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INTRODUCTION 

Government supervision by the Netherlands Health Care Inspectorate (igz) in its current form has its roots in the first half of the 19th Century. This contribution concerns the past and the future of government supervision by the igz, as one of the actors within the complex steering relationships in health care. The sectoral outline was commissioned by the Scientific Council for Government Policy (wrr). During the writing process, the WRR organised an expert meeting with the authors and experts from the supervision, care and scientific sectors. The comments made during this meeting were incorporated in the text. The authors are responsible for the contents of the sectoral outline. 

A global historic review of the development, positioning and function of supervision in the past 200 years is followed by a brief impression of public health and health care and a discussion of the position and function of supervision, the legal basis, the international dimension of supervision and the influence of competition and patient safety on supervision. These themes form the context within which supervision develops. 

The core of the contribution is an analysis of the IGZ’s supervision theory in the past ten years. The reconstruction of the supervision theory is based on the long-term plans of the igz. The analysis results in eight fields of tension that arise in the practical application of this supervision theory. In Chapter 5, concerning the fields of tension, the supervision theory is assessed in terms of the available scientific knowledge and practical experience. 

The choices made in supervision practice within the fields of tension and the impact of these have a major influence on the reputation (the capacity in which the supervisory authority is known and appreciated) of the inspectorate. The reputation of the IGZ determines its influence and effectiveness even more than its legal powers. The reputation of a supervisory authority is based on its historical embedding and quality of the work, the visible possibility of protecting citizens against harmful action by public or private parties, reasonable action in the choice of the supervisory instruments in the public interest and transparency regarding its working methods and actions (Docters van Leeuwen 2002, Carpenter 2010).

Reputation is a matter of perception and perceptions can vary according to the views of the observer or the circles to which he belongs. The reputation of a supervisory authority may vary between citizens (‘represents our interests’ versus ‘protects the interests of the sector’), those under supervision (‘makes a contribution to quality’ versus ‘a supervisory burden’), the Ministry (‘contributes towards the realisation of policy goals’ versus ‘takes autonomous action’) and politicians (‘independent watchdog’ versus ‘a tool of the Minister’). These different perceptions far from always follow from each other. It is up to the supervisory authority to act effectively, taking account of these different perceptions and the expectations that citizens, the parties under supervision and the government hold of supervision. 

The sectoral outline concludes with an agenda for the future in which the positioning of the igz and innovation of supervision are determining factors for sustainable and dynamic government supervision of health care.

2 SUPERVISION IS TIMELESS
 

Government supervision of social service provision is not a new phenomenon. As long as medicine has been practiced in a social setting, there has been supervision of its practice on behalf of the society. Following a broad definition of supervision, this chapter contains a brief review of developments in the supervision of health care from the start of the 19th Century. This history makes clear the social role that government supervision has played in the past two centuries and which actors and determinants had an influence. Past themes are also current themes and show the direction in which supervision can develop. 

2.1 Supervision 

Supervision as a specialised form of social control in order to protect the interests of patients and society against improper profiteering and harmful or injudicious intervention by medical practitioners has existed as long as medicine has been practiced in a social context.
 The Hippocratic oath dating from 400 B.C. is an early but still contemporary form of professional self-regulation in the public interest. In Dutch urban communities in the late Middle Ages, the local authorities conducted tests of skills before the occupation of barber could the practiced. In the 17th Century, supervision of the ‘Pharmacopoeia Amstelredamensis’, an official municipal book of rules, was conducted by ‘inspectores’ of the Collegium Medicum, who were appointed by the municipal governors (Korst 1988).
With the development of the modern unified state of the Netherlands, since the establishment of the Batavian Republic in 1795, central government acquired its own inaliable tasks in the field of public health and health care. Until that time, this was the responsibility of the district and urban authorities and was strongly anchored in the medical guilds structure. With the start of the State of the Netherlands, the nationalisation of supervision of health care and other domains such as education and mining also began. Until far into the 20th Century, State supervision of public health and State supervision of the institutions for the mentally ill each followed their own course. In 1957, both were placed under one roof. In 1995, they merged with two other supervisory fields to form the igz. 

2.2 Netherlands Health Care Inspectorate, 1995-2000

In 1965, Querido described state supervision as a ‘silent service’ that could only perform its role (research, advice for institutions and policy) only if this was kept out of the public eye (Querido 1965). From the 1990s, supervision aimed for the opposite; it wanted to be a public service, aiming for maximum transparency of its working methods, research results and interventions in the public interest (VWS 2001). The formation of the IGZ was part of this transformation. In 1995, the Medical Inspectorate for Public Health, the Medical Inspectorate for Mental Health and the Public Health Inspectorate for Medicines were merged to form the igz. In 1997, provincial and metropolitan supervision of old people’s homes was added to this. 

The criticism of supervision by the Second Chamber of Parliament in 2000, in response to the report of the Bijlmermeer Disaster Commission of Inquiry, acted as a catalyser for the difficult integration of the four different inspectorates at the igz. The ineffective action of the inspectorate was said to have unnecessarily caused public unrest regarding the medical consequences of the air crash (Commission of Inquiry into the Bijlmermeer Air Disaster 1999, TK 1999). 

During this period (1995-2000), it was established that the IGZ, as a merger organisation, was an island kingdom with a great distance between the regional offices and the head office in The Hague. There were sharp regional differences in supervision methods. This was reinforced by the (excessively) strong professional autonomy of the inspectors (VWS 2001). This analysis led to a change strategy in order to realise centralisation, professionalisation and standardisation of supervision. With the slogan ‘From the Minister, for the citizens’, the IGZ emphasised the public importance of supervision by securing good quality and reliable health care with the lowest possible risks for public health. 

In the four Leidschendam conferences organised by the Ministry of Public Health between 1989 and 2000, responsibility for the quality of care was assigned to the institutions and professional practitioners. This was encoded in the legislation: the Professions in Individual Health Care Act (BIG, 1993) and the Quality of Care Institutions Act (1996). The government supervisory authority supervised this system. With the Client Rights of Complaint in the Care Sector Act (WKCZ, 1995), individual handling of complaints by the inspectorate was discontinued, although it still supervised the procedural requirements arising for institutions through this Act. 

2.3 Balance of two centuries of supervision 

Government supervision of public health and health care by the inspectorate has been a constant presence in the Dutch system for as long as two centuries. The position, function, themes and focus change with the changes in health care and the role that the government played in these. In the 19th Century, central government primarily shaped its emerging responsibility for public health through the design and legal basis for government supervision. Inspectors defined the status of public health, advised both the institutions and local and central government and made efforts to improve the lot of psychiatric patients. Government policy consisted primarily of supervision. The position of official inspector was given a solid legal base. It was no longer a secondary task for physicians, who also earned their spurs elsewhere, but a full-time job as a civil servant. Inspectors used their personal and professional authority, had broad discretionary powers and were mainly regionally-oriented. The regional working method was consistent with the dominance of the decentralised government authorities in relation to central government. In the often difficult relations between central and local government and private institutions, the inspectors poured oil on troubled waters (Humbert 1993). 

Through the growth of departmental policy from the start of the 2oth Century, with an acceleration after the Second World War, supervision of health care became less visible as an autonomous entity within the Ministry. Inspectors gave a great deal of advice at all administrative levels, on legislation, the design of health care and on training courses. Supervision played an advisory role in the extended subsidisation of private institutions and handled individual complaints from patients. Little use was made of the statutory powers, which were also more restricted than they are today. Policy and supervision were strongly intertwined. 

In the 20th Century, growing specialisation in supervisory domains also played a role. This kept pace with the specialisation in health care and public health. A large number of inspection services operated under the umbrella of state supervision. There was a permanent reorganisation process of amalgamation and division of different parts. In the final phase, from 1995, the central-local struggle was settled in favour of a centrally-led supervisory organisation and a standard working method. In order to be able to operate as a single inspection organisation, central steering by an inspector general was realised. The training of inspectors, supervisory guidelines and procedures for more standardised working methods also contributed towards the limitation of the discretionary scope of inspectors. 

In both the 19th and the 20th centuries, public representation played an important role in the development of supervision. In the parliamentary debates, the limitation of central government intervention in public health, the costs of supervision and a call for strong government intervention in crises were regularly recurring issues, sometimes simultaneously. In the 19th Century, epidemics and problematic hygiene and (working) conditions temporarily held the attention of Parliament. In the 20th Century, the issues were scandals concerning medicines and the action of the inspectorate in major disasters such as the Bijlmermeer air crash. Public crises often served as the starting signal for innovation and adjustment of supervision by central government. 

In the past 200 years, the vision and working methods of government supervision have shifted from a social medicine approach to public health to government supervision of institutions and medical practitioners, as we know it today. Public health became a subject of government policy and legislation. Implementation was assigned to scientific institutions such as the National Institute for Public Health and the Environment (rivm) and specific organisations such as the ‘Cross’ societies and Municipal Medical Services.

The focus of the supervisory authority followed the social developments. The supervisory authority was, in succession:

· A protector of public interests;

· A promoter of public health;

· A supervisory authority for government subsidisation;

· An advisor in the field of training for medical professions and handling of complaints;

· A stimulator and advisor on innovation in psychiatric care; 

· A composer of guidelines for patient treatment and accommodation;

· A supervisory authority for compliance with laws and regulations by professional practitioners and institutions. 

Elements of these very different roles lie in the genes, as it were, of the IGZ and its predecessors. The realisation of supervision in modern times and which factors and actors determine this supervision is discussed in detail below. With a view to the future, the question is which combination of new roles or different combination of the above roles is desirable in a rapidly changing society. 

3. THE CONTEXT OF GOVERNMENT SUPERVISION OF HEALTH CARE 

Government supervision forms part of the complex steering relationships in health care. This chapter, following a brief impression of Dutch public health and health care, covers the position and the legal basis, including from an international perspective. This is followed by a discussion of regulated competition and the issue of patient safety, which both have an influence on supervision. 

3.1 Dutch public health and health care 

Public health in the Netherlands is reasonably good (Lucht, Polder 2010). Life expectancy has risen in recent years, but is still lower than in other West European countries. The life expectancy of women, in particular, is lagging. The large gap between the life expectancy of low-skilled and highly educated Dutch citizens has not narrowed in recent years. Although a small gain has been achieved in relation to smoking, the frequency of unhealthy lifestyles is barely diminishing; half the population is overweight and more than 10% are severely obese. The physical living environment is becoming increasingly safe, however. 

Dutch health care compares well on an international level (Westert et al. 2010). Access is excellent, the quality in many areas is above average and the care costs are in line with those of the neighbouring countries. Citizens are positive about the care and have strong confidence in individual care providers. The challenges for the future are large. The increase in the numbers of the elderly and chronically ill lead to growing and more complex demand for care. In the care services market, demand is outstripping supply. In a time of radical austerity measures, the costs of health care (the growth in expenditure lies primarily in higher volumes), place increasing pressure on the national budget. The recent extensive system changes towards a regulated market are aimed at affordable and accessible care for the future. Differences in price and quality, which is not always optimal, between care providers are too large. The balance between costs and quality is open to improvement. Transparency regarding the quality of care is still not sufficient to be used as information for choices and steering. Government supervision must make a contribution to the realisation of this agenda for the future. The paradox is that maximum transparency of the inspection of problems in health care leads to a more negative image of the care than is necessary or warranted. 

3.2 Network-governance

Many actors are involved in improving and security the quality and safety of health care, making use of different strategies. There is network governance. No single central actor has the knowledge to steer all activities, let alone the position to facilitate change in the complex health care system (Healy 2011). An important feature of the Dutch system is the lack of a power centre that is well-enough equipped to unilaterally intervene in health care without cooperation from the field (Grinten 2006). There is strong interdependence in the care system between the government, institutions, professionals and insurers. 

Care institutions are usually hybrids. They are not government organisations or conventional private market parties. The care market is intensively regulated by the government and public funds form part of the compensation system. Despite implementation by private health care organisations, the government remains responsible for the correct conditions for access and the quality and affordability of care (VWS 2009). Health care organisations are called to account by the market, the government and the social environment. They are private-law organisations that must protect public interests (Putters 2009). Steering relationships are therefore complex, dynamic and a hybrid mix of state regulation, market forces, the (social) non-profit sector and professional self-regulation. 

Government supervision by the inspectorate forms part of this network-governance of health care. Government supervision today is part of a far broader approach aimed at improving and securing the quality and safety of health care. A distinguishing feature of the inspectorate is that it forms part of central government; the legal basis for its operations is the Health Care Act, the General Administrative Law Act and special legislation. According to the Quality of Care Institutions Act and the BIG Act, care providers and professional practitioners are themselves responsible for the quality of care. This is supervised (internal supervision) by supervisory councils. The external supervision by the inspectorate focuses on the operation of this system and serves the ministerial responsibility.
 

For the minister, supervision is an instrument for realising his policy objectives, in addition to policy development, legislation, financing and public information. Supervision is aimed at improving and securing the functioning of the health care system, so that social objectives are realised (Mertens 2002). Given the context in which the IGZ is of the actors in the network governance, given its legal basis and instruments and given its positioning under the responsibility of the Minister, the question is which contribution it can make to the quality and safety of health care. 

Box 3.1
Supervisory domain and scale of the igz (IGZ 2012) 

	The inspectorate supervises a sector in which 1.3 million people – including some 800,000 care  professionals – with about 40,000 institutions and companies and in addition, many thousands of professional practitioners working independently, such as GPs, pharmacists and psychotherapists. The supervision is divided into four domains: public and mental health care, curative health care, nursing and long-term care and medicines and medical technology. Supervision is also performed in the Dutch Caribbean islands (Bonaire, St. Eustatius and Saba). Support is provided for the autonomous health inspectorates in Curacao, Sint Maarten and Aruba on request. 

Each year, 8,000 reports are investigated, 3,000 inspection visits are made and 3,000 reports are issued. The manning of the IGZ consists of 480 FTEs, including 149 inspectors, 67 supervision employees, 62 programme employees, 13 employees attached to the Investigations bureau and 24 employees attached to the IGZ reporting centre. The other personnel consist of management, executives and the personnel and facilities service. The budget amounts to more than €56 million per year. 


Box 3.2
Enforcement instruments of the igz (IGZ 2011)
	The instruments that the inspectorate can use for enforcement are: 

· Advice and stimulation measures (campaigns, enforcement communications); 

· corrective measures (improvement plan, intensified supervision); 

· administrative law measures (orders, recommendations to the Minister to issue instructions, astreinte, administrative penalties); 

· penal and disciplinary law measures (submission of disciplinary complaints, investigations and reports to the Department of Public Prosecutions). 

These instruments are deployed on a proportionate basis. Deployment of the series of light to severe measures is dependent on the severity of the risks and experience with the party under supervision. 


The long-term plan and the annual work plans require the approval of the Minister, who also approves the budget. The work of the igz is assessed and judged by Parliament, the administrative and civil courts, the General Chamber of Audit, the National Ombudsman, the Safety Investigations Council and by ad hoc commissions formed after disasters occur (Bijlmermeer Air Disaster Commission of Inquiry 1999, OVV 2008b, No 2009). A distinguishing feature of the inspectorate within the complex steering relationships in health care is its legal basis and the development of its powers in health care legislation. 

3.3 Legal basis of supervision 
The legal basis for government supervision was laid down in 1804 and 1818 with the ‘Supervisory and Investigation Commissions’ (Cannegieter 1954). In the past 200 years, this legislation has been extended and refined. The health care legislation forms the legal framework for supervision by the igz and determines its working methods. With the new health care legislation of the 1990s and recent (pending) legislation, both the expectations and the legal possibilities of supervision have increased substantially. 

Pursuant to Article 22(1) of the Dutch Constitution, the promotion of public health and with it, the supervision of compliance with laws and regulations in the fields of public health and health care, is a government responsibility. Article 36 of the Health Care Act (1956) provides that there shall be state supervision of public health, under the responsibility of the Minister of Public Health, Welfare and Sport (previously of Social Affairs and Public Health), which is mandated to conduct investigations into the state of public health and its determinants, to report means for its improvement, to supervise compliance with and investigations of violations of statutory provisions and to issue advice and provide information to the Minister. 
In practice, since the 1990s the investigation of the state of public health has largely been transferred to the RIVM, which regularly publishes the Care Balance and the Public Health Forecast (VTV) together with a large number of research institutes, with a review of trends in public health and care.
 

In performing its supervisory tasks, the inspectorate is bound by the principles for good administration in the General Administrative Law Act and also has a number of powers at its disposal (entry of locations, requiring information, and case studies) which apply for every supervisory authority. In the system of more than 20 laws that the inspectorate supervises, there is a distinction between framework laws with open standards, such as the Quality of Care Institutions Act and the Professions in Individual Health Care Act, and the theme-based legislation such as the WKCZ, the Organ Donation Act and the Opium Act. There are also laws with strict standards such as the product laws; examples include the Medicines Act and the Medical Aids Act. 

Since 2007, the inspectorate has had the authority to impose administrative penalties, on the basis of the Medicine Act. When the Act on the Expansion of Administrative Enforcement of Public Health Legislation Act (2010) came into effect, the IGZ was assigned additional powers: it can impose administrative penalties or astreinte on care providers and companies for violations of nine laws, without the intervention of the Department of Public Prosecutions. The IGZ has also been granted considerably more possibilities to view patient files without the patient’s consent.
A great deal of new legislation, with supervisory tasks for the inspectorate, is pending. Legal amendments with consequences for supervision are also pending, such as changes to the BIG Act and the Organ Donation Act. The legal system for supervision of public health no longer appears to be a consistent system on some points. Through social and political developments, the definition, use and system of legislation change over the years. The various Acts contain changing provisions as a result of those developments and legislation is sometimes overtaken by public debates. For example, the term ‘patient safety’ is not found in the legislation, but this term is widely used in the performance of supervision and in public debates on supervision. At present, there are problems in the use of various legal descriptions. Examples include the use of the terms ‘supervision’ and ‘enforcement’ and the term ‘institution’. 
The question is whether the system and the consistency of the legislation and the individual Acts, with the accompanying instruments, that regulate supervision are still adequate to secure and promote sound quality and safe care in an efficient and effective way.
 Supervision benefits from unambiguous terminology and consistent interpretations. In 2001, a call was made for a health care supervision Act to replace the statutory provisions in a large number of laws, but this was not followed up (VWS 2001). In the same period, Bills were prepared for the Transport and Public Works Inspectorate and for the Housing, Spatial Planning and Environment Inspectorate. These initiatives ran aground in the Cabinet, with the argument that there were no statutory regulations for the Ministries either (Mertens 2011). Only supervision of education was regulated in an integral Educational Supervision Act in 2002. The independence of supervision receives close attention in this Act. 

3.4 International dimension of the supervision 
Health care is traditionally the domain of the European Member States. They are responsible for the financing, organisation and design of health care themselves. Nevertheless, the influence of ‘Brussels’ is growing; free movement of services and persons also apply for health care. In 2011, the EU Directive on the rights of patients in cross-border care was adopted after years of negotiation (Directive 2011/24/eu). Patients in another European country have the same rights to good quality treatment and their compensation as in their own countries. This Directive also makes it easier to set up European centres of expertise for the treatment of rare diseases. According to this regulating, the government has an obligation to inform citizens about the quality of care in other EU countries. Development of Directives in health care increasingly takes place in an international context. The IGZ also makes use of international scientific knowledge in drawing up supervision guidelines. 

The EU Directive also requires that efforts are made for a European exchange on dysfunctional physicians (Groot et al. 2011). The dysfunctional Twente neurologist avoided supervision by the IGZ by continuing his practice in Germany (Lemstra 2009). A public European ‘blacklist’ of dysfunctional physicians and other professional practitioners such as dentists and nurses has not yet been realised, despite Dutch efforts at the European Commission. 

Cross-border patient traffic increasingly plays a role in health care practice, certainly in border regions and for countries where Dutch patients are treated more frequently, such as Belgium, Spain and Turkey. One example of the problem in the border regions is the prevalence of Methicillin Resistant Staphylococcus Aureus (mrsa) among hospital patients. On the German side of the border, this is many times higher than on the Dutch side (Bredemeijer 2011). Only intensive cooperation, including by the supervisory authorities, can guarantee that patient traffic remains possible without the prevalence of mrsa and other bacteria rising in Dutch hospitals. 

Supervision and the existing legislation for his are lagging behind the Europeanization of health care. Government supervision has a national jurisdiction and is different in each country, depending on the national health care structure (Ngo et al. 2008). Europe has major differences in the organisation of health care systems. The organisation and role of government supervision differs from one country to another. Instead of focusing on the organisation of government supervisory authorities, it would appear to be more productive to compare the positions and working methods of the different supervisory authorities and to learn from this. At the end of the 1990s, a European network of supervisory authorities in health care was set up. The objective is to exchange experience and knowledge of supervision.
 

Government regulation and the supervision of medicines and medical aids are regulated internationally. The production of medicines is a global industry. Supervision of medicines and medical aids operates in a European context of competent authorities and inspection services, recognising each other’s inspection result and thus avoiding duplication and unnecessary supervisory burdens for companies. Increasingly, such cooperation is also sought with inspection services outside the European Union. In the near future, cooperation with the ‘Chinese State Food and Drug Administration’ will be intensified (IGZ 2011). 

3.5 Competition in health care
The introduction of competition in health care in the 1990s contributed towards the growth and the importance of supervision (Eijlander et al. 2002, Saltman 2002). Regulation in advance is making way for supervision after the event. The government is relying more here on the self-regulating capacity of public sectors and is making adjustments through supervision (Mertens 2006). In the final decades of the last century, controlling government as a producer and provider of goods and services made way for government as a referee. That, at least, is the policy theory. 
In practice, however, old and new quality instruments and accounting processes, sometimes conflicting ones, are stacking up, with more and more actors and growing administrative obligations (Bal 2008). The shifts in the quality policy have had a major influence on supervision:

· from professional self-regulation to the development of quality systems;

· to visiting and certification by non-government organisations;

· towards transparent performance agreements by the government via the mechanism of market forces. 

Transparency regarding supervision is an important element of competition. Apart from the fact that many of the inspectorate’s reports are public on the grounds of the Government Information (Public Access) Act, the inspectorate has pursued an active disclosure policy since 2005. The purpose of this policy is to promote compliance, to make choice information available to patients, to inform health insurers and to contribute towards transparent government. Potential side-effects of this transparency are the disproportionate harm to professional practitioners and institutions, the invasion of the privacy of care professionals and the increased vulnerability of supervision (Wal, Erp 2011). Transparency regarding problems in health care can also feed public mistrust of health care. Strategic conduct by care institutions is also a side effect of the trend towards transparency (Bal 2008).
The government is making regulated competition possible through new legislation (Health Insurance Act, 2006; Health Care Market Regulation Act, 2006) and new supervisory authorities. Competition also leads to yet more new rules in order to compensate the side effects of this development and to make it manageable. Since 2004, the Netherlands Competition Authority (nma, formed in 1998) has concerned itself intensively with supervision of concentration in the care markets. In 2006, this was followed by the Dutch Healthcare Authority (nza) to supervise competition (Lybaart, Heijnen & Klauw 2011). The nza bases its views to the NMa on mergers in health care partly on the judgment of the IGZ on the consequences of concentration for the quality of care. The IGZ bases its views on recent inspection findings on the merger partners. 
In order to steer cooperation between the supervisory authorities on the right track, a legal framework was adopted (Health Care Market Regulation Act, 2006), followed by protocols and cooperation agreements between the supervisory authorities. In the near future, this will probably be followed by a legal regulation of a care-specific merger test by the igz and nza, intensive supervision before, during and after the merger and the authority of the IGZ to split up a care institution on the grounds of quality arguments. 

Despite the cooperation agreements between the supervisory authorities, tensions can arise in practice through contradictory standards of supervisory authorities. Concentration of actions may be desirable for the IGZ from the point of view of quality and safety, but objections to concentration may exist in relation to supervision of competition. With the proposed merger of Philadelphia Zorg with a housing corporation in 2008 and the merger of the Zealand Hospitals in 2009, contradictory recommendations of the competition supervisory authorities (nma and nza) and the quality supervisory authority (igz) led to considerable political commotion (Lybaart, Heijnen & Klauw 2011). The exchange of information between supervisory authorities can also be problematic for the relationship of trust that every supervisory authority has with those under its supervision. 

In the regulated health care market, health insurers are expected to play a greater role in promoting quality of care, by buying in responsible care. This new role of the health insurers calls for different and more intensive cooperation and allocation of tasks between the IGZ and health insurers. Health insurers may play a bigger role in the stimulation of quality, while the supervisory authority can focus more on ensuring safety and minimum quality. Competition has made it easier for new care providers to enter the market. This entails the risk that care providers acting in bad faith will also offer their services. The inspectorate is expected to define these risks with new market entrants and to remove the ‘rotten apples’ without restricting the innovation that they can generate.

3.6 Patient safety
Since the start of this century, patient safety has become an important public issue in the Netherlands and internationally, which is associated with the responsibilities of hospital managers (Leistikow 2010). The slogan ‘Here you work safely or not at all’ has place the issue of patient safety high on the political agenda (Willems 2004). Shortcomings in recording of incidents, a closed corporate culture and insufficient steering for safety by the senior management of hospitals could lead to damage. 

In 2007, the Minister’s goal was to halve the potential avoidable damage in hospitals (VWS 2007). This resulted in a programme by field parties under the slogan ‘Prevent damage, work safely’, with the objective of the introduction of a safety management system (vms) and the realisation of improvements on 10 health care themes where the risk of unintentional damage was deemed to be high. The inspectorate supervises both parts of the programme. Physicians are said to take too little interest in shortcomings in their practices and the self-restoring capacity among medical specialists is below standard (Leistikow 2010). Partly on the initiative and with the encouragement of the inspectorate, the role of the managing boards and supervisory boards of institutions in the issue of patient safety, which had been underdeveloped until then, led to the updating of the Healthcare Governance Code, with a strong emphasis on the allocation of responsibility and relationships between all the internal and external actors involved in quality and patient safety (IGZ 2009). 

Health care disasters, such as the excessive mortality rates in heart surgery at the St. Radboud University Medical Centre, the fire in the operating room in Almelo and the dysfunction of the neurologist in the Medical Spectrum Twente hospital, which persisted for years, contributed strongly to the image of health care as a high-risk undertaking (OVV 2008b, Lemstra 2009, OVV 2008a). The unintended damage in Dutch hospitals is substantial: each year, 10,000 patients suffer permanent injury and there are 1,500 to 2,000 avoidable mortalities (Bruijne et al. 2007). According to the HARM study, 41,000 patients are admitted to hospital each year suffering from the side effects of medicines (Bemt, Egberts 2006). 

Box 3.3
High mortality in heart surgery at umc St. Radboud (OVV 2008b)
	In 2008, the Safety Investigations Council published its evaluation of the high mortality rates at the heart surgery department of the St. Radboud University Medical Centre in Nijmegen. Insufficient self-regulation by medical specialists and their professional groups, failing management by the Managing Board and failing supervision by the Supervisory Board and over-reactive government supervision by the IGZ at too great a distance from the care contributed to the development and long persistence of this problem. The Minister of Public Health, Welfare and Sport was advised to investigate the statutory regulations concerning the allocation of responsibilities to the actors concerned in more detail and to improve the equipment of government supervision.


The development of health care, Europe, competition and the relatively new theme of patient safety influence the positioning and function of supervision. Supervision is not a static government function. In its 200 years in existence, the inspectorate has adjusted to new circumstances and will continue to do this in the future. The legislation on supervision has not been a static structure in recent times either. Is this dynamic reflected in the supervision theory of the igz? 

4. SUPERVISION THEORY OF THE IGZ  
Which supervision has the inspectorate developed, explicitly or otherwise, in recent times? By analogy with the draft policy theory, the supervision theory is the set of assumptions on which supervision is based (Hoogerwerf, Herweijer 2008). The supervision theory covers a consistent set of assumptions of the supervisory authority concerning the supervision domain, assumptions on relationships between objectives and resources in supervision (final relationships), assumptions about causes and effects in supervision (causal relationships) and normative assumptions that lead to a preference for particular objectives and resources. The supervision theory is not a scientific theory, but is a guiding and steering theory based on supervision practice. 

The supervision theory can be reconstructed from the policy documents of the igz. Analysis of the three long-term plans of the igz from the past ten years provides an insight into this supervision theory and the shifts in emphasis and dynamics that have occurred in this. 

4.1 Long-term plan for 2003-2006 (IGZ 2003)
During this period, there was a debate about the core tasks of the igz. The capacity of the inspectorate had not kept pace with the growth in the number of supervisory tasks and objects of supervision. Risk management and analysis was a key focus of this long-term plan. In view of the scale of the supervision domain in relation to the capacity of the inspectorate, risks in health care determine the priorities for supervision. The expectation is that this will make supervision more effective, efficient and transparent. 

Risk management is seen as the core of the inspection actions. Regular supervision will be replaced by Phased Supervision (Risk indicators supervision). Indicators provide an insight into risks (first phase). If there are reasons for this, further research will be conducted in the second phase and if necessary, measures will follow in the third phase. For vulnerable target groups (psychiatric patients, the handicapped and the elderly), supervision is performed of the individual patient care, primarily of the statutory patient rights laid down in the Special Admissions to Psychiatric Hospitals Act (bopz). 

The individual responsibility of institutions which, pursuant to the Quality Act, must have a quality system, and of professional practitioners for quality and safety, are leading for the inspectorate. Accreditation and certification that can lead to less or different supervision are also appropriate here. 

4.2 Long-term plan 2008-2011, ‘for justified confidence in responsible care’ (IGZ 2007b)
In the long-term plan 2008-2011 ‘for justified confidence in responsible care’, the inspectorate states that citizens must be able to use health care with justified confidence and that care providers must account for their quality and risks. The inspectorate conducts investigations and makes unbiased assessments, independently of political opinions, policy and the dominant care system. Protection of vulnerable groups of citizens receives the specific attention of the inspectorate, because it views this as a classical task of government supervision. The inspectorate assumes the intrinsic motivation of care providers, who hold primary responsibility for the quality of their work. Government supervision is a concluding part of this. 

Transparency, making quality and quality differences measurable and visible, is a key term for the inspectorate in this long-term plan. The inspectorate enforces on a risk basis, using indicators derived from legislation and field standards. Promoting quality of care, and in particular, patient safety (as well as effectiveness, patient-orientation and timeliness) is a top priority. More emphasis is placed on stimulation of quality improvement. The IGZ aims to act as a director of quality of care. The inspectorate aims to be a proactive, effective and visible enforcement organisation that takes action where necessary and stimulates where this is possible. The inspectorate has various instruments for these roles, which are deployed on a proportionate basis, rising from advice to administrative law measures and the deployment of disciplinary law and detection, which, in consultation with the Department of Public Prosecutions, may lead to criminal prosecution. 

Compared with the preceding period, the supervision theory is developed further and more explicitly. The enforcement cycle is a tool for the selection of subjects of supervision, then gathering information, assessing the information gathered and making a choice of measures. The term ‘evidence-based supervision’ is also coined in this policy plan; supervision in accordance with supervision protocols and guidelines that have been scientifically assessed for effectiveness. Finally, the supervisory burden must be reduced through cooperation with other supervisory authorities. 

4.3 Long-term plan for 2012-2015, ‘for justified confidence in responsible care’ ii (IGZ 2011)
In the long-term plan for 2012-2015, despite the fact that the title remains the same, there are sharp shifts in emphasis in the supervision theory. The attention for vulnerable groups and prevention remains, as does risk-driven supervision. The ordering principle in the supervision theory is named the ‘igz-risk/effects chain’. On the basis of objectives at the public health level (living longer in good health, no avoidable damage in care or an appropriate quality of life in long-term care), concrete supervisory objectives are formulated and are recorded in required compliance levels for parties under supervision. According to the inspection theory, better compliance with legislation, professional standards and guidelines lead to fewer risks of harm to health and justified public confidence in health care. The guidelines, according to the inspection theory, lead to fewer risks of harm to health and justified public confidence in health care. Quality improvement is no longer an end in itself. Although advice and stimulation measures by the inspectorate encourage quality of care, the focus lies on reducing risks of harm to health.

As in the preceding period, supervision assumes the intrinsic motivation of care providers to provide safe and good quality care. If the inspectorate’s confidence in this intrinsic motivation is warranted on the basis of verification of information on the care provider combined with on-the-spot assessment, this leads to less or different supervision. If the confidence proves to be unwarranted, more intensive supervision follows and in the event of lack of competencies, lack of will or malicious intent, severe action will be taken. Confidence in the supervision takes shape in the maxim of ‘high trust, high penalty’. 

The inspectorate’s strategic risk analysis reveals the following priorities for supervision: increasing the safety of medication, improving care for the elderly, addressing dysfunctional professional practitioners, reducing restrictions of freedom and addressing the risks of new market entrants. Compliance indicators will be issued for each of these risks, in order to be able to measure the effect of supervision. 

System supervision is added to the four existing enforcement methods (risk indicators supervision, theme-based supervision, incident-based supervision and detection).

Box 4.1
Enforcement methods (IGZ 2011)
	System supervision is directed at risks in the quality systems of care providers, networks and chains, with an emphasis on administrative/organisational roles and responsibilities for quality assurance. 

Risk indicators supervision is based on proactive and regular gathering of indicators that can indicate risks. The risks are determined through analysis and are verified on the spot. 
Incident-based supervision is based on reports and indications (7,000 to 8,000 reports per year) that have or could lead to high-risk situations. The reporter conducts an investigation itself, at least into the cause of the incident, and notifies improvement measures. The igz assesses the investigation report and if necessary, conducts its own investigation. 

Theme-based supervision is directed at high-risk aspects of areas. Aspects such as the telephone accessibility of GPs, growing up safely and healthily, reducing the use of force in care and the transfer of medication or fields such as intensive care, the operative process, clinical research with test subjects and advertising of medicines are subjects of theme-based supervision. About 20 theme-based supervision projects are carried out each year. 

Detection is based on the analysis of criminal data, public information (including online information) and reports. Detection may lead to reporting of criminal offences to the Department of Public Prosecutions.


More importance is attached to cooperation with care insurers than in earlier years. The inspectorate’s motto, ‘for justified confidence in responsible care’, is developed further by strengthening the public perspective in supervision. The inspectorate addresses citizens with its public inspection results, aims to make greater use of information on citizens and patients and seeks cooperation with the public and patients in the concrete supervision and the supervision policy. As in the earlier long-term plans, the inspection aims to be an independent enforcer with integrity, that stands above all parties. 

4.4 From supervision to enforcement 

In the development of the inspection theory, as formulated in the successive long-term plans, a number of consistent themes are found. Attention to vulnerable groups, the promotion of prevention, the independence of supervision and risk-based proportionate supervision receive attention throughout the entire period. But there are also new themes that arise in this period: the public perspective, the supervisory burden, system supervision and evidence-based supervision.  There are also themes that disappear, such as accreditation and certification. The outcomes of accreditation and certification of care institutions are rarely included in government supervision, although the same subjects are raised to some extent. This is due to a number of incidents at nursing homes that were certified, but which were placed under intensified supervision by the inspectorate and the niaz accreditation at the umc St. Radboud prior to the serious problems in the heart surgery department in 2005 (OVV 2008b). However, legal restrictions on the exchange of information between private certification agencies and the inspectorate need not prevent cooperation (Evers 2002). 
The inspectorate’s do not include handling of individual patient complaints or responding to every incident in health care (VWS 2012a, Mertens 2012, Legemaate 2012), even if politicians request this. Safe care and handling of complaints are the responsibility of care providers. Government supervision is the concluding part of the quality assurance mechanisms of the care field itself. The care field uses field standards for quality and safety here, good governance, certification and accreditation and complaints procedures. Through (risk-based) system supervision, the inspectorate can focus on the performance of (safety management systems of) institutions and on the greatest risks for public health and safety. 

The most striking element in the development of the supervision theory since 2003 is the increasingly strong emphasis on compliance with laws and regulations and the deployment of administrative law measures. This development is part of the altered social framing of the treatment of (statutory) rules. While there was a tolerance culture until 2000, under the influence of major incidents (the cafe fire in Volendam and the firework disaster in Enschede) and the assumed rise in crime and international terrorism, this made way for the frame enforcement deficit; rules are there to be obeyed (Mertens 2011). The emergence of the patient safety and harm to health frames in health care and the enforcement of rules by the inspectorate at the expense of a broader focus of supervision on quality are also consistent with this development. The term ‘enforcement’ is included in the title of the last two long-term plans. The igz now prefers to use the term ‘enforcement’, which it takes to include supervision and detection. 

Politicians have high expectations of this new attitude of the inspectorate. As a result of the coalition and tolerance accord of the Rutte government, the IGZ’s budget was substantially increased from 2011 (from €45 million to €55 million in 2012), in a period in which the government and other government supervisory bodies had to make sharp cuts. The government wants a stronger Inspectorate for Health Care that requires less paper accounting and performs more inspections on the shop floor, with unannounced visits and mystery guests. For serious complaints, the inspectorate must take immediate action and deploy severe sanctions ADDIN RW.CITE{{388 Kabinet Rutte 2010}} (49). The Second Chamber of Parliament and the government support a style of supervision with stronger sanctions. This tone is consistent with the safety paragraph in the same government coalition accord: visible, authoritative and determined action by police and the courts, shock and awe policy, minimum penalties and tough action against offenders.

The dynamic in the inspectorate’s environment is reflected in the development of the inspection theory. Whether the government’s high expectations, which are partially incorporated into the inspection theory, can be met in practice and whether there is scientific evidence for this is discussed in the next chapter, concerning fields of tension in supervision.
5. FIELDS OF TENSION 

This chapter discusses eight themes from the supervision theory, some old and some new, in more depth: independence, the public perspective, supervision styles, confidence, supervision standards, risk-based supervision, the supervisory burden and evidence-based supervision. Precisely these themes are key issues in the public and scientific debate on supervision. For each theme, the inspectorate’s supervision theory is assessed in terms of supervision practice and the scientific state-of-the-art. This confrontation exposes fields of tension that are inseparably tied to supervision. In a field of tension, differences of opinion, discrepancies, contradictions and/or conflicts of interest arise. There are no clear and simple solutions for these fields of tension. It is more important to explore these fields of tension and to make choices in practice that are carefully considered, transparent and timely. These choices determine the reputation of the igz, which in turn, determines the effectiveness of supervision. 

5.1 Independence of supervision

In the positioning and working method of supervision, independence is often interpreted in absolute terms and is confused with autonomy, while the work takes place within a complex network of relationships. In the IGZ’s inspection theory, the independence of supervision is an important determinant of the effectiveness of supervision. It regards independent opinion-making by the igz in individual cases, without intervention from politicians and policy, as important for maintaining confidence in supervision and the ability to operate effectively. Independence is an issue in the relationship between the inspectorate and the Minister, politicians, departmental policy, those under supervision and private citizens. The independence from the Minister and the department is particularly high in tension. 

The Minister is responsible for the design of health care and, therefore, for the supervision of this. The inspectorate falls under ministerial responsibility. The Minister is responsible for the resources awarded to the inspectorate and the frameworks within which it operates. The Minister approves the annual plan of work and the long-term plans of the IGZ for that purpose. The Minister makes use of the field knowledge of the inspectorate in making policy choices. With new legislation, the views of the inspectorate on enforceability will be taken into account. Policymakers and supervisory authorities operate in the same field to some extent and both give signals to field parties and politicians. Communication and good cooperation/coordination between the policy department and the inspectorate, with each retaining their own roles and responsibilities, are important in order to make policy and supervision as effective as possible and to realise synergies. 

For the Minister, the independent position of the supervisory authority is an important asset In the long history of government supervision, the Minister has only once (1974) made use of his authority to issue instructions for supervision, in the evacuation of the Dennendal care home for the handicapped by the police. This does not alter the fact that the relationship between the inspectorate, the ministry and the Minister is sometimes ‘uneasy’ and the independence is more a ‘relative’ independence or ‘a degree of independence’ than absolute independence (Hoekstra 2010). 

In the coalition and tolerance accord of the Rutte government, the Cabinet concerns itself with the inspectorate’s working methods to a significant extent. According to this accord, there must be less paper accounting and more inspections must be conducted on the shop floor. According to the government, mystery guests and unannounced visits will help to improve supervision of care of the elderly. The politicians are taking over the role of the Inspector General here, in issuing direct instructions for the performance of supervision. 

According to the inspectorate, its recently adjusted positioning within the Ministry (the Inspector General operates at the level of the Director General and forms part of the Administrative Council and the ministerial staff) – contributes towards the independence of supervision in relation to policy and leads to an upgrading of the significance of supervision. But there are also risks associated with this positioning: socialisation of supervision within the culture of the ministry and the politicisation of supervision through major intervention of the Minister in supervision (Mertens 2011, Hoekstra 2010, WRR 2004). It is necessary to constantly guard against excessive integration of the inspectorate within the ministry. Accommodation of the inspectorate at some distance from the ministry would be a practical solution for this field of tension. 

Parliament uses media reports on the inspectorate and the inspection reports to call the Minister to account for his or her policy and problematic situations in health care. Parliament must then be able to count on the independent realisation of the outcomes of supervision in its controlling role. There is another field of tension here: how far can the inspectorate go without seriously embarrassing the Minister? At the same time, the Minister can make promises in Parliament to ask the inspectorate to conduct investigations in order to respond to the concerns and wishes of Parliament. With an inspection that falls directly under the responsibility of the Minister, democratic control of supervision might be better assured than with an inspectorate or authority at a greater distance from the government. This could strengthen public confidence in the inspection and enhance its reputation. 

The second relationship in which independence plays a role is that between the inspectorate and the parties under supervision. Responsiveness, i.e. the extent to which the inspectorate succeeds in corresponding to the health care practice that it supervises, plays an important role in the effectiveness of that supervision. This responsiveness is necessary as the decisions and measures of the inspectors must be incorporated into the local care practices in order to be able to lead to improvement (Lonsdale 2008). This responsiveness is also possible because most inspectors come from the field which they supervise. Inspectors at the IGZ have worked for an average of 12 years in an executive, management or scientific position in health care before they enter the service of the IGZ, aged between 40 and 50 (Kist, Hutschemaekers 2006, Robben, Hutschemaekers 2008).

The risk of excessive responsiveness is capture. In every supervisory relationship, there is a tendency to reduce the distance between the supervisory authority and the party under supervision. Harmony is cheaper and often more effective than confrontation (Ridder 2004). If the parties become too close, there is a risk of capture. The inspectorate and the inspector can be captured through the influence of the party under supervision, with the result that they lose sight of the interests of the public and patients. Excessive closeness sometimes makes decisive action difficult in situations where this is called for. A well-documented example of capture is the role of the inspectorate in the LSD treatment of prison camp victims from the Second World War by the Leiden professor of psychiatry Bastiaans between 1964 and 1999 (Enning 2009). Through political pressure and an effective media campaign by supporters of the treatment, the inspectorate did not go beyond playing an advisory role in which this was tolerated, which drew considerable criticism. A more recent example of potential capture is the reactive response of the inspectorate to the problems in the heart surgery department at the St. Radbout University Medical Centre in Nijmegen (see Box 3.3). 

Too great a distance from the field, the other extreme in the distance versus closeness dilemma, can lead to loss of information on the objects of supervision and unworkable relationships. Consequently, neither complete dependence nor complete independence contributes towards effectiveness; the relationship that lies in between must be shaped on the basis of concrete experience in practice (Niezen-van der Zwet, Neefjes & Bal 2011). 
Finally, independence and procedural justice determine the reputation of the supervisory authority among members of the public. For private citizens, it is important that the opinions of the supervisory authority are not influenced by political interests or overly close ties to the field that it supervises (No 2009, No 2009, Hoekstra 2010). The public attached considerable importance to an unbiased, expert and reliable inspectorate. Of the members of the public who responded to a recent image survey, 40% (n=1307) said that they did not have a sufficiently clear picture of the IGZ to be able to have an opinion about its bias, while 35% of the respondents regarded the IGZ as unbiased and 13% regarded it as biased (Marktrespons 2011). 

The conclusion is that independence is relative and is not the same as full autonomy of the inspectorate or the inspectors. The inspectorate must act responsively in a complex force field in which the independence of opinion-forming calls for continual discussion and consultation. Capture can be avoided by regularly changing inspectors for objects of supervision and specific training of inspectors. Undesirable political intervention is more difficult to manage, in view of the ministerial responsibility for supervision and the intensive relationship between the inspectorate, the Minister and policy. This tense relationship can be made more business-like through the statutory regulation of independence. Aware and transparent handling of the dependence versus independence field of tension by the Minister, the department and the inspectorate can also reduce the field of tension. 

5.2 The public and supervision 
The relationship between the inspectorate and the public is a tense one. The public expects the inspectorate to play an active role in the handling of individual complaints, while the inspectorate’s task does not include handling complaints. This discrepancy may be detrimental to the inspectorate’s objective of making a contribution to justified public confidence in health care and in government supervision. The emergence of social media has changed the relationship between the electorate and the supervisory authority. There is no ready-made solution for this change. The inspectorate anticipates these developments by assigning a far more prominent position to the public than in the past in the inspection theory in the latest long-term plan. 

Since the introduction of the WKCZ in 1995, the inspectorate has no longer played a role in the settlement of individual patient complaints. Individual satisfaction is not a task of the inspectorate. The inspectorate does supervise the compliance of institutions with the procedural obligations of the WKCZ and uses the complaints of individual citizens as a sign of potential structural shortcomings in health care. If a complaint by a member of the public indicates structural problems in health care, the inspectorate may decide to conduct an investigation into the context of the complaint (IGZ 2007a). 

The absence of the inspectorate from the settlement of individual complaints is sometimes hard for complainants to accept, particularly if they feel they have not been heard by the institution or professional practitioner concerning which they are complaining. They then see the inspectorate as their last resort (No 2009). The national Ombudsman passes on this dissatisfaction, apart from justified criticism of the working methods and procedural validity in the settlement of a relatively small number of complaints by members of the public regarding the action of the inspectorate, by publicly stating that in individual cases, if a complaint is not handled in accordance with the requirements of the WKCZ, the igz must conduct supervision and take enforcement action (No 2009, No 2011). Through this position, which is consistent with the sensitivity of the media and the Second Chamber of Parliament for the personal drama involved in incidents, public expectations are raised regarding the role of supervision which are not consistent with the role that the Minister and the inspectorate see for government supervision (VWS 2012a, Mertens 2012, Legemaate 2012, VWS 2012b). Apart from the fact that the inspectorate lacks the capacity to be able to guarantee handling of individual complaints, the inspectorate is not the appropriate body for this. Complaints should firstly be settled properly by the institution itself – and the inspectorate must ensure that this indeed takes place. This does not alter the fact that the reports received by the inspectorate form an important source of information on the functioning of health care institutions and providers and must also be used as such in supervision.

The igz attempts to respond to this potential dissatisfaction among private citizens by communicating more clearly with individuals who submit complaints that, in view of the statutory regulations, the inspectorate is not party to the settlement of individual complaints, but does include signals from citizens in its assessment of risks. Possibly, the proposed amendment of the law on complaints (appointing a professional organisation and strengthening the independence of the handling of complaints) in the forthcoming Client Healthcare Rights Act can help to reduce the tensions between the public and the inspectorate. However, the legislators are not always consistent in the positioning of supervision; in the forthcoming Principles for Care Institutions Act, clients are granted the opportunity to address the IGZ direct in the event of serious breaches of their rights, and the IGZ will then have the role of a handler of complaints after all. With this, the legislators, too, are raising expectations among the public that are not warranted. 

If a private citizen submits a complaint or a signal regarding health care to the inspectorate,  procedural justice (did the assessment and decision-making by the inspectorate take place fairly and correctly, are procedures applied correctly in interaction with the citizen and is the citizen treated in a friendly and respectful manner) will determine the citizen’s assessment of the inspectorate’s working methods (No 2009, Tiemeijer, Thomas & Prast 2009). This procedural justice is more important than the outcome of the investigation by the IGZ. If the citizen regards the procedure as unjust, the outcome will be assessed as unjust, and that will harm the inspectorate’s reputation. 

In the past, the inspectorate did not address citizens directly. The work took place in the relationships with the Ministry and the health care institutions. Citizens were seen primarily as consumers of supervision who could use public information in their choice of care (Meijer, Homburg 2008). Interaction between the inspectorate and citizens is still frequently confined to the regular formal talks with organisations that represent patient groups. In the performance of supervision, particularly in mental health care and care of the elderly, inspectors speak to patients in order to form a view of the quality of care. In some theme supervision projects, such as the theme supervision project on the chronic artificial respiration in the home care services, patient experiences even form the point of departure for supervision (IGZ 2010). 

The possibilities for producing and sharing information are undergoing explosive growth, with the social media forming the tools for this. A different media landscape is developing through the online media and online chat spaces. Citizens are not just consumers of news produced by professional media and the inspectorate, but produce the news themselves, to which action can be linked. By sharing information online, experienced citizens such as ‘lay inspectors’ can develop supervisory powers that can supplement the official forms of supervision. (Chavannes 2007, Scourfield, Ruskin 2010). Members of the public are moving from being observers and consumers of supervision to participants in supervision.

Developments in the field of social media make it possible for the inspectorate to pick up signals regarding health care in other ways. Members of the public have different information from professional supervisory authorities, and this information is often more detailed. They are active in all sorts of fora in which experiences are exchanged with regard to specific diseases, opinions on care and how to live with that disease (Adams 2011). As a private initiative, a number of websites have been designed at which patients can give their opinions on medical professionals and institutions (Adams 2011, Vahl 2011). The signals on health care in the social media and the interactive possibilities of internet technology open up new opportunities for the inspectorate to gather and share information. 

Critics of this development claim that as the volume of information rises, its quality diminishes. The number of assessments per physician in online fora is often not more than one or two. In recent years, a number of physicians have been ‘named and shamed’ online by patients, in a role as ‘lay inspectors’, without being able to defend themselves adequately. The motive is dissatisfaction and the conviction that the use of the formal routes leads to a cover up. Despite these teething troubles, this development is unstoppable and there is little reason to assume that from all these experiments, no involved and active citizens will emerge for the supervisory authority (Shirky 2010). An analysis of international experiences also shows that patients share both positive and negative experiences on websites of this kind (Adams 2011). Assuming that the exchange of information on health care between private citizens will continue, the question is no longer whether the inspectorate will make use of these sources, but primarily how they can provide reliable and meaningful information for the inspectorate. 
Members of the public, in their new role as ‘lay inspectors’, and the requirements they set for the way in which they are addressed by the government supervisory authority, which is limited by its positioning and legal framework, can lead to new tensions. The challenge is to respond effectively to this public point of view and to learn from the possibilities and limits of patient participation in health care and experience already gained by other supervisory authorities (Bovenkamp 2010, Bovenkamp, Adams 2012). The public perspective is a multi-faceted one: informing the public about the work of the igz, supervising patient participation in health care and the use of information from private citizens in supervision. The British supervisory authority for health care, the Care Quality Commission, has made efforts in recent years to involve the public more closely in supervision by making use of citizens’ knowledge and views and addressing the public directly (CQC 2010). The expectation is that this will strengthen the political and social legitimacy of supervision (Prosser 2010). 

5.3 The balance between cooperation and repression
In the inspection theory in the latest long-term plan (2012-2015), increasing emphasis is placed on enforcement of compliance with laws and regulations by the parties under supervision, by making greater use of formal legal possibilities. In both the supervisory style of the inspectors and in the relationship between the inspectorate and the parties under supervision, this is a change of trend that can lead to friction. 

A supervisory style is a pattern of actions and decisions aimed at achieving conduct that complies with standards by those under supervision. Both the recent emphasis on a more repressive style at the inspectorate and the demand for inspectors to be able to apply different supervisory styles calls for skill and probably also has its limits. In recent years, under the influence of social and political shifts from tolerance to enforcement, the supervisory style of the inspectorate has shifted from cooperation (compliance) to repression (deterrence). In the past, the emphasis in the work of the inspectorate lay on advising parties under supervision in order to improve their work. Individual inspectors also felt at home in this role, although there were substantial differences in the preferences of inspectors (Kist, Hutschemaekers 2006).

The assumption in the inspection theory that individual inspectors can apply different styles of enforcement is less self-evident than it appears. The intentions of inspectors are regularly interpreted differently by those under supervision; a single negative signal can dominate the interpretation of an attitude that is predominantly positive (Mascini, Wijk 2008). In addition, it is clear that there can be a discrepancy between the style of the supervisory authority and that of an individual inspector. As ‘street level bureaucrats’, or contact officials, inspectors are creative in selecting enforcement styles appropriate to the situations they encounter, regardless of central disciplining with supervision guidelines (Aalders, Wilthagen 1997, Braithwaite, Makkai & Braithwaite 2007). For inspectors, there is scope between formal rules and the decisions that they take on the basis of practical rules; in legal terms, this is referred to as discretionary scope. This concerns alternatives for action in situations in which laws or rules are imposed, but in which different contextual factors play a role (Wiering 1999).

The change in the style of supervision is also visible in practice. The administrative powers, some of them new (orders, recommendations to the Minister to issue instructions, administrative penalties and astreinte) are used more frequently than in the past: see Table 5.1 (Hout et al. 2010, Hout et al. 2011). This increase also applies for the introduction of tighter supervision (intensification of the supervision), which the inspector deploys if an improvement plan has not led to adequate results. The inspectorate reports the introduction and withdrawal of intensified supervision to the Minister and actively discloses this. This development also includes the transfer of investigations of criminal offences to a separate Investigations department and the expansion of the investigations staff. The aim is to prepare criminal prosecution by the Department of Public Prosecutions more frequently through investigations and detection work. The Department of Public Prosecutions itself decides whether or not to prosecute.

Table 5.1
Number of administrative measures and intensified supervision in the 2002-2011 period (Hout et al. 2010), IGZ annual reports) 

	
	2002-2007
	2008
	2009
	2010
	2011

	Order (Quality of Care Institutions Act, big)
	11
	4
	4
	6
	19

	Recommendation for Instruction (Quality of Care Institutions Act) 
	7
	2
	4
	3
	54

	Instruction (WKCZ)
	
	1
	0
	1
	3

	Administrative penalty and warnings
	-
	12
	12
	9(3)
	23(34)

	Astreinte (Admission of Care Institutions Act, Quality of Care Institutions Act, big) 
	-
	-
	-
	9
	14

	Intensified supervision 
	-
	6
	13
	11
	27


Repressive supervision and the deployment of formal instruments by the inspectorate cost a great deal of time and can have undesirable side effects, such as mistrust and undermining of professional self-regulation. Effective supervision involves a balance between the two styles, the ‘stick and the carrot’ (Robben 2010). The highly legalistic style of supervision of nursing homes in the US proved to lead to little quality improvement, but did involve high costs and undesirable side effects (Walshe, Harrington 2002, Walshe 2001). In this way, supervision becomes a ritual. Institutions do comply with the supervisory authority’s requirements, but without focusing on quality improvement. Advice and encouragement would be more effective. Dutch supervisory authorities were said to use formal measures in about 10% of cases (Hout et al. 2010).
In the choice of a supervisory style, greater use could be made of scientific knowledge on the possibilities for a government agency to influence the choices of parties under supervision in the required direction (Tiemeijer, Thomas & Prast 2009). Visible enforcement of laws and regulations in cases where there is unprofessional or criminal conduct can also lead to greater willingness of other parties to comply with the rules. With concrete supervision activities, it is wise to first analyse the drivers and behavioural mechanisms of parties under supervision and to match the interventions to this (Leeuw 2008). Existing instruments, such as the Table of Eleven, can be used for this analysis (CCV 2010). 

The conclusion is that, although preferences for one supervisory style or another are time-related to an extent, in practice, this involves a delicate balance between cooperation and repression by the supervisory authority; a balance that cannot slide to one or other of the extremes without consequences. Without isolating itself from social trends, the inspectorate must be able to make its own choices in this regard within this field of tension, based on practical and scientific evidence. With this choice too, the outcome has an influence on the reputation of the inspectorate.
5.4 Trust
The confidence of the supervisory authority in the parties under supervision is a controversial issue in the Dutch debate on supervision. Some see it as a hollow phrase that is not consistent with the role of supervision, which would be better based on distrust. In a supervisory relationship, confidence is regarded as naive and is said to obstruct strict control through supervision. Others regard it as a useful concept in the theory and practice of supervision (Six 2010). Parties under supervision will accept control by the inspectorate if this takes place fairly and reasonably, and can improve the trust between the inspector and the party under supervision. 

Trust plays a key role in the inspection theory of the IGZ. This firstly concerns the inspectorate’s confidence that the party under supervision will act professionally and with due care. If this trust can be verified and is not abused, supervision can become less intensive. Firm action is taken where there is a breach of trust. Secondly, the inspectorate aims to contribute towards justified public confidence in supervision and health care. The public must be able to have confidence that health care is safe and of good quality and that the government supervises this reliably. In the instruments of supervision in the latest long-term plan, new supervision methods and instruments are included which are based on confidence, such as system supervision, as well as instruments (unannounced visits and mystery guests) that can strengthen the inspectorate’s distrust of health care. 

Through the assessment of competencies (the possibility of complying with rules through knowledge, skills and experience) and intentions of the party under supervision to comply with the rules, the inspector can assess whether that party is reliable. Inspectors need knowledge and experience for this assessment. Little research has been conducted into how this assessment of confidence works (Rens 2011). Assessment of the reliability of an individual professional is easier than the assessment of the reliability of an organisation. 

The assessment of confidence leads to the division of parties under supervision into three groups: ‘responsible in principle’, ‘pure calculators’ and ‘context-sensitives’, who focus on social standards for compliance and are sensitive to procedural justice. They form the largest group in most supervisory domains (Six 2010). A specific supervision regime may apply for each group. Parties under supervision may change group over time, depending on the circumstances and the action of the inspectorate. Confidence does not work with pure calculators, who are primarily sensitive to the risk of being caught and the level of the sanctions. 

Supervision based on trust is consistent with the intrinsic motivation of professionals and institutions to do the right thing. In due course, this can lead to less supervision. Supervision based on distrust leads to more rules and sanctions and calls for a larger inspectorate capacity in order to implement this. This does not alter the fact that strict control and sanctions are necessary for the ‘pure calculators’. In the inspection theory, this application of trust is summarised as: high trust, high penalty. This concept of the inspectorate, also referred to as ‘proportional enforcement’ by the IGZ, is the translation of the ‘responsive regulation’ approach, in which a choice is made between informal interventions and formal legal intervention, depending on the nature of the problem and the attitude of the party under supervision (Ayers, Braithwaite 1992). 

In this field of tension, a choice between trust and distrust is not possible and is not productive. This involves an assessment of which party under supervision merits the inspectorate’s trust, under which conditions, and the need for verification of this trust. If international laws and regulations are breached, distrust and strict action are called for. It is up to the professionalism of the inspector to assess and account for this. Such professionalism is consistent with sensitivity to social relationships that could influence acceptance of the deployment of trust. The risk remains that the inspectorate will be accused of following the party under supervision too closely and of not taking firm enough action in the interests of patients. 
5.5 Caution in standardisation
The inspectorate uses supervisory standards that are preferably drawn from field standards. With legislation with open standards, such as the Quality of Care Institutions Act, care institutions and professional medical groups must provide for specific frameworks, standards and guidelines and for a functioning internal quality and safety system. In the inspection theory, this principle, an inspectorate that supervises the standards established by the field itself, seems to be almost a self-evident paradigm in the supervision of health care. Nevertheless, the inspectorate’s caution when it comes to setting standards is a recent development (mid-1990s). In the current practice of supervision too, the inspectorate plays a larger role in the development of field standards than the inspection theory would lead one to expect, and the question is whether this is not also desirable. 

The way in which the translation of field standards into supervision standards takes place has not yet been clearly defined (Walshe 2008, Brake 2011). For example, it is not clear whether the standards guidelines concern the lower limit for action (standards that must be complied with and that can be enforced) or target standards with a choice option for the care provider. Without this distinction, it is difficult for the inspectorate to determine whether and how enforcement can take place, because it is not sufficiently clear when departures from the standard become problematic and lead to unjustified safety risks (Zuiderent-Jerak et al. 2011). 

Lawyers are divided over the question of whether the inspectorate is authorised, under specific conditions, to set standards itself. Opponents of this view refer to the 1987 ‘methadone decision’, in which the Supreme Court found that the inspectorate has no standard-setting powers (Sijmons 2011). According to others, the inspectorate can depart from guidelines or draw up standards itself, on condition that it acts with due care (Legemaate 2011). This arises if field standards are lacking or if this is necessary to eliminate or prevent risks for the quality of health care. 

When the IGZ published a report on intensive care in smaller hospitals at the end of 2008, it caused uproar in the media and among professional associations (Everdingen, Scheffer & Legemaate 2009). The IGZ was said to have used the target standards drawn up by the professional group itself as minimum standards in supervision, to have taken severe measures in that regard – threatening restrictions on the functions of these departments – and thus to have acted inappropriately. Feelings ran high, with the result that questions were asked in Parliament and the Association of Cooperative General Hospitals (SAZ) filed a complaint with the national Ombudsman, which found in favour of the inspectorate and it became clear that under specific conditions, the inspectorate may set and impose standards itself (Legemaate 2011). 

Development of standards in public health care and care for vulnerable groups is difficult, because there is no single obvious field party that draws up guidelines with standards. In these situations, the inspectorate undertakes a more active role to realise the development of guidelines. Examples of the facilitating function of the inspectorate in the development of standards include the care provided for reoffending delinquents with psychiatric problems and care for children in families with low social support (IGZ, 2009). Theme supervision is ideally suited for the development of standards with complex and ambiguous problems in health care (Neefjes, Bal & Robben 2011). The development and use of indicators in the interplay between the inspectorate and field parties stimulates the development of standards. In 2003, the inspectorate used the number of operations for oesophageal cancer (oesophageal cardia resection) as an indicator in the first basic set of performance indicators. This stimulated the inclusion of a quantitative standard for the number of operations in the field standard, resulting in a concentration of this complex intervention in a limited number of hospitals (Berg et al. 2009). Health insurers increasingly use volume standards for complex surgical interventions when buying care. The volume standards for breast cancer operations form an example (Adamini, Canoy & Oortwijn 2011). 

According to the government and politicians, the development of standards and the use of guidelines by the field is too voluntary (VWS 2011). There is too little cooperation in the development of guidelines, too little consistency in guidelines and the development takes too long. This is the background to the proposal in 2013 to set up a Quality Institute as a success to the Dutch Council for the Quality of Health Care.
 The Quality Institute, with statutory implementing powers, would develop a ‘meta-standard’ against which guidelines can be tested. The objective is to make the quality of care transparent for the public (choice information), professionals (challenge to improve), the Netherlands Health Care Inspectorate (supervision) and insurers (procurement policy). The standards in the guidelines of the Quality Institute will be used for enforcement by the inspectorate, which will coordinate with the Quality Institute which information on standards must be available to enable enforcement. The fact that the government, in addition to supervision and enforcement, will play a greater role in the development of guidelines and standards, at the expense of the responsibility of the field parties, will change the dynamic between the inspectorate and the field parties. The consequences of this have still to be seen. 

The conclusion from the foregoing is that the influence of the inspectorate, as an administrative body, on the development of standards forms part of its statutory position and working methods. If the safety of patients is at risk or development of standards in the field proceeds too slowly, it can and may take the initiative (VWS 2011). It can use more scope here than is shown by the inspection theory and can develop and make this policy more explicit. This does call for a professional approach to the problem of ‘the butcher that certifies its own meat’. Public accounting for this dual role of the supervisory authority is appropriate here. 

5.6 Risk-based supervision 

In the supervision theory formulated in the three long-term plans studied, risk analysis plays a key role. According to the inspectorate, risk selection is necessary. The risk analysis is based on the proactive and regular gathering of indicators that can indicate risks. Analysis of indicators defines risks that are investigated and determined by the inspectorate on the spot. According to the inspectorate, risk-based supervision can contribute towards an effective and efficient working method and can reduce the supervisory burden for parties under supervision. At the same time, working with indicators and the quality of indicators attracts considerable external criticism. It is difficult for the inspectorate to operate in this field of tension, with its conflicting interests and views. 
Risk analysis is used to determine priorities in supervision at the policy level of the igz. Risks that represent a threat to public health form the point of departure for supervision priorities. In order to decide whether these risks will also be a subject of supervision, the IGZ uses a selection funnel with five criteria.

· Does this concern an important health problem?

· Is there high-risk care?

· Can the problem be inspected?

· Is the problem enforceable for the inspectorate?

· Is the inspectorate the most appropriate institution to solve the problem? 

The performance of supervision is also risk-based. The risk analysis based on indicators determines which companies, institutions and professional practitioners will receive supervision visits and which topics within care institutions will be assigned priority in the supervision. Research shows that with the risk indicator supervision (see Box 4.1), the inspectorate can account better for its working methods and choices regarding why one institution receives an inspection visit and another does not. Furthermore, the coverage of supervision has increased and the working method for supervision has become more uniform (Kruikemeier et al. 2010). At the same time, the quality of the indicators still requires improvement and the supervision of risk indicators does not yet work for GPs and other liberal professions or for coordinated care chains. 

In practice, it is important to match supervision to the nature of the risks (WRR 2008). Apart from taking account of the compliance propensity (behavioural responsiveness) of the parties under supervision and procedural responsiveness (taking account of the possibilities of the field to comply with the required situation), a third form of responsiveness, risk-based responsiveness, contributes towards good supervision (Neefjes, Bal & Robben 2011). Particularly in the preparation of supervision projects, it is necessary to conduct a thorough analysis of the type of risk, in cooperation with the field, and to match the working method to this. 
In addition to objectified risks, it is important for the inspectorate to take account of the risk perceptions of the public and politicians. Sharp discrepancies may exist between the risk perceptions of members of the public, politicians and experts. The inspectorate’s theme-based reports (about 20 per year) can contribute towards a negative image of health care as a high-risk sector, even if the general conclusion is positive, and can undermine confidence in this sector (Mertens 2011, Bakker, Overbeeke 2011). The inspectorate should therefore use its definition powers in relation to risk with due care. 

The use of indicators in supervision has a number of potentially undesirable side-effects: high registration costs, ‘gaming’, undermining of the inspectorate’s authority, erosion of the intrinsic motivation of professionals and a brake on innovation in care practices. These unwanted side effects are partly related to the sometimes modest quality of indicators that are not a good reflection of the quality and safety of the care (Lingsma 2010). With gaming, outcomes are manipulated in order to satisfy the supervisory authority without any improvement in the quality (Berg et al. 2009, Smolders et al. 2012). If complex, ambiguous and uncertain risks are combined too quickly into simple risks with accompanying indicators, this is more likely to lead to strategic conduct by parties under supervision without the underlying problem being considered properly and consensus is sought on the problem. Instead of a learning approach that offers scope, a switch is then made too quickly to a controlling and rigid approach in which following the guidelines as a blueprint gives rise to new risks (Zuiderent-Jerak, Jerak-Zuiderent & Bal 2010). The nature of the solution then conflicts with the nature of the risk. This does not alter the fact that with simple risks where the nature of the risk is clear, the solution is known and no conflict of value is at issue, standardising action can be taken immediately. 

The (lack of) validity and reliability of indicators receives close attention in the scientific research (Adamini, Canoy & Oortwijn 2011, Lingsma 2010). Often, evidence that a good score on an indicator actually correlates with better care outcomes is lacking. These research outcomes undermine the credibility of the inspectorate if it does not make sufficiently clear that it uses indicators as a signal, but as no more than that, for potential shortcomings in care. The use of inspection indicators to draw up lists of institutions, ranking them for performance from best to worst, has the same negative effect on the credibility of indicators for supervision (Pons, Lingsma & Bal 2009).

If external control and steering by indicators is not consistent with the intrinsic motivation, indicators feed the distrust of professionals and undermine the intrinsic motivation of care providers (Adamini, Canoy & Oortwijn 2011). Innovation in health care may be restricted if the scope for experimentation is overly restricted by excessively rule-bound supervision and the possibility for learning diminishes. Innovation calls for flexible action on the part of supervisory authorities, initially with fewer standards imposed from above; standards must be able to develop in innovative practice (Putters, Janssen 2011).
Despite the side-effects of indicators described above and the conflicting interests of the parties concerned, which may harm the reputation of the inspectorate, there appears to be no alternative for the inspectorate to the use of indicators in risk-based supervision. The number of persons and institutions supervised is so high that regular inspection visits are impossible and risk selection remains necessary (Kruikemeier et al. 2010). The number of indicators can be limited to powerful indicators with as much significance as possible. Combination with information from other supervision methods and existing external sources of information (including the signalling information from members of the public, as experience experts) broadens the horizon of the inspectorate. The inspectorate must make clear which conclusions are drawn from indicators and how the potential risks are verified. 

5.7 Limitation of the supervisory burden
The administrative costs for professionals and health care institutions constitute a large field of tension (Ikkersheim 2010). In health care, compliance with the administrative obligations of supervisory authorities, health care insurers, care agencies and government agencies is said to involve a sum of €1.4 billion. Whether care providers and institutions regard administrative accounting as a benefit or a burden (red tape and a large paper mountain) depends on the volume of obligations, the procedural justice and the possibility of also using external accounting for internal quality improvement. 

Reducing the supervision burden is an important topic in Dutch and international supervision practice and the subject of a large number of government programmes (the Inspection Council, the Advisory Board for the Assessment of Administrative Costs and the Corporate Regulatory Burden Commission). Despite these initiatives, the administrative costs for health care institutions have risen rather than fallen in the past ten years (Ikkersheim 2010). 

Reducing the supervisory burden is also part of the IGZ’s supervision theory and working methods. Every hospital is monitored by 19 inspection services, including nine government inspectorates; five government inspectorates supervise the nursing homes. The igz bears the lion’s share of the supervision in these institutions (Vos 2007, Vliet, Schakenraad 2008). Cooperation between inspectorates should reduce the supervisory burden for providers. Supervisory authorities can coordinate requests for information, planning of annual themes and supervision visits, take over tasks from each other and work together in practice. An example of cooperation is the Integrated Supervision of Youth Affairs, in which the health care inspectorates, the youth social services, education, public order and security, application of sanctions and work and income organisations work together. Other possibilities for reducing the supervisory burden include the use of existing data and optimal use of ICT. 

Competition and the enforcement reflex drive the increase in administrative obligations. The number of articles in legislation regulating the care sector has more than doubled since the liberalisation of health care, through the active intervention of the government in the regulation of this market (Heijnen 2011). One of the reasons for this is that through disasters in health care, society and politicians quickly move into an enforcement reflex. Under the influence of the media and the heated parliamentary debate on notorious incidents and individual dramas, the government and other parties organise more and more rules and supervision of these, without wondering what the consequences are of the increased regulatory burden and whether supervision actually helps to prevent repetitions (Broek, Pestman 2003, Tol, Helsloot & Mertens 2011). 

In the political and social perception of supervision as a necessary evil to correct market failure, supervision quickly becomes a burden, through limitation of the autonomy of market parties, the costs associated with supervision and the brake on innovation that supervision can entail (Prosser 2010). In the past decade, this view of supervision has played an important and sometimes, dominant role in the Netherlands. Where supervision is seen as a government instrument in order to shape its social responsibility, the costs associated with supervision are more likely to be accepted as unavoidable.
How care professionals perceive supervision, as a benefit or a burden, depends on the possibilities for internalising external supervision and the perceived procedural justice of this. Within institutions, gathering data for supervision leads to a layered system of agreements, procedures and responsibilities, with care providers on the shop floor often having no idea any more of the reason why and for whom those data are collected (Broersen 2011, Zoer 2011). External supervision that matches the intrinsic needs and procedures of professionals and institutions in order to improve the quality of the work will be perceived as less of a burden than supervision that functions as an end in itself (Tiemeijer, Thomas & Prast 2009). Institutions themselves also make too little use of the possibilities for reducing administrative costs and devote too little attention to this matter (Ikkersheim 2010).

The administrative obligations, of which supervisory obligations form a part, for care institutions and professionals cannot be expected to diminish in the near future. The inspectorate has little influence on this. It is therefore all the more important that the inspectorate do everything possible to turn the framing of supervision obligations as a burden into a desire as far as possible. The inspectorate can make clear that the requested information contributes towards the social responsibility of institutions and to the role that the government plays in health care through the promotion of quality and safety. It also remains necessary for the inspectorate to aim for the development of a limited set of significant indicators which can also be used for quality improvement in institutions and that it makes use of existing data sources as far as possible. 

5.8 Evidence-based supervision
This last field of tension concerns the gap between supervision practice and scientific knowledge of supervision. Supervision is still based too heavily on bureaucratic and traditional routines and this can harm the reputation of the supervisory authority. The inspectorate must be able to account for its working methods, results and effectiveness. Insight into the (side) effects of supervision and the mechanisms that play a role here can contribute towards making strategic and operational choices in supervision and improvement of the working methods. It must be possible to test the supervision theory and practice against the outcomes of scientific research. This research can contribute towards the development of evidence-based supervision: the explicit and expert use, with due care, of the best evidence material for the performance of supervision, combined with the professionalism of the individual inspector. In evidence-based supervision, there is continual reflection concerning the combination of methods and instruments that are appropriate for the problem to be solved. This also includes the development of new methods. 

In the past five, years, the inspectorate has invested in evaluation and research into the effects of supervision (Fikkert, Robben 2011). Research into the working methods and effects of inspectors in handling suicide reports, the deployment of disciplinary law, the effects of unannounced visits and research into the inter-inspector variation has led to adjustments in the working methods (Hout et al. 2011, Hout et al. 2010, Huisman 2010, Ketelaars et al. 2011, Tuijn et al. 2010). A recent advisory report of the Health Council calls for the creation of a Supervision Teaching Workplace in order to give a boost to the development of evidence-based supervision (Health Council 2011). This workplace, a partnership of the inspectorate with four university research groups, was realised in November 2011.
 Research can contribute towards the development and responsible introduction, without following temporary fads, of new concepts such as public participation in supervision, the use of mystery guests, unannounced supervision and system supervision (Scourfield, Ruskin 2010, Ketelaars et al. 2011). 
Research into the contributions of the different steering instruments (government supervision, accreditation, visitation and the steering relationships within institutions) and their interrelationships to the quality of care is still in its infancy. This concerns combined interventions in the context of network governance (Healy 2011). The effectiveness of supervision has different dimensions: the effect of supervision on the level of compliance and the learning capacity of those under supervision, the influence of supervision on the policy and the contribution that supervision can make to public confidence in health care and the health care system (Robben 2010). The number of evaluation studies is still limited and no studies are available that have investigated the causal effects of supervision (Health Council 2011). Research into the (side) effects of supervision, including in an experimental design, is quite possible with a combination of quantitative and qualitative studies. 

The drafting of an explicit supervision theory, based on a thorough analysis of the problem to be solved and the behavioural mechanisms (compliance propensity) of those under supervision increases the chances of success for new supervision projects. The choice of methods and instruments is not based on bureaucratic or historical routines, but on the objective of supervision and the need to apply sufficient variation in treatment. A supervision theory makes it possible to work as a supervisory organisation and not as a collection of inspectors, each with their own views and preferences. A supervision theory also makes it possible to set clear supervision goals and to evaluate whether these are achieved. 

In order to realise evidence-based supervision, a culture of verifiability in the inspection organisation is of the greatest importance. It is neither self-evident nor easy to turn a government bureaucracy into a learning organisation (Robben 2011, Sabel 2004). As with evidence-based medicine, the development of evidence-based supervision gives rise to resistance and tensions. Won’t this development lead to ‘cookery book’ supervision and mere box-ticking by inspectors, without any use being made of their personal professional expertise? In the field of tension between professional expertise and discretionary scope of inspectors  and supervision according to guidelines and protocols, there is no other option than to find a balance between these apparently conflicting principles. These efforts can be made productive through training and inter-collegiate assessment by inspectors of judgments and interventions. 
6. DYNAMIC AND SUSTAINABLE GOVERNMENT SUPERVISION 

In view of the government’s responsibility for the functioning of the health care system, it is to be expected that, as in the past 200 years, government supervision will remain an important instrument of that government for the regulation of health care. In this closing chapter, an agenda for the future is outlined for dynamic and sustainable government supervision of health care. This agenda for the future is based on the analysis of the fields of tension. In this analysis, the positioning of the inspectorate (independence and the public perspective) and innovation in supervision (the cooperation versus repression field of tension, development of standards and the application of trust) emerge as important factors that determine the reputation and thus the effectiveness of the inspectorate. 

6.1 Reputation
Reputation is the outcome of the choices made within the fields of tension and is also an important determinant of the effectiveness of supervision. A good reputation makes it possible to make use of informal, non-legal supervision instruments such as advice and conviction as far as possible and to deploy legal instruments sparingly, after careful consideration. A good reputation also makes it possible to set an agenda in an authoritative manner and to influence the public and political debates on health care. Despite the limited capacity of the inspectorate in comparison with the field that is supervised, a sound reputation nevertheless makes it possible to have a great deal of influence. A negative reputation reduces the effectiveness of supervision, even if this is based on legal authority (Carpenter 2010). 

The inspectorate’s reputation appears to be vulnerable. Extensive reports in the media, justified or otherwise, concerning the dysfunction of the inspectorate harm the reputation of the inspectorate as a protector of the general interest. In the case of the Twente neurologist, six successive investigative commissions conducted inquiries and published reports on these. Again and again, the outcomes of the inquiries attracted attention in the media and in the Second Chamber of Parliament – which also commissioned a number of these investigations. The serious dysfunction of the neurologist was deliberately glossed over for years by all concerned at the hospital; there was said to be a ‘cover-up’ (Lemstra 2009). For too long, the inspectorate blindly accepted the information from the care professionals and administrators without conducting its own investigations (Hoekstra 2010).

Although the media play a key role in our ‘drama-driven’ democracy in the battle for public confidence, the negative impact of these incidents on the reputation of the inspectorate should not be overestimated (Steen, Spek & Twist 2010). A recent image survey shows that the reputation of the inspectorate among the public, administrators and professionals has remained reasonably stable in the past 10 years (Marktrespons 2011). The familiarity of the inspectorate in the field increased between 2001 and 2011. A limited group of citizens (7%) have had personal contact with the inspectorate, usually in response to a complaint, but half of the members of the public are informed about the work of the inspectorate by the media. The public regards the inspectorate as a controller of compliance with rules and laws, while parties in the field supplement this with a role as an advisor. This good and stable reputation affords the IGZ scope to evaluate and develop.

6.2 Positioning 

A distinguishing feature of the IGZ is that, as part of network governance, it operates in a complex environment with different actors that all have their own views and expectations of supervision. There is a dual answer to the question of whether the positioning and working method of the inspectorate meet the often high expectations of health care supervision entertained by the government and the public. On the basis of the long history, the visible protection of citizens, the reasonable action within the legal possibilities, the increased transparency of its working methods and the adjustment to new social conditions, the answer is ‘Yes’. The expectations of citizens and politicians regarding the more repressive action are open to question. Excessive or exclusively repressive action has many undesirable side effects and can harm the required reputation and thus the added value of supervision. 

A different design of the health care system, such as the regulated competition, intervention in the macro budget for health care and changes in the allocation of responsibilities, such as the envisaged government influence on development of guidelines, affect the role and position of the inspectorate. The role of health insurers in the care market calls for enhancement of the cooperation between health insurers and the inspectorate, which is currently limited. In the future, government supervision will also have to adjust continually to new circumstances and at the same time, must not lose sight of its legal basis and possibilities. As in the past, emergencies in the future will influence this development, but this development must also be anticipated as far as possible. 
The Minister and the inspectorate must continually make clear whether and how supervision contributes towards the government’s responsibility for health care. The limitation of the costs of supervision is also an issue here: supervision should not be seen as a necessary evil, but as an instrument of the government for shaping its social responsibility. Accounting information is also appropriate here, without needing to become an unnecessary burden. Furthermore, this development is consistent with the professional responsibility of care providers, which is reflected partly in increasing openness to feedback on the basis of the outcomes of care.

The influence of European regulation can be expected in increase in health care, as in other areas. At the same time, regulation is being decentralised and responsibilities are shifting to private parties and municipal authorities, as in the Social Support Act. It is a challenge for the legislators and the supervisory authorities to manoeuvre between the two trends. 

A certain degree of independence is appropriate in supervision. Absolute independence, in terms of autonomy, is not realistic or productive. It easily leads to disguising of the theme and to unproductive taking of positions. views. Absolute independence fails to take account of the interaction between the supervisory authority and the Minister, the Second Chamber of Parliament, policy and the field; an interaction that contributes towards the objectives of supervision (Prosser 2010). For the effectiveness of supervision, the inspectorate, as one of the actors in network governance, must act responsively in relation to the other actors and at the same time, cherish its independence and legal status. This is an area of tension that cannot be resolved but that calls for continual reflection and maintenance. 

As the importance of supervision as a government steering instrument grows, the independence of the supervisory authority in relation to the Minister and the department becomes more tense. A legal regulation alone does not appear to be sufficient. What is more important is to continue the debate on independence in public (VWS 2012b). For the inspectorate, it is important to articulate its independent views clearly and to justify its action methods. The independence should not be limited to forming a view on individual cases, but must extend to the risk analysis, which leads to prioritisation of the supervision and the working methods of the inspectorate. This does not mean that the inspectorate should not be responsive to the requirements of the Second Chamber of Parliament and the Minister. 

The government’s responsibility for health care is at the service of the public. This is no different with regard to supervision. The public must be able to rely on the independent opinion formation and independent action of the inspectorate. While private citizens were previously primarily consumers of supervision, in this era of transparency and social media, they are increasingly becoming partners in supervision. This calls for a redefinition by the supervisory authority of its relationship with the public and a new focus on the perspective of private citizens in supervision (Bovenkamp, Adams 2012).
6.3 Innovation supervision 

A one-sided emphasis on enforcement of laws and regulations can disrupt the delicate balance between cooperation (compliance) and repression (deterrence). This balance is not static. An optimum balance between the two styles and the appropriate instruments appears to exist. This optimum is also dependent on the social context, but it cannot swing too far to one extreme or the other without consequences. It is precisely the mix of advice, stimulation and the deployment of legal possibilities that determines the effectiveness of supervision. Explicit and public choices within the ‘cooperation versus repression’ dilemma, based on knowledge of behavioural mechanisms of parties under supervision, the role that supervision can play in this, the social climate and the political debate on this are the best that is feasible. 

It is not self-evident or simple for the two extremes of the enforcement style, cooperation and repression, to be deployed to best effect by a single inspector. Education and training of inspectors plays an important role here, but the question remains of whether this does not have its limits too and differentiation of tasks is not a solution either. Just as the investigation of criminal offences has been transferred to a separate department with specific competencies, differentiation of tasks is also an option for the deployment of instruments under administrative law and disciplinary law. 

An excessive or exclusive focus in supervision on compliance with laws and regulations and professional guidelines by professional practitioners and institutions carries a risk that other functions of supervision will be side-lined and will not be developed further. Government supervision by the inspectorate provides a platform for placing complex and ambiguous problems in health care on the agenda and debating these, and a forum for assessing the interests of all actors, certainly concerning those of private citizens. This learning function and form of supervision must remain a key part of its tasks. The inspectorate operates nationwide and visits a large number of institutions and professional practitioners. This gives inspectors an opportunity to compare health care practices together and to identify and circulate best practices. Because the number of actors and initiatives to stimulate and implement quality improvement has increased sharply, the inspectorate can take a step back here (Bal, Bont & Mul 2010). However, the learning function remains important in the practice of supervision. The challenge is to combine this learning supervision function with the new emphasis on sanctioning. 

A responsive attitude on the part of the inspectorate is necessary in the development and adoption of supervisory standards. With simple problems with clear safety standards, regarding which there is consensus, directive action can be taken with a focus on compliance with these standards and imposing sanctions if this is necessary in order to raise the level of compliance. With complex problems concerning which there is a high degree of uncertainty and ambiguity, consultation and discussion with the field are necessary first, in order to be able to realise effective enforcement later. 

If the inspectorate leans too heavily towards distrust and control, this damages the intrinsic motivation of care providers and leads to still more control. Confidence in the parties under supervision remains an important mechanism in supervision, not as a given, but as a theme requiring reflection and maintenance. The question of who trusts who with regard to what provides an opportunity for differentiated deployment and processing of trust. It is a matter of organising adequate checks and balances. Reflection on supervisory practice and scientific research into that practice makes it possible to apply the ‘high trust, high penalty’ principle effectively and to adjust it to the circumstances. 

Trust also plays an important role in system supervision. Despite the modest experience with system supervision in the past, the possibilities for developing this form of supervision now appear to have improved (AR 2009, Bree 2010). System supervision corresponds with the statutory responsibility of institutions for safe and good quality care, the increased accounting for performance and the regulated competition. System supervision can only be developed by agreement with the institutions. The requirements that quality systems and administrative responsibility must meet in order for the supervisory authority to be able to waive overly direct control are formulated together. The value and significance of accreditation and certification in quality systems are then placed on the inspectorate’s agenda again. 

In view of the debate and dissatisfaction regarding the role of the inspectorate in the handling of complaints from individual patients, more efforts can be made in supervision of the performance of complaints committees. Settlement of complaints remains the responsibility of care providers. This is consistent with their responsibility for responsible care. The inspectorate can assess whether the complaints procedure is well designed, works as it should and if necessary, can impose measures on care providers to improve their complaints procedures. Complaints and reports can also play a role in (risk-based system supervision. Communication with citizens who report to the IGZ must be designed in a procedural justice manner and the inspectorate must continually explain its role in this and assist citizens by providing them with information on the institutions to which they can and cannot submit complaints (VWS 2012b).
The development of this agenda for the future (see Box 6.1) is a determining factor for the further development of sustainable and dynamic government supervision of health care. A supervision system with a sober design, based on a valid supervision theory. The inspectorate exists primarily for the public and cherishes its independence and continually reinvents it. It continues to deploy placing problems on the agenda and learning supervision alongside the enforcement of law and regulations. As a supervisory authority, it continually modernises its theory and working methods in a scientific manner. 

Box 6.1
An agenda for the future of health care supervision 

	· New and explicit response to the public point of view in supervision.

· Develop an active media strategy and make use of social media.

· Create an effective balance between cooperation and repression.

· Make the agenda development and learning function of supervision explicit, including in the development of standards. 

· Expand independence in the relationship with the Minister and Parliament to include risk analysis, prioritisation and working methods
· Enhance cooperation with health insurers
· Supervision of the performance of complaints committees
· Develop system supervision 

· Anticipate Europeanisation of health care and learn from international supervision experience.
· Develop evidence-based supervision.


The Minister can be expected to grant the inspectorate scope for this development and the inspectorate can be expected to make use of this scope. In this way, supervision can continue to contribute to support for the ministerial responsibility in the future, and to the quality and safety of health care and justified public confidence in that health care.
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� 	Elly W. de Bruyn Prince-Van Spelden, senior advisor igz, provided critical commentary on earlier versions of the sectoral outline. 


�      A more detailed review of the history of government supervision is provided in WRR-web publication No. 62, Government supervision by the Inspectorate for Health care. �ADDIN RW.CITE{{427 Robben,P.B.M. 2012}}�(Robben, Bal & Grol 2012)� 


� 	This definition is based on the De Ridder’s definition of supervision �ADDIN RW.CITE{{233 Ridder,J. de 2004}}�(Ridder 2004)�.


� 	Based on �ADDIN RW.CITE{{399 Kingma, J.H. 2004}}�(Kingma 2004)�.


� 	In many sectors, quality systems are still too underdeveloped to focus supervision exclusively on these. This is raised in the paragraphs on patient safety (3.6), standardisation (5.5) and innovation of supervision (6.3). 


� 	The annual State of Health Care published by the IGZ is the report on inspectorate-wide theme supervision. 


� 	The Health Care Policy and Management Institute of the Erasmus University Rotterdam has conducted theme-based legislative evaluations since 2012, in cooperation with  nivel and the University of Amsterdam. 


� 	European Partnership of Supervisory Organizations in Health Care and Social Care. www.epsonet.eu


� 	For a detailed assessment of the independence of supervision, reference is made to the theme issue of Tijdschrift voor Toezicht 2011, No. 3. 


� 	In the Bill of October 2011, the name Quality Institute was changed to the Netherlands Institute for Care (NivZ). The Quality Institute was transferred to the Health Insurance Board. This new instituted includes Zichtbare Zorg, KiesBeter, Regieraad, the Care Standards Coordination Platform and the Care Client Experience Centre �ADDIN RW.CITE{{416 CVZ 2011}}�(CVZ 2011)�. 


� 	In the Supervision Teaching Workplace, the IGZ works with ibmg (Erasmus University Rotterdam), vu-emgo (Free University of Amsterdam), nivel (Utrecht) and iq-Healthcare (Radboud University Nijmegen). 
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