 2007). For each “basic insurance product”, 
insurers are obliged to accept every applicant. Figure 1.1 illustrates that health care 

consumers can predominantly enact their right to choose by purchasing insurance 
products from health care insurers that best fit their needs. Dutch citizens are allowed 
each year to decide which insurance plan they prefer (Enthoven & van de Ven, 2007). In 
this aspect of regulated competition, patients are expected to act as the countervailing 
power that would force insurers, through selectively contracting providers (in the health 
care purchasing market), to compete in offering value for money for their clients. Although 
selective contracting does restrict clients’ freedom of provider choice, restrictive health 
plans enable insurers to offer lower premiums to their clients (Bes, 2017, p. 12).

Health care purchasing market
In order for the health insurance market to operate effectively; that is effective 
competition among insurers that really leads to improved quality and lower costs—
insurers need to contract selectively with doctors who practice more efficiently 
(Bes, 2017, p. 12). During contract negotiations, health insurers can negotiate with 
care providers on volume, price and quality of delivered care (Bal & Zuiderent-Jerak, 
2011). Distinctions are made between the so-called ‘A-segment’ of hospital care and 
‘B-segment’ of hospital care. For the A-segment, negotiations are only allowed based 
on quality and volume, since prices are fixed in this segment of hospital care. For the 
B-segment, which currently makes up 70%, prices are freely negotiable (Nederlandse 
zorgautoriteit, 2012). In the health care purchasing market, insurers are meant to be 
customer-driven organisers of care for the people they insure. It should be noted that 
competition between care providers will only happen when care providers fear losing 
market share if they are not contracted by health insurers. Thus, insurers’ bargaining 
position in purchasing negotiations highly depends on their ability to channel their 
enrolees to contracted providers (Bes, Curfs, Groenewegen, & de Jong, 2017).

Health care provision market
In the health care provision market, patients choose their health care providers. They 
are intended to make cost- and quality conscious choices. Access to information about 
costs and quality of care is therefore an important precondition for this market to 
function properly (Bes, 2017, p. 11). In addition to costs and quality, proximity, patient’s 
insurance policy2, and referrals and recommendations from other health professionals 
may influence a patient’s choice of providers (Pope, 2009). General practitioners fulfil 
the role of gatekeeper. Every citizen needs to be enrolled in a general practice and needs 
to visit their GP first to get referred to secondary care (Enthoven & van de Ven, 2007). 
People in the Netherlands develop a strong relationship with their GP and generally 
value the advice of their GP above all when they choose a care provider (Bes, 2017, p. 13).

2 Insurance policies influence provider choice by offering 100% coverage for contracted providers, 
whereas only 75% of non-contracted providers are reimbursed. In addition, the government imple-
mented a yearly mandatory deductible of 385 to encourage people to only seek care when needed. 
General practitioner’s care, midwifery care and care for children under 18 are excluded from this 
deductible.
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Tools of the Market
Measurements of the outputs of health care programs make up a key component of 
the Market’s toolbox. To support allocative efficiency, that is the optimal distribution 
of available health care resources and services to meet the needs of health care 
consumers, such tools need to allow for an assessment of their (public) value – i.e., 
health outcomes relative to costs. Moreover, such measures should allow actors to 
compare value across programs that make competing claims on scarce resources. The 
importance of measurements demonstrates the centrality of knowledge – be it health 
technology assessments, health-utility analyses, or cost-effectiveness analyses – in the 
Market mode as means to regulate health care service delivery and legitimise decisions 
regarding the allocation of scarce resources. Although evaluations of value may include 
measures of social, legal and ethical concerns in resource allocation, Market tools often 
examine value only in light of costs (Zuiderent-jerak, Grit, & Grinten, 2015) or cost-
effectiveness (Niezen, 2012, pp. 10, 11).

Struggles of the Market
The previous paragraphs described that consumer choice is an important element of 
regulated competition in health care markets. Enrollees are expected to ‘vote with their 
feet’, meaning they change insurers when a different insurance policy better fits their 
needs and wishes (Bes, 2017, p. 11). Consumer mobility thus serves as an important 
incentive for health insurers to reduce costs and improve the quality of care. Despite 
the yearly opportunity to switch insurance, the vast majority of consumers (~70%) have 
never switched providers since 2006 (Netherlands Authority for Consumers and Markets, 
2016). For those that do switch, the premium is the most important reason to switch 
insurance (Brabers, Reitsma-van Rooijen, & Jong, 2012). Low consumer mobility may 
be connected to a lack of trust in health insurers (Netherlands Authority for Consumers 
and Markets, 2016). Consumers view health insurers as being too powerful, resulting 
in low levels of trust in fulfilling their assigned role to bargain for high quality of care 
(Maarse, Jeurissen, & Ruwaard, 2016). Since premiums are the primary determinant for 
consumers to switch insurance, insurance companies are primarily triggered to compete 
based on price rather than based on the quality of care as well as price (Brabers et al., 
2012). An emphasis on price competition and financial indicators may be common in 
the private sector but has historically not been the main focus in public organisations 
(Metawie et al, 2005). Nonetheless, discussions about regulated competition in 
health care usually focus on price competition (Bal & Zuiderent-Jerak, 2011). In the 
Netherlands, for example, competition focuses on the B-segment – the segment of 
hospital care that, unlike the A-segment, allows for competition based on quality, 
volume and price. Bal and Zuiderent-Jerak (2011) empirically studied the consequences 
of this arrangement on other values besides affordability of care. They found that quality 
improvement programs only seem of interest to health insurers if they reduce costs. 
Insurers are increasingly defining quality solely in terms of good outcomes at lower costs 
as they are merely seen as profit-oriented organisations if their premiums rise (Bal & 

Zuiderent-Jerak, 2011). Within this arrangement, insurer-provider negotiations become 
merely a matter of cost-saving: insurance companies try to purchase acceptable levels of 
care at the lowest cost and those who buy insurance select policies at the lowest levels 
of premium. An emphasis on price competition, instead of what Enthoven denotes as 
‘value competition’ has been justified by a lack of reliable quality indicators for health 
care (Bes, 2017; Zuiderent-jerak et al., 2015). This would run counter to economists’ 
assumption that for markets to function, actors must have knowledge about the choice 
options available to them and about differences between suppliers. The market hinges 
on transparency of cost and quality information. This requirement is also related to 
another struggle of health care marketing, namely the exacerbation of bureaucracy, 
thereby lowering the efficiency of care delivery. Bal and Zuiderent-Jerak (2011) suggest 
that the issue is not so much the absence of quality measures, but the tendency of 
existing performance indicators to create their own reality. The authors suggest that 
quality indicators shape our understanding of what constitutes quality and making 
hospitals compete on the basis of reputation.

Another struggle of the health care market that has been detected in the Dutch health 
care system is the level of competition between health care insurers. 90% of the 
insurance market is now occupied by four large companies (Nederlandse zorgautoreit, 
2014), which further contests the idea of a ‘competitive’ market where citizens ‘shop 
around’ for insurance policies on the basis of value for money. What is more, due to large 
market shares, insurance companies now had a strong bargaining position in insurer-
provider negotiations, which led hospitals to merge, partly as an attempt to level the 
playing field in the health care purchasing market.

2) THE LABORATORY AT A GLANCE
This paragraph provides a brief overview of the key characteristics of the Laboratory 
as depicted in Table 1.1. The Laboratory envisions that issues of health care quality 
and safety should be tackled by encouraging clinicians to use epidemiological studies 
carried out at the level of groups of patients to identify interventions that are most likely 
to be effective. The evidence-based medicine movement puts emphasis on evidence 
from particular sources of evidence and changed “the standards for gathering evidence, 
the tools for analysing evidence, and the social context in which evidence is used” to 
increase the confidence in predictions of likely effects in patients. The Laboratory sets 
out a technical system of decision-making that entails the “conscientious, explicit, and 
judicious use of current best evidence in making decisions about the care of individual 
patients”. The systematic review – a methodology that pools results across studies 
evaluating the effectiveness of a medical intervention – generally forms the basis for 
decision-making. The Laboratory taps into systematic and transparent approaches for 
searching, analysing and grading the quality (or certainty) of evidence as a mechanical 
source of objectivity. In the next paragraphs, the history, mechanisms, tools and 
struggles of evidence-based medicine are described in more detail.

1



24 25

when different transformations in health care meet in the clinical encounterchapter 1

A brief history of the Laboratory
The introduction of this thesis described how advancements in modern medicine 
turned hospitals into essential institutions for people’s wellbeing. Thorgaard (2014) 
notes that “as a result of this success, both scientifically and in the forum of public 
opinion, paternalism and the granting of extensive authority to the doctor and to the 
medical profession became embedded in health care thinking as assumptions for any 
discussion of the medical system” (p. 54). Until the 1970s, training and credentials of 
professionals indirectly regulated the quality of health services (Weisz et al., 2007). By 
then, however, a marked shift in tradition of authoritarian medicine took place. The work 
of John Wennberg (e.g. Wennberg, 1979; Wennberg & Gittelsohn, 1973) was especially 
influential in revealing regional treatment variation among care organisations that could 
not (fully) be explained by clinical factors (Weisz et al., 2007). Wennberg and Gittelsohn 
(1975) developed a practice style hypothesis that posits that observed regional treatment 
variation among care organisations and concomitant quality problems were mainly 
the result of irrational behaviour of care professionals that underlie their preferences 
concerning treatments. Although these proposed explanations for variation remain 
hypothetical, the authoritarian tradition formed a main motivation for evidence-based 
medicine as a new approach to the practise of medicine and education of doctors as an 
ideal over authoritative teaching alone. In their 1992 debut article, the Evidence based 
Working group wrote that future doctors should be taught to: “de-emphasize intuition, 
unsystematic clinical experience and pathophysiologic rationale as sufficient grounds for 
clinical decision making” (Guyatt et al., 1992, p. 2420) The evidence-based medicine 
movement proposes that clinical decision-making be supported by an examination of 
evidence from clinical research (Wieten, 2018).

Goals and principles of the Laboratory
The EBM movement distinguishes itself from previous approaches to clinical practice 
by putting emphasis on evidence from particular sources. Davidoff, Case & Fried (1995) 
describe how EBM changed “the standards for gathering it, the tools for analysing it, and 
the social context in which it is used” (p. 727). The EBM movement builds on the field 
of ‘clinical epidemiology’. Clinical epidemiology denotes that evidence of effectiveness 
derived from the study of groups, or samples of patients is more reliable than that 
derived from experience (Cochrane, 1972). Increasing the use of the evidence provided 
by epidemiological studies within clinical medicine has been the main goal of the EBM 
movement (Blunt, 2015). Such ‘epidemiological evidence’ comes from randomised 
controlled trials (RCTs) and observational studies. Clinical experience, expert opinion, 
and evidence from laboratory-based research, on the other hand, are denoted “non-
epidemiological”. According to EBM, non-epidemiological evidence alone provides an 
insufficient basis for medical decision-making.

The EBM movement urges individual practitioners to distinguish between different 
sources of evidence guided by so-called ‘hierarchies of evidence’ (Figure 1.2). Specifically, 

clinicians are advised to perform a critical appraisal of evidence3 using a hierarchy of 
evidence as a guide to identifying the “best available evidence” for predictions of 
likely effects of treatments on patients (Blunt, 2015, p. 20). The use of hierarchies of 
evidence to perform or support appraisal has been adopted by governmental bodies, 
guideline developers and practitioners worldwide. The acclaimed framework for evidence 
appraisal developed by the Grading of Recommendations Assessment Development and 
Evaluation (GRADE) cite around 110 organisations that use their model (GRADE working 
group, n.d.). As depicted in Figure 1.2, the hierarchy of evidence is primarily based on a 
ranking of the design or methodology used in the studies (Blunt, 2015). In the GRADE 
handbook, the quality of the evidence is defined as “the extent to which our confidence 
in an estimate of the effect is adequate to support a particular recommendation” 
(Schünemann, Brozek, Guyatt, & Oxman, 2013). This confidence, in large part, depends 
on the risk of bias (Guyatt, 2008). Evidence from properly designed and conducted 
randomised controlled studies provide high levels of methodological rigour through 
procedures of standardisation, blinding of treatment allocation, controlling the study 
environment et cetera. Unlike experimental research designs such as RCTs, other sources 
of evidence do not control variables of exposure or environment and are thus more 
suspect to different sources of bias. Following this hierarchy, RCTs provide the most 
reliable4 assessment of cause-effect relationships (Blunt, 2015). There are a number of 
factors that may lead to a downgrade of the quality of the evidence (limitations in study 
design, inconsistency in results, indirectness of the evidence, imprecision, publication 
bias) and considerations to upgrade the quality of the evidence (large magnitude of 
effect, dose-response gradient) (Schünemann et al., 2013).

3 A process of deciding whether, and to what degree, evidence supports a claim
4 In this context, reliability is equated with the statistical confidence in the likelihood of true cause-ef-

fect relationships.
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Figure 1.2. Evidence hierarchy

As shown in Figure 1.2, high-quality systematic reviews of randomised controlled 
trials, are placed at the top of the evidence hierarchy for medical interventions (Guyatt, 
Rennie, Meade, & Cook, 1995). The systematic review – a methodology that pools results 
across studies evaluating the effectiveness of a medical intervention – has become an 
important preparatory phase to decision-making, but does not, or at least should not 
make recommendations (Schünemann et al., 2013). A systematic review entails a search 
of the scientific literature to identify studies for the health intervention of interest 
and a critical appraisal of those studies according to their quality and the strength of 
recommendations (Gopalakrishna, Langendam, Scholten, Bossuyt, & Leeflang, 2013).

In order to move from evidence appraisal to recommendations, an assessment has to be 
made regarding the balance between the desirable effects of the intervention in question 
against the potential undesirable effects of the intervention. Within the GRADE 
framework, distinctions are made between a strong, weak or no recommendation. A 
strong recommendation reflects confidence that the desirable effects of an intervention 
outweigh its undesirable effects or vice versa. When the desirable effects probably 
outweigh the undesirable effects or vice versa, a weak recommendation is made. 
GRADE lists four factors that can influence the strength of the recommendations: (1) 
The Quality of evidence (2) The balance between benefits and undesirable downsides 
(3) Uncertainty or variability of patient values and preferences, and (4) Costs or resource 
utilisation (Woolf, Schünemann, Eccles, Grimshaw, & Shekelle, 2012). The first two 
factors usually require a combination of consulting the evidence and an expert panel 
that makes judgements based on that evidence. The incorporation of the third and 
fourth factor rely more heavily on the considerations made by the expert panel, as 

scientific evidence on patient preferences is often lacking and considerations of costs 
are variable over time and geographic areas that limit the contribution of scientific 
research to generate objective, transferable recommendations regarding cost impact 
(Woolf, Schünemann, Eccles, Grimshaw, & Shekelle, 2012). Although this is primarily 
explained by the paucity of evidence on patient preferences, the hierarchy of evidence 
that places qualitative studies and expert opinion at the bottom seems undeniably part 
of the lack of evidence in this area.

Tools of the Laboratory
Although evidence-based medicine was initially introduced as a teaching method for 
medical students and residents to consult scientific literature and incorporate it into 
practice, it soon became apparent that individual physicians could not be expected to 
keep up with the speed at which new evidence became available (Guyatt et al., 2000). As 
such, evidence summaries produced by experts who synthesise and review evidence have 
become key tools to support evidence-based practice. The Cochrane Collaboration is a 
well-known source for evidence summaries, so-called ‘Cochrane reviews’, that provide 
clinicians (or other actors) with pre-appraised evidence reviews of scientific literature 
that can be used to inform health care decision-making. The evidence-based clinical 
practice guideline (CPG) is the most popular tool to inform decision-making. Unlike 
traditional evidence reviews, CPGs formulate practice recommendations informed by a 
systematic review of evidence and an assessment of the benefits and harms of alternative 
care options (Graham et al., 2011). Laboratory tools generally share a common basis in 
that they are based on systematic reviews of scientific evidence.

Struggles of the Laboratory
In the previous paragraphs, I established that systematic approaches for searching, 
analysing and grading evidence are key mechanisms mobilised by the EBM movement 
to legitimise decision-making as a “conscientious, explicit, and judicious use of current 
best evidence in making decisions about the care of individual patients” (Sackett, 
Rosenberg, Gray, Haynes, & Richardson, 1996). What constitutes “current best evidence” 
and the role of evidence hierarchies in establishing this has been at the centre of the 
struggles, or rather, the critique that the EBM movement has been facing. In early 
accounts, Sackett and colleagues suggested that “laboratory-based” evidence and 
“ways of thinking ... derived from pathophysiology and our personal experience” are 
an insufficient basis for clinical practice (Sackett & Rosenberg, 1995). The subordination 
of non-epidemiological evidence to epidemiological has been heavily debated, not in 
the least since sources of evidence that are high in the evidence hierarchy are also 
the least available. Wieten (2018) notes that the pyramid-shaped figure resembles a 
paradoxical picture in which knowledge that is most desired (RCTs) is also most scarce, 
whereas prevalent forms of knowledge are deemed inferior. Furthermore, the hierarchy 
of evidence is primarily based on a ranking of the design or methodology used in the 
studies (Blunt, 2015), thereby prioritising internal validity over external validity and 
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clinical relevance. It has been argued that the knowledge infrastructure built by the EBM 
movement bundles together the internal validity and the relevance of that evidence, 
rather than acknowledging the two as separate entities that may require different 
sources of knowledge (Baigrie & Mercuri, 2020). Sources of knowledge deemed ‘inferior’ 
according to the hierarchy are excluded a priori following the principles of optimising 
methodological rigour and reducing risk of bias (Kelly, 2018).

Another common source of critique pertains to concerns of ‘cookbook medicine’, 
that is the application of research evidence that informs a standardised approach to 
care for specific patient groups. The notion of cookbook medicine positions EBM as 
a rational, standardised medicine, in contrast to the humane model of medicine that 
emphasises clinical freedom and patient-centred care to adjust care to the particulars 
of individual patients (Berg, 1997; Lambert, 2006). Critics argue that good medicine 
entails customisation to the unique particulars of individual patients, rather than 
prescribing ‘standard’ courses of action based on outcomes in the ‘average’ patient 
(Greer, Goodwin, Freeman, & Wu, 2002). The standardisation of care is especially 
problematic for treating ‘complex’ patients – those with comorbidities - that do not fit 
the standard rules (Delespaul et al., 2018) and for whom standard care may do more 
harm than good (Boyd et al., 2005). In an editorial “evidence-based medicine, what it 
is and what it is not” published in 1996, Sackett and colleagues have countered these 
critiques by emphasising that EBM is not the top-down application of evidence, but that 
EBM entails that epidemiological evidence is to be integrated with clinical experience 
and pathophysiology. How such integration should be performed, however, has not 
been explicated in the EBM literature (Blunt, 2015) and is considered a central struggle 
that impedes the full implementation of EBM (Barratt, 2008; Hoffmann et al., 2014; 
Weaver, 2015).

3) THE FORUM AT A GLANCE
This paragraph provides a brief overview of the key characteristics of the Forum as 
depicted in Table 1.1. The Forum proposes a counterweight to a disease-centred health 
care system by commending an acknowledgement of patients as whole persons and 
advocating for the involvement of the general public and patients in deliberative 
meetings to establish how care should be delivered, making decision-making a collective 
endeavour. The Forum holds that the values of the public or patients should be elicited, 
particularly when problems cannot be resolved by technical information alone and 
involve value-based or ethical tensions to arrive at an acceptable consensus.

A brief history of the Forum
Similar to the Laboratory, the Forum mode began as a response to the authoritarian 
tradition of doctors. The Forum mode advocates for public deliberation in health care 
to counter traditional models of medical professionalism and bureaucracy that may 
“sacrifice certain potential interests of an individual patient to satisfy organizational 

needs” (Moreira, 2013, p. 187). Despite sharing a common motivation to ‘regulate’ the 
decision-power of the medical professional, the underlying epistemic traditions and 
implements used by the Laboratory and the Forum are fundamentally different. The 
evidence-based medicine movement reinforced a scientific focus on understanding the 
bodily processes that underlie illness. This ‘biomedical model’ framed disease as an 
entity with a biological origin, leaving no room for psychosocial dimensions of illness 
(Engel, 1977). Its implementation, supported by clinical practice guidelines, protocols 
and best practices to improve care, are all used to standardise care, rather than to 
individualise care for particular patients (Hasnain-Wynia, 2006). The Forum, on the 
other hand, commends a more holistic view of the patient as a person rather than as a 
disease and argues that technical information (research evidence) and values should 
equally be considered in decision-making. Thus, the Forum positioned itself as a 
counterweight to biomedicine and the knowledge infrastructure of the EBM movement 
that left little room for considering the individual patient (Miles & Mezzich, 2011). More 
recently, the EBM movement made efforts to incorporate individual circumstances and 
preferences, by emphasising that EBM should allow for integrating individual clinical 
expertise with the best available data from population-based research (Hasnain-
Wynia, 2006). However, as Barratt (2008) and Thomas (2016) critically note, in practice, 
the commitment to the integration of patient values and preferences in the clinical 
encounter, is inevitably trumped by evidence-based guidelines. Patient-centred care and 
shared decision-making in particular, both extensions of the Forum, became vehicles 
for achieving EBM’s goal of integrating best available evidence, clinical expertise and 
patient’s preferences, claiming they would complete this final stage of EBM (Barratt, 
2008; Hoffmann et al., 2014).

Goals and principles of the Forum
The Forum is based on deliberative democracy - a normative theory that denotes 
that deliberation is central to decision-making (Siegel, Heeringa, & Carman, 2013). 
Deliberative meetings may be direct (participative) or representative (delegated) (Safaei, 
2015). Chambers (2003) describes that “deliberation is debate and discussion aimed 
at producing reasonable, well-informed opinions in which participants are willing to 
revise preferences in light of the discussion, new information, and claims made by 
fellow participants. Although consensus need not be the ultimate aim of deliberation 
and participants are expected to pursue their interests, an overarching interest in the 
legitimacy of outcomes (understood as justification to all affected) ideally characterizes 
deliberation” (Chambers, 2003, p. 309). Deliberative democracy holds that deliberation 
promotes inclusivity, moral reasoning and mutual understanding (Solomon & Abelson, 
2012).

The Forum consists of a wide range of conceptualisations and practices located at 
different levels of the health care system. People may participate in various roles, e.g. 
taxpayers, community members and/or patients, regarding a variety of decisions ranging 
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from high-level priority setting and fiscal allocations to critical and urgent clinical 
decisions with immediate impacts on people’s lives (Safaei, 2015, p. 127). A common 
denominator in the different concepts grouped under the umbrella of the Forum mode 
is the explicit consideration and incorporation of the values of beneficiaries in decision-
making through the creation of forum sites in which members of the public, stakeholders 
or concerned representatives can access deliberation of the issue at hand.

Based on a review of the most common conceptualisations of deliberative democracy in 
health care, Safaei (2015) distinguishes two categories: (1) participation of the general 
public and (2) participation of patients.

Deliberation with the general public
The general public may provide input regarding health policy decisions to foster the 
democratic legitimacy of policy processes. The focus on enhancing democratic legitimacy 
traces back to attempts of dealing with the problem of allocating scarce resources 
(Moreira, 2013, pp. 178–180) – the economic problem of health care that the Market 
mode similarly intended to solve. Whereas the Market mobilises measurements of 
outcomes and transparency of (measurement) procedures as key values of legitimate 
decision-making (Niezen, 2012), the issue of legitimacy remained. While ‘objective’ 
data may indicate the impact of different allocation choices, the choices themselves 
require normative evaluation about priorities and acceptable compromise (Solomon 
& Abelson, 2012). It was argued that public involvement and consultation (the Forum) 
could address this ‘legitimacy problem’ by distributing lines of expertise and hierarchies 
of power (Moreira, 2013, p. 176). In order to tackle this issue, different formats were 
introduced to foster state-citizen dialogue, ranging from one-off public consultations 
to more durable forms of participation. Solomon & Abelson (2012) describe that public 
deliberation differs from traditional forms of public consultation, such as public polling, 
in the sense that they seek to elicit value judgements regarding public issues in order to 
explicate: “what we should do”, unlike the Market tradition that prioritises individualism 
and consumer choice that premises “what I should do”.

In order to foster state-citizen dialogue different formats may be used such as visioning 
exercises with citizens regarding the future (e.g., the Urban Futures Studio). Furthermore, 
health councils (e.g. The citizen’s Council of the National Institute of Health and 
Clinical Excellence in the United Kingdom charged with issuing recommendations for 
improvements on key health issues) and national health bodies represent more durable 
forms of participation in which citizens can partake and may affect decisions (de Freitas, 
2017).

Deliberation with patients
Patient-centred care (PCC), first coined in the mid-1950s, is one of the first movements 
to conceptualise patient participation in health care. Although a variety of definitions 

of PCC exist in the literature, the definition of the Institute of Medicine (2001) is most 
frequently cited. The IOM which defines PCC as: “health care that establishes a partnership 
among practitioners, patients, and their families (when appropriate) to ensure that decisions 
respect patients’ wants, needs, and preferences and that patients have the education and 
support they require to make decisions and participate in their own care” (p. 7). PCC has 
since been recognised by the Institute of Medicine as a key component of quality of care 
(Institute of Medicine, 2001). The central aim of PCC is the shift away from a focus on 
disease (biomedicine) towards a focus on patients’ feelings and experiences: towards 
the ‘whole person’ (Wagner et al., 2005) in order to be able to heal the person (Epstein, 
2000; Robinson et al., 2008). Shared decision-making, defined by Elwyn et al. (2010) 
as “an approach where clinicians and patients share the best available evidence when 
faced with the task of making decisions, and where patients are supported to consider 
options, to achieve informed preferences” (p. 971) is considered the cornerstone of PCC 
(Gill, Fuscaldo, & Page, 2019). SDM acknowledges both health care professionals and 
patients as experts that may contribute to decision-making. Shared decision-making is 
positioned as an approach to deliberation that is in the middle between paternalism (i.e. 
the physician decides) and informed choice (i.e. the patient decides) (Godolphin, 2009; 
Makoul & Clayman, 2006). According to Stiggelbout et al. (2015) SDM should be the 
norm for decisions for which there is no (scientific) certainty about the optimal strategy. 
Charles et al. (1999) outline four key characteristics of shared decision-making: 1) there 
are at least two participants involved: the practitioner and the patient, who 2) share 
professional and experiential information, who 3) come together to create an agreement 
on the treatment to come and 4) to agree on the implementation of that treatment.

Another way in which EBM and PCC are brought closer together is by involving patients 
in research agenda-setting regarding a specific disease (see e.g.: Broerse, Zweekhorst, 
van Rensen, & de Haan, 2010).

Tools of the Forum
The purpose of this paragraph is not to provide an exhaustive list of tools that actors can 
use to engage in a variety of Forum sites. Instead, I will provide a brief overview of tools 
that may be used to foster patient-centred care, particularly shared decision-making 
to narrow the Forum down to the context in which it is studied in this thesis. Tools to 
support shared decision-making often focus on informing patients about their options. 
Information leaflets, option grids (e.g. Elwyn et al., 2013; Seal, Kynaston, Elwyn, & 
Smith, 2014) and patient decisions aids (e.g. Cuypers et al., 2019; Stacey et al., 2014) are 
well-known examples that provide patients with an overview of the benefits and risks of 
different treatment options. These tools may be intended for patients to prepare, thereby 
freeing up time to deliberate options during the consult. Although these tools make it 
more convenient for patients to access information outside of the consultation, it only 
covers half of one characteristic of SDM: the sharing of professional information about 
the pros and cons of different treatment options. Only one tool, the individualised care 
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plan (ICP) (CPZ, 2012) incorporates all the key characteristics of SDM as outlined in the 
previous paragraph. Drafting an ICP includes writing down patient’s goals, needs and 
what is important to them and fosters discussion on how these relate to the different 
treatment options (Vlek, 2014). Ideally, ICPs are ‘living documents’ that are used to 
monitor the treatment trajectory, reflect on earlier decisions and adjust the trajectory in 
case other elements change (Vlek, 2014). Although the use of an ICP fosters deliberation 
and explicit agreement on decisions made that patients also have access to, the ICP is 
most applicable for the setting of chronic care where the physician and patient have 
several contact moments usually over a prolonged period of time.

Struggles of the Forum
As described in the paragraph on the goals and principles of the Forum, first accounts 
of the Forum are found in engaging the public to elicit their values in order to allocate 
health care resources in line with citizens’ preferences. However, the notion that wider 
participation would lead to better decisions is not easily reconciled with policy makers’ 
goals of reaching consensus. Whereas the Forum elicits the diversity of values in society, 
it takes policy makers further away from consensus, rather than closer to it. Van den 
Daele (1996) notes that the multiplication of views makes the achievement of integrated 
results and the formulation of concrete policies more difficult (Van den Daele, 1996 in 
Rip, 2000). Furthermore, many started to perceive public participation as a tool for 
making rationing decisions under the veil of democratic legitimacy. This tendency 
towards tokenism, as opposed to true involvement and influence in decision-making, 
denies the essence of the Forum.

Accounts of tensions between the Forum and resource allocation are also found 
elsewhere. Shared decision-making, for example, has often been confused with ‘informed 
decision-making’ in which patients have full control over decision-making (see also: 
Charles et al., 1999). It makes sense to link this confusion to the introduction of market 
principles in health care that revolve around consumer choice and patients that ‘shop 
around’ for care that best fits their needs (see also: section ‘Goals and Principles of the 
Market’). Gill et al. (2019) note that patient autonomy should be integrated with other 
moral concerns regarding principles like justice and the equitable distribution of finite 
resources. Others similarly highlight the need to ensure that shared decision-making 
is operationalised ‘appropriately’, as to emphasise patients and physicians sharing 
decisions (Bredenoord, 2016; Optimaliseren Onderwijs Palliatieve Zorg, 2021) and 
considering patients’ preferred level of involvement based on their ability and wishes 
(Mutsaers & van der Horst, 2016), rather than framing it as patients ‘demanding’ the 
care they think they deserve.

Another struggle that I briefly touched upon earlier is the reliance of EBM (the Laboratory) 
on shared decision-making (the Forum) and the consequences of this entwinement 
particularly on the meaning and practice of shared decision-making. As described in the 

previous paragraph, the majority of tools to support shared decision-making is about 
offering standardised information regarding benefits and risks of different treatment 
options, that make them more in line with the logic of evidence-based medicine, than 
of patient-centred care. This is also reflected in the conceptualisation of SDM offered by 
Elwyn et al. (2010) who denote that SDM is “an approach where clinicians and patients 
share the best available evidence when faced with the task of making decisions” (p. 971), 
which precedes the consideration of patients’ preferences and by doing so does little to 
tackle the aforementioned issue of evidence that continues to trump clinical expertise 
and patient preferences.

After having introduced the three dominant modes of coordination: the efficiency mode 
(the Market), the effectiveness mode (the Laboratory) and the involvement mode (the 
Forum) that have largely been shaping health care policy practices throughout welfare 
societies, I will now turn to the theoretical background of this thesis. In this first 
chapter, I noted that the modes of coordination are often considered part of the same 
transformation process. This thesis departs from the notion that, actually, they are 
far from complementary functions of a mutually supportive transformation of health 
care institutions and practices. Instead, actors at the micro-level are confronted with a 
variety of co-existing practices that offer solutions to different problems.
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In the first chapter of this thesis, I described how dominant health care transformations, 
referred to as ‘‘paradigms of transformation’ arose historically in response to particular 
problems in the health care system. I further described that unlike paradigms that 
temporally shift from one dominant way of thinking to a new way of thinking, as the 
concept as introduced by Thomas Kuhn (1962) would imply, these paradigms are closer 
to our common sense use of this term as a set of practices that are different but that 
co-exist. Tiago Moreira, who analysed transformations in health care, relates this to the 
concept of three dominant ‘modes of coordination’ (Moreira, 2013) that distinguishes 
concurrent transformative processes from the notion of just one dominant paradigm. 
Moreira (2013) describes that “health care reform comes in different varieties underpinned 
by diverse models or ideals (..) and supported by parallel (..) practices and instruments” 
(Moreira, 2013, p. 24). A mode of coordination5 in this context, refers to a shared notion 
of how health care should be organised and the programs that are designed to support 
this goal or ideal. The three modes of coordination represent diverse views of which 
problems should be addressed in the health care system and what solutions are brought 
to the fore to resolve these issues, which were described in chapter 1.1. In this chapter, 
I draw on work from Hoppe and others regarding complex problems and problem 
structuring. I will use these concepts to describe how the three modes of coordination 
structure problems into seemingly ‘solvable issues’ at the policy level and how, in their 
extension to the clinical encounter, such structuring becomes problematic.

2.1 COMPLEX PROBLEMS
The health care system is characterised by complexity: health care is delivered in a 
range of different settings (different organisations, medical disciplines, patient groups 
et cetera) and it involves a multitude of actors including patients, health care providers, 
policy makers, health care insurers which involves the incorporation and balancing 
of (partly conflicting) interests. By extension, problems in the health care system are 
considered complex. Drawing from work of Rittel & Webber (1973), Hoppe (1989; 2012) 
and Hirsschemöller (1996) on policy planning and political science, three key aspects 
can be identified that define the complexity of problems. First, complex problems are 
multi-actor: the problem and its solution involve a multiplicity of stakeholders that 
often have different (possibly conflicting) views of the problem and its required solution 
(Elzen & Wieczorek, 2005). Second, complex problems are multi-factor: the problem is 
not caused by a single factor but is the result of the interplay between many interrelated 
factors, making it impossible to be solved by a single factor. Third, problems are multi-
level: to solve the problem, change is needed at the micro-level of individual actions, at 
the meso-level of structuring paradigms and rules, and at the macro-level comprising 
wider societal and cultural characteristics and trends.

5 The concept ‘mode of coordination’ was first coined by Thénevot (1984) and was further refined in 
collaboration with Boltanski (Thénevot & Boltanski, 2006)

Hoppe (1989) distinguishes between four types of problems: structured, moderately 
structured (including two subtypes) and unstructured problems, which differ in the 
level of agreement on the relevant facts and the relevant values. This typology highlights 
the socially constructivist nature of societal problem structuring (Hisschemöller & 
Hoppe, 1996) as their structuring relies on actors’ understanding and interpretation 
of the problem. Problems that are definable, understandable and consensual (Rittel 
& Webber, 1973) are referred to as ‘structured problems’. Such ‘technical problems’ 
are usually dealt with by one actor (Hisschemöller & Hoppe, 1996) and have a track 
record of ‘doability’ (Hoppe, 2012, p. 77). The research tradition for dealing with such 
technical problems is usually referred to as ‘mode 1 research’: identifying the cause6 
and formulating definitive, objective answers (Rittel & Webber, 1973). On the other 
hand, ‘unstructured problems’ – problems that lack both certainty and consensus – 
cannot be definitively described. The interpretive plurality of societal problems can lead 
some actors to classify an issue as ‘structured’, whereas others may classify the same 
issue as unstructured or moderately structured. Thus, the classification of problems 
is not necessarily static and may also change over time (Hoppe, 2012). Unstructured 
problems have no clearly identifiable boundaries that demarcate them from other 
problems. Unstructured problems cannot be pinpointed as belonging to one particular 
societal domain or system, which resonates with Rittel & Webber’s (1973) positioning 
of wicked problems in ‘open societal systems’ and highlights the ‘multi-level’ component 
of complex problems.

What is interesting is that the co-existence of the three modes of coordination 
attests to the complexity of contemporary health care. Meanwhile, each mode of 
coordination is associated with a different vision on relevant knowledge and values 
needed to combat the problem. The Market, for example, defines transparency, market 
competition and consumerism as key values and access to cost and quality information 
supplying the relevant knowledge needed for this solution to be effective. Meanwhile, 
the Laboratory premises the use of scientific evidence, particularly evidence derived 
from epidemiological studies, as the relevant source of knowledge to tackle issues of 
health care quality. Finally, The Forum premises the value of inclusion and argues that 
the knowledge and values of care recipients need to be involved in order to jointly 
establish how care should be delivered, thus highlighting the need for a counterweight 
to a disease-oriented health care system. Each mode thus essentially shifts an 
unstructured understanding of the problems in contemporary health care towards a 
structured understanding of the problem. The Market frames it as an efficiency issue, 
the Laboratory frames it as a knowledge issue(Kelly, 2018), whereas the Forum frames 
it as an issue of inclusion. Rittel & Weber (1973) clarify that “formulating the problem 
and conceiving a solution are identical” (p. 161) meaning that the construction of the 

6 Whereas structured problems commonly have a single identifiable cause, unstructured or complex 
problems are caused by an interplay of multiple factors.
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Box 2.1: Shared decision-making and personalised medicine
Practices of personalised medicine face the challenge of managing different modes of 

coordination in the clinical encounter, as these have seemingly opposite understandings 

of how to come to the most appropriate treatment for individual patients. Until recently, 

methods of personalisation focussed on presenting patients with information about treatment 

options which were then synthesised into a decision by weighing the benefits and risks 

together with patients’ unique preferences and needs. Especially when there is no clear 

“winner” among the treatment options, physicians and patients should engage in shared 

decision-making to ascertain the most suitable treatment by merging forms of evidence with 

subjective evaluations of that evidence. Such decisions are referred to as ‘preference-sensitive 

decisions’. This demarcation highlights that the need for SDM is connected to the certainty 

of the evidence. This resonates with earlier remarks about the Forum that denote that the 

patient’s input is required on issues that cannot be resolved by technical information alone 

and involve value-based or ethical tensions (Siegel et al., 2013).

With emerging forms of personalisation that focus on the use of genetic profiling to customise 

treatment to patient’s genetic makeup entering the scene, a new understanding of evidence 

is introduced that may render preference-sensitive decision-making clinically obsolete. The 

aim of personalised medicine is to tailor treatment according to the specificities of a given 

patient’s molecular profile. In the field of oncology care, for example, personalised medicine 

offers novel approaches that minimise toxicity while maximising drug efficacy. Such new-

found modes of personalisation offer a technological solution to a clinical problem. This 

recent shift in the focus within personalised medicine raises questions on how to manage 

the co-existing rationalities of the Forum (SDM) and the Laboratory (genetic profiling), 

particularly: how to navigate attempts to make care preference-sensitive in light of new 

forms of evidence that directly speaks to the genetic profile of the person. Some authors have 

suggested defining when SDM is critical by ‘flagging’ decisions that are ‘preference-sensitive’ 

that distinguish them from decisions that can be made primarily based on available scientific 

evidence (e.g., genetic profiles for certain forms of cancer). This demarcation of SDM as a 

strategy to decision-making only when decisions are considered ‘preference-sensitive’ may 

be seen as a way to bypass tensions between the co-existing rationalities of the Laboratory 

and the Forum, by appointing the certainty of evidence and its level of personalisation as 

a decision criterion for whether or not to engage in SDM. Nevertheless, a qualitative study 

found that there is no universal understanding of what “preference-sensitive” is or that 

it even exists, that is, noting that all decisions are essentially preference-sensitive (Van 

Der Weijden et al., 2013). Even when there is high certainty about evidence, there may be a 

need to engage in SDM with specific patients when the evidence is less certain (e.g., patients 

with comorbidities) or with specific individual patients who have strong preferences (Politi, 

Studts, & Hayslip, 2012). The demarcation of ‘preference sensitive decisions’ thus resembles 

a compromise that, when left sufficiently vague, delegates the tension of integrating genetic 

facts and patient values to the clinical encounter.

The example of shared decision-making and personalised medicine illustrates how 
each practice proposes the relevant facts and values to resolve the issue at hand – 
i.e., deciding on appropriate care for individual patients. Similar to Figure 2.1 depicted 
earlier, both practices, provide an unstructured framing of the problem, one that 
premises effectiveness, the other involvement. Thus, within each practice, there is a 
sense of agreement about the relevant knowledge and values that inform decision-
making.

Figure 2.2. The role of boundary relations in problem structuring
The push for Personalised Medicine (Laboratory mode) and concomitant push for Shared Decision-making 
(Forum mode) encounter tensions in the clinical encounter. These tensions bring to bear the complex situated 
dynamics between co-existing modes of coordination, forcing the arrow back into the corner of ‘unstructured 
problems’. The blue arrows represent boundary negotiations, situated dynamics between the Laboratory and 
the Forum that may spark instances of compromise and conflict.

Figure 2.2 illustrates how the co-existence of these two practices introduce two different 
understandings of who’s knowledge and values are considered in decision-making, 
hence shifting from a structured problem of either effectiveness or involvement to an 
unstructured problem in which there is disagreement about facts and values. May et 
al. (2006) describe how encounters of the Forum rationale and the Laboratory rationale 
in clinical decision-making trace back to tensions regarding epistemological authority. 
Specifically, the authors describe how the Laboratory “brings in its wake a problem of 
whose knowledge counts in the clinical encounter” (May, Rapley, Moreira, Finch, & 
Heaven, 2006, p. 1028). Whereas SDM holds that patient’s input is required to merge 
forms of evidence with subjective evaluations of that evidence, the role of subjectivities 
in clinical decision-making becomes secondary to evidence when the evidence itself 
can be uniquely tailored to individual patients, thus increasing the certainty of its 
effectiveness. Figure 2.2 below illustrates that the boundary relations (blue arrows) spark 
tensions revolving around whose knowledge counts that direct the arrow from the top 
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left quadrant of structured problems back to the bottom right quadrant of unstructured 
problems.

As noted earlier, the demarcation of SDM to ‘preference sensitive’ decisions may be seen 
as a compromise between the two modes of coordination that reduces uncertainty about 
whose knowledge counts, by appointing certainty of evidence as a decision criterion to 
determine whether or not to engage in SDM. This demarcation, however, has proven 
difficult to implement in practice given that there is no absolute definition of ‘preference 
sensitive’ that could keep the two modes of coordination separated by designating where 
each of them ‘belongs’.

Another example of these situated dynamics and its implications for problem structuring 
is described in Box 2.2 ‘Clinical practice guidelines as rationing tools’.
 

Box 2.2: Clinical practice guidelines as rationing tools
Clinical practice guidelines, tools of the Laboratory mode, are primarily developed to improve 

the quality and safety of care. Guidelines provide recommendations about appropriate health 

care that are intended to reduce variation and maintain, or improve, the quality of health 

care. In this setting, CPGs serve as tools that legitimise professional autonomy of health care 

professionals that integrate best available external evidence, clinical expertise and patient’s 

values and preferences in order to deliver appropriate care to patients, as depicted in the 1996 

model of evidence-based medicine (Sackett, et al., 1996).

CPGs are, however, increasingly viewed as tools that could be used for other purposes as 

well, including legal defence and health care reimbursement (Huttin, 1997). The use of CPGs 

for health care priority setting has been proposed as a potential mechanism to assure the 

commissioning of effective health care and depiction of minimally required or ‘necessary 

care’ by reimbursement authorities (Huttin, 1997). Nowadays, provider contracting and 

reimbursement by health care insurers are increasingly informed by CPGs adding levels 

of accountability to clinical guideline adherence regulated by non-professionals (De Jong, 

2008). De Jong (2008) notes that CPGs initially served as tools that legitimised professional 

autonomy, but that newly added layers of external accountability actually serve to de-

professionalise the medical profession.

Whereas, Market actors argue that CPGs narrow the asymmetrical distribution of knowledge 

between providers, payers and patients, Lawler & Norheim (2015) critically note that “priority 

setting in health care contends that services with uncertain or no documented effects can 

be legitimately withheld” (Lawler & Norheim, 2015, p. 1481). A concern that underlies the 

extension of CPGs to serve as rationing tools is the harm that external accountability may 

do to the integrity of evidence-based practice. Several authors (Berg, 1997; Greer et al., 

2002; Lambert, 2006) have expressed worry about the exacerbation of ‘cookbook medicine’, 

the indiscriminate application of research evidence, that opposes the mindful use of CPGs 

as means to enhance clinical judgement in which the three epistemic inputs of EBM: best 

external evidence, clinical expertise and patient’s preferences together inform appropriate 

care. Cookbook medicine runs counter to the notion of ‘bottom-up’ evidence-based medicine 

that EBM’s founders propose as means to uphold the integrity of the EBM trinity. Thus, 

increased guideline adherence may improve the uniformity of care, yet it does not necessarily 

improve quality (de Jong, 2008), or efficiency for that matter.

The example ‘clinical practice guidelines as rationing tools’ how the mobilisation of 
CPGs as a resource for achieving different goals sparks tensions between the Market 
and the Laboratory. Within the Laboratory, the CPG is mobilised to resolve a knowledge 
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deficiency by encouraging clinicians to integrate best available external evidence 
into clinical decision-making. As Market actors assign a new purpose to the CPG, its 
position in clinical decision-making shifts from self-regulatory to externally regulated 
in which non-medical actors demand access to information to judge the quality and 
costs of medical interventions. Resultant tensions between co-existing rationalities 
are caused by differences in understanding about the relevant facts and values to 
govern decisions about appropriate or necessary care. The problem-solution coupling 
assigned to the CPG by the Laboratory mode is disturbed once market actors start to 
assign additional purposes to the repertoire of the CPG. Resultant tensions between 
the modes of coordination bring to bear the complexity of contemporary health care; 
the structuration again, becoming unstructured.

The examples depicted in Box 2.1 and Box 2.2 illustrate that in specific situations, the 
modes of coordination can be aligned or opposed to one another. These instances, of 
what Moreira describes as ‘boundary relations’ show the complex situated dynamics 
of compromise and conflict between modes of coordination of health care at different 
levels of the health care system. Moreira concludes that the three modes of coordination 
are different implementations of health care transformation with different underlying 
epistemic and political dimensions, rather than complementary functions of the same 
process of transformation of health care institutions. Moreira argues that the co-
existence of the three modes of coordination poses a central problem to societal actors 
seeking to make sense of and influence the shape of contemporary health care (Moreira, 
2013, pp. 214, 235), since these modes of coordination not merely co-exist, they are 
mutually dependent on one another. Table 2.2 illustrates some instances of the mutual 
dependencies between the modes of coordination that may work to reinforce (green 
arrows) or oppose (red arrows) one another.
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Box 2.3: Legend Table 2.2
1. Although laboratory tools such as clinical practice guidelines are primarily developed to 

promote evidence-based health care delivered by health care professionals (self-regulatory) 

encouraging clinicians to base medical decisions on systematic reviews of best available 

scientific evidence, market actors such as health insurers and regulatory bodies increasingly 

use CPGs to regulate the health provision market (externally regulated).

2. The Laboratory sets out a technical system of decision-making that entails the 

“conscientious, explicit, and judicious use of current best evidence in making decisions 

about the care of individual patients”. Policy makers draw on these technical tools to support 

rational allocative decision-making that allows for information-based economic decision 

making in a bureaucratically organised health care system.

3. The Market and the Forum use different implements to establish what constitutes value. 

Whereas Market tools often focus on costs or cost-effectiveness, Forum tools are intended to 

include a wider range of values by engaging in deliberation.

4. The Laboratory imposes a top-down system of decision-making informed by evidence from 

population research. This opposes the individualised Market system that is guided by choice 

and aggregate societal preferences.

5. The Market mode presumes that the health care system caters to the preferences of 

consumers, that foregrounds choice (“what would I do?”). As opposed to a focus on the 

individual, the Forum promotes deliberation as a way to elicit value judgements regarding 

“what would/should we do?”.

6,7. The pursuit of truth in the Laboratory mode awards a top-down epistemic authority to 

those who possess knowledge (experts). This asymmetrical distribution of knowledge opposes 

the distribution of expertise and power that is needed for democratic deliberation central to 

the Forum mode.

In this chapter, I introduced the concepts to unravel how health care transformations 
are extended to the clinical encounter. I drew on work of Hoppe and others on complex 
problems to describe how the three modes of coordination structure problems into 
seemingly ‘solvable issues’ at the policy level and how, in their extension to the 
clinical encounter, such structuring becomes problematic. What happens to these 
transformation initiatives in their transfer to the clinical encounter thereby becomes 
an important unit of analysis for studying what dominant transformations in health 
care become and what challenges emerge in their encounter.

2





50 51

research designchapter 3

This chapter outlines the research questions, the adopted research approach and the 
research projects and methodologies that were applied in this thesis. Also, the research 
validity and outline of this thesis are discussed in this chapter.

3.1 RESEARCH QUESTIONS
The objective of this thesis is to examine the practices of high-value, cost-conscious 
care, clinical guideline development and shared decision-making, in order to analyse 
how the modes of coordination regarding efficiency, effectiveness and involvement are 
extended to the micro-level and how in this encounter, these modes of coordination are 
shaped, also in relation to each other. I introduced the concept ‘modes of coordination’ 
to highlight that health care transformations are co-existing processes with different 
underlying epistemic and political dimensions, rather than complementary functions of 
the same process of transformation of health care institutions. This thesis pays specific 
attention to the extension to the clinical encounter as this is the place where such health 
care transformations are likely to meet, and the consequences of these interactions can 
be empirically explored.

Building on work of Moreira, this thesis examines three practices: 1) educating future 
doctors to practice high-value, cost-conscious care (efficiency); 2) formalising knowledge 
in knowledge infrastructures through clinical practice guidelines (effectiveness); and 3) 
organisational policy directives that promote the implementation of shared decision-
making (involvement) that extend the three dominant modes of coordination: the 
Market (efficiency), the Laboratory (effectiveness) and the Forum (involvement) to the 
clinical encounter.

The first research question thus reads:

RQ 1: How are the three modes of coordination regarding efficiency, effectiveness and 
involvement extended to the micro-level?

The second research question unravels which tensions between different modes of 
coordination may arise in the process. It focuses specifically on the situated dynamics 
between the modes of coordination, which Moreira coined ‘boundary relations’, which 
may underlie how the modes of coordination are shaped in practice. Articulating tensions 
allows them to be more widely reflected on and provides insight into the implications 
they may have in the consulting room.

RQ 2: Which tensions arise between concurrent transformations that extend the three 
modes of coordination regarding efficiency, effectiveness and involvement to the micro-
level?

Rather than do away with tensions, this thesis contextualises the dynamics between 
the three modes of coordination as parts of the system on which each transformation 
builds. Proposed health care reforms seek to become embedded in an established system 
of ready-formed moral worlds and social relationships and thus undergo a process 
of adaptation to and shaping by actors that draw upon these structures (Moreira, 
2013). This implies that for health care transformations to be sustainable, we need 
to incorporate the structuration of the existing system, in which the three modes of 
coordination represent dominant views of how health care ought to be organised. The 
third research question explores opportunities to make the boundary relations between 
the modes of coordination more productive, as to strengthen the practices of high-value, 
cost-conscious care, clinical practice guidelines and shared decision-making.

RQ 3: How could boundary relations between concurrent transformations that extend 
the three modes of coordination regarding efficiency, effectiveness and involvement to 
the micro-level be made more productive?

3.2 RESEARCH APPROACH
Examining what happens to dominant health care transformation in their transfer 
to the clinical encounter benefits from a research approach that supports an in-
depth examination of the practices, their process of micro-level extension and the 
consequences of this process. In order to study this, four case studies were selected 
(see table 3.3) each of which providing illustrative examples of the three dominant 
modes: efficiency, effectiveness and involvement and how they are extended to the 
clinical encounter.

To allow for an analysis of a diverse range of transformations that extend these ideals to 
medical practice, this thesis combines original research with secondary data analyses. 
Each research question is addressed using examples from the case studies that all entail 
current efforts to extend these policy ideals to the micro-level through 1) organisational 
policy directives that promote the implementation of shared decision-making in a 
Dutch hospital (involvement); 2) educating future doctors to practice high-value, 
cost-conscious care (efficiency); and 3) the formalisation of knowledge in knowledge 
infrastructures through the development of clinical practice guidelines (effectiveness).

The research methodologies employed in these studies were primarily qualitative, 
with the exception of two studies on guideline development, for which we employed a 
mixed-methods design. The use of qualitative research methods was considered most 
suitable in relation to the central aim of this thesis that was focused on unravelling 
how health care transformations are extended to the clinical encounter. In qualitative 
research, the researcher examines why events occur, what happens, and what those 
events mean to the participants studied (Teherani, Martimianakis, Stenfors-Hayes, 
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Wadhwa, & Varpio, 2015). In the subsequent paragraphs, I will describe how qualitative 
methods and a combination of quantitative and qualitative mixed-methods support 
an exploratory research approach that focuses on ‘how’ and ‘why’ questions and how 
such questions lay the groundwork for researchers to explore and reflect, together with 
research participants, on underlying problems/tensions and new action repertoires for 
their resolution.

The case studies and employed research methods are structured according to the three 
modes of coordination: involvement, efficiency and effectiveness, which are summarised 
in Table 3.3.
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3.2.1 EXTENDING INVOLVEMENT TRANSFORMATIONS TO THE 
CLINICAL ENCOUNTER
In order to examine how involvement transformations are extended to the clinical 
encounter, we focus on the case of the implementation of shared decision-making, 
a research project commissioned by a teaching hospital located in Amsterdam. The 
interview studies regarding facilitators and barriers of shared decision-making were 
conducted, because shared decision-making had been adopted as an organisational 
policy and shared goal among health care professionals and educators working at the 
hospital. A series of qualitative interviews on shared decision-making and related 
facilitators and barriers were conducted by research interns of the Athena Institute 
(VU Amsterdam) in 2015. 83 semi-structured interviews were conducted with physicians 
(n= 28), medical residents (n= 23), nurses (n= 12), and department managers (n=5) 
working in psychiatry, internal medicine, general surgery, intensive care medicine, 
obstetrics/gynaecology and orthopaedics.

The purpose of the interviews was three-fold: 1) to examine how health care 
professionals define shared decision-making; 2) to discuss barriers that impede the 
practice of shared decision-making; and 3) to discuss facilitators that support the 
practice of shared decision-making. A variety of medical disciplines were included, in 
order to examine potential barriers to SDM in a variety of settings. Oncology care, for 
example, is characterised by a myriad of preference-sensitive decisions that offer many 
opportunities to engage in SDM. In situations of emergency, like those encountered 
in obstetrics and intensive care medicine, however, it may be difficult to engage in 
SDM. In other medical disciplines, there may be different reasons why SDM is still not 
widely implemented. In psychiatric care, for example, it may be difficult to balance 
between the clinical and ethical justifications for SDM. Slade (2017) relates the clinical 
justification to the notion that involving patients in decision-making would lead to better 
patient outcomes, because of higher quality decision making and increased treatment 
adherence. The ethical justification traces back to the right to self-determination; a 
person’s right to be involved in decisions affecting them. Slade (2017) describes that 
the two concepts may be particularly conflated in psychiatric care, making the ‘right’ 
balance between principles of beneficence, non-maleficence, patient autonomy and 
justice less straightforward (Berg, Bjornestad, Våpenstad, Davidson, & Binder, 2020). In 
addition to interviews with health care professionals from different medical disciplines, 
interviews were conducted with patients from oncology and psychiatry about recent 
experiences with medical decision-making and barriers that they had encountered to 
participate in decision-making.

With participant consent, each interview was audio-recorded and transferred into 
verbatim transcripts. Qualitative analysis software was used to code the transcripts 
inductively using a grounded theory approach. The most salient codes and relationships 
between codes were identified and aggregated into descriptive themes, using thematic 

synthesis. Based on the analysis, the research interns condensed comparisons of the 
similarities and differences in the SDM definitions provided by the research participants, 
as well as a list of common barriers and facilitators that affect the implementation of 
shared decision-making.

This case study resulted in one paper (chapter 4) that examines how healthcare 
professionals give meaning to the practice of SDM within the context of the clinical 
encounter. Chapter 4 explores how physicians conceptualise SDM and how they 
manouvre the nuances of decision-making styles in their daily practice that shape how 
shared decision-making is practiced (RQ 1). Furthermore, chapter 4 identifies common 
barriers that may impede the practice of SDM (RQ 2) and proposes strategies to overcome 
these barriers (RQ 3).

3.2.2 EXTENDING EFFICIENCY TRANSFORMATIONS TO THE 
CLINICAL ENCOUNTER
In order to examine how efficiency transformations are extended to the clinical 
encounter, we focus on the case of the Bewustzijnsproject, a project commissioned by 
the Ministry of Public Health Welfare and Sports and the Medical Specialties Council 
(Het College Geneeskundige Specialismen). The Council is responsible for monitoring 
the quality, legislative responsibilities and future directions of the medical training of 
all future medical specialists and general practitioners, excluding geriatric medicine, 
occupational medicine and education for intellectual disability physicians. In two 
chapters, the research questions are addressed. Before elaborating on these research 
questions and how these were addressed, I briefly attend to the project context of the 
Bewustzijnsproject.

The Bewustzijnsproject was initiated to guide the implementation of high-value, cost-
conscious care in postgraduate education in the Netherlands between 2015 and 2018. 
The project was set up to develop HVCCC educational materials for all Dutch fellowship 
programs to support the translation of HVCCC to educational practice. Among these 
educational approaches, the Bewustzijnsproject encouraged motivated medical residents 
to set up new HVCCC innovative practices, referred to as ‘HVCCC projects’, which 
resulted in over 200 resident-led HVCCC projects. In order to answer the research 
questions of this thesis, we were specifically interested in studying the introduction of 
new modes of medical decision-making into practice. To achieve this goal, we selected 
the resident-led HVCCC projects as our units of analysis, in order to capture in-time 
experiences with the implementation of innovations to promote HVCCC delivery.

We conducted semi-structured interviews between January and June 2018 with 49 
respondents that were involved in initiating (residents, n=39) or coordinating (attending 
physicians, n=10) a total of 41 HVCCC projects. Participants from 18 different hospitals 
were interviewed, with most respondents working at university medical centres (n=35) 
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and relatively fewer respondents working at local teaching hospitals (n=14). In order 
to select relevant projects for this study, the project plans of the HVCCC projects were 
screened to select only those that addressed one or more components of HVCCC as 
follows: (1) a focus on the reduction of low-value care, (2) a focus on the delivery of good-
value care; (3) a focus on raising cost consciousness and/or (4) a focus on reducing health 
care costs. Each interview was audio-recorded and transferred into verbatim transcripts. 
All the interviews were summarised and sent to the interviewee for member check.

The goal of the interviews was three-fold: 1) to elicit physicians’ perspectives on the 
meaning of high-value, cost-conscious care; 2) to examine how physicians (in training) 
translate high-value, cost-conscious care into an HVCCC project; and 3) to discuss how 
respondents’ HVCCC projects might be facilitated or hindered in local contexts. A semi-
structured interview design was selected because we were interested in physicians’ 
perspectives on the meaning of HVCCC and how their understanding might influence 
their behaviour. Furthermore, we sought to gain an in-depth understanding of how 
HVCCCC might be shaped by the contextual circumstances. The semi-structured 
interview design, which combines pre-defined questions whilst leaving room for the 
researchers to probe for more detailed responses and explore new areas of inquiries, 
was considered most suitable to unravel how contextual factors7 may affect the meaning 
and practice of HVCCC.

This case study resulted in two papers from a different angle; 1) the consequences 
of delegating resource stewardship to physicians, which is described in Chapter 5, 
addresses the first and second research question, 2) the formulation of strategies – 
coined ‘HVCCC carriers’ – to overcome barriers and support the implementation of 
high-value, cost-conscious care, which is described in Chapter 6, addresses the second 
and third research question.

3.2.3 EXTENDING EFFECTIVENESS TRANSFORMATIONS TO THE 
CLINICAL ENCOUNTER
In order to examine how effectiveness transformations are extended to the clinical 
encounter, we report on two case studies on guideline development practices. Clinical 
practice guidelines extend the ideal of effectiveness to the clinical encounter by 
encouraging clinicians to base medical decisions on the best available evidence.

The third case study of this thesis entails a secondary data analysis of a mixed-methods 
study that was conducted to identify pertinent quality issues in clinical practice 
guidelines. This mixed-methods study, commissioned by the Directions Council 
Quality of Care (Regieraad Kwaliteit van Zorg), was conducted by researchers of the 

7 The analysis informed by a Realist Evaluation approach is further described in the description of 
Chapter 6

Institute of Health Policy and Management (iBMG), Erasmus University. The Directions 
Council was appointed by the Dutch Ministry of Welfare and Sports in 2009 to formalise 
clinical guideline development practices in the Netherlands. Researchers from the iBMG 
were commissioned by the Council to conduct a quality assessment of Dutch clinical 
practice guidelines in order to inform priorities for future guideline development. The 
researchers quantitatively assessed the quality of 62 Dutch CPGs using the Appraisal 
of Guidelines, Research and Evaluation (AGREE) instrument (for more details on the 
AGREE instrument, see chapter 7). Furthermore, the researchers conducted twenty 
in-depth semi-structured interviews with guideline developers and experts in order to 
get a better sense of the guideline development process, examine how findings from 
the quantitative analysis could be explained, and discuss how different quality aspects 
are included in the development process.

Chapter 7 analyses how effectiveness is shaped by the way that guidelines practice 
guidelines are developed, and what becomes of the CPG as an end product that clinicians 
use to guide medical decisions (RQ 1). Furthermore, we analyse how such quality issues 
may stem from tensions between demands for ‘high-quality evidence’ and ‘quality 
improvement’ that are perpetuated by dominant systems of guideline development 
(RQ 2).

The fourth case study of this thesis entails a research project that was conducted on 
behalf of the Guidelines International Network (GIN) to examine guideline developers’ 
experiences with developing guidance in response to the Covid-19 pandemic. This mixed-
methods study combines data collection through a web-based survey with guidance 
developers (n=76) with qualitative follow-up interviews with information specialists 
and guidance department directors (n=5). The survey inquired about knowledge sources 
used to develop Covid-19 guidance and methods used for rapid knowledge appraisal and 
synthesis. Furthermore, respondents were asked to list the most important challenges 
in developing Covid-19 guidance, strategies used to address these and perspectives on 
the implications of the Covid-19 pandemic on future guidance development. Trained 
research interviewers conducted the semi-structured follow-up interviews using Zoom 
videoconferencing between June and August 2020 to further understand challenges and 
changes in guidance production.

Chapter 8 describes how guidance was produced in the absence of what is normally 
considered to be high-quality knowledge or evidence, also referred to as ‘epistemic 
uncertainty’. Based on findings, we condensed a number of mechanisms that guidance 
developers employed during the Covid-19 pandemic to produce credible guidance by 
adjusting and/or extending existing repertoires to make them more productive in a 
setting of epistemic uncertainty. These mechanisms point to opportunities to make 
boundary relations between the modes of coordination in guideline development 
practices more productive (RQ 3).
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3.3 SCIENTIFIC VALIDITY
Various strategies were employed to maximise scientific validity and contribute to 
the research’s credibility and consistency. In order to enhance the validity of research 
findings and minimise researcher bias, we used different methods for triangulation 
(Denzin, 1970). In two studies (chapter 7 and 8), we applied data triangulation (Turner 
& Turner, 2011) by employing a mixed-methods design that combined quantitative 
data collection, used to describe a phenomenon, followed by qualitative data collection 
to unravel the underlying mechanisms that help explain the phenomenon. Using a 
sequential research design, findings from the preceding phase of quantitative data 
collection were discussed during qualitative follow-up interviews in order to clarify and 
enrich the findings. This particular method of discussing data with research participants 
was also used to triangulate data in qualitative interview studies. During interviews 
with physicians involved in the Bewustzijnsproject, for example, researchers brought 
up (anonymised) findings from preceding interviews to let ‘respondents talk with 
one another’ so to speak. This allowed the researchers to check whether experiences 
from physicians in one context resonated with others operating in a different context 
(external validity) and/or provide nuance to findings in case of contrasting findings. 
Furthermore, we applied researcher triangulation (Denzin, 1970) by involving a minimum 
of two researchers (but sometimes more) in the setup and execution of the research 
activities. Given the entwinement of data collection and analysis described above, 
regular meetings were scheduled with the researchers involved to refine questions and 
explore emerging avenues of inquiry. To ensure the validity of the studies involving 
secondary data analysis, the principal investigators of the parent studies were involved. 
Finally, we conducted member checks where possible, sending research participants 
summaries of the interviews to check whether our interpretation corresponded with 
their views on what had been said.

3.4 OUTLINE OF THIS THESIS
The following five chapters (chapters 4–8) will each discuss one of the case studies that 
I have presented in section 3.2, in identical order. Chapter 4 presents the first case 
study, in which we unravel how the implementation of shared decision-making extends 
the ideal of involvement to the clinical encounter by offering a model that seeks to 
involve patients in decisions about their care. We explore how physicians shape shared 
decision-making in the clinical encounter, what barriers may impede the practice of 
SDM and suggest strategies to overcome these barriers. Chapter 5 and 6 are centred 
around the case study of the Bewustzijnsproject that extends the ideal of efficiency to the 
clinical encounter by teaching doctors to become ‘stewards of scarce resources’. Chapter 
5 examines the introduction of ‘high-value, cost-conscious care’ in Dutch fellowship 
programmes from the perspective of physicians’ professional accountability. It unravels 
how physicians tinker with newly assigned stewardship responsibilities in the realities of 

their daily care practice, the barriers they encounter in the process, and finally, analyses 
what becomes of the concept of high-value, cost-conscious care as a result. Chapter 6 
examines contextual factors that affect the delivery of high-value, cost-conscious care 
in medical practice. The paper formulates strategies to support the implementation of 
high-value, cost-conscious care that takes the context in which HVCCC needs to operate 
into account. Chapter 7 and 8 are centred around two case studies on clinical guideline 
development practices that extend the ideal of effectiveness to the clinical encounter 
by encouraging clinicians to base medical decisions on the best available evidence. 
Chapter 7 is centred around a mixed-methods study in order to identify pertinent 
quality issues in clinical practice guidelines. Chapter 7 analyses how effectiveness 
is shaped by the way that guidelines practice guidelines are developed, and what 
becomes of the CPG as an end product that clinicians use to guide medical decisions. 
Furthermore, we analyse how quality issues may stem from tensions between demands 
for ‘high-quality evidence’ and ‘quality improvement’ that are perpetuated by dominant 
systems of guideline development. Chapter 7 points to the lack of alignment between 
different modes of coordination that lead to a narrowed definition of how effectiveness 
gets extended to the clinical encounter through clinical practice guidelines. Chapter 
8 captures guideline developers’ experiences with developing guidance in response to 
the Covid-19 pandemic. In this paper, we analyse how guidance was produced in the 
absence of what is normally considered to be high-quality knowledge or evidence, also 
referred to as ‘epistemic uncertainty’. The paper summarises mechanisms that guidance 
developers employed during the Covid-19 pandemic to produce credible guidance by 
adjusting and/or extending existing repertoires to make them more productive in a 
setting of epistemic uncertainty, which point to opportunities for closer alignment 
between the modes of coordination in guideline development practices. In Chapter 
9 – Discussion and Conclusion – I draw overall conclusions from my work. First, I 
provide an overview of key findings by answering the research questions of this thesis 
per case study. Based on this overview, I unravel the dynamics between the modes of 
coordination that were observed in the studied micro-level practices and propose ways 
of managing these dynamics more productively as to strengthen these practices. I reflect 
on dominant structures that appeared in the case studies that imply that boundary 
relations between the modes of coordination are not equally balanced. I introduce the 
concept of valuation to clarify that transformation ideals are socially constructed: they 
are established, assessed, negotiated, provoked, maintained and/or contested, which 
implies that the valuation of transformation ideals is a process that may continuously 
be tinkered with. The concept of ‘valuation’ helps understand how values are composed 
within practices but bears no prescriptive agency as to which composition of values is 
desirable. To turn a descriptive analysis of valuation into a prescriptive analysis that can 
be used to guide sustainable transformation practices, I add the concept of situatedness. 
This concept connects valuation to the aims strived for through different transformation 
efforts, by distinguishing between situations in which the dominant structures promote 
the normative intents of transformation practices and in which situations it obstructs 
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the improvement of value that is strived for through other modes. Finally, I propose 
directions for further research that anticipate situatedness and reflect on the possible 
directions that health care transformations may take.
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ABSTRACT
Background: Shared decision-making (SDM) is considered the ‘final stage’ that 
completes the implementation of evidence-based medicine. Yet, it is also considered the 
most neglected stage. SDM shifts the epistemological authority of medical knowledge to 
one that deliberately includes patients’ values and preferences. Although this redefines 
the work of the clinical encounter, it remains unclear what a shared decision is and how 
it is practised.

Aim: The aim of this paper is to describe how health care professionals manoeuvre the 
nuances of decision-making that shape SDM. We identify barriers to SDM and collect 
strategies to help health care professionals think beyond existing solution pathways 
and overcome barriers to SDM.

Methods: Semi-structured interviews were conducted with 68 health care professionals 
from psychiatry, internal medicine, intensive care medicine, obstetrics and orthopaedics 
and 15 patients.

Results: This study found that health care professionals conceptualise SDM in different 
ways, which indicates a lack of consensus about its meaning. We identified five barriers 
that limit manoeuvring space for SDM and contest the feasibility of a uniform, normative 
SDM model. Three identified barriers: (1) ‘not all patients want new role’, (2) ‘not all 
patients can adopt new role’, and (3) ‘attitude’, were linked to strategies focused on the 
knowledge, skills and attitudes of individual health care professionals. However, these 
strategies are complicated by systemic barriers: (4) ‘prioritisation of medical issues’ and 
(5) ‘lack of time’ that render such individual-focused strategies insufficient.

Conclusion: There is a need for a more nuanced understanding of SDM as a ‘graded’ 
framework that allows for flexibility in decision-making styles to accommodate patient’s 
unique preferences and needs and to expand the manoeuvring space for decision-
making. The strategies in this study show how our understanding of SDM as a process of 
multi-dyadic interactions that spatially exceed the consulting room offers new avenues 
to make SDM workable in contemporary medicine.

INTRODUCTION
There is consensus about the importance of implementing shared decision-making 
(SDM) in the health system. First, SDM is seen as a framework that preserves patients’ 
right to self-determination (Hamann, Leucht, & Kissling, 2003). Second, SDM is key to 
integrate the three epistemic domains of evidence-based medicine (EBM): best available 
evidence, clinical expertise and patient’s preferences (Barratt, 2008; Hoffmann et al., 
2014). While SDM was conceptualised at a time when EBM was still in its infancy, 
present-day their relationship still remains elusive (Hoffmann et al., 2014). Frequently 
cited models such as the three-talk model developed by Elwyn et al. (2017, 2012) embed 
EBM in decision-making through a series of steps starting with the facts during what is 
referred to as ‘option talk’. In the subsequent step, values and preferences are discussed 
that together inform in the final step of shared decision-making. Although this neatly 
outlines how the instrumental input of EBM is divided across different phases of 
decision-making, it does little to address the integration of these epistemologically 
different inputs, which seem to remain judgements of the individual health care 
professional8. Indeed, SDM is considered by some as the most neglected component 
of EBM (Friesen-Storms, Bours, van der Weijden, & Beurskens, 2015; Hoffmann et al., 
2014; Nijhuis, Faber, Post, & Bloem, 2017).

Stiggelbout et al. (2015) note that for preference-sensitive decisions – decisions for 
which there is no (scientific) certainty about the optimal strategy – SDM should be 
the norm. However, the implementation of SDM has not caught up to the ubiquity of 
uncertainty that characterises contemporary medicine (Nijhuis et al., 2017). Previous 
studies (Elwyn, Légaré, Weijden, Edwards, & May, 2008; Joseph-Williams et al., 2017; 
Lloyd, Joseph-Williams, Edwards, Rix, & Elwyn, 2013) have highlighted the lack of 
a shared, coherent understanding of SDM as an important barrier that obstructs the 
effective implementation of SDM into medical practice. Although SDM redefines the 
work of the clinical encounter (May et al., 2006), it remains unclear what a shared 
decision is and how it is practised (Stevenson, 2001; Thomas, Kuper, Chin-Yee, & 
Park, 2020). Lloyd et al. (2013) conclude that this ‘patchy coherence’ warrants further 
exploration of sense-making work, i.e. actors’ exploration of the differences between the 
newly proposed practice and already established practices (May & Finch, 2009).

Building on previous studies, we examine how health care professionals ‘make sense’ of 
SDM as a practice, inspired by the Normalization Process Theory (NPT). NPT describes 
the implementation of practices as “resulting from people individually and collectively, 

8 Although this act of integrating and weighing cannot necessarily be explicated in SDM models 
in order to guide practice, this “how-to” is currently also not addressed in medical education, as 
courses on EBM and SDM so far have remained separate. (see also: Hoffmann TC, Montori VM, 
Del Mar C. The connection between evidence-based medicine and shared decision making. JAMA. 
2014;312(13):1295-1296).
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to enact them” (May & Finch, 2009, p. 2) and denotes that practices are socially shaped 
to make them workable in specific contexts (May & Finch, 2009). As such, building 
coherence between SDM and established practices requires actors to collectively invest 
meaning in SDM – i.e., ‘make sense’ of SDM in practice.

This study explores the sense-making work done by health care professionals working 
in different medical disciplines in the Netherlands and accompanying implementation 
issues. First, we explore how health care professionals conceptualise SDM and how they 
manoeuvre the nuances of decision-making that shape SDM. Furthermore, this study 
presents a set of strategies collected from different disciplines that may help health care 
professionals to think beyond existing solution pathways and overcome barriers to SDM 
in order to bridge the gap between the philosophy and practice of EBM.

METHODS
This qualitative study on barriers and strategies related to the implementation of SDM 
was set up at a teaching hospital located in Amsterdam, the Netherlands.

DATA COLLECTION
Eighty-three (83) semi-structured interviews were conducted between February and July 
2015 with physicians (n = 28), medical residents (n = 23), nurses (n = 12), and department 
managers (n = 5) working in psychiatry, internal medicine9, general surgery, intensive 
care medicine, obstetrics/gynaecology and orthopaedics. Interviewees were asked to 
describe aspects of SDM and what barriers they encountered to implement SDM into 
practice.

In addition, 15 patients from psychiatry and oncology were interviewed about recent 
experiences with medical decision-making and barriers that they had encountered 
to participate in decision-making. Oncology was selected because this discipline is 
characterised by a myriad of preference-sensitive decisions10 (Politi et al., 2012). In 
psychiatry, on the other hand, SDM is still in its infancy (Goss et al., 2008; Hamann et al., 
2003). SDM may be perceived to require a difficult balance between patient safety and 
patient autonomy (Slade, 2017) that could leave psychiatrists with little manoeuvring 
space for SDM.

ETHICS STATEMENT
The study protocol was submitted to the board of directors of the hospital who, advised 
by the Advisory Committee on the execution of scientific research, granted ethical 
approval on 31st of March 2015 for conducting interviews with patients. The interviews 

9 Oncology, neurology and gastroenterology.
10 Decisions for which SDM is advocated as the preferred decision-making style.

with health care professionals were exempt from ethical approval. All study participants 
signed informed consent forms prior to the interviews.

DATA ANALYSIS
Each interview was audio-recorded and transcribed verbatim. All the interviews were 
summarised and sent to the interviewee for member check. Interviews were coded 
inductively to elicit themes present in the SDM definitions. The analysis focused on 
unravelling how physicians conceptualised SDM and how they manoeuvre barriers that 
affect the implementation of SDM in practice.

RESULTS
The results are divided into two sections: First, we outline how health care professionals 
conceptualise SDM. Second, we describe barriers that affect the implementation of SDM, 
and we describe a set of strategies that we identified in the interview data that could help 
health care professionals cope with these barriers and make SDM workable in medical 
practice.

CONCEPTUALISATIONS OF SDM
In order to examine how respondents conceptualise SDM, we asked respondents to 
provide a definition of SDM. Note that only a few respondents had been formally trained 
about SDM. Still, most respondents believed that SDM was already applied in regular 
practice, albeit not practised in a uniform way. The three varieties of SDM used to 
categorise respondent’s conceptualisations: (1) SDM as a negative right, (2) Informed 
decision-making and (3) Tailored partnership, indeed show that there is no uniform 
conceptualisation. Yet, these diverse conceptualisations also expose the intricate nuances 
of decision-making and tensions that may contest the possibility and desirability of one 
uniform SDM conceptualisation.

1): SDM as a negative right
Respondents frequently see patient input as a (negative) response to guideline-based 
treatment options. Two respondents explicitly described that SDM meant giving the 
patient a choice in treatment, in case “the patient does not agree with our advice”. This 
description resonates with what Azevedo & Dall’Agnol (2020) describe as SDM being a 
‘negative right’ that stems from the notion that patients cannot be forced to submit to 
any course of action against their will. Another assumption of this framework referred 
to as the ‘Professional Practice Standard’, is that decision-making is based on ‘what 
any reasonable expert would do’, which excludes patients as active agents in decision-
making (Azevedo & Dall’Agnol, 2020). Indeed, several respondents mentioned examples 
that show the difficulty of reconciling SDM with guideline adherence, making attempts 
to share decisions feel contrived.
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You give patients certain options that they can choose from because we want to give 
them a choice. Then you tell the patient: ‘[for priming] you can choose between a 
balloon and Misoprostol’. But maybe the patient does not even want to be primed. 
(Obstetrician).

According to a gynaecologist, this tension is enhanced by the involvement of different 
interests: “[We cannot always simply grant patient’s wishes for example when the patient 
refuses treatment], because we have to consider the health of the mother and the child”. 
The quotes illustrate the tensions between patient autonomy and physicians’ primary 
concern for beneficence and non-maleficence. Thus, it raises the question: “can a patient 
always be involved in decision-making when treatment is clinically indicated?” Not 
taking medical action directly opposes the fundamentals of medical professionals.

The role that clinical practice guidelines (CPGs) play should be perceived as part of larger 
system clinical and financial accountability (e.g., reimbursement schemes). We further 
elaborate on the systemic contextuality of SDM in the fourth barrier.

2): Informed decision-making
The first variety shows how CPGs directly inform the decision to be made, leaving 
SDM in an ambiguous place. The second variety, usually framed as a ‘higher order’ 
of SDM, alternates between unilateral flows of information from physician to patient 
during information provision, and from patient to physician regarding the selection 
of treatment. One physician describes himself sitting behind an ‘advice desk’: “I 
inform patients about the options, but the patient decides. We enthusiastically suggest 
options, but patients are not obliged to follow our advice”. This description suggests that 
decision-making is left up to the patient while physicians act only as ‘conduits of medical 
knowledge’, which resonates with what Charles et al. (1999) define as ‘informed decision-
making’.

Although some respondents suggested providing only the options to patients, most 
respondents preferred to give advice about the preferred or most suitable option as well. 
Psychiatrists mentioned that in clinical settings, there is a different understanding 
of autonomy compared to non-clinical settings11, as patients’ judgements rely on the 
guidance that physicians provide. Such doctor-patient exchanges contest the idea that 
SDM can be broken up into distinct phases found in frequently-cited SDM models (Elwyn 
et al., 2017, 2012).

11 See also: Tonelli MR, Sullivan MD. Person-centred shared decision making. J Eval Clin Pract. 
2019;25(6):1057-1062.

3) Tailored partnership
The third variety, described by several respondents, tailors decision-making to the 
patient’s needs and preferences. A psychiatry resident notes that: “It is very difficult to 
speak of ‘the patient’ (..) It is very diverse. [Your approach to decision-making] will depend on 
a variety of things, patient’s age, the expectations of the physician, the severity of the disease, 
the diagnosis”. A few other responses resonated with this idea of tailoring decision-
making with some suggesting that this should be the guiding principle SDM education. 
Although these respondents equate tailored decision-making with SDM, it was difficult 
to discern whether the process of tailoring decision-making to the patient is itself a 
shared process – even the decision to adopt a paternalistic approach being discussed 
and agreed upon beforehand.

BARRIERS & STRATEGIES
This next section outlines five barriers described by health care professionals and 
patients followed by a set of strategies collected from different disciplines that may 
help health care professionals to think beyond existing solution pathways and overcome 
barriers to SDM.

Barrier 1: ‘Not all patients ‘want’ new role’
SDM in literature is defined as an ongoing collaboration between health care professionals 
and patients. However, health care professionals report that not all patients ‘want’12 to 
be involved and instead adopt a passive role. A literature review in oncology showed that 
both physicians and patients think that physicians are better equipped to make decisions 
on behalf of patients. Although this may hold true for medical considerations, it still 
may be difficult to arrive at the ‘right’ decision for a particular patient as a physician 
assistant in oncology describes: “sometimes that question is literally asked. Such as ‘what 
would you do?’ or ‘what should I do?’ or ‘what is the best?’ Well, that’s very often impossible 
to be answered at all.” Although this barrier was frequently mentioned, no strategies 
were listed for patients that (for whatever reason) do not want to participate.

Barrier 2: Not all patients ‘can’ adopt new role
One of the barriers related to patients’ ability to participate is patients’ unawareness of 
their options. Oncology patients reported not to be aware of any treatment options and 
that they simply agreed to the recommendation of the oncologist.

12 The contested distinction between patient’s willingness and ability to participate in decision-mak-
ing is discussed extensively in Joseph-Williams N, Elwyn G, Edwards A. Knowledge is not power for 
patients: A systematic review and thematic synthesis of patient-reported barriers and facilitators 
to shared decision making. Patient Educ Couns. 2014;94(3):291-309. doi:10.1016/j.pec.2013.10.031
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[The physician told me that] the tumour will respond quickly to chemotherapy and [so 
I agreed] (..) you don’t think any more about what else is possible? (..) Are there other 
treatment possibilities? (..) You do not ask that anymore. The physician has decided. 
(Oncology patient)

The patient describes that he does not feel like an equal participant in decision-making 
and hence refrains from deliberating options. The negative consequences of experienced 
inequality in the doctor-patient relationship were sparsely mentioned by patients and 
were never explicitly reported by health care professionals.

Some patients mentioned that they at least want to understand the choice of treatment, 
even when they do not necessarily object to a paternalistic approach. Receiving 
insufficient information or not being able to understand information are closely related 
to patient’s unawareness or impeded comprehension of their options. These barriers are 
reinforced by the physician’s assumption that the patient has understood the provided 
information.

Strategies
Strategies often included asking questions to check understanding that physicians had 
been taught during communication training: ‘when you go home, what will you tell your 
husband about what you heard [during the consult]?’. Besides checking understanding, 
which pertains more to the exchange of information, other strategies focused on 
building a trusting relationship with the patient to support patients to participate. 
Active listening and adapting the communication style to the patient and were 
mentioned as ways to promote trust. Although trust is considered a condition, it is by no 
means a guarantee for patient participation in decision-making and may even encourage 
patients to remain passive as they trust the doctor to know what is best. Therefore, 
other strategies that explicitly encourage patients to participate in decision-making 
and assure them that they make the final call were mentioned as well. For example, 
some physicians try to instruct the patient about their rights: “[I tell patients:] ‘it is 
your choice to make, and you can make a different decision [than me].” Furthermore, four 
respondents start their consultation with a summary of the patient’s status to mentally 
prepare patients for decision-making. Nine respondents mentioned eliciting patient 
preferences as a possible strategy “Sometimes you try it together a little bit: ‘what do you 
want?’, ‘What are your expectations?’”. Hence, trust and explicitly inviting patients to 
participate can serve as complementary elements to diminish imbalances in the doctor-
patient relationship.

Barrier 3: Attitude
The previous section briefly referred to skills learned during communication training 
as a strategy to promote SDM. However, more important than training are inborn traits 
and attitudes that just not every doctor has, as mentioned by some respondents.

There is scepticism about (..) the ‘soft side [of medicine’], it is not interesting to them 
(Physician)

‘You have people doctors (..) people persons’, but you also have real doctors with a bit 
of arrogance (Physician assistant obstetrics)

Similarly, a resident described how attitudes towards patient involvement in psychiatry 
could negatively affect SDM. “I think these people should get more rest and space so they 
can muster the courage to say what they want, and [that we don’t think] that because they 
are psychiatric patients, they cannot choose anything”.

Strategies
A strategy that could be promising with regard to attitude entails strengthening the 
reflective ability to view cases from different perspectives. We explored the potential 
contribution of the moral case deliberation (MCD) method as a tool for reflection in 
twelve interviews. A MCD builds on exploring the norms and values of the stakeholders 
involved in a specific case. Participants are taught to explicate the considerations that 
underlie their final decision, making the process of decision-making more deliberate and 
transparent according to respondents. Participants noted that attending a MCD session 
led to a shift in the conversational tone from one that was commonly about convincing 
the other towards respecting and understanding each other’s perspective. This shift 
may positively contribute to SDM in the sense that MCDs help to really ‘hear’ the other 
and consider each other’s perspective before reaching a decision. Finally, multiple 
respondents described that they usually make many treatment decisions without being 
aware of other’s perspectives: “[During the MCD] it became obvious that the ACTUAL 
thoughts of the patient were not clear. […] We did not focus on his norms and values for even 
a second.” This quote resonated with remarks from other participants who concluded 
that in the future they would elicit patient’s preferences sooner.

Note that we acknowledge that attitude towards SDM can both be an individual trait 
as well as a systemic barrier, emphasising that the situated practice of sense-making is 
embedded in cultural and structural norms (see e.g., Schuitmaker, 2012).

SYSTEMIC BARRIERS AND STRATEGIES
The barriers and strategies described so far situated sense-making at the interface 
between individual physicians and patients, complemented by strategies that focus 
on improving professionals’ knowledge, skills and attitudes. The barriers described 
below illustrate how sense-making is embedded within the system. The fourth barrier 
illustrates how CPGs may impose on decision-making leading to the prioritisation of 
medical issues over the right to self-determination. The fifth barrier illustrates how 
time constraints that are imposed by a reimbursement system of fixed ten-minute 
consultations render strategies related to knowledge, skills and attitudes insufficient.
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Barrier 4: Prioritisation of medical issues
When only one medical option is available, there is no real decision for the patient 
to be involved in, several respondents noted. This is in line with ‘SDM as a negative 
right’ but touches upon more fundamental systems built around CPGs that reinforce 
clinical and financial accountability. An obstetrician reported that SDM is facilitated 
when patient’s wishes align with protocols. When patient’s preferences deviate, however, 
physicians can find themselves split between adhering to CPGs or trying to keep the 
patient satisfied by resorting to ‘demand-driven care’. The quote below illustrates this 
and shows how such decisions are entrenched in a larger system of cost concerns and 
reimbursement schemes.

Do I have to keep the patient satisfied, or do I have to work according to the guidelines 
and try to save costs? The patient can choose to return to his GP to request an MRI; the 
GP may then refer the patient to another hospital. In that case, the health care costs 
will be even higher (..) so should I then ignore guidelines and give the patient what he 
or she wants? (Physician)

The limitations imposed by CPGs and the systems built around it raise questions about 
how different principles of patient-centred care and EBM can be balanced in a shared 
doctor-patient deliberation.

Strategies
Respondents working in psychiatry and oncology emphasised that patient involvement 
is always possible if only to acquire consent. A psychiatrist noted that patients should 
not be underestimated; even if patients are partially incapacitated due to illness, it is 
still important to provide a good explanation concerning what treatment the physician 
wants to prescribe. Respondents working in inpatient oncology described efforts to 
involve patients in every way they can.

“As a doctor, you should explain the things you do. But in this department, I find it 
striking how much we discuss with patients, including the very small things (..) that you 
have to administer something via an IV, or that you prescribe pills that look different 
from what the patient is used to. I learned, here more than anywhere else, to discuss 
everything [with the patient], which, of course, is very time-consuming” (Physician 
Assistant oncology).

The exchange of information was also described as a means to give patients a sense of 
control. This approach resonates with the notion of ‘procedural justice’ – concerned 
with the perceived fairness of decision-making procedures. Procedural justice theorists 
posit that fair procedures reflect respect, trust, impartiality and the opportunity to 
have a voice in decision-making (Leventhal, 1980; Tyler, 1989). Described procedural 
justice strategies allow room for patients to object or otherwise respond, thus fostering 

a bilateral partnership. Especially in outpatient psychiatry, it is important that patients 
support the decision made because the success of therapy relies on patient’s commitment 
and efforts to work on their mental health. In any way, the chances of successful 
treatment and recovery can be improved by always asking patients how they feel about 
the advised treatment and whether it fits into their life, a psychiatrist suggested. In 
addition, an oncologist noted that such questions help to consider and incorporate the 
differences in patients’ perceptions of the impact of the treatment and its potential 
side effects.

Consent and patient participation not only rely on the information provided but also on 
how this information is conveyed, residents and physicians in oncology emphasised. A 
resident, for example, highlighted the importance of managing patient’s expectations 
with regard to treatment options and suggested additional training to inform patients 
more honestly and realistically. “As a doctor, you might want it to be better than it is. […] 
I think sometimes we can say it all really is not quite so nice if you’re constantly on chemo.” 
In addition, an oncologist described that the way options are discussed with the patient 
is done with the patient’s interest in mind.

I am aware that I am steering. The patient is 69, [chemotherapy] will be hard for her 
to endure and she will not be able to finish the treatment. In that case, I focus more 
on the fact that chemotherapy is a heavy therapy (..) I do mention the 5 per cent extra 
survival rate but do not dwell on it. Because sometimes you have to protect patients.

What respondents did not explicitly mention is that the abovementioned strategies can 
be incorporated into CPGs13, thus embedding SDM into the systems of accountability 
built around CPG adherence.

Barrier 5: Lack of time
So far, the strategies have focused on individual physician-patients interactions. 
However, the feasibility of these strategies is constrained by the limited availability of 
time – most apparent in cases of immediate crisis. Respondents in emergency obstetrics 
and oncology noted that immediate crises are actually quite rare. Still, time pressure 
may hinder patients to be given the necessary time to digest information. An oncologist, 
for example, describes that patients often feel torn between emotionally digesting the 
diagnosis while at the same time feeling that they need to start treatment immediately.

13 CPGs could signal moments when clinicians’ are advised to elicit patient preferences. Furthermore, 
CPGs could support SDM by offering a list of probing questions to assess for example whether a ther-
apy would fit into the patient’s life. (see also: Montori VM, Brito JP, Murad MH. The optimal practice 
of evidence-based medicine: Incorporating patient preferences in practice guidelines. JAMA - J Am 
Med Assoc. 2013;310(23):2503-2504).
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Strategies
An oncologist and a surgeon suggested ‘stepping on the brakes’ to give patients time to 
process. While time is generally in short supply, professionals from oncology, emergency 
obstetrics and psychiatry stressed that patient’s emotional and cognitive capacity can 
be compromised, affecting their ability to digest information.

If people have metastatic cancer, chemotherapy can easily start a week later. I think 
for shared decision-making, and for accepting the treatment, it is very important that 
you take your time (Oncologist).

Although consulting time is often in the forefront of discussions about lack of time, 
oncologists stressed that longer consultations would only wear on patients: “No, there 
is no need for more time [per consult] (..) [Because] a person can listen for max half an hour. 
It is a lot [to take in all at once]”. Professionals and patients in outpatient psychiatry also 
reported on the risk of information overload. Consequently, strategies were also sought 
outside of the consulting room. A psychiatrist mentioned that he usually schedules 
follow-up consults and sends his clients home with specific questions that they can 
ponder in the meantime as input for the follow-up consult. This idea of having patients 
prepare in advance of consultation was supported by many health care professionals. 
Some referred to the use of online tools, such as decision aids and online information 
platforms that patients could consult. Respondents saw the advantage of such tools 
mainly in terms of freeing up time to deliberate options during the consultation or 
using the tools in the consulting room to make sure that patients receive the same 
information. Nevertheless, none of the respondents reported using decision aids in 
practice. One respondent critically remarked that decision aids could be used mainly 
for gathering information. Nevertheless, making sense of the information in relation 
to one’s own circumstances goes beyond clinical indicators, thus limiting the scope of 
what such tools can be used for.

Decision support studies, as far as I have read them, they have not been examined or 
considered the coping style of the patient (..) so [that the decision is affected by your 
perspective] (..) is not actually incorporated into the models that decision aids are 
developed from (Physician).

Another strategy that was suggested to take SDM beyond the confines of the consulting 
room was to involve an independent party, considered by one respondent to be especially 
important given today’s highly specialised health care system.

Forty years ago, doctors knew everything. Nowadays, the research is catching up on 
us, things are changing very rapidly, and health care is much more differentiated into 
all kinds of sub-specialisms (..) [We need generalist physicians] that act as coaches for 
patients, who can explain the information, weigh the pros and cons together with the 
patient. Shared decision-making is an important part of that. There is no one truth or 
a clear good or bad anymore (Physician)

Involving an independent party was also central to the ‘time out conversations’ that 
have been implemented in oncology.

After patients have been diagnosed with cancer (..) they first talk to their GP about 
what is going on. What is the proposed treatment? How are you doing? Do you want 
to be treated in that hospital? (..) [Alternatively] do you want to go to another hospital 
to get a second opinion? (...) These are things that will be discussed in a (..) time-out 
conversation with the GP [acting as an independent party] (Oncologist)

Experiences with the breakout conversations in oncology showed that GPs expressed a 
need for instructions from the oncologist in order to fulfil their role effectively. Thus, 
roles and collaborations between different health care providers are reconfigured 
to accommodate an understanding of (S)DM as an interprofessional and transmural 
process. To conclude, this section on system-level barriers and strategies shows how 
decision-making is conceptualised more as a multi-dyadic process that is distributed 
across several contact moments between medical and non-medical actors.

DISCUSSION
This study examined how health care professionals give meaning to the concept of 
shared decision-making in everyday practice. The findings describe three varieties 
of SDM: (1) SDM as a negative right, (2) Informed decision-making and (3) Tailored 
partnership. This variety of decision-making styles resonates with the doctor-patient 
partnership framework developed by Charles et al. (1999) that distinguishes different 
types of partnership: paternalistic decision-making; shared decision-making; and 
informed decision-making. Nevertheless, the authors note that physicians will mostly 
opt for ‘intermediate approaches’ to patient-doctor partnership in order to accommodate 
the unique particulars and patient needs – thus offering a flexible decision-making 
continuum. Indeed, our findings show that many health care professionals position 
themselves somewhere around the centre of SDM, as depicted in Figure 4.1 below.
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ABSTRACT
Phenomenon: In order to tackle the persistent rise of health care costs, physicians 
as “stewards of scarce resources” could be effective change agents, extending cost 
containment efforts from national policy to the micro-level. Current programs focus 
on educating future doctors to deliver “high-value, cost-conscious care” (HVCCC). 
Although the importance of HVCCC education is increasingly recognised, there is a 
lag in implementation. Whereas recent efforts generated effective interventions that 
promote HVCCC in a local context, gaps persist in the examination of system factors 
that underlie broader successful and lasting implementation in educational and health 
care practices.

Approach: We conducted a realist evaluation of a program focused on embedding 
HVCCC in postgraduate education by encouraging and supporting residents to set up 
“HVCCC projects” to promote HVCCC delivery. We interviewed 39 medical residents 
and 10 attending physicians involved in such HVCCC projects to examine HVCCC 
implementation in different educational and health care contexts. We held six reflection 
sessions attended by the program commissioners and educationalists to validate and 
enrich the findings.

Findings: A realist evaluation was used to unravel the facilitators and barriers that 
underlie the implementation of HVCCC in a variety of health care practices. Whereas 
research activities regularly stop after the identification of facilitators and barriers, we 
used these insights to formulate four high-value, cost-conscious care carriers: (1) continue 
to promote HVCCC awareness, (2) create an institutional structure that fosters HVCCC, 
(3) continue the focus on projects for embedding HVCCC in practice, (4) generate 
evidence. The carriers support residents, attendings and others involved in educating 
physicians in training to develop and implement innovative HVCCC projects.

Insights: Strategies to promote physician stewardship go beyond the formal curriculum 
and require a transformation in the informal educational system from one that almost 
exclusively focuses on medical discussions to one that also considers value and cost as 
part of medical decision-making. The HVCCC carriers propose a set of strategies and 
system adaptations that could aid the transformation toward an HVCCC-supporting 
context.

BACKGROUND
Controlling the growth of health care costs in the Netherlands, as well as many 
Western health care systems, poses a complex challenge. In search of solutions 
to control expenses, it is argued that physicians should become ‘stewards of scarce 
resources’ (Cooke, 2010; Weinberger, 2011), expanding the focus on cost savings from 
governmental policy or insurance companies to the micro-level. Studies have shown 
that cost education positively changes students’ attitudes towards cost-conscious care 
(Post, Reed, Halvorsen, Huddleston, & McDonald, 2013) and that residents continue 
to work in a cost-conscious manner, after completion of medical training (Sirovich, 
Lipner, Johnston, & Holmboe, 2014). The focus on the future generation of doctors also 
builds on the notion that empowered learners could induce change by rethinking the 
system in which medicine is practiced and address local system issues by developing 
innovative projects in order to improve health care practices (Gilmour et al., 2017; Gupta 
& Arora, 2015; Leep Hunderfund et al., 2018; Levy et al., 2014; Tartaglia, Kman, & 
Ledford, 2015), thus acting as change agents. Residency training is seen as the key to 
educate a new generation of doctors to provide high-value care while controlling costs 
(Courtright et al., 2015; Levy et al., 2014). Therefore, several authors (Chandawarkar et 
al., 2007; Cooke, 2010; Fred, 2016; Weinberger, 2011) promote the addition of a medical 
competency, referred to as ‘high-value, cost-conscious care’ that teaches future doctors 
about resource stewardship, which has now been incorporated in several competency 
frameworks (Post et al., 2013; The Accreditation Council for graduate education; & 
The American Board of Internal Medicine, 2015; The Royal College of Physicians and 
Surgeons of Canada, 2015) and educational programs (Moriates, Soni, & Ranji, 2013; 
Williams, Clancy, & Dine, n.d.) HVCCC is about preserving “the delivery of interventions 
that provide good value” (Owens, Qaseem, Chou, & Shekelle, 2011, p. 175) by eliminating 
marginally effective health care and other sources of waste (‘low-value care’) and 
delivering health care that provides benefits that commensurate costs (‘high-value 
care’) (Owens et al., 2011).

Although the importance of education to address these topics is increasingly recognised, 
there is a lag in implementation (Hall et al., 2019; Manja et al., 2019; Patel, Reed, 
Loertscher, McDonald, & Arora, 2014). Empirical studies show that medical residents 
list time pressure (Ackerman, Gonzales, Stahl, & Metlay, 2013; Tartaglia et al., 2015), 
medical uncertainty (Ackerman et al., 2013; Tilburt et al., 2013), fear of missing 
something (Tartaglia et al., 2015), and fear of malpractice liability (Tilburt et al., 2013) 
as barriers to resource stewardship. Furthermore, the current teaching environment 
may pose barriers to improving high-value care caused by a hierarchy in teams (Leep 
Hunderfund et al., 2018; Manja et al., 2019; Tartaglia et al., 2015), a lack of clinical role 
models (Post et al., 2013) and teachers that punish ‘sins of omission’ disproportionately 
(Levy et al., 2014; Weinberger, 2011). Literature suggests that strategies to promote 
physician stewardship go beyond improving HVCCC competence and also demand 
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alignment of external factors (Leep Hunderfund et al., 2018; Stammen et al., 2015) 
to foster HVCCC delivery and the elimination of barriers that inhibit them (Colla, 
Mainor, Hargreaves, Sequist, & Morden, 2017; Lesser et al., 2010). Building a supportive 
environment is considered a crucial element in order to effectively teach future physicians 
to deliver HVCCC (Stammen et al., 2015). However, gaps persist in the examination of 
contextual factors, as most studies only provide evidence of program effectiveness for 
one intervention in one specific context (Colla et al., 2017; Stammen et al., 2015).

The objective of this study is to provide innovative strategies on HVCCC implementation, 
by conducting a system analysis that takes the context in which HVCCC needs to operate 
into account. We examine how contextual barriers trigger physician behaviour in relation 
to resource stewardship, thus identifying what mechanisms underlie problematic 
implementation of HVCCC in educational and medical practice. Moreover, we translate 
this contextual analysis of underlying mechanisms into a cohesive set of strategies 
that draws on the potential of existing structures to foster HVCCC implementation to 
transform HVCCC barriers into what we coined ‘HVCCC carriers’. We see each carrier 
as a strategy to foster implementation of HVCCC by drawing existing structures to 
overcome barriers.

METHODS
DESIGN
This study examines contextual factors that affect the implementation of HVCCC 
using Realist Evaluation (RE). RE goes beyond an intervention-focused evaluation and 
instead focuses on answering ‘what works, for whom and under which circumstances 
and how?’(Wong et al., 2016) RE assumes that a single intervention can produce different 
outcomes when it is introduced in different contexts. This follows from underlying 
mechanisms that ‘fire’ under specific contextual conditions (Dalkin, Greenhalgh, Jones, 
Cunningham, & Lhussier, 2015). Mechanisms affect the outcomes of an intervention 
through the reasoning of individuals involved and the responses of these individuals 
to the intervention (Reddy, Wakerman, Westhorp, & Herring, 2015). RE aims to expose 
the facilitating and hindering mechanisms by untangling causal processes in so-called 
Context-Mechanism-Outcome (CMO) configurations, which are “descriptions of causal 
pathways of how programs activate mechanisms in specific conditions to cause changes 
in behaviours or events” (Reddy et al., 2015, p. 1116). The contextual analysis informed 
the formulation of HVCCC carriers. Each carrier is a strategy to foster the implementation 
of HVCCC by drawing existing structures to overcome barriers. Figure 6.1 summarises 
how data collection and data analysis were guided by the Realist Evaluation approach.

SETTING
This study was conducted in teaching hospitals across the Netherlands that 
participated in the Bewustzijnsproject. The Bewustzijnsproject, roughly translated as 

‘the consciousness project’, is a Dutch initiative that guided the implementation of 
HVCCC in postgraduate education in the Netherlands between 2015 and 2018. The 
Bewustzijnsproject gathered existing HVCCC educational tools and initiatives in order 
to assist fellowship programs to implement HVCCC curricula. Among these educational 
approaches, the Bewustzijnsproject encouraged motivated medical residents to set up 
new HVCCC innovative practices, referred to as ‘HVCCC projects’, which resulted in over 
200 resident-led HVCCC projects. Residents could set up a project to address issues they 
encounter in daily practice that hinder HVCCC delivery. Such projects enable residents 
to experience how they can promote quality or efficiency in health care practices. The 
idea is that developing and running a project helps residents gain real-world experience 
in guiding change processes in health care organisations, such as the importance of 
gaining support from stakeholders and understanding organisational processes, that 
can facilitate or hinder the implementation of the HVCCC project.

PARTICIPANTS
We conducted semi-structured interviews between January and June 2018 with 
49 respondents that were involved in initiating (residents, n=39) or coordinating 
(attending physicians, n=10) a total of 41 HVCCC projects. Respondents were recruited 
using purposive sampling. The research team strived for a representative sample that 
included all eight educational regions in the Netherlands, considering the potential 
impact of educational context. In order to select relevant projects for this study, the 
project plans of the HVCCC projects were screened to select only those that addressed 
one or more components of HVCCC (Owens et al., 2011) as follows: (1) a focus on the 
reduction of low-value care, (2) a focus on the delivery of good-value care; (3) a focus on 
raising cost-consciousness and/or (4) a focus on reducing health care costs. In addition, 
the researchers selected projects that were currently running, as opposed to projects 
that had already been completed, in order to minimise the risk of memory bias, as the 
interviews were focused on details of the implementation process.

DATA COLLECTION
The interviews were either conducted or supervised by trained qualitative interviewers 
GLB and MM. In addition, three research interns, trained in qualitative interviewing 
during their master’s program, conducted the interviews. Participants from 18 different 
hospitals were interviewed, with most respondents working at university medical centres 
(n=35) and relatively fewer respondents working at local teaching hospitals (n=14).

The goal of the interviews was to gain a better understanding of how HVCCC projects 
operate in local contexts. During each interview, respondents were asked to describe 
factors that were supportive to the execution and implementation of HVCCC projects 
(facilitators) and factors that posed hindrance to HVCCC projects (barriers). A semi-
structured interview approach was used to probe contextual factors and mechanisms 
that lead to facilitation or impediment of the HVCCC project. Such probing questions 
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contemporary medicine and the financial organisation of the Dutch health care system. 
The researchers were not physicians and were not employed by a clerkship department, 
which provided distance from the data. During the analysis process, the researchers 
met regularly to develop an iterative and shared conceptual understanding of the data. 
Finally, six reflection sessions with the project commissioners and educationalists 
involved in the Bewustzijnsproject were organised to collect feedback from experts in 
the field of medical education and to validate the HVCCC carriers.

RESULTS
This chapter describes three high-value, cost-conscious care carriers. A carrier is a 
strategy to foster the implementation of HVCCC by drawing existing structures to 
overcome barriers. The carriers are: (1) continue to promote HVCCC awareness, (2) 
create an institutional structure that fosters HVCCC, and (3) continue the focus on 
projects for embedding HVCCC in practice. The carriers are informed by insights from 
the Context-Mechanism-Outcome (CMO) configurations that illustrate how contextual 
factors currently impede the implementation of HVCCC in educational and health care 
practice. Each carrier consists of multiple building blocks. Table 6.1 provides an overview 
of the carriers and building blocks.

Table 6.1. An overview of HVCCC carriers and building blocks

Carrier I 
Continue to promote HVCCC 
awareness

1. Build a shared understanding of HVCCC
2. Increase knowledge about costs
3. Provide quantitative feedback
4. Promote reflective decision-making

Carrier II 
Create an institutional 
structure that fosters HVCCC

1. Install HVCCC ambassadors
2. Promote open discussion about HVCCC

Carrier III 
Continue the focus on projects 
for embedding HVCCC in 
practice

1. Facilitate motivated residents to develop HVCCC projects
2. Provide the principles of project-based working
3. Build an HVCCC platform

Carrier IV 
Generate evidence

1. Identify the contexts and mechanisms that influence 
project outcomes

2. Identify quantifiable variables
3. Generate outcome scenarios to indicate potential HVCCC 

project impact

HVCCC CARRIER I: CONTINUE TO PROMOTE HVCCC AWARENESS
Physicians need insight regarding how to deal with a care practice that asks for cost 
considerations where there used to be mostly medical discussions. Building on the CMO 

configurations depicted in Table 6.2, promoting HVCCC awareness was identified as an 
important first step to induce a shift in thinking and embed considerations of HVCCC 
in health care delivery.

Table 6.2. Contexts and mechanisms that lead to a lack of awareness and deliberate decision-making
The CMO configuration illustrates how specific contextual factors fire specific lines of reasoning 
(mechanisms) that guide behaviours of (some of the) medical residents. The outcome is an expression 
of the interactions between contexts and mechanisms.

Context Mechanism Outcome

People train to become doctors 
because they want to help 
people. During their training, 
residents are continuously 
reminded that they bear 
final responsibility for their 
patients’ care.

Externally imposed 
(financial) constraints in 
medical decision-making 
conflict with the physicians’ 
duties (and their professional 
autonomy) to deliver the care 
that their patients need.

Positioning HVCCC as a means 
to reduce costs will only lead to 
resistance amongst physicians 
(in training).

Physicians (in training) work 
in a setting of high working 
pressure and they have to 
meet production targets.

It is difficult to take a step 
back to reflect on existing 
processes of decision-making. 
Many decisions are based 
on routine: choices based on 
‘what we usually do’.

Physicians (in training) do 
not sufficiently consider the 
medical necessity of tests 
and the consequences of 
unnecessary testing.

Medical residents can initially 
be overwhelmed at the start of 
their residency. “From one day 
to the next, you suddenly have 
two hundred patients that are 
added to your caseload”.

Medical residents’ minds 
are overloaded with getting 
through their caseload each 
day, leaving little room to 
consider: ‘what is actually 
stated in the guideline?’ or 
‘was this additional test really 
necessary?

Health costs are not addressed 
as part of the medical 
curricula.

Physicians (in training) are 
largely unaware of the costs 
of the care that they prescribe 
on a daily basis. There is no 
sense of urgency to deliver 
HVCCC.

Doctors may unknowingly 
choose expensive 
interventions over cheaper, 
just as effective alternatives.

The four building blocks of Carrier I described below outline facilitators mentioned by 
respondents to promote HVCCC awareness and implement deliberate decision-making 
processes in which high-value care interventions are selected and sources of inefficiency 
are eliminated.

Carrier I - Building Block 1: Build a shared understanding of HVCCC
In order to induce a shift in thinking, it is important to develop a shared vision on what 
HVCCC entails. Respondents noted that the definition of HVCCC should emphasise that 
delivering HVCCC does not impose constraints on medical decision-making, nor does it 
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have a limited focus on costs alone. Making HVCCC choices requires physicians to justify 
the value of selected interventions in which invested resources result in high-value care.

[We need to emphasise that] physicians are free to order any diagnostic or therapeutic 
option, as long as they have critically thought about the clinical indication and necessity 
[of the medical intervention] and as long as physicians are aware of the fact that each 
medical intervention costs money. Not to say that spending money is a problem, but you 
should be able to justify why you made a certain medical choice. (Attending physician)

Carrier I - Building Block 2: Increase knowledge about costs
The vision of HVCCC outlined in Building Block 1 emphasises the need to justify the 
value of resources spent. Physicians first consider factors including patient preferences, 
the effectiveness of interventions and guidelines before costs are taken into account, 
thus avoiding the association of HVCCC as merely a cost-control measure. Respondents 
that were involved in HVCCC projects similarly indicated that reducing costs was never 
the primary goal of their HVCCC project, but a desirable by-product. Nevertheless, many 
respondents considered cost education crucial to increase physicians’ cost awareness 
and foster more diligent use of resources. A resident mentioned that cost awareness 
is a temporary, but necessary tool to justify the value of selected interventions. This 
resident noted that “Ideally physicians consciously reflect on value in everyday practice. 
Since this is currently not the case, cost awareness can provide an impulse to justify value.”

Initiatives to educate trainee doctors about health care costs included the development 
of an online module to teach trainee doctors about the financial structure of the health 
care system. The project initiators argued that this provides an essential starting point 
for HVCCC projects to truly have an impact on costs. Furthermore, an attending and a 
medical resident organised cost quizzes. They observed that the introduction of a quiz 
game engaged trainees and triggered a sense of competition, even though there was no 
actual prize besides winning.

Carrier I - Building Block 3: Provide quantitative feedback
The second building block highlights the role that education could play in raising cost-
awareness, thus fostering a sense of urgency for delivering HVCCC. Some respondents 
took it one step further by suggesting that personal feedback on resources spent could 
trigger more personal ownership and involvement in delivering HVCCC. One resident 
describes: “it would be interesting to receive a monthly overview that shows how much 
money I spent on supplementary tests (...) honestly, I have no idea. I may wrongly assume 
that I provide good care for a good price”. Providing feedback to physicians (in training) 
on the effects of medical decisions could replace what physicians think they do with 
substantiated insight into what they actually do based on the data of ordering behaviour 
and (costs of) resources used. The quote below highlights the added value of using ‘real’ 
data in order to achieve this goal.

Traditional education [focuses on]: ‘you have to do this in this way’, whereas [teaching 
with personal feedback] is about: ‘these are the lab tests that you ordered, for you to 
evaluate’(..) [Traditional education misses out on] really involving people (..) making 
[ordering behaviour] people’s own ‘problem’ (medical resident)

The use of ‘real data’ and other facilitators related to this building block are summarised 
in Appendix C20.

Carrier I - Building Block 4: Promote reflective decision-making
So far, the building blocks have described strategies to raise awareness of health care 
costs and resources spent. Indeed, several respondents mistook the Bewustzijnsproject, 
the ‘consciousness project’, as being a ‘cost-consciousness project’, which would 
suggest that raising cost-awareness is the end-goal. Nonetheless, in discussing the 
relationship between cost-awareness and HVCCC, many respondents described cost-
awareness as a precursor to HVCCC delivery. What is needed to move from one step to 
the next is critical reflection. Respondents repeatedly noted that HVCCC essentially 
revolves around continuously reflecting on medical necessity and appropriateness of 
interventions, by asking questions such as: “what does this patient need?” and “does 
this test change management?”. One attending describes: “It simply has to be part of 
every single consideration: (..) in considering what diagnostic tests to order, in preparing 
your working day at the outpatient clinic..”. In addition to internal reflection, respondents 
suggested that consulting clinical guidelines could support the determination of medical 
necessity and appropriateness of care.

HVCCC CARRIER II: CREATE AN INSTITUTIONAL STRUCTURE THAT 
FOSTERS HVCCC
Building on the CMO configurations depicted in Table 6.3, a supportive institutional 
structure is needed to create a foundation for the other HVCCC carriers.

The building blocks of carrier II describe strategies to embed HVCCC in institutional 
structures, in order to promote HVCCC awareness (carrier I) and enable residents to set 
up innovative HVCCC practices (carrier III).

20 The appendix can be found in the original article: Moleman, M., van den Braak, G.L., Zuiderent-Jer-
ak, T. & Schuitmaker-Warnaar, T. J. (2021). Toward High-Value, Cost-Conscious Care – Supporting 
Future Doctors to Adopt a Role as Stewards of a Sustainable Health care System. Teaching and 
Learning in Medicine
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Table 6.3. Contexts and mechanisms that lead to a lack of room for HVCCC in the informal education 
system21

Contexts Mechanisms Outcomes

There is a hierarchical 
structure within hospitals. 
Even though hierarchy used 
to be much more apparent 
back in the day, it still exists 
today.

Attendings say that their door 
is always open to residents. 
However, residents may 
hold themselves back from 
approaching their attending for 
questions about current working 
methods, ‘why is this organised 
like this?’.

Contextual factors including 
hierarchy, dependency and 
lack of supervisor-initiated 
HVCCC discussions fire 
mechanisms that explain 
why it is less likely that 
residents bring up HVCCC 
in conversations with their 
attendings. As a result, it 
is unlikely that residents 
learn how to improve HVCCC 
in daily practice or set up 
HVCCC projects.

Medical residents work in 
different organisations 
during their residency.

Residents are temporary 
employees and therefore often 
considered outsiders.

Residents are dependent; 
they rely on their 
supervisors’ assessment.

Some interviewed residents 
indicated that they feel that 
they need to be able to execute 
medical procedures, such as 
ordering lab tests, independently. 
Because of this paradigm, 
residents tend to ask questions 
to fellow residents instead of 
their supervisor, because they 
do not want to come across as 
someone who cannot figure these 
‘basic medical procedures’ out 
themselves. In addition,
residents want their supervisors 
to like them. They do not want 
to be known as the resident who 
asks a million questions all the 
time.

There are several 
interaction moments 
between the residents 
and supervisor, such as 
grand-rounds discussions, 
multidisciplinary 
deliberations (MDO) and 
shift transfers, during 
which patient cases are 
discussed and residents 
can ask questions. HVCCC 
is currently not embedded 
in these interaction 
moments. Supervisors do not 
encourage HVCCC reflection 
on medical decision-making.

Because residents are 
inexperienced, they tend to 
order an excessive number of 
tests to create certainty. Some 
residents do take the initiative 
to ask questions about HVCCC 
to their attendings. Other 
residents think, ‘Oh, but that is 
the attending’ and do not ask 
questions that could help them to 
enhance HVCCC.

21 The informal educational system refers to the workplace where most of residency training takes 
place.

Carrier II - Building Block 1: Install HVCCC ambassadors
Installing HVCCC ambassadors that promote HVCCC awareness (Carrier I) was 
frequently mentioned as an important facilitator for the initiation of new HVCCC 
projects by residents. Respondents think that attendings who are personally interested 
in HVCCC are most suitable to adopt a role as HVCCC ambassador. Ambassadors actively 
incorporate HVCCC in the training of residents and teach residents about the importance 
of HVCCC. Residents mentioned that this exposure to HVCCC during residency training 
helps them to identify which processes can be improved to promote HVCCC. In addition, 
ambassadors motivate medical residents that are interested in HVCCC and help them to 
translate their ideas to improve HVCCC into concrete actions. An attending describes 
how ambassadors can act as catalysts for new HVCCC projects.

It is important to have ambassadors (..) I play a large part in that. I have encouraged 
or triggered residents by suggesting: ‘why don’t you?’ and then have them make the 
next step. (..) But most of all, it is about creating awareness among residents. I do not 
direct them; they have to do it [run an HVCCC project]. But I do catalyse their thinking 
process (..) [So] you need people that propagate this topic. (Attending physician)

A list of seven identified HVCCC ambassador traits is provided in Appendix D22.

Carrier II – Building Block 2: Promote open discussion about HVCCC
As illustrated in Building Block 1, an HVCCC ambassador can be valuable in the creation 
of a supportive institutional structure that fosters the continuous promotion of HVCCC. 
Eventually, all physicians (especially those with a supervisory role) should be involved 
in the creation of a reflection-supporting structure to embed HVCCC in the education 
of current and future medical residents. Supervisors can help residents to reflect on 
medical necessity during interaction moments, including grand-round discussions, 
multidisciplinary deliberations and shift transfers. The quote below illustrates how 
supervisors that encourage reflection can help residents break patterns of over-ordering 
tests, a frequently reported source of inappropriate and unnecessary care produced by 
inexperienced residents that try to increase medical certainty.

Whenever I was ordering lab tests, my attending asked me: ‘What are you going to 
do with the results?’ If I could not justify the necessity of the lab order, my attending 
responded by saying: ‘Then you should not have ordered that test’. These questions 
encourage me to engage in self-reflection, by asking myself, ‘Is this test truly necessary?’ 

(medical resident)

22 The appendix can be found in the original article: Moleman, M., van den Braak, G.L., Zuiderent-Jer-
ak, T. & Schuitmaker-Warnaar, T. J. (2021). Toward High-Value, Cost-Conscious Care – Supporting 
Future Doctors to Adopt a Role as Stewards of a Sustainable Health care System. Teaching and 
Learning in Medicine
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Besides bringing HVCCC into discussions regarding patient management, it is equally 
important to encourage residents to share their own observations. For example, a 
resident highlighted the importance of attendings inviting medical residents to share 
their ideas.

As a resident you see a lot, especially when you are just starting out (..) you wonder: 
‘why does this department do it like this?’ (..) ‘Is this the best way?’ (..) [But] after a 
few months you will adopt conventional methods because that is just the way we work 
around here (..) it is a shame to let those initial insights go to waste.

The quote describes how each internship brings residents into new departments and 
organisations that allow them to observe the effects of different procedures used. 
However, as another resident describes, the lack of experience and residents’ outsider 
status inhibits them to share their observations with others. “The hierarchy is a potential 
pitfall (..) the attending has way more experience, so you may start to question your own 
observations”. In order to benefit from residents’ outsider perspective, two medical 
residents and two attendings suggested having attendings schedule meetings with 
residents to discuss their observations and ideas to improve HVCCC. In addition, it 
was suggested to invite residents to staff meetings, because these meetings could 
inform residents about challenges that the department faces (sources of possible HVCCC 
improvements) and pitch their ideas for projects to staff members.

HVCCC CARRIER III: CONTINUE THE FOCUS ON PROJECTS FOR 
EMBEDDING HVCCC IN PRACTICE
The Bewustzijnsproject encouraged motivated residents to set up HVCCC projects in 
order to address issues they encounter in daily practice that hinder HVCCC delivery. 
Building on the CMO configurations depicted in Table 6.4, resources and tools are 
needed to support project-based working.

The building blocks describe tools and resources to sustain continuous cycles of 
HVCCC innovations. Each cycle provides insight into what works and what does not 
and facilitates discussions and reflections on lessons learned to generate ideas for new 
initiatives.

Table 6.4. Contexts and mechanisms that lead to tensions between high work demands and HVCCC 
innovation projects

Contexts Mechanisms Outcomes

The current working and 
training environment is 
densely packed, with full-
time residents working at 
least 50 hours a week.
Residency training contains 
an increasing number of 
subjects, explained by the 
continuous advancement 
of medicine. Meanwhile, 
the duration of residency is 
shortened, which implies 
that more subjects need to 
be acquired in a shorter time 
frame.

HVCCC project have to 
compete with other educational 
commitments.

Motivated residents cannot 
(or can barely) find the 
time to act on their ideas 
to promote HVCCC. The 
residents that do work on an 
HVCCC project give up their 
spare time to run the project 
and/or implement projects 
mostly in outpatient clinic 
settings that have relatively 
less demanding work 
schedules.

Residents, and doctors in 
general, are ‘doers’.
Most residents have no prior 
experience with project-
based working.

Residents tend to start a project 
without analysing the underlying 
problem first.
Several residents described that 
they never fully grasped the goal 
of the project or that actions 
were not well-aligned with the 
intended end-goals.

Energy may be wasted on 
a project that does not 
promote HVCCC in the end.

The project process is generally 
characterised by a trial-and-
error approach with residents 
reactively seeking solutions for 
encountered problems.

A trial-and-error approach 
leads to significant delay, 
often caused by negative 
responses to the project 
such as resistance from 
stakeholders.

Hospitals, which have grown 
considerably in size due 
to mergers, have complex 
organisational structures.

Residents are unaware of the 
different functions that are 
represented in the hospital.

Residents often overlook 
the importance of locating 
and involving stakeholders 
in order to get their project 
off the ground. Failure 
to include important 
stakeholders may trigger 
negative responses to the 
project due to resistance 
from stakeholders, risking 
delay or discontinuance of 
the HVCCC project.
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Carrier III - Building Block 1 - Facilitate motivated residents to develop HVCCC projects
Many residents described that the reservation of project hours could help address 
barriers posed by the current working and training environment that do not allow 
residents to run projects during working hours.

I have to multitask and that just does not work. I am most efficient when I can spend 
consecutive hours focusing on one project. [Now, I am continuously disrupted] by all 
kinds of micro-distractions, as other physicians probably are too. (medical resident)

We observed how residents currently manoeuvre these time constraints by working on 
projects in their free time and/or implementing HVCCC projects in outpatient clinic 
settings with relatively less demanding work schedules. The quote above highlights how 
project hours can temporarily discharge doctors from being approached for questions. 
Furthermore, project hours could help expand HVCCC projects from being exclusively 
planned and implemented in outpatient clinic settings, to more high-pressure clinical 
environments that might benefit the most from HVCCC improvements.

In addition to the reservation of project hours, matching residents to a project supervisor 
can support residents’ HVCCC projects.

I noticed (..) that if I [as a resident] work on this on my own, then this [project] reaches 
no one (..) In my opinion, pairing specialists and residents (..) [helps with] continuity (..) 
specialists’ involvement is also crucial for implementation in the long run, because they 
sort of propagate the culture from the top down, they speak from a position of authority.

The quote illustrates that sharing project responsibility between a resident and 
project supervisor from the permanent staff of a department could prevent project 
discontinuance after residents leave for another internship, a concern that several 
residents had. Furthermore, residents noted that specialists’ authority position opens 
certain doors that remain closed to residents, which can prove beneficial to the project 
when stakeholders need to be involved. Finally, a project supervisor can serve as the 
resident’s contact person for project questions and feedback. The quote below illustrates 
how this can benefit the success and efficiency of a project.

[My supervisors] will guide me a bit by saying: ‘no, you are going in circles. This is not 
going anywhere. Try this and that and see what happens’ (..) They know what they are 
talking about, how to run a change project. I learn a lot more from them than just trial 
and error on my own. (medical resident)

Carrier III - Building Block 2 – Provide the principles of project-based working
Besides offering project time and supervision (Building Block 1), it can be valuable 
to teach residents about principles of project-based working to guide HVCCC change 

processes. Most interviewed residents had no prior experience with project-based 
working. The quote below illustrates that medical residents may feel ill-equipped to 
run a project.

You have to do all kinds of things that have nothing to do with just patient care; you 
have to invite different stakeholders to the table, while you actually have no idea who 
to approach and how to arrange this. (medical resident)

Three principles for effective project work were mentioned during the interviews: 
conducting a problem analysis, establishing project- and outcome measures, and 
performing a stakeholder analysis.

First, it can be helpful to encourage residents during the preparation phase of the 
project to conduct a problem analysis. A problem analysis forces residents to analyse 
the problem that their project intends to address. Insight into the problem and its root 
causes can help draft an improvement plan that solves the problem effectively.

Second, explicating the goal of the project and monitoring its progress was suggested 
to guide a project towards its intended outcomes. An attending describes: “at the start 
of a project residents have to think about: what is the underlying reason for setting up 
this project? What should come out of this project? When can the project be considered 
successful?” Monitoring project progress by means of process indicators with set 
deadlines enables supervisors and residents to discuss the progress of the project and 
adjust their approach in case of (unanticipated) setbacks.

Third, offering strategies to identify and involve stakeholders in a project was frequently 
described as an important determinant of successfully implementing HVCCC projects. 
A few residents who had prior experience in project work emphasised that stakeholder 
involvement is essentially about taking a bottom-up approach to change processes 
that helps lower the risk of delayed or discontinued projects due to resistance from 
stakeholders. Strategies that were listed to foster stakeholder involvement included 
the organisation of a kick-off meeting or attendance to staff meetings that can be used 
to introduce an HVCCC project to stakeholders, explain its goals and thereby convince 
others of the relevance of the project and gain their support. Meetings provide the 
advantage of interaction with those who are involved or otherwise affected by the project 
and provides them with the opportunity to give input. In addition, some residents had 
discovered the importance of discussing and explicating roles and responsibilities to 
minimise negative impact of the project on others (e.g., an increase in workload or work 
complexity) thus prevent the project from going sideways.
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[The project relocated measurement tasks from the clinicians to the laboratory] (..) 
the laboratory employees felt unsure about their role and responsibilities in this new 
situation: ‘what if I find out that the patient has significantly low or high blood pressure, 
do I have to find a doctor instantly?’ (medical resident)

Appendix E23 contains a full list of stakeholder strategies.

Carrier III - Building Block 3 Build an HVCCC platform
A couple of residents mentioned that building an HVCCC platform where residents can 
find information would help them in the process of preparing and executing an HVCCC 
project. The suggestion to build an HVCCC platform builds on the reported absence 
of any means to disseminate HVCCC projects, which causes residents to be unaware 
of other running HVCCC projects, even those that are implemented within the same 
hospital organisation in which residents themselves work. The quote below describes 
that a platform could offer practical information about arranging for project funding 
and writing a project proposal. This information can prevent residents from feeling 
discouraged to set up projects because they do not know where to start and what is 
needed to get a project off the ground.

Residents are only incentivised to learn more about medicine. In order to conduct 
an HVCCC project, residents have to write a proposal to apply for project funding. 
Residents have never done this, and they might approach this process with some dread. 
Residents wonder: “How do write a proposal? Which subsidy fits my project? It might be 
helpful to build a national platform where residents can search for information about 
preparing and executing HVCCC projects (medical resident).

Some residents mentioned that an HVCCC platform can also serve as a source of 
inspiration by presenting HVCCC projects conducted by other residents. Moreover, one 
resident highlighted that this may offer the opportunity to implement HVCCC projects 
that have already proven to be successful in other contexts, which arguably increases 
the likelihood of the project being supported by others.

HVCCC CARRIER IV: GENERATE EVIDENCE
An underlying issue that came up repeatedly, with no means to resolve it, was the need 
to quantify effectiveness. The issue was frequently raised during reflection sessions 
with the program management team who had to indicate a return on investment of the 
Bewustzijnsproject. Furthermore, some interview respondents mentioned that they 
were expected to generate quantitative evidence of the effectiveness of their HVCCC 

23 The appendix can be found in the original article: Moleman, M., van den Braak, G.L., Zuiderent-Jer-
ak, T. & Schuitmaker-Warnaar, T. J. (2021). Toward High-Value, Cost-Conscious Care – Supporting 
Future Doctors to Adopt a Role as Stewards of a Sustainable Health care System. Teaching and 
Learning in Medicine

project in a relatively short time span. The need for an evidence-based approach runs 
counter to the tendency to favour action over a rigorous, planned approach described in 
the CMO configuration (Table 6.4) accompanying the third HVCCC carrier. This finding 
resonates with the notion that quality programs need not adhere to the principles of 
evidence-based medicine. Auerbach et al. (2007), however, describe this as a common 
misunderstanding in quality improvement. They propose that like medical technologies, 
quality improvement interventions should undergo rigorous testing to determine 
whether, how, and where the intervention is effective. Indeed, measuring benefits and 
harms is central to HVCCC delivery in order to distinguish between high-value care and 
avoid the use of low-value care interventions (Owens et al., 2011) and not blind program 
initiators to potential harm to patients and squandering of resources (Auerbach et al., 
2007) caused by HVCCC projects. Based on our analysis and the literature we suggest 
a fourth HVCCC carrier ‘generate evidence’ in order to foster the implementation of 
HVCCC in a system that operates according to principles of evidence-based medicine, 
provided those do not assume an overly narrow definition of what counts as evidence 
(Sackett et al., 1996).

Carrier IV - Building Block 1: Identify the contexts and mechanisms that influ-
ence project outcomes
The adoption of a realist evaluation approach can help generate context-rich descriptions 
of how results are obtained to establish ‘what works, for whom and under which 
circumstances’. Such ‘contextualized evidence’ can facilitate innovation in areas where 
there may be little existing evidence, improve chances of successful implementation 
and support dissemination of HVCCC practices to other contexts. Unlike randomised 
controlled trials that isolate the effects of interventions from the complex components 
of health care systems (Auerbach et al., 2007), contextualized evidence incorporates 
the interactions between the system and the innovation needed to truly understand 
the mechanisms that underlie innovation outcomes.

A realist evaluation monitors the implementation process to identify contexts 
and mechanisms that explain how outcomes are generated. At the start of a realist 
evaluation, initial theories are developed that list potentially relevant contextual factors 
and mechanisms, which together form theoretical paths that describe how project 
outcomes might be produced. These initial theories can be formulated based on project 
expectations: ‘what do I wish to achieve with this project?’ and ‘what do I consider to be 
relevant contextual factors in order to achieve the goal(s) of the project?’ In addition, 
scientific literature can be consulted to identify contextual factors and mechanisms. 
Finally, theories can be discussed with peers, preferably individuals that have conducted 
similar interventions in the past. After candidate theories have been developed, the 
project is monitored to enrich and refine these theories to eventually produce context-
rich descriptions of how HVCCC can be obtained in practice.
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Carrier IV - Building Block 2: Identify quantifiable variables
In order to generate evidence of project outcomes, it is helpful to define outcome 
measures at the start of a project. A set of questions to support project initiators to 
define outcome measures are listed below.
• What are my expectations of the project outcomes? When do I consider my project 

to be successful?
• What information is available to me? (Scientific literature, clinical guidelines, 

care quality indicators, existing measuring instruments, the expertise of others 
[researchers, colleagues].

• Which variables can be identified from the existing information?
• Are these variables directly applicable to the project?
• Can these variables be operationalised to fit the context of the study?

Carrier IV - Building Block 3: Generate outcome scenarios to indicate potential 
HVCCC project impact
Study findings showed that respondents often struggled to measure effectiveness, 
especially on a short-term basis. Building scenarios, ex-ante calculations of project 
outcomes based on hypothesized degrees of project effectiveness, could help bypass 
such barriers. Using the PICO system, residents could define the population, the 
intervention (HVCCC project), the comparison (current situation) and the outcome. 
The scenario outcome is framed as the expected outcome based on a hypothesized 
degree of effectiveness. For example: “the HVCCC project is expected to reduce the 
number of hospital readmissions in hospital X by 0,5%”. This outcome is then compared 
to the current situation. Ideally, both cost components and health benefit components are 
included in the assessment of outcomes, building on work of Owens et al. (2011). The 
authors propose measuring the approximate costs of resources spent and the long-term 
costs. The authors measure ‘net health benefit’ by comparing the benefits and harms of 
the intervention.

Note that scenarios usually make assumptions about the situation. For example, one 
might assume that care quality remains the same when substituted to another health 
care provider. Furthermore, calculations are restricted to accessible information (e.g., 
information about patient population sizes and costs of care). It is important to show 
transparency in assumptions made, in order to indicate in what sense the scenario might 
not correctly reflect reality.

DISCUSSION
This article reports on an evaluation of the Bewustzijnsproject as a case study to examine 
the implementation of HVCCC in medical practice. Even though this case study is 
situated in a Dutch context, discussions about whether and how physicians can combine 
a role of patient’s advocate with a role of resource steward are also taking place outside 

the Netherlands (Grochowski, 1999; Larkin, 1999; Pearson, 2000). Cooke (2010) and 
Weinberger (2011) argue that the reason why physicians are uniquely qualified to act 
as resource stewards that allocate resources based on value is precisely because they 
also fulfil the role of patients’ advocates. What is needed to translate the stewardship 
role to health care practices is a set of practical strategies in order to embed principles 
of HVCCC in “the complexities of heterogeneous health systems and in relation to their 
simultaneous role as advocates for individual patients” (Leep Hunderfund et al., 2018, 
p. 8). In order to achieve this, efforts should not only focus on introducing principles of 
HVCCC into the formal curriculum, but also requires a transformation in the informal 
educational system (Hall et al., 2019; Patel et al., 2014; Post et al., 2013; Stammen 
et al., 2015) from one that almost exclusively focuses on medical discussions to one 
that also considers value and costs as part of medical decision-making (Post et al., 
2013). This study proposes a set of strategies and system adaptations that could aid the 
transformation towards an HVCCC-supporting context.

A ‘RATIONAL’ APPROACH TO RESOURCE STEWARDSHIP
We found that continuing to raise awareness among doctors (in training) about the 
meaning and necessity of delivering HVCCC is essential. This finding builds on the 
reported need to increase our understanding of what cost-conscious care does and does 
not mean for medical professionalism (Korenstein, 2015; Leep Hunderfund et al., 2018). 
This study found that the role of doctors as stewards of scarce resources is contested 
because it is rooted in the necessity of controlling health care costs. Doctors fear that 
patients will lose trust in medical professionals if they are pressured to consider costs. 
In addition, physicians associate high-value, cost-conscious care with an imposed 
limitation to their efforts to act in the patient’s best interest. This notion of imposed 
limitation in medical decision-making can be linked to rationing (Owens et al., 2011). 
Rationing is often located in political discourses of cost control and implicitly refers to 
restricting the use of any intervention, regardless of its effectiveness or value (Owens 
et al., 2011). Educators should be mindful of this unintended association with cost-
saving when implementing cost-awareness programs. Furthermore, authors (Hood & 
Weinberger, 2012; Korenstein, 2015; Owens et al., 2011; Stammen et al., 2015) have 
emphasised that an exclusive focus on cost containment should be avoided. Instead, 
HVCCC should be framed as a means of offering ‘rational care’ in which access to good-
value care is preserved by considering value as part of each medical decision thereby 
eliminating wasteful practices and delivering care that offers high value (Hood & 
Weinberger, 2012).

Even though authors consider HVCCC a ‘rational’ approach to health care delivery that 
balances quality and costs, this ‘rationality’ is not easily translated to practice. This 
study showed that barriers pose challenges to the delivery of HVCCC and innovations 
that promote HVCCC. These barriers include uncertainty about how to embed cost 
considerations in medical decision-making and ambiguity about the exact meaning 
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of the concept HVCCC (Carrier I). As physicians are considered better placed to make 
value- and cost-sensitive judgements (Abbo & Volandes, 2006), we formulated HVCCC 
carriers as means to navigate the difficult position physicians are put in as stewards of 
scarce resources.

HVCCC DELIVERY; A RISK FOR TOP-DOWN INTERFERENCE?
In order to preserve medical decision-making based on value, the active involvement of 
physicians in the reflection on and justification of care value is considered key. However, 
physicians’ active involvement in the delivery of HVCCC sits uncomfortably with the 
potential intertwinement of HVCCC efforts with top-down interference. Though 
HVCCC is intended as a bottom-up approach, some of the building blocks, such as 
‘provide quantitative feedback’ (Carrier I, Building Block 3), were not supported by all 
respondents. Opponents of Building Block 3 argued that data of ordering behaviour and 
resources used could be abused by managers to check on or even sanction physicians 
that ‘underperform’ based on test results. It follows that building an HVCCC-supportive 
system should involve efforts to ensure that HVCCC is positioned as part of medical 
professionalism and not as a managerial tool. Stammen et al (2019) also emphasise that 
a safe learning environment is needed to foster HVCCC, allowing residents to reflect on 
current practices as opportunities to learn. Once such a protective learning environment 
is created in which quantitative feedback and mutual learning can take place, continued 
efforts will be needed to preserve this format.

LIMITATIONS
This study included a series of single-centre projects, even though a realist evaluation 
is ideally conducted on one project that is implemented in different settings. One 
of the assumptions of a realist evaluation approach is that a single intervention can 
produce different outcomes when it is introduced in different contexts. We evaluated 
the implementation of different projects in different settings. The projects were similar 
with respect to the promotion of HVCCC, albeit by different means. The inclusion of 
single-centre projects makes it more challenging to make inferences about the influence 
of project characteristics versus the influence of contextual factors. Another limitation 
was that almost all examined HVCCC projects were implemented in university medical 
centres. Future research should examine whether the HVCCC carriers are applicable 
to a variety of health care organisations or whether a further customised approach is 
more appropriate.

FROM BARRIERS TO CARRIERS
Not all respondents agreed that the most effective way to embed HVCCC in health 
care practices is a continued focus on projects (as proposed in Carrier III). Opponents 
were concerned about the temporary nature of HVCCC projects. Instead, HVCCC should 
become embedded in standard practice, not something that is confined to temporary 
projects. The decision to include a continued focus on projects as one of the HVCCC 

carriers is based on the theoretical notion of system innovation. A system innovation 
can be seen as a fundamental, long term, change process, based on a continuous 
set of incremental and iterative interventions. This approach is based on the notion 
that a system continuously reproduces itself, including its flaws, meaning that the 
enduring problem of controlling health care costs has a systemically embedded nature 
(Schuitmaker, 2012). In order to tackle such persistent problems, a system innovation 
that involves both innovative practices and system adaptations is needed in order to 
address systemically embedded structures (Grin, Rotmans, & Schot, 2010) that (re)
produce unsustainability in the health care system (Schuitmaker, 2012). We analysed 
the Bewustzijnsproject, a system innovation program that, through education and small-
scale innovations, tries to embed HVCCC in the minds and actions of future doctors who 
question existing practices and thus can act as change agents. From a system innovation 
perspective, small-scale innovation practices provide insight into what works and what 
does not, and facilitate discussions and reflections on lessons learned and ideas for new 
initiatives (Schuitmaker, 2012). These developments are seen as necessary (though not 
sufficient) conditions for a wider diffusion of innovative practices to address, in this 
case, unsustainably high health care costs. The HVCCC carriers, based on the realist 
evaluation that takes the context into account, delineate a set of strategies to support 
residents as change agents and proposes necessary system changes for residents to fulfil 
this role effectively.

CONCLUSION
This study identified several barriers that hinder successful application of HVCCC as a 
newly proposed medical competency in educational and health care practices. Whereas 
research activities regularly stop after the identification of facilitators and barriers, 
we involved stakeholders to establish their role in shaping HVCCC and the settings in 
which it is implemented to create an HVCCC-supporting context. This study proposes 
a set of strategies and system adaptations condensed in four high-value, cost-conscious 
care carriers: (1) continue to promote HVCCC awareness; (2) create an institutional 
structure that fosters HVCCC; (3) continue to focus on projects for embedding HVCCC 
in practice; and (4) generate evidence that could aid the transformation towards an 
HVCCC-supporting context. Furthermore, the carriers support residents, attendings and 
others involved in educating physicians in training to develop and implement practices 
that promote HVCCC delivery.
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reality to fit the ontology of evidence-based practice. Drawing on work of Bruno Latour, 
Biesta describes that the application of facts and tools developed in the Laboratory are 
not placed outside the world of the Laboratory. Rather, the outside world is transformed 
to fit the conditions of the Laboratory. This process of ‘complexity reduction’ is similar 
to the problem-solution coupling that is described in chapter 2 of this thesis. Whereas 
Chapter 2 described how the three case studies propose different solutions – a focus 
on efficiency, effectiveness or involvement – that define the presumed nature of the 
problem, the dominance of the Laboratory mode imposes the effectiveness ideal onto 
all practices. Biesta (2010) suggests that tensions between goals and ideals are rooted 
in issues of normativity. In other words: reducing options for practice articulate what 
particular preferences about what is desirable are brought to the fore.

As I have shown, the source of complexity reduction within the Laboratory traces back 
to the institutions that are responsible for (commissioning the) development of manuals 
for guideline development practices, but more importantly the non-human actor that is 
the dominant system of guideline development itself. I described that the system has 
devoted most of its attention to the development of rigorous procedures for the collection 
and appraisal of evidence. Furthermore, the principles that underlie the appraisal of 
evidence prioritise study designs that provide the most reliable assessment of cause-
effect relationships – that is, study designs (particularly the randomised controlled 
trial) that are least susceptible to biases. This so-called ‘evidence hierarchy’, speaks to 
the fact that the entire guideline development process is driven by a priori judgement 
criteria used to search the evidence base (Kelly, 2018) that prioritise the quality of the 
evidence over the quality issue at hand.

The processes of complexity reduction within the Laboratory described in the previous 
paragraph works to devalue other types of knowledge required to arrive at the best 
decision for particular individuals (Tonelli & Upshur, 2019) Kelly (2018) clarifies that 
other forms of knowledge undermine the notion of ‘best available evidence’, which 
explains the difficulty of conjoining evidence with repertoires of usability, acceptability 
and adequacy that we detected in Chapter 7 on guideline development. What is more, 
Fuller (2013) highlights that the hierarchy of evidence has diverted attention away 
from the question of what grounds such clinical studies provide for decision-making, 
since it is primarily concerned with the grading of evidence rather than the grading 
of arguments. As we have shown in Chapter 7, the fact that high-quality evidence was 
connected by the respondents to the financial interests for producing such evidence is 
one of the clearest indicators of the values that steer what evidence gets produced. Thus, 
relying on ‘best external evidence’ alone would ignore whether the evidence available is 
sufficient or even helpful for addressing the quality concerns at hand (Rycroft-Malone 
et al., 2003).

The complexity reduction within the Laboratory mode may work in areas of certainty, 
i.e., when guideline developers can rely on a clear-cut and strong evidence base. 
However, CPGs are particularly needed in areas of uncertainty in which evidence is 
limited, controversial (Burgers, 2006; Verkerk et al., 2006) or otherwise insufficient 
to inform (value-based) guidance to the quality issue at hand. In the three case 
studies, tensions arise because laboratory tools are granted as the basis of clinical 
decision-making, despite its inability to mitigate all sources of epistemic uncertainty. 
For example, we argued that HVCCC, which calls for considerations of costs, require 
value-based judgements that the laboratory (and its users) tend to avoid (Saarni & 
Gylling, 2004). Furthermore, we described that in the case of SDM, too narrow a focus 
on guideline-prescribed care tends to devalue the experiential knowledge of medical 
professionals and patients as legitimate sources of knowledge (Tonelli & Sullivan, 2019) 
to arrive at the best decision for individual patients. These dynamics of epistemological 
authority granted to high-quality evidence and resultant problems of integrating it 
with clinical experience and patient preferences shape how the ideal of involvement is 
shaped in shared decision-making and the ideal of effectiveness is shaped in guideline 
development to fit in with the dominant mode of the Laboratory.

RQ3: HOW COULD BOUNDARY RELATIONS BETWEEN CONCURRENT 
TRANSFORMATIONS THAT EXTEND THE THREE MODES OF 
COORDINATION REGARDING EFFICIENCY, EFFECTIVENESS AND 
INVOLVEMENT TO THE MICRO-LEVEL BE MADE MORE PRODUCTIVE?
Answers to the first and second research question outline how the dominance of the 
Laboratory shape how value ideals are enacted in the three case studies to fit the 
dominant mode, thus sparking tensions between goals and ideals. This final research 
question attends to the possibilities of using boundary relations between different 
modes of coordination to build synergies between them, as to avoid replacing one ideal 
with another.

All case studies described the need to expand the mode of the Laboratory, specifically 
broadening the repertoire of knowledge types that inform effectiveness, to bring the 
Laboratory in closer to the envisioned goals of the other modes. As we have shown, 
the delivery of high-value care would benefit from measures of patient experience and 
quality of life in order to move beyond the current outcome of HVCCC that mostly 
avoids waste but does little to promote high-value care. Shared decision-making would 
similarly benefit from ‘more complete’ evidence that includes patient-oriented health 
outcomes such as the impact on daily life and patient’s coping style. Initiatives that try 
to involve end-users in research agenda setting (see for example: Broerse et al., 2010; 
Siegel et al., 2013) ) can help make the health research system more needs- and value-
oriented. Furthermore, Laboratory tools like CPGs could provide SDM guidance like 
exemplifying probing questions to discuss patients’ preferences to assist deliberation 
in the clinical encounter. In order to expand the mode of the Laboratory in guideline 
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developers, we proposed for developers to appeal to other sources of knowledge such as 
quality improvement, expert opinion and best practice information to address questions 
that lack a strong scientific evidence base. Instead of guideline panels following the 
steps laid out by the system, the system would need to adapt to the questions (that can 
be broader than PICO) that are laid out by the guideline panel.

In addition to suggestions to expand the Laboratory mode, strategies were formulated to 
build synergies between modes of coordination, particularly synergies with the Forum. 
A commonality between the case studies was that these synergies stemmed from the 
need to manoeuvre certain constraints: constraints of resources (HVCCC), time (SDM) 
and knowledge (SDM, CPGs) that render practices insufficient to successfully implement 
their envisioned goals.

The case of SDM illustrated how the necessity to manoeuvre constraints led to a 
newly proposed conceptualisation of SDM as ‘distributed decision-making’. This 
proposition stems from the need to tinker with individual and systemic barriers that 
limit manoeuvring space for SDM within the confines of the consulting room. In order 
to expand this manoeuvring space, SDM was reconceptualised as a multi-dyadic process 
that includes medical and non-medical actors that spatially and temporally exceeds the 
consulting room. This notion of when, where and with whom decision-making takes 
place expands the Laboratory by democratising who may contribute to (the production 
of) knowledge and values by expanding the Forum site beyond the consulting room.

The case of HVCCC highlights that judgements of high value: i.e., “are the benefits worth 
the costs?” cannot be answered based solely on scientific evidence. No matter how many 
cost-effectiveness studies are conducted, they need to be complemented by the Forum to 
allow for judgements of allocative efficiency and distributive justice given that resources 
in health care are constrained. What this shows, is that such synergies depend on an 
awareness of the issue at hand, in this case: “how can high-value be determined in a 
setting of finite resources?” and the constraints that underlie this issue. As we have 
shown, the predominant reliance on CPGs shifts the focus from balancing benefits, 
harms and monetary costs to one that focuses predominantly focuses on one facet – 
effectiveness, because of constraints in the evidence base, i.e., underrepresentation 
of cost considerations and explicit value judgements in CPGs. We concluded that 
judgements of allocative efficiency and distributive justice require mobilisation of the 
Forum. Moreover, we suggest that for actors to mobilise the Forum mode productively, 
the dynamics with other (dominant) modes needs to be managed or even excluded, 
building on the observation that the dynamics of epistemological authority fired by 
the dominance of the Laboratory currently devalues and/or fully replaces other modes 
of coordination.

In the case of the Covid-19 pandemic, we demonstrated that the dominant system of 
the Laboratory was (at least temporarily) ‘benched’ in order to deal with the situation 
of high urgency for guidance in a setting of extreme time pressure and knowledge 
uncertainty. In this setting, guidance developers simply had no other choice than to 
divert from prevailing methods of basing recommendations on robust research evidence. 
Instead, developers mobilised the Forum to develop guidance that was ‘good enough’ to 
respond to immediate crises whilst keeping closely in touch with practice and changes 
in knowledge.

Whereas epistemic uncertainty was clearly apparent in the case of the Covid-19 
pandemic, each case study is confronted with certain degrees of uncertainty as we 
discussed in the previous research question. This uncertainty may be partly mitigated 
by my first suggestion: expanding the repertoire of knowledge types that inform 
effectiveness, what Usphur and Tonelli (2019) refer to as ‘epistemic plurality’. However, 
as I argued in the previous research question, the implementation of such ‘epistemic 
plurality’ undermines the epistemological authority of ‘best available evidence’ as 
defined by the dominant system of the Laboratory and its implementation will therefore 
continue to be actively resisted without interference and/or exclusion of such dominant 
infrastructures. Indeed, most of these synergies mentioned here were suggestions to 
cope with current barriers rather than what was already being done. Other examples 
are derived from the discussion sections of respective articles or exemplify an outlier 
case (the Covid-19 pandemic). What this shows, is that envisioned transformations 
proposed by these three cases cannot solely rely on building synergies. Instead, we also 
need to attend to the tensions between goals and ideals that convolute any attempt of 
shaping contemporary health care. The articulation of goals and maintenance of goal 
focus make up a key challenge in shaping transformation processes in contemporary 
health care. In the next section, I describe how the analysis described in this thesis may 
guide this pursuit.

9.3 IMPLICATIONS OF RESEARCH FINDINGS
Current literature predominantly focuses on the output side of practices and description 
of facilitators and barriers that influence implementation of such practices (Greenhalgh 
et al., 2017; Nolte, Kluge, & Figueras, 2018). These contextual factors tend to be looked 
at in isolation (Nolte et al., 2018), which suggests a linear relationship between the 
implementation of such practices, while simultaneously addressing barriers, and the 
generation of envisioned outcomes (Khan et al., 2018). Moreira (2013), however, notes 
that the challenge of health care change is not so much caused by barriers, but by 
frictions between goals and ideals. Although tensions between goals and ideals are 
found in many reports of bottom-up criticism on the meaning and implications of 
proposed changes (Bazan, 2005; Levy, Shah, Muriate’s, & Arora, 2014; McCormack & 
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Loewen, 2007; Tonelli & Sullivan, 2019), reiterations of their normative intents (Charles 
et al., 1999; Sackett et al., 1996) have shown insufficient to resolve them.

This thesis demonstrated that transformative processes are convoluted by dominant 
ways of problem structuring that shape how these transformative practices manifest, 
a process that can be related to the concept of ‘valuation’. Valuation denotes that 
values are socially constructed: they are established, assessed, negotiated, provoked, 
maintained and/or contested (Doganova et al., 2014). This implies that valuation is 
not merely negotiated at the drawing board, but a process that may continuously be 
tinkered with. Whereas valuation studies commonly examine one practice, this thesis 
examined three case studies that allowed for an examination of the mutual dependence 
of co-existing modes of coordination, which in large part underlie the manifestation of 
tensions between goals and ideals and that co-shape what values become when different 
modes of coordination meet.

In answering the first research question, I drew on the concept of tinkering to unravel 
how modes of coordination are extended to the micro-level as resulting from situated 
dynamics that may lead values to be shaped and renegotiated. The case studies displayed 
varying degrees of tinkering. Chapter 7 showed how the mode of the Laboratory hindered 
guidance developers from tinkering with clinical guidelines to include a variety of ideals 
needed for CPGs to serve as instruments for quality. A similar observation was described 
in Chapter 4 in which models of SDM, which are indexed to the logic of evidence-
based practice, do little to promote tinkering. Chapter 5, on the other hand, provides 
an example of intensive tinkering by physicians to avoid high-value, cost-conscious 
care from crowding out other values embedded in the traditional doctor-patient ethic. 
Instead of training future doctors to become stewards of scarce resources, HVCCC was 
tinkered to fit in with traditional values that doctors are trained to uphold.

Although tinkering is certainly helpful to explain how values are shaped in practice, it 
is less well suited to provide prescriptive agency in guiding value composition in the 
direction that was initially envisioned. In fact, the case studies show how the dominance 
of the Laboratory ideal directly opposes the symmetrical treatment of heterogeneous 
values, and instead, replaces one ideal with another. These dominant dynamics pull the 
valuation of SDM and HVCCC into the frame of the dominant mode of the Laboratory. 
These duals dynamics are illustrated in Figure 9.1.

The importance of exploring ways to make boundary relations more productive by 
building synergies between them notwithstanding, Figure 9.1 shows how the dominance 
of the Laboratory (blue arrows) renders such attempts (green and orange arrows) 
outnumbered. What is more, even attempts to support the Forum mode or the Market 
mode tend to be framed in light of the Laboratory. Efforts to support the Forum, for 
example, often focus on improving access to information (Joseph-Williams et al., 2014), 

which articulates the issue as stemming from a knowledge deficit (Laboratory) rather 
than a democratic deficit (Forum). This, again, directs arrows towards the Laboratory, 
thereby pulling the mode of the Forum into the dominant mode, as demonstrated in 
the right-side figure.

Figure 9.1. The asymmetrical treatment of heterogenous values regarding efficiency, effectiveness and 
involvement caused by dominant modes of coordination
The left-side figure illustrates the symmetrical treatment of heterogeneous values. Thesis findings, however, 
more closely resemble the right-side figure in which the dominance of the dominant mode of the laboratory 
generates several pull effects that draw the other modes of the Market and the Forum into this dominant mode 
and reshapes both in its own image.

Rather than critique the Laboratory, these dynamics between the modes of coordination 
point to the need for awareness of situatedness in order to distinguish between situations 
in which the dominant mode of the Laboratory legitimately promotes a specific 
understanding of value and in which situations it obstructs the improvement of value 
that is strived for through other modes. The concept of ‘valuation’ alone, much like the 
notion of ‘tinkering’, helps understand how values are composed within practices but as 
such, bears no prescriptive agency as to which composition of values is desirable in which 
instances and for whom. But by connecting the study of valuation to the aims strived for 
through different transformation efforts to extend certain policy ideals to the micro-
level, it becomes possible to also point to the limitations of some valuation practices. 
The case of HVCCC, for example, illustrates that envisioned goals of sustaining access 
to high-value care will likely remain suboptimal as long as narrow ideals of effectiveness 
are imposed on it that render HVCCC a concept that mostly eliminates wasteful care. 
This thesis thereby shows how an understanding of the mechanics that underlie how 
transformations play out in practice may be combined with the notion of situatedness 
that is related to the normative intent of a transformation, to reflect on the possible 
directions that health care transformations may take and what forms of dominance may 
therefore need to be precluded.
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After having reflected on the implications of research findings, I will now turn to a 
reflection on the research methodology and scientific validity of this thesis research.

9.4 REFLECTION ON METHODOLOGY AND 
SCIENTIFIC VALIDITY
This thesis empirically examined how the three modes of coordination regarding 
efficiency, effectiveness and involvement are extended to the micro-level and how 
in this encounter, these modes of coordination are shaped, also in relation to each 
other. To allow for an analysis of a diverse range of transformations that extend these 
ideals to medical practice, this thesis combined original research with secondary 
data analyses. Each research question was addressed using examples from examined 
practices that all entail current efforts to extend these policy ideals to the micro-
level through 1) organisational policy directives to promote the implementation of 
shared decision-making in a Dutch hospital; (2) educating future doctors to practice 
high-value, cost-conscious care; and (3) the formalisation of knowledge in knowledge 
infrastructures through clinical practice guidelines. In section 9.3, I established that 
studies of valuation – a concept that describes how values are composed and shaped 
within practices, commonly examine only one practice. The analysis of four case studies 
in this thesis allowed for an examination of the mutual dependence of co-existing 
modes of coordination, which in large part underlie valuation and resultant tensions 
between goals and ideals within the studied practices. The research methodologies 
employed in these studies were primarily qualitative interviews studies, with the 
exception of Chapter 7 and Chapter 8, for which we employed a mixed-methods design. 
In this section, I reflect on the use of qualitative interviews in relation to the validity 
of examining how ideals of efficiency, effectiveness and involvement are extended to 
the clinical encounter. Furthermore, I reflect on the use of mixed-methods studies and 
encountered challenges of integrating two epistemologically different pools of data. 
I argue that the problematic synthesis of different research traditions is especially 
pertinent in the complex research arena of health care. Next, I expand on the need 
to incorporate complexity when studying health care reforms in my reflection on the 
external validity of case study findings. I close with suggestions to promote external 
validity.

In all three practices, we examined how research participants gave meaning to the 
practice in question: i.e., what is shared decision-making? (Chapter 4) what is high-value, 
cost-conscious care? (Chapter 5) what is a clinical practice guideline (for)? (Chapter 7). 
Argyris and Schön (1974) refer to such conceptualisations as ‘espoused theories’. This 
notion of ‘espoused theories’ highlights the distinction between how stakeholders view 
a practice, and how a practice actually manifests once translated to the consulting 
room, which Argyris and Schön refer to as ‘theories in use’. In Chapter 5, for example, 
we compared definitions of high-value, cost-conscious care (espoused theories) with the 

design of an HVCCC project, which represented the actual translation of the concept 
to practice (theories in use). To uncover ‘HVCCC in use’, we searched for anecdotes 
of specific situations to indicate how physicians (in training) practice HVCCC in the 
context of their daily work. During the interviews, we discussed how differences between 
espoused HVCCC and HVCCC in use might be explained by practice complexities that 
shape how HVCCC manifests in practice. Semi-structured interviews provided the 
opportunity to combine pre-defined questions to elicit ‘espoused HVCCC’ and ‘HVCCC 
in use’, whilst leaving room for the researchers to probe for more detailed responses 
and explore new areas of inquiries to unravel how contextual factors may shape the 
practice of HVCCC.

In the case study of shared decision-making (chapter 4), we examined how shared 
decision-making was conceptualised by health care professionals (‘espoused SDM’). 
The paper delineates different varieties of espoused SDM that arose from the data and 
uncovers five practice barriers that spark tensions between the perception of SDM a 
practice, and how SDM is shaped in practice, thereby putting emphasis on espoused 
SDM and the frictions that may arise between espoused SDM and SDM in use (by proxy). 
In Chapter 7, we analysed how dominant systems of guideline development shape the 
content of clinical practice guidelines, as infrastructures that extend effectiveness to 
the clinical encounter. Findings showed that the disconnect between espoused evidence-
based practice and evidence-based practice in use lies at the heart of ongoing contention 
about the extent to which evidence-based medicine can live up to their promise (i.e., 
evidence practice in use) to improve the quality of clinical practice by encouraging 
physicians to base decisions on the best available evidence.

The case studies and employed research methodologies uncovered espoused efficiency, 
effectiveness and involvement and the tensions that arise between espoused and in 
use. Yet, what the values become ‘in use’ was the focus of this thesis’ main research 
question/research. The fact that the data was not gathered directly at the source, i.e., in 
the clinical encounter, may be considered a limitation of the employed research design. 
Triangulation of research methods that combine interviews with research methods 
that bring the researcher ‘closer to the action’ action’ (and closer to theory in use) like 
participant observation, could strengthen the validity of findings in relation to the 
main research question.

Another point of reflection concerns the ‘proper’ use of data from mixed-methods 
studies. Chapter 8 on guidance development practices during the Covid-19 pandemic 
uncovered some difficulty regarding the appropriate use and reporting of data from 
mixed-methods studies. Particularly, the question of whether or not quantitative and 
qualitative data could and should be integrated was a point of contention. O’Cathain 
et al. (2008) note that research tends to only describe separate components of mixed-
methods studies. Indeed, the integration of quantitative and qualitative findings in 
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Chapter 8 was met with some resistance. One journal reviewer, for example, dismissed 
the paper as a “qualitative study, disguised as a mixed-methods study”. This was despite 
the appearance of several percentages that reported on the most common knowledge 
sources used to develop Covid-19 guidance and methods used to appraise and include 
knowledge for guidance production. Even some of the co-authors considered the 
integration of quantitative and qualitative findings unusual and somewhat confusing. 
This also traces back to the fact that quantitative and experimental research designs 
continue to be considered the norm (Albert, Laberge, Hodges, Regehr, & Lingard, 2008; 
Topp, Scott, Ruano, & Daniels, 2018) in this field of research. Niezen (2012) notes that 
“these struggles are often not just fed by different methodological approaches, but also 
by different perspectives of how and in what way social sciences should inform health 
policy making” (p. 147). Contemporary science policy increasingly recognises that the 
complexity of problems in health care systems (as well as other domains) calls for the 
active engagement of both natural sciences as well as social sciences (Lowe, Phillipson, 
& Wilkinson, 2013). As such, tackling the problematic synthesis of research traditions is 
especially pertinent in the complex research arena of health care. In the next paragraph, 
I will further unpack the role of complexity when studying health care reforms in my 
reflection on the external validity of case study findings.

The case studies on shared decision-making, high-value, cost-conscious care and 
clinical guideline development were conducted in the Netherlands, apart from one 
international case study on guideline development during the Covid-19 pandemic. 
Given the differences between health care systems in different countries, even those 
of neighbouring countries, the generalisability of findings is most likely confined to the 
Dutch health care system. Still, one might argue that the contextuality of study findings 
is not so much a weakness, as much as it is a necessity when studying health care reforms. 
The role of context has long been linked to the complexity of health care reform (Khan et 
al., 2018). However, current approaches are often limited to a description of facilitators 
and barriers that influence the implementation of such practices, which suggests a linear 
approach to the resolution and barriers and successful implementation. Such traditional 
responses tend towards reducing uncertainty (Khan et al., 2018). Khan et al. (2018) 
argue that how actors manage uncertainty by taking on specific behaviours, actions 
and roles in response to a transformation practice, is an important unit of analysis, as 
these actions may ultimately contribute to the transformation. Yet, the authors also 
note that “the multi-level and networked nature of a complex system renders these 
outcomes difficult to predict” (p. 6). Authors including Khan et al. (2018), Topp et al. 
(2018) Berman (1995) highlight the need to embrace the complexity of health systems 
and reform. In studying and guiding transformation processes, Berman (1995) for 
example, argues that we should adopt a more holistic view of the health sector that 
highlights the linkages between different institutional actors in the health sector; and 
second: address linkages across different functional areas of reform action. Or as Khan 
et al. (2018) put it: “to think beyond the influence of particular contextual factors and to 

consider the connectedness of those factors” (p. 3). The strength of this thesis was the 
analysis of multiple transformation practices through which the system dynamics that 
shape these practices could be unravelled as well as the dynamics between concurrent 
transformation practices that mutually influence each other.

In this final paragraph, I reflect on the selection of case studies in this thesis research. I 
selected the practices of high-value, cost-conscious care, clinical guideline development 
and shared decision-making, in order to analyse how the three modes of coordination 
regarding efficiency, effectiveness and involvement are extended to the micro-level and 
how, in this encounter, these modes of coordination are shaped, also in relation to each 
other. It should be noted that we could have studied other practices as well. Practices 
such as patient participation in research agenda-setting (Broerse et al., 2010; Siegel et 
al., 2013), consumer involvement in clinical guideline development (Légaré et al., 2011; 
Montori et al., 2013; Tong et al., 2012) and turning patient knowledge into science (Pols, 
2014), could strengthen the Laboratory mode and the Forum mode. The development 
of ‘cost-conscious clinical practice guidelines’ (Eccles & Mason, 2001; Hill et al., 2012) 
could strengthen the Laboratory mode and the Market mode. Other suggestions include 
the introduction of capitation reimbursement (CPB, 2015; Eijkenaar & Schut, 2015) 
intended to strengthen the Market mode and so forth. A broader exploration of practices 
that extend involvement, efficiency and effectiveness to the clinical encounter would 
broaden the scope of analysis and increase the robustness of the findings.

After having reflected on the employed research methodologies and scientific validity, 
I will now turn to the overall conclusions and propose directions for further research 
that anticipate situatedness and reflect on the possible directions that health care 
transformations may take.

9.5 DIRECTIONS FOR FURTHER RESEARCH
In this chapter, I established that the modes of coordination regarding efficiency, 
effectiveness and involvement are shaped and renegotiated in practices that extend 
them to the clinical encounter. In order to answer the first research question: ‘How 
are the three modes of coordination regarding efficiency, effectiveness and involvement 
extended to the micro-level?’ I drew on the concept of tinkering to describe how the 
modes of coordination regarding efficiency, effectiveness and involvement are shaped 
in practice. I observed how these situated dynamics led to what Moreira (2013) calls 
‘frictions between goals and ideals’ in the sense that the practices drifted away from 
their normative intents.

The second research question ‘Which tensions arise between concurrent transformations 
that extend ideals of efficiency, effectiveness and involvement to the micro-level? uncovered 
the dynamics between different modes of coordination at play that in large part underlie 
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the manifestation of tensions between goals and ideals. In all case studies, I observed 
that the modes of coordination are shaped by the dominance of the Laboratory mode 
that fit the practices of high-value, cost-conscious care, shared decision-making and 
clinical practice guidelines in with the dominant logic of evidence-based medicine.

Findings related to the third research question ‘How could boundary relations between 
concurrent transformations that extend the modes of coordination regarding efficiency, 
effectiveness and involvement to the micro-level be made more productive?’ showed that 
all case studies tend towards the creation and/or expansion of Forum sites as a way to 
manage goals and ideals based on the expectation that wider participation would lead 
to better valuation of practices. The meaning of ‘better valuation’, however, depends on 
the issue at hand, which may or may not benefit from public deliberation. Two questions 
are proposed to reflect on ‘good’ or ‘appropriate’ valuation and make boundary relations 
more conducive to ‘good valuation’.

1.   Which mode of coordination should be mobilised for the issue at hand?
2.   How to manage the dominance of the Laboratory mode?

The case studies showed that the nature of the problem was not in the articulation 
of the mode of coordination for the issue at hand, but in maintaining the mode’s 
integrity, in spite of the dominance of the Laboratory mode. In the next paragraphs, I 
formulate directions for further research. I reflect on ways to maintain the integrity of 
the ideal central to the practices of high-value, cost-conscious care, clinical guideline 
development and shared decision-making.

This thesis demonstrated that attempts at extending transformative processes to the 
clinical encounter are convoluted by the reproduction of dominant ways of problem 
structuring, specifically the dominance of the Laboratory mode that shape how these 
transformative practices manifest at the micro-level. Grin et al. (2004) clarify that 
such dominant patterns of thinking and acting can interfere with the new knowledge 
generated in the projects and limit the transformation of new ideas into action. This is 
linked to the involvement of actors that are part and parcel to the institutional setting 
that needs to change, a setting that also came into being as a result of their actors’ 
past actions and is reproduced by actors’ current actions (see also Chapter 2: duality 
of structure) (van Mierlo, Amstel, Arkesteijn, & Elzen, 2010). Arkesteijn, Van Mierlo 
& Leeuwis (2015) describe that actors tend to relapse into old roles and dominant 
practices, thereby perpetuating systemic stability and path dependency. Arkesteijn et 
al. (2015) suggest that such stabilising mechanisms – the interdependencies and power 
configurations through which the status quo is reproduced –add a third dimension 
to the traditional typology of complexity, that is, in addition to the dimensions of 
disagreement and uncertainty as described in Chapter 2. In order to address this third 
dimension, i.e. systemic stability, the authors propose to use “evaluation methodologies 

that would enable the identification of such stabilising mechanisms while changing the 
embeddedness of social practices in relations, rules and material artefacts” (Arkesteijn 
et al., 2015, p. 107), in order to overcome path dependency, which in the case studies 
manifested as succumbing to the dominance of the Laboratory mode.

Reflexive Monitoring in Action (RMA) encompasses a set of methodologies specifically 
designed to guide institutional change in order to deal with complex problems. It 
encourages actors to reflect upon and challenge the dynamics providing systemic 
stability, by stimulating reflection on project goals, activities and results in the light of 
developments in the existing system or the envisioned long-term goals (Arkesteijn et 
al., 2015). Depending on the phase the initiative is in and the challenges threatening 
the project’s ambitions, different RMA tools can be selected (van Mierlo, 2015). For 
the purpose of raising awareness and managing situated dynamics between different 
modes of coordination, the Dynamic Learning Agenda (DLA) could be helpful because 
it encourages actors to undertake action in light of challenges that hinder the 
achievement of long-term goals (van Mierlo, 2015) and may help prevent relapse into 
old thinking patterns. The DLA turns barriers in the institutional context that obstruct 
transformation (towards the intended direction) into learning goals and solutions to 
overcome these barriers (van Mierlo, 2015). The purpose of the DLA is to support actors 
to formulate systemic barriers as learning questions in order to make strategies to 
overcome barriers an integral part of the project (van Mierlo et al., 2010). The DLA thus 
goes beyond mere insight into the system and the situated dynamics that may obstruct 
change, but instead actively seeks to direct actions towards overcoming barriers.

It should be noted that for RMA tools to contribute to effective change/transformation, 
a certain level of flexibility and emerging design is required. In practice, however, 
this often sits uncomfortably with traditional project management principles (see for 
example: Regeer, de Wildt-Liesveld, van Mierlo, & Bunders, 2016; Van den Bosch & 
Neuteboom, 2017) that often govern innovation projects. The difficulty of connecting 
learning and reflexivity to conventional project management (Regeer et al., 2016) was 
also observed in the case study of the Bewustzijnsproject. One of the researchers who 
worked on the project prior to my involvement had attempted to use the Dynamic 
Learning Agenda in order to encourage the project team to become aware of and address 
institutional barriers. The researcher, however, found that the learning agenda was not 
backed by the project participants, partly because the action points did not align with 
predefined timelines. In this case, the researcher had raised an issue regarding the 
ambiguous definition of the long-term transformative goal of the project. Not one, but 
several definitions of ‘high-value, cost-conscious care’ were used in project documents. 
The researcher, acting as DLA facilitator, suggested adding the ambiguous goal 
definition as a barrier to the Dynamic Learning Agenda, since an ambiguous goal would 
make it more difficult to ensure that project actions would indeed contribute to the 
achievement of long-term goals. The project management, however, was concerned that 
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returning back to the drawing board would enhance rather than reduce confusion about 
the project’s goals and was concerned that going back from the ‘act phase’ to the ‘design 
phase’ would stall the project’s progress. These concerns about timelines are closely 
related to a general tendency of funders to enforce short, project-based innovation 
programmes. The Bewustzijnsproject, for example, had a short duration of just three 
years and was contractually obliged to generate concrete and tangible results that work 
to reinforce a (more traditional) project management approach. The researcher observed 
that project participants focused the majority of their efforts on the development of a 
toolbox with educational tools and best practices as means to deliver on tangible results. 
Although such a toolbox is certainly valuable for teaching high-value, cost-conscious 
care to future doctors, it focuses far less on changing dominant thinking patterns, the 
organisational culture and changing physician behaviours that promote high-value 
care, as these targets are more difficult to quantify and measure. The contradictory 
requirements of accountability and learning raise tensions between traditional project 
management, which assumes that outcomes can be predicted and achieved within 
predetermined timelines, and transformation, which is about experimenting and 
learning (Broerse & Grin, 2017, p. 165). Van den Bosch & Neuteboom (2017) note that a 
traditional project management approach feeds into a tendency towards optimisation 
(finding ways to work more efficient and effective and diffusing these optimisations) 
and innovation (initiating innovations that are then made ready for scale-up) rather 
than on transformation. Further research should thus focus on operationalising the 
reflexive questions posed at the beginning of this paragraph, while looking for ways to 
draw on the ‘systemic stability’, including dominant practices of project management 
and evaluation, that are likely to make these reflexive questions hard to raise, instead 
of being navigated in a position where reflexive questions are framed as hampering 
effective project management.

In this thesis, I unravelled how transformative processes are co-shaped by dominant 
ways of problem structuring in the situated practices and how ‘valuation’ might be 
made productive to coordinate these transformations more effectively. I concluded that 
maintaining focus on the problem at hand and the integrity of the mode of coordination 
mobilised to address that problem, which I coined ‘situatedness’, is at the centre of 
guiding sustainable transformation processes. In order to move beyond a descriptive 
analysis of valuation, I call for flexible, reflexive designs, aided by RMA tools like the 
Dynamics Learning Agenda, that anticipate situatedness and reflect on the possible 
directions that health care transformations may take and what forms of dominance 
may therefore need to be precluded.
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The aim of this thesis is: to examine the practices of high-value, cost-conscious care, clinical 
guideline development and shared decision-making, in order to analyse how the modes of 
coordination regarding efficiency, effectiveness and involvement are extended to the micro-
level and how, in this encounter, these modes of coordination are shaped, also in relation 
to each other”.

The aim of this thesis was divided into three research questions. The first research 
question reads:

RQ 1: How are the three modes of coordination regarding efficiency, effectiveness and 
involvement extended to the micro-level?

The second research question unravels which tensions between different modes of 
coordination may arise in the process. It focuses specifically on the situated dynamics 
between the modes of coordination, which Moreira coined ‘boundary relations’ that may 
underlie how the paradigms of transformation are shaped in practice (RQ 1).

RQ 2: Which tensions arise between concurrent transformations that extend the three 
modes of coordination regarding efficiency, effectiveness and involvement to the micro-
level?

Rather than do away with tensions, this thesis contextualises the dynamics between 
the three modes of coordination as parts of the system on which each transformation 
builds. Proposed health care reforms seek to become embedded in an established system 
of ready-formed moral worlds and social relationships and thus undergo a process of 
adaptation to and shaping by actors that draw upon these structures. This implies that for 
health care transformations to be sustainable, we need to incorporate the structuration 
of the existing system, in which the three modes of coordination represent dominant 
views of how health care ought to be organised. The third research question explores 
opportunities to make the boundary relations between the modes of coordination more 
productive, as to strengthen the practices of high-value, cost-conscious care, clinical 
practice guidelines and shared decision-making.

RQ 3: How could boundary relations between concurrent transformations that extend 
the three modes of coordination regarding efficiency, effectiveness and involvement to 
the micro-level be made more productive?

RESEARCH DESIGN
Examining what happens to dominant health care transformation in their transfer 
to the clinical encounter benefits from a research approach that supports an in-
depth examination of the practices; their process of micro-level extension and the 
consequences of this process. In order to study this, four case studies that provide 

illustrative examples of the three dominant modes of coordination are included in 
this thesis. The research methodologies employed were primarily qualitative, with the 
exception of two studies on guideline development, for which we employed a mixed-
methods design. The use of qualitative research methods was considered most suitable 
in relation to the central aim of this thesis that was focused on unravelling how health 
care transformations are extended to the clinical encounter.

The first case study is centred around a Dutch teaching hospital that extends the ideal 
of involvement to the clinical encounter through the implementation of shared decision-
making (SDM)– a model that seeks to involve patients in decisions about their care. The 
purpose of this qualitative interview study was to explore how physicians shape shared 
decision-making in the clinical encounter (RQ 1), what barriers may impede the practice 
of SDM (RQ 2) and to propose strategies to overcome these barriers (RQ 3).

The second case study is centred around the Bewustzijnsproject that extends the 
ideal of efficiency to the clinical encounter by teaching doctors to become ‘stewards of 
scarce resources’. A qualitative interview study was conducted in order to monitor and 
evaluate the Bewustzijnsproject, a three-year project that guided the implementation 
of a new medical competency: ‘high-value, cost-conscious care’ (HVCCC) in postgraduate 
education in the Netherlands. We examine how physicians tinker with newly assigned 
resource stewardship responsibilities in the realities of their daily care practice, the 
barriers they encounter in the process, and what becomes of the concept of high-value, 
cost-conscious care as a result (RQ 1,2). Based on this analysis, we formulate strategies 
to overcome barriers and support the implementation of high-value, cost-conscious 
care (RQ 3).

The third and fourth case study are centred around clinical guideline development 
practices that extend the ideal of effectiveness to the clinical encounter by encouraging 
clinicians to base medical decisions on the best available evidence. The third case study 
entails a mixed-methods study commissioned by the Directions Council Quality of Care 
(Regieraad Kwaliteit van Zorg) to identify pertinent quality issues in Dutch clinical 
practice guidelines (CPGs). This case study was used to examine how effectiveness is 
shaped by the way that clinical practice guidelines are developed, and what becomes of 
the CPG as an end-product that clinicians use to guide medical decisions (RQ 1).

In line with previous findings, this study showed that CPGs only sparsely include quality 
aspects that lack a strong supporting scientific evidence base. Furthermore, the case 
study was used to identify barriers that hinder the inclusion of such quality aspects. 
We analysed how quality issues may stem from tensions between demands for ‘high-
quality evidence’ and ‘quality improvement’ that are perpetuated by dominant systems 
of guideline development (RQ 2). The fourth case study presents a mixed-methods 
research project on behalf of the Guidelines International Network (GIN) to examine 
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contextualised evidence in order to examine the impact of HVCCC interventions on more 
cost-effective care, and supporting the practice of shared decision-making by including 
patient-oriented outcome measures in health services research. These proposals argue 
in favour of ‘epistemic plurality’ by expanding the types of knowledge included in the 
Laboratory mode. I argue that such strategies alone will have limited impact as long 
as the dominance of the Laboratory mode is not being addressed at the same time. 
This shows in the fact that most suggestions were exactly that; suggestions to cope 
with current barriers rather than what was already being done. Other examples are 
derived from the discussion sections of respective articles or exemplify an outlier case 
(the Covid-19 pandemic). I argue that epistemic plurality will be actively resisted by 
the dominance of the Laboratory mode, since such epistemic plurality undermines the 
epistemological authority of ‘best available evidence’ as defined by the dominant system 
of the Laboratory.

‘Situatedness’: focusing on the mode of coordination that fits the issue at hand
Although the three case studies propose different solutions – a focus on efficiency, 
effectiveness or involvement – the dominance of the Laboratory mode imposes the 
effectiveness ideal onto all practices. Rather than critique the Laboratory, I conclude 
that these dynamics between the modes of coordination point to the need for awareness 
of situatedness in order to distinguish between situations in which the dominant mode 
of the Laboratory legitimately promotes a specific understanding of value and in which 
situations it obstructs the improvement of value that is strived for through other modes. 
This thesis thereby shows how an understanding of the mechanics that underlie how 
transformations play out in practice may be combined with the notion of situatedness 
that is related to the normative intent of a transformation, to reflect on the possible 
directions that health care transformations may take and what forms of dominance may 
therefore need to be precluded.
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DANKWOORD
Met deze laatste bladzijden van het boek sluit zich ook een bijzonder hoofdstuk in mijn 
leven. Wat een rit is het geweest de afgelopen vier jaar. Als student wist ik vrij snel dat 
ik graag onderzoeker wilde worden. Uiteindelijk kwam ik via een S-bocht constructie 
langs afdelingen zorgadministratie en een berg DBC’s (ervaringen die, zoals pas later 
bleek, toch wel nuttig waren…) bij het Athena Instituut terecht. In 2017 werd ik daar 
aangenomen als junior docent. Anna, heel veel dank dat je mij destijds het vertrouwen 
hebt gegeven om te starten als junior docent. Ik koester je in mijn herinnering.

In datzelfde jaar solliciteerde ik naar een onderzoeksfunctie bij het Bewustzijnsproject, 
toen nog niet wetend dat dit zou uitmonden tot een promotietraject. Tjerk Jan, ik wil je 
heel erg bedanken voor onze samenwerking. Onze gesprekken en inhoudelijke discussies 
waarin we vele puzzels hebben opgelost, hebben mij enthousiast gemaakt en gehouden 
voor het doen van onderzoek. Ik heb het als een grote steun ervaren dat je tijdens 
mijn promotietraject altijd goed in de gaten hield of we nog de juiste weg zaten en mij 
tegelijkertijd altijd het gevoel en vertrouwen hebt gegeven dat ik in de driver’s seat zat. 
Door jouw sterke observatievermogen kon jij altijd goed inschatten wat ik nodig had 
en wat ik (nonverbaal) van dingen vond. Ook was je was altijd bereid om nóg een keer 
uit te leggen hoe het ook alweer zat met systeem innovatie. Jouw stevige theoretische 
bagage zijn ontzettend waardevol geweest. Heel veel dank, ik heb veel van je geleerd!

Uiteraard wil ik ook Gianni bedanken die mij tijdens het Bewustzijnsproject heeft 
vergezeld op de weg naar een doelmatiger zorgsysteem. We hebben altijd tegen elkaar 
gezegd dat we elkaar perfect aanvulden! Onder begeleiding van Tjerk Jan hebben we een 
onderzoekspad uitgezet, zijn we bepakt met HVCCC matrixen, (en later met tangrams) 
en versterkt door een team van stagiairs het land doorgereisd om artsen in opleiding 
te interviewen over innovaties op het gebied van doelmatige zorg en de uitdagingen 
die dat met zich meebrengt. Onze overleggen gingen naast doelmatige zorg vaak ook 
over andere belangrijke kwesties zoals muziek, festivals en films, totdat één van ons 
twee (of één van je ontzettend geduldige kantoorgenoten) toch écht moest ingrijpen. 
Gianni, ik wil je heel erg bedanken dat ik de doelmatigheidsmissie samen met jou heb 
mogen volbrengen.

Ook wil ik graag Faduma, Floris en Dirk, die stad en land zijn afgereisd om artsen 
in opleiding te interviewen voor het Bewustzijnsproject, heel erg bedanken. Dank 
voor jullie gezelligheid, versgezette koffietjes, enthousiasme en jullie inzet bij het 
transcriberen en analyseren van al die prachtige interviews. Zonder jullie was het niet 
mogelijk geweest om twee mooie artikelen neer te zetten op basis van de in totaal 49 (!) 
interviews die we met zijn allen hebben verricht.

Hartelijk dank aan het dagelijks bestuur van het Bewustzijnsproject Laurents, Frank, 
Corrie, & Angelique en de deelprojectleiders, Goof, Carla, Iris, Cindy, Judith, 
Lennart, Margriet, Netty. Jullie enthousiasme, inzichten en feedback waren ontzettend 
waardevol voor de opzet, verfijning en duiding van ons onderzoek en onze bevindingen.

Barbara, in de zomer van 2018, toen iedereen naar kamer S-553 vluchtte voor airco 
verkoeling, plantte jij het zaadje voor een promotieonderzoek. Alleen al om die reden 
ben ik je enorm dankbaar. In 2014 en 2015 heb ik bij jou twee onderzoeksstages over 
duurzame inzetbaarheid gedaan. Ik heb mij toen en nu altijd heel gesteund gevoeld door 
jouw enthousiasme. Jouw drive om altijd op zoek te gaan naar nieuwe invalshoeken 
met name gericht op de bijdrage van onderzoek aan een praktijk, in plaats van deze 
alleen te beschrijven, hebben mij geïnspireerd om anders naar de rol van onderzoeker 
te kijken en hebben de artikelen naar mijn idee echt meer betekenis gegeven. Jouw 
kennis en ervaringen uit andere onderzoeken brachten nieuwe inzichten die er anders 
niet waren geweest en onderschrijven dat onderzoek zoveel waardevoller wordt als het 
in samenwerking wordt verricht. Dank voor je begeleiding.

Teun, niet te verwarren met teckel Teun (waarover later meer), ik wil je heel erg 
bedanken voor jouw begeleiding. Wij startten onze samenwerking met een project over 
richtlijnontwikkelpraktijken, maar ook bij de artikelen over doelmatigheid van zorg ben 
je intensief betrokken geweest (tot aan het lezen van versie 3000 aan toe :)) Heel veel 
dank voor je bemoedigende woorden en telefonische check-ins die mij door de laatste 
moeilijke fase van mijn promotieonderzoek hebben geholpen. Daarnaast wil ik je heel 
erg bedanken voor het fantastische idee om het proefschrift te koppelen aan het boek 
van Tiago Moreira en de unieke analyse die dit uiteindelijk heeft opgeleverd. Volgens 
mij spreek ik namens het hele promotieteam als ik zeg dat we van tevoren niet hadden 
kunnen voorspellen wat een proefschrift bestaande uit nieuwe en bestaande data zou 
opleveren en hoe belangrijk die kapstok uiteindelijk gebleken is om de koers te bepalen 
én te behouden. Ik waardeer je betrokkenheid en onmisbare rol bij het continu overzien 
van het proces en alle onderlinge afstemming die daarbij kwam kijken. Hieruit kwam 
ook het (stage)onderzoek naar richtlijnontwikkelpraktijken tijdens de Covid-19 uitbraak 
voort.

Uiteraard wil ik ook mijn dank uitspreken aan Julia die als onderzoeksstagiair betrokken 
was bij dit project. Julia, samen met Teun hebben we een prachtig en belangrijk 
onderzoek naar richtlijnontwikkelpraktijken tijdens de Covid-19 pandemie verricht. 
Jouw kritische en nieuwsgierige instelling maakte jou een prikkelende sparringspartner 
in het project. Je voelde al snel een grote betrokkenheid bij het onderwerp en stelde je 
oprecht geïntereseerd op in de interviews die je met richtlijnontwikkelaars van over de 
hele wereld hebt gevoerd. Met jouw inzet hebben we een unieke indruk gekregen van 
richtlijnontwikkelpraktijken in tijden van kennisschaarste en enorme kennisbehoefte. 
Bedankt voor al jouw hulp!
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I would also like to thank Fergus, Frode, Sietse and Beth for your enthusiasm, insightful 
discussions and support in writing of very topical paper on Covid-19 guidance and its 
implications for guidance development practices post-Covid-19.

Hartelijk dank aan Teun, Sonja, Roland, Hester, Siok-Twan, Leona en Werner voor 
het verrichten van een prachtig onderzoek naar richtlijnontwikkeling. Roland en Hester, 
dank voor jullie feedback en hulp bij het schrijven van het artikel over de relatie tussen 
kwaliteitsverbetering en richtlijnontwikkelpraktijken op basis van alle mooie inzichten 
die jullie hebben verzameld.

Graag bedank ik ook mijn leescommissie, bestaande uit prof.dr. Tiago Moreira, prof.
dr. Jet Bussemaker, prof.dr. Fedde Scheele, dr. Loes Knaapen en prof.dr. Jacqueline 
Broerse voor de aandacht waarmee zij mijn proefschrift hebben beoordeeld en enkele 
laatste suggesties hebben gedaan.

Sara heel erg bedankt voor jouw hulp bij het vormgeven van mijn proefschrift. Het 
balanceren van de drie waardes (of modes of coordination) heb je prachtig geïllustreerd 
aan de hand van een jongleer-act. Ik ben ontzettend blij met het eindresultaat. Dank 
je wel!

Daarnaast wil ik alle fijne en gezellige collega’s bedanken die bij Athena werken of 
gewerkt hebben. Nina, Jetske, Aafke, Kris, Alanya, wat was het gezellig in S-553. We 
hebben naast onderwijs en promotie yays en nays ook vele theetjes, kantoor kerstmissen 
en muizenleed met elkaar gedeeld. Ergens daartussen was altijd wel een levensles voor 
op een tegeltje te trekken. Zo niet, dan hadden we tenminste weer gelachen die dag! 
Femke, jij hebt mij wegwijs gemaakt in de promotie jungle. In je kantoortje hebben wij 
een hoop diepgaande, analyserende gesprekken gehad, of het nu ging over X-men of 
artikelen indienen. Ook na je vertrek bij Athena hebben we contact gehouden en mocht 
ik jou altijd vragen hoe het zit met journals vinden, artikel woordaantallen: ‘strikt of 
suggestie?’ en cover letters schrijven. Ik wil je heel erg bedanken voor je steun, whatsapp 
check-ins en ook voor alle gezellige kletsuurtjes en bioscoop avonden. Lynn, jij was echt 
mijn cheerleader! Jij kwam ons vergezellen in het S-553 kantoor als Fit4Food stagiair en 
later als collega docent. Je bood altijd een luisterend oor en “oh, wat waren veel dingen 
die ik meemaakte herkenbaar voor jou” waardoor ik mij nooit een zeurpiet voelde (ook 
als ik het wel was). Als ik klaar was met mijn ‘rants’, stond je altijd klaar om mij weer 
aan te moedigen. We hebben inmiddels bewezen dat we ondanks afstand in plaats en 
pandemie, nog steeds prima in staat zijn om elkaar te vinden in life struggles, guilty 
pleasure muziek and what not. Let’s keep up the good work! Nikha, jij was een ray 
of (sometimes slightly sarcastic) sunshine! Bedankt voor al je gezellige bezoekjes, je 
spontane kantoor karaoke’s waarin ik maar al te graag bijviel en alle muzikale referenties 
naar de best of the 90s en 00s die mij altijd aan het lachen maken. Jantien, Nicole, 
Robin, Tessa, Aafke, Eva, & Lidewij dank voor de zoom check-ins die het promoveren 

in corona tijd wat dragelijker hebben gemaakt. Nicole, ik wil jou in het bijzonder 
bedanken voor jouw hulp bij het schrijven van response letters. Robin, heel veel dank 
voor jouw hulp bij de cursus Microbiologie & Maatschappij en de transitie van face-to-
face naar digitaal onderwijs. Ik denk met veel plezier terug aan onze gesprekken over 
onderwijs en persoonlijkheidstesten, thema’s waarvan bleek dat wij er beiden nooit over 
uitgesproken raken. Ook heel veel dank aan Durwin, Stijn, Lotte, Lia, Pascal, Callum, 
Léa, Cédric, Mike, Doret, Geertje, Annemarie, James, Margot, Janneke, Joyce, 
Joeri, Diewke, Sam, Sevgi, Willemijn, Anne-Floor, Violet, Marjolein, Jacqueline, 
Frank, Theo, Tomris, Carina, Linda, Dirk, Arnout, Elena, Eduardo, Astrid, Pim, 
Ona, Anne, Lana en alle andere (ex)collega’s voor de samenwerking, gezelligheid 
tijdens onderwijsmeetings en opleidingscommissie vergaderingen, onderlinge hulp en 
het keuvelen op de gang, het kantoor, de koffiekamer, de Botanische tuin,….. Justine, 
Evelyne, en Lotte, dank voor jullie beschikbaarheid en hulp bij alle organisatorische 
kant van het promotieproces én voor het creëren van een altijd verwelkomende sfeer 
op de afdeling.

Esther, Kimberley, Valerie, Koen en Tamara dank voor de broodnodige afleiding en 
de gezellige spelletjesavonden! Aan de leden van T.O.D.D., het totaal onafhankelijk 
damesdispuut, Britt, Yvonne, Lisa, dank voor alle gezellige uitjes, alle high teas, 
stadswapen selfies en spelletjes middagen. Zo bijzonder fijn dat we jaren na onze 
studietijd in Maastricht nog contact zijn blijven houden!

Daan, mijn favoriete broer, en Juliette, mijn favoriete schoonzus, dank voor jullie steun 
en betrokkenheid. Terwijl ik aan het zwoegen was op een promotieonderzoek, zwoegden 
jullie met de verbouwing van een jaren ’30 huis. Zo’n gedeelde uitdaging verbind :) Dank 
voor de gezelligheid, de heerlijke maaltijden die jullie elke keer op tafel toveren en de 
eindeloze gesprekken die we kunnen voeren over de beste bak- en kooktips, vakanties en 
jeugdherinneringen. Tussentijds hielden we elkaar via de ‘promoveren en verbouwen’ en 
later de ‘promoveren en baby Roemer’ whatsapp op de hoogte van het laatste nieuws uit 
Promotieland, ‘pret’park voor academici. Dit heeft Daan vervolgens weer geïnspireerd 
om de nodige attracties te bedenken om het park à la Rollercoaster Tycoon in te richten: 
“Is je artikel voor de 3e keer afgewezen? Breng dan een bezoekje aan de Villa Houvolta”, “Ga 
voor en dan weer achteruit in onze nieuwe boomerang Rollercoaster Feed!←Back”

Pap, mam, heel erg dank voor jullie eindeloze geduld. Ik heb jullie werkelijk de oren 
van het hoofd gepraat over.. ja, alles eigenlijk. Jullie zorgpraktijkkennis is ontzettend 
waardevol geweest bij het brainstormen en schrijven. Eind 2019 kwam teckel Teun jullie 
versterken als nieuw lid van het promotie support-team. Met hem heb ik heel wat meters 
gemaakt onder het mom van ‘TTT - therapie met teckel Teun’. Maar terug naar jullie. 
Pap, mam, wat ik vooral van jullie heb geleerd is dat humor zó belangrijk is om de boel 
te relativeren. Pap, jij legde de gelijkenis heel treffend: promoveren is inderdaad zoiets 
als “vanuit het wit, via het zwart, het oranje proberen te bereiken” (Harrie Jekkers, Het 
Gelijk van de Koffietent).
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