Purchasing Value

Purchasing and Supply
Management’s Contribution
to Health Service Performance
Erik M. van Raaij

Purchasing Value
Purchasing and Supply Management’s
Contribution to Health Service Performance

Library of Congress Classification:

RA 410-410.9, HJ9-9940, HJ2005-2216,
HJ7461-7980, HF5437-5444, HG9371-9399.

Journal of Economic Literature:

M11, H51, H75, I11, I13, I18

FREE Keywords
		
		
		
		
		
		
		
		

purchasing and supply management
supply chain management
value chain management
healthcare contracting
healthcare financing
healthcare commissioning
health outcomes
patient value
purchasing maturity

Erasmus Research Institute of Management - ERIM
The joint research institute of the Rotterdam School of Management (RSM)
and the Erasmus School of Economics (ESE) at the Erasmus Universiteit Rotterdam
Internet: www.erim.eur.nl
ERIM Electronic Series Portal
http://hdl.handle.net/1765/1
Inaugural Addresses Research in Management Series
Reference number ERIM: EIA-2016-068-LIS
ISBN 978-90-5892-463-6
© 2016, Erik M. van Raaij
Layout
www.panart.nl
Cover illustration
Karin van der Stelt & Erik van Raaij

All rights reserved. No part of this publication may be reproduced or transmitted in any form or by any
means electronic or mechanical, including photocopying, recording, or by any information storage and
retrieval system, without permission in writing from the author(s).

Purchasing Value
Purchasing and Supply Management’s
Contribution to Health Service Performance

Prof. dr. Erik M. van Raaij

Address delivered at the occasion of accepting the appointment of endowed
professor of Purchasing & Supply Management in Healthcare on behalf of the
Vereniging Trustfonds, Erasmus University Rotterdam, at Rotterdam School of
Management and the institute of Health Policy & Management, Erasmus University,
on Friday, 14 October 2016.

Rotterdam School of Management / institute of Health Policy & Management
Erasmus University
P.O. Box 1738
3000 DR Rotterdam
E-mail: eraaij@rsm.nl
www.rsm.nl/evanraaij

Samenvatting

Veel landen in de wereld kampen met de uitdaging van stijgende zorgkosten, die vaak
harder stijgen dan het BNP of het besteedbaar inkomen. In een poging de zorgkosten te
beheersen, maar ook om kwaliteit en toegankelijkheid te bevorderen, hebben overheden
een splitsing tussen inkoop en levering van zorg in het zorgsysteem ingevoerd.
Financiers van de zorg (zoals lokale overheden, werkgevers, zorgverzekeraars) vervullen
de rol van zorginkopers; zij selecteren zorgaanbieders, contracteren zorgaanbieders
en beheren inkooprelaties met gecontracteerde aanbieders. Dit is wat ik inkoop van
zorg noem. Tegelijkertijd vindt er ook inkoop voor de zorg plaats. Zorgaanbieders,
zoals ziekenhuizen, klinieken, huisartsen, moeten ook leveranciers van medische en
niet-medische goederen en diensten selecteren, contracteren en relaties met deze
leveranciers beheren. Beide soorten inkoop- en leveranciersmanagement in de zorg
moeten professioneel geschieden om de financiële houdbaarheid van de zorgsector te
waarborgen. Ik betoog dat een hoog volwassenheidsniveau van inkoop noodzakelijk is,
met name bij inkoop van zorg. Inkoop met hoge volwassenheid start met het perspectief
van de eindgebruiker; in de zorg is dat de patiënt. Inkoop van zorg en inkoop voor de
zorg moeten beiden gericht zijn op het bereiken van de beste waarde voor de patiënt,
met andere woorden, de best mogelijke uitkomsten per bestede euro. Inkoop en
leveranciersmanagement in de zorg moet zich ontwikkelen van een “zero-sum game”
met weinig vertrouwen naar een “positive-sum game” met optimaal vertrouwen, waarbij
inkopers erop gericht zijn samen met partner-leveranciers waarde voor de patiënt te
realiseren tegen de best mogelijke condities.
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Abstract

Many countries across the globe face the challenge of increasing healthcare costs, often
increasing faster than GDP or personal income. In an effort to manage these costs, but
also to improve the quality and accessibility of healthcare, governments have introduced
a purchaser-provider split in the healthcare system. Healthcare financers, such as local
governments, employers and health insurers exercise the role of healthcare purchasers.
They select and contract providers, and manage buyer-supplier relationships with
contracted providers. This is what I call purchasing of care. At the same time, purchasing
for care takes place. Healthcare providers, such as hospitals, clinics and family doctors
select and contract suppliers of clinical and non-clinical goods and services, and
manage relationships with these suppliers. Both types of purchasing and supply
management in healthcare need to be executed professionally, in order for a healthcare
system to remain financially sustainable. I argue that a high level of purchasing maturity
is needed, especially in purchasing of care. High-maturity purchasing starts from
the perspective of the end customer, which is the patient in the healthcare sector.
Purchasing of care and purchasing for care should both be oriented towards achieving
the best value for the patient, which means the best possible health outcomes per euro
spent. Purchasing and supply management in healthcare needs to develop from a low
trust zero-sum game to an optimal trust positive-sum game with purchasers aiming to
realise patient value with supplier-partners under the most favourable conditions.
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1.

Introduction

Dear Rector Magnificus,
Dear board members of the Vereniging Trustfonds,
Dear dean of Rotterdam School of Management,
Dear vice-dean of the institute of Health Policy & Management,
Dear colleagues and students,
Dear family and friends,
Dear distinguished guests,
The health sector forms a large and growing part of GDP across the globe. Financers,
such as national and local governments and insurers, face the challenge of using these
ever increasing budgets to purchase high-quality health services and meet the demands
of their populations. In many countries, healthcare spending is growing at a faster rate
than GDP or household disposable income1 (Figure 1). When we take the Netherlands
as an example, healthcare spending exceeds our collective spending on defence,
education, police and infrastructure together2.
Many wonder whether the Dutch healthcare system is financially sustainable in the long
run, and many question the benefits of ten years of healthcare as a regulated market
system. In 2006, a purchaser-provider split was introduced in the Netherlands, with the
aim to improve quality, accessibility and affordability of healthcare. Following recent

Figure 1: Indexed growth of health spending (highest), GDP (middle), and household disposable
income (lowest line) for selected countries (based on OECD figures of 2016; * denotes break in
data collection or measurement method)
1

www.oecd.org

2

www.rijksbegroting.nl
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reforms in healthcare and social care, municipalities and health insurers are responsible
for purchasing care with an annual value of approximately 80 billion euros. How this
money is actually distributed among providers of care is determined by purchasing
policies and processes, and ultimately by the behaviours of purchasing professionals
(although they may not always refer to themselves as purchasers). The contracted
providers, in turn, spend part of their budget again on purchasing. This determines in
part to what extent these care providers are financially healthy or not. My research is
motivated by questions related to how these purchasers behave, what policies and
procedures they follow, and what their purchasing behaviour ultimately means for the
quality of the goods and services they purchase.

The main title of this inaugural address is “Purchasing Value”. This title can be read and
understood in two different ways. First, it can refer to the purchasing of value. This
relates to the question if and how a purchasing process leads to selecting the most
valuable alternative. Second, the title can refer to the value of purchasing. This relates
to the question if and how the purchasing function is of value to its stakeholders. The
relationship between the two different meanings is clear: a purchasing function is most
valuable to its stakeholders if it selects providers and products that create the best value.
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2.

Purchasing and supply management (PSM)

Before we continue, it is important to define the term purchasing. In the subtitle of this
paper, I use the term purchasing and supply management. I actually prefer this term to
just purchasing. Purchasing and supply management, often abbreviated as PSM, refers
to a business process, or in other words, a set of activities. It refers to the activities
organisations engage in to ensure that the goods and services they need from their
suppliers are available at the right time, in the right place, of the right quality, and at
acceptable cost. Without the supply of such goods and services, the buying organisation
may be forced to halt its production processes and fail to achieve its mission. Take as an
example Volkswagen, who had to halt production in six factories this August because of
a contract dispute with a Bosnian supplier3.
In my teaching I use a definition of purchasing and supply management which builds on
definitions provided by Van Weele (2010) and Wynstra (2006). The need for an adapted
definition arises from the fact that in healthcare, the purchaser of health services often
does not acquire the services for its own use. I thus define purchasing and supply
management as:
“The design, initiation, control and evaluation of activities within and between
organisations aimed at securing inputs from suppliers at the most favourable
conditions.”
Some view purchasing as a purely operational process, such as placing and managing
orders, as just selecting suppliers, or as running a tendering procedure. Such views of
purchasing do not do justice to the scope of purchasing. As a field of academic study,
and therefore also as the object of study of this endowed chair, purchasing and supply
management encompasses strategic, tactical and operational processes. In a recent
review of purchasing process models, one of my Master students identified 35 different
models that describe the activities that make up purchasing and supply management
(Chen, 2016).
I have tried to capture the most important purchasing and supply management activities
in one picture, based on the results of Chen’s study (Figure 2). Any former students in the
room today will recognise that this is a further development of the model I have thus far
used in my courses Purchasing & Supply Management and Healthcare Procurement &
Value Chain Management.

3

See http://www.bloomberg.com/news/articles/2016-08-22/
vw-restarts-talks-as-supplier-feud-expands-to-golf-production
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Figure 2: PSM process wheel

Using the term purchasing and supply management instead of just purchasing
better captures the total set of strategic, tactical and operational activities, given that
some scholars associate “purchasing” with more operational processes and “supply
management” with more strategic processes (cf. Burt et al., 2003; Cousins et al., 2008).
The development of purchasing and supply management from a clerical to a strategic
function has been well documented elsewhere (e.g., Rozemeijer, 2009; Van Weele,
2010). My main message here is that purchasing and supply management is of strategic
importance, includes activities within and between organisations, and covers a full range
of (strategic) analysis, strategy development, supplier selection, order management, and
supplier relationship management activities.
My chair is about purchasing and supply management in healthcare. Why take a specific
look at PSM in the healthcare sector? PSM in the healthcare sector is in part very similar
to PSM elsewhere, and in part very special. There are basically two quite distinct areas of
purchasing and supply management in healthcare. I have termed these purchasing of
care and purchasing for care4 (see Figure 3).

4

Note that I use purchasing here, as well as later in this text, as short-hand for purchasing and
supply management.
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Figure 3: PSM in healthcare = purchasing for care + purchasing of care

Purchasing of care refers to the process through which healthcare financers (e.g.
health insurers) select, contract and manage relationships with healthcare providers
(e.g. hospitals and GPs). This type of purchasing and supply management in healthcare
takes place in countries with a purchaser-provider split (Figueras et al., 2005). In the
Netherlands, this is the process we call zorginkoop. Purchasing for care refers to the
process through which healthcare providers select, contract and manage relationships
with suppliers of clinical and non-clinical inputs. As an example think of the Erasmus
Medical Centre (pictured on the cover of this inaugural address booklet) purchasing
hospital beds or cancer drugs.
While purchasing of care and purchasing for care could be studied separately, there
are good reasons to study the two areas together. First of all, an integrated approach
enables a supply chain, or rather, a supply network perspective on value creation in
healthcare, including patients, financers, health service providers, suppliers of clinical
and non-clinical inputs and government (cf. Allen et al., 2009; Sanderson et al., 2015).
This creates opportunities for optimisation along the supply network. Second, the supply
network is becoming more integrated in practice. Suppliers of medical technology are
developing propositions for care financers, and financers are involved in negotiations
with suppliers of, for instance, pharmaceuticals.
Now that I have defined purchasing, or rather purchasing and supply management, I turn
to the concept of value.

Prof. dr. Erik M. van Raaij 15

16 Purchasing Value

3.

What is value?

In this inaugural lecture, I would like to set out a path to study how value can be
purchased in healthcare, such that purchasing creates value in healthcare. But first,
we need to define the concept of value. I build on my own background in marketing
management (see for instance Stoelhorst & Van Raaij, 2004), also taking into account
how others, such as Van de Klundert (2009), treat the value concept in healthcare.
The most straightforward definition of value is benefits divided by costs. Decisionmakers can evaluate alternatives by comparing the benefits of each alternative and the
costs of each alternative. Three important issues need to be raised. First, that value is in
the eye of the beholder: it is the decision-maker’s (subjective) assessment of benefits
and costs that determines the perceived value of an alternative. Second, that costs
include monetary and non-monetary costs, including efforts, (waiting) time, anxiety and
stress. This variable is therefore also often labelled “sacrifices”. And third, that benefits
includes notions like quality, outcomes, and satisfaction of needs (cf. Lindgreen &
Wynstra, 2005).
The value of an alternative course of action increases if benefits increase against similar
or lower cost, or if costs decrease for the same, or improved benefits.
Since value is in the eye of the beholder, stakeholders may assess the value of a certain
alternative differently. It is thus important to evaluate alternatives from the perspectives
of the various stakeholders (Yong et al., 2010). Purchasing is about making decisions
about what inputs to secure, from which suppliers, and at which conditions. In a
purchasing situation, typical stakeholders include the user of the product, the financer,
the purchaser and the supplier/provider. Other actors, such as the government or the
public, may be stakeholders as well in certain purchasing situations. In purchasing of
care, stakeholders include the healthcare provider, physicians employed by the provider,
patients, the healthcare financer, politicians and the public. In purchasing for care, for
instance, purchasing a certain type of pacemaker, stakeholders include the physician,
hospital management, the purchaser, the patient and the insurer.
When assessing value, it is also important to distinguish between the short-term and the
long-term value of purchasing decisions. Certain courses of action may increase value in
the short-term, but decrease value in the long-term. Bundling volumes with one supplier
may lead to price reductions in the short run, but to loss of competitiveness in a supply
market in the long run. Certain courses of action, such as limiting access to expensive
experimental treatments, may increase value for one stakeholder (e.g. the public), but
destroy value for another stakeholder (a specific patient).
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If we want to assess the relative value of purchasing alternatives in healthcare, we need
to assess the benefits and costs of these alternatives, both in the short-term and the
long-term, for different stakeholders, including consumers affected as patients/clients,
professionals such as physicians, nurses and other caregivers, provider organisations
and their management, financers/funders of care, politicians, and the public (e.g. as tax
payers).
The assessment of value is subjective and driven by the values of the particular
stakeholder. Such values could include autonomy for medical professionals, solidarity for
the public, small government for politicians, and best possible care for a patient.
Value is a hot currency today in healthcare. Michael Porter, with colleagues, drives an
agenda for value-based healthcare (VBHC) (Porter, 2009; Porter, 2010; Porter & Kaplan,
2016). This concept built around health outcome measures has been adopted in various
countries and by various actors in the healthcare sector, including our own Erasmus
Medical Centre5. The Centers for Medicare and Medicaid Services (CMS) in the US is
promoting hospital value-based purchasing (HVBP), a program in which hospital are
rewarded for quality, not just quantity (VanLare & Conway, 2012). The Affordable Care
Act, colloquially knowns as Obamacare, also promotes value-based insurance design
(VBID) in healthcare (Chernew et al., 2007). This is about benefit plans that incentivise
consumers to make cost-effective health choices. In other words, value is used in
healthcare today to denote concepts and designs that emphasise health outcomes for
patients, quality in combination with quantity, and cost-effective choices.

5

http://www.erasmusmc.nl/perskamer/archief/2015/5134636/?lang=en
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4.

Purchasing for care

Let me now focus first on purchasing for care. How much healthcare organisations
spend on clinical and non-clinical inputs – as a percentage of total costs – depends on
the type of organisation. Pharmacies, similar to retailers, have a very high purchasing
ratio (75% or higher). Dutch hospitals have a typical purchasing ratio of 30% to 40%.
Analyses of annual reports by the Dutch GPO Intrakoop6 show that organisations in
social and mental care have typical purchasing ratios of 20% to 25%. Finally, smaller
practices like GP practices and dentists have purchasing ratios closer to 10%, with
personnel costs accounting for the vast majority of their budgets.
Lichtenberger et al. (2010) claim that in many countries, purchasing costs of hospitals
are growing faster than personnel costs. Signals about the degree to which purchasing
for care receives attention from the boards of Dutch provider organisations are mixed.
On the one hand, there is a very active community of purchasers in the healthcare
sector that participate in conferences and other meetings organised by the Dutch
professional purchasing association NEVI and its sub-chapter NEVI Zorg. On the other
hand, there are signals that the savings potential for purchasing is not always recognised,
and that reorganisations and personnel lay-offs are the first remedies of choice when
healthcare organisations are under financial pressure.
One of the most important themes in purchasing for care is the role of the medical
professional in the purchasing process. Historically, the medical professional has had
a big influence on the selection of suppliers and brands, with suppliers rather than
the purchasing function influencing the purchasing process through the medical
professional. It is telling that Lichtenberger et al. (2010) identify four classes of hospital
purchases: capital expenditure, basic indirects, low-preference clinical products, and
high-preference clinical products. The distinction between low-preference and highpreference is not common in other industries, and refers to the extent to which medical
professionals have preferences for certain brands. Preferences for certain products/
brands are often established during medical training, and reinforced through supplier
visits, free product samples (e.g. for research) and sponsorships. However, many
countries, including the Netherlands, have increased the transparency of physiciansupplier relationships, and have restricted financial ties (e.g. via consultant positions).
Purchasing for care takes place in a tetradic force field, consisting of the supplier, the
user, the purchaser, and the board of management of the provider organisation (Figure
4). The patient is an important stakeholder, but rarely has influence on the product that is
being purchased. For each type of product, and for each medical professional in a given
provider organisation, a power analysis of these ties may lead to a different picture. In
order for purchasing to be meaningfully involved, with the capacity to design, initiate,

6

www.intrakoop.nl
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Figure 4: The purchasing tetrad for care

control and evaluate the purchasing activities in order to create maximum value, it needs
to understand, and if possible manage this network of stakeholders.
All stakeholders should be oriented towards purchasing (and supplying) the product
that creates maximum value for the patient. The product should help to attain the
best possible health outcomes for the patient. Other values that may be at play are
the board’s wish to work efficiently and sustainably, the professional’s wish to work
with products he or she can use safely and confidently, and the purchaser’s wish to
buy the product at the most favourable conditions, e.g. from a preferred supplier
with lower transaction costs. In an ideal situation, the ties between the board and the
professional and the board and purchasing are of equal strength. Moreover, purchasing
has a relationship of mutual respect with the medical professional, and works in crossfunctional teams with the medical professional where appropriate. Finally, the supplier
discusses commercial aspects with purchasing and content issues with the professional,
or this supplier relationship is mostly with the aforementioned cross-functional team.
However, in practice the situation may be different. The board may be inclined to
listen more to the medical professional than to purchasing. The relationship between
professionals and purchasing may be one of conflict and competition. And the supplier
may be very good at building relationships with health professionals, but may ignore
the role of purchasing. This creates a situation conducive to supplier-induced demand,
with potentially few checks and balances on how the provider’s budget is spent.
Recent research shows that the employment situation of medical specialists may be
an important factor in whether or not alignment between the medical professional and
purchasing is achieved. Young et al. (2016) show that US hospitals with a higher share of
employed physicians have lower purchasing and inventory costs.
Professional purchasing can bring commercial sense to the purchasing process, create
synergies across departments, bring purchasing decisions in line with other functions,
integrate suppliers where appropriate and help translate patient needs and demands
into purchasing requirements. These potential contributions are illustrated nicely in the
purchasing maturity model (Rozemeijer, 2009; Van Weele, 2010) (Figure 5).
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Figure 5: Purchasing maturity model (based on Rozemeijer (2009) and Van Weele (2010))

The sixth stage in this model describes the situation in which the needs and demands
of the end user are translated into requirements for purchasing. One possible corollary
of using patient value as a driver for purchasing is to contract suppliers on the basis of
the outcomes they (help) generate for patients. This type of outcome-based contracting
could be an integral part of a provider’s implementation of value-based healthcare.
However, this involves more risk and outcome uncertainty for the supplier, and requires
providers to take up a facilitator role in the contract management phase of outcomebased contracts (Nullmeier et al., 2016). The PhD research of Fabian Nullmeier is
oriented towards understanding how buyers and suppliers cope with increased outcome
uncertainty in the contract management phase of outcome-based contracts.
The value of purchasing increases if the purchasing professional can lower the total
cost of purchased inputs or limit its growth, and accomplish this while health outcomes
for patients improve. However, purchasing could also destroy value, in case it leads to
the procurement of low-quality products, inferior service to patients/clients, delays in
restocking, increasing transaction costs or demotivation of the healthcare professional.
When it comes to purchasing for care, I would like to focus my research on two
main questions. First, how should the relationship between purchasing and medical
professionals in the quest for patient value be managed? Second, What is the future of
outcome-based contracting in purchasing for care?

Prof. dr. Erik M. van Raaij 21
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5.

Purchasing of care

I now turn to the purchasing of care. This is the process through which financers, or
funders of care select care providers, contract care providers, and manage buyer-seller
relationships with care providers. Purchasing of care takes place in all healthcare systems
with a purchaser-provider split (Figueras et al., 2005). The process is also known as
healthcare contracting or healthcare commissioning. Financers of care can be public
or private bodies, and care providers can also be public or private, or a mix thereof.
Purchasing of care obviously also takes place where healthcare is purchased out-ofpocket by individuals or via personal voucher or personal budget schemes.
In order to speak of a purchasing process, there needs to be freedom for the purchaser
to select or not select providers for certain healthcare services and/or freedom in the
conditions against which services are contracted. Such conditions include price, quality,
and volume. Through its impact on accessibility, affordability, and quality of care, the
level of professionalism of healthcare purchasing affects the health of the population the
purchaser serves (Øvretveit, 2003).
In most cases, purchasing of care takes place in a triadic setting (Figure 6). The purchaser
of care contracts care providers in order to secure care capacity for the population it
is responsible for. The purchaser does not consume the services. Consumption and
delivery of the service take place between consumers and providers. Purchasers can
include municipalities or governments contracting for their citizens, insurers contracting
for their insurees, or employers for their employees. As soon as members of such
populations need care, they become care consumers in this triad.
Triadic relationships are challenging to manage (Wynstra et al., 2015), and the triadic
setting in healthcare creates some specific challenges. Purchasers need to understand
very well what their populations may need in the contract period, in terms of care types,
quality, quantity, place, and time. These needs have to be translated in appropriate
contracts with providers. At the same time, purchasers will want to manage their
exposure to financial risk, and hence manage or influence the care that is actually

Figure 6: The purchasing triad of care
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consumed and/or actually invoiced. Care consumers will want the best possible care,
and often only limitedly (or perhaps not at all) pay a discretionary cost for the care
they consume. At the same time, they want to pay the lowest possible fee/premium/
tax, particularly if they do not need care. Providers can often influence the amount of
care consumed by a patient, and often earn a discretionary profit from any extra care
they provide to a patient. There are significant information asymmetries between the
three parties concerning the true cost of care, the real quality of care, the real need
of a patient and the most cost-effective treatment for a patient. These are not only
information asymmetries where one party has more and better information than the
other; there are also many situations in which the knowledge is not available to any
party.
Without the appropriate checks and balances, patients in need of care may demand
more care than is needed, providers may happily provide more care than needed,
purchasers may increase fees, taxes or premiums to cover for increasing expenses,
and healthcare costs may rise quickly in a way we can observe in many developed
economies. This is a problem akin to the Tragedy of the Commons (Hardin, 1968) with
excessive care consumption by some members of the population having negative
externalities for others in the population.
Healthcare purchasers are often accused of focusing too much on the cost of care, and
too little on the quality of care. More specifically, they are accused of focusing on the
prices and volumes of treatments, rather than on the longer-term effects on the total
cost of care for a population. This short-term cost focus may be quite understandable
from the perspective of a risk-bearing purchaser in a system with quickly growing
healthcare expenses.
A variety of innovations in healthcare purchasing are currently taking place. One of
these relate to making consumers more aware of the consequences of the choices they
makes. This can be achieved through co-payments for care, deductibles, and through
rewards for cost-effective choices. Another of these innovations relate to sharing risks
of overtreatment with providers. This can be achieved through fixed budgets, fixed
price per diagnosis-related group (DRG), shared-savings programmes and managed
care techniques. A third set of innovations relate to a shift from price and volume to
total cost. Examples include disease management, population-based financing, and
multi-year contracting with provider groups. And a fourth set of innovations relate to
a shift from price and volume to quality and health outcomes. Examples in this area
include selective contracting based on quality, outcome-based contracting, pay-forperformance (P4P), and value-based healthcare (VBHC).
Not all of these innovations are directed at increasing healthcare value. In fact, some are
only directed at managing the cost and financial risk for the financer. Such healthcare
purchasing practices lead to consumer criticism, visible in for instance the consumer
backlash against managed care in the US (Blendon et al., 1998), or the recently
announced large scale study into negative consequences of healthcare contracting
in the Netherlands by the Consumentenbond. There is a real risk that healthcare
contracting can destroy value instead of increasing it.
24 Purchasing Value

One road to value destruction is through withholding necessary care from patients.
An exclusive or excessive focus on cost, especially if it is driven by short-term cost
containment, can lead to care rationing. This may be detrimental to health outcomes for
patients and increase healthcare costs in the long run. Another road to value destruction
is through capital destruction as a result of competition between healthcare providers
or healthcare financers. Healthy competition is expected to lead to a certain amount of
“creative destruction”, as competitive forces drive out inefficient actors from a market.
At the same time, healthcare purchasers should be aware of their potential to destroy
supply markets, which in the case of healthcare, have often been built using public
money. As in other industries, healthcare purchasers should also take responsibility
for managing supply markets. A hospital bankruptcy may result in a region becoming
deprived of essential healthcare services.
Purchasing and supply management in healthcare thus also includes the responsibility to
build and maintain a market of healthcare providers that is competitive, and that provides
sufficient geographic coverage of services. Supplier development techniques are used
in other industries, like the automotive industry, to build and maintain supply markets of
sufficient quality and quantity (Sako, 2004). Toyota is a well-known example of building
and maintaining a high quality supplier network through supplier associations, consulting
groups, learning teams, and employee exchange (Figure 7). Long-term relationships with
suppliers are a precondition for this type of supply base management, but the tradition
of one-year contracting between insurers and providers in the Netherlands is at odds
with this line of thinking.
The healthcare purchaser should be aware of how it can create value and destroy value.
Value creation is associated with a focus on health outcomes for patients (as opposed to
a focus on only prices and volumes), a focus on the long-term, a focus on the total cost
of care, and a focus on prevention instead of treatment only. One of the big challenges
is defining and measuring valid outcome indicators for the large variety of medical
conditions (Eindhoven et al., 2015). A variety of approaches have been taken. Some
financers, such as health insurers, have started projects to develop healthcare quality
indicators, often with input from the field. Government agencies have set up national
quality registries, professional bodies have developed quality indicators based on

Figure 7: Supplier network learning at Toyota (based on Dyer & Hatch (2004))
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Figure 8: Example of an ICHOM standard set, for Stroke (ICHOM, 2016)

consensus between specialists, and the International Consortium on Health Outcome
Measurement (ICHOM) have defined global standard sets of outcome measures (Porter
et al., 2016) (Figure 8).
Value-based healthcare purchasing entails upgrading the healthcare purchasing function
to the highest development stage of the purchasing maturity model I mentioned earlier.
At stage six, purchasing derives its strategies, tactics and actions from the needs and
demands of the end consumer. Dutch healthcare insurers spend about 90 to 95 cents of
each euro they receive in premiums on healthcare reimbursements. The need for a stage
six purchasing function fits well with this extremely high purchasing ratio. The higher the
purchasing ratio of an organisation, the higher the level of purchasing maturity that is
needed.
High-maturity purchasing functions understand the need for differentiated
purchasing. Each purchasing category has its specific supply market and user demand
characteristics (Kraljic, 1983). Supply markets can have higher or lower levels of
concentration, can consist of larger or smaller provider organisations with more
or less professional sales functions, and the services provided may be of higher or
lesser strategic value or cost. Users of the services may number many or few, may
have common or specific demands, and may be in need of acute or plannable care.
Purchase categories with different characteristics require different purchasing strategies
(Ateş, 2014). Hence healthcare purchasers need to have a toolbox full of different
purchasing tools, so that they can apply differentiated purchasing. Dental care needs to
be purchased differently than diabetes care or breast cancer care. However, we have
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yet not identified which purchasing tools should be available in that toolbox and which
approaches work best in which situations.
When it comes to purchasing of care, I would like to focus my research on two issues.
First, which designs of the healthcare triad create incentives for consumers, providers,
and financers to maximise health value for the population served by the financer(s)?
And second, which tools for provider selection, provider contracting and provider
relationship management are available or need to be developed, and which tools should
be used in which circumstances to maximise value for patients?
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6.

Tribulations in the healthcare triad

We have already seen that the healthcare triad may not always function to create
maximum value for patients or for society. When consumer demand for healthcare turns
the system in a Tragedy of the Commons, financers focus on minimising short-term risk,
and providers are incentivised to maximise production.
It is quite straightforward to explain such problems as stemming from risk averse and
opportunistic behaviours of the actors in this triad. If one assumes that each of these
three agents is a self-interested utility maximiser, and is willing to act opportunistically
(self-interest seeking with guile (Williamson, 1979)), then much of what can be observed
in the healthcare triad can be accounted for. These assumptions and explanations fit
agency theory. Agency theory points to certain types of solutions for these problems,
such as investments in behaviour and/or output monitoring, and designing the optimal
contract with the “best” incentives (Eisenhardt, 1989).
An alternative explanation for the same problems in the healthcare triad can be found
in the concept of “honest incompetence” (Hendry, 2002; Kauppi & Van Raaij, 2015).
Starting from the assumption that agents are not motivated by self-interest seeking
with guile, but that they are pro-social and willing to generate utility for others (in
other words, they are “honest”), problems in value generation could still arise given that
people are not 100% competent. This “incompetence” is present in all actors in the triad.
Actors are not fully competent in describing their needs, or in translating the needs of
the actors into the best course of action in order to fulfil these needs. Hence, we see
the same kinds of problems agency theory tries to explain on the basis of self-interest
seeking with guile. However, the recommended solutions are very different: investing
in training and guidance to resolve the misunderstandings between actors in the
relationship (Hendry, 2002).
The concept of “honest incompetence” is not a theory in itself, but I think this idea
can be integrated in stewardship theory. Stewardship theory (Davis et al., 1997) builds
on the assumption that actors can be stewards of a larger whole, such as society or
the healthcare system. It is not difficult to imagine that people start working in the
healthcare sector because they want to be pro-social stewards, not because they
are self-interested opportunists. However, agency theory is often used to provide
descriptions of and prescriptions for healthcare purchasing (e.g. Figueras et al., 2005).
This could be highly counterproductive, as repeated exposure to monitoring and distrust
from one actor in the relationship erodes the stewardship motivations of the other. Davis
et al. (1997) present an intriguing diagram of how stewardship and agency motivations
come together in a kind of prisoner’s dilemma situation (Figure 9).
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Figure 9: When stewards meet opportunists (based on Davis et al. (1997))

One of my earliest observations when I entered the Dutch healthcare sector was the
lack of trust in some of the relationships in the healthcare triad. Only the relationship
between provider and consumer (doctor and patient) appears to be a high trust
relationship, although the public’s trust in doctors in general may have been weakened
by recent news about the extent to which medical professionals have been receiving
payments from Medtech and pharmaceutical suppliers7. Research by GfK, together with
Pauline van Esterik-Plasmeijer and Fred van Raaij, shows that Dutch consumers have
very little trust in their healthcare insurer8. Finally, the relationship between insurers and
providers is characterised by extensive contracting, elaborate monitoring and regular
conflicts, with little room for dialogue and low levels of trust.
It seems that in the Dutch context, the insurer struggles with a legitimacy problem in the
healthcare triad. Without “meaningful involvement” (Tate et al., 2010) in the triad, they
risk to become irrelevant, and thus become the victim of bridge decay (Li & Choi, 2009).
My interest is mostly in the relationship between financer and provider, but it is important
to acknowledge that one bilateral relationship in a triad cannot exist in isolation from the
other relations in that triad (Wynstra et al., 2015).
Davis et al. (1997) claim that most value is produced in stewardship relationships rather
than agency relationships. Research by my colleague Merieke Stevens suggests that there
is an optimal level of trust, and that buyer-supplier relationships can be hurt by either
too little or too much trust (Stevens et al., 2015). The fact that insurers invest heavily in
monitoring to protect against provider opportunism, that provider are generally unwilling
to share tacit knowledge with insurers, and that both actors underestimate each other’s
positive intentions, all point towards too little trust in the insurer-provider relationship.

7

https://www.skipr.nl/actueel/id27696-farmaceuten-betalen-miljoenen-aan-artsen-.html

8

https://www.skipr.nl/actueel/id23544-drie-op-tien-nederlanders-wantrouwt-zorgverzekeraar.html
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Healthcare purchasers contribute to the creation or the destruction of trust in the
insurer-provider relationship through their behaviours and their usage of certain tools
(see e.g. Medisch Contact, 2016). Together with my colleagues, Merieke Stevens and
Peter Dohmen, I would like to deepen my understanding of what optimal trust means
in the healthcare context and how purchasers of care can contribute to high-trust
financer-provider relationships. I want to do this by adding theories and concepts from
psychology and sociology to the predominantly economic theories used in research and
teaching today.
Lack of trust undermines a good functioning of the healthcare purchasing triad. It
stimulates “zero-sum” thinking in contract negotiations between financers and providers.
Lack of trust between actors in the triad may also be conducive to fraudulent behaviour.
Numbers are scarce, but research in the US suggests that as much as 10% of healthcare
spending may be due to fraudulent behaviour such as overbilling and kickbacks, where
a small minority are responsible for a great deal of fraudulent behaviour (Policastro
& Payne, 2013). Allegations of “massive fraud” in the Dutch system for personal care
budgets threaten to undermine this arrangement in which care consumers can do their
own healthcare purchasing. A call for more trust in buyer-supplier relationships also
requires attention to fraud, in purchasing of care, as well as in purchasing for care. This
line of research builds on my earlier research on deviant behaviours in purchasing &
supply management, in particular maverick buying (Karjalainen et al., 2009; Kauppi & Van
Raaij, 2015).
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7.

A value chain perspective

So far I have discussed purchasing for care and purchasing of care separately, but as
I mentioned earlier, there are good reasons to study the two areas together and to
explore the interrelationships. The value chain in healthcare has two connotations. The
first connotation is the chain of activities (and associated providers) that is needed to
achieve health outcomes for patients. This value chain in healthcare could be called the
care chain.
Porter defines these activities as monitoring and preventing, diagnosing, preparing,
intervening, recovering and rehabilitating, and monitoring and managing (Porter &
Teisberg, 2006). The value chain is slightly different for chronic diseases, and consists
of screening and preventing, diagnosing and staging, delaying progression, intervening,
ongoing disease management, management of clinical deterioration (incl. palliative &
hospice care) (Kim et al., 2013) (Figure 10).
Coordination across the care value chain is important to create optimal value for
patients (Cramm & Nieboer, 2012; Otte-Trojel et al., 2014; Van Wijngaarden et al., 2006).
This means avoiding duplicate work and other non-value-adding activities along the
chain (e.g. duplicate tests, unnecessary transportation and waiting time) and preventing
errors during handovers between providers or specialists (Meijboom et al., 2010). Patient
outcomes can often be improved when providers coordinate their activities better, such
as when rehabilitative physiotherapy already starts during post-surgery recovery in the
hospital. Healthcare purchasers play an important in creating the conditions in which
such coordination is stimulated and facilitated.
The second connotation of the healthcare value chain is the chain of buyers and
suppliers. This value chain in healthcare could be called the healthcare supply chain, with
the healthcare triad of consumers, financers, and providers at the end, moving upstream
towards first tier, second tier and higher tier suppliers of healthcare providers (Figure 11).

Figure 10: The care chain for elective/emergency care and for chronic care (based on Kim et al.
(2013); Porter & Teisberg (2006))
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Figure 11: Example of a healthcare supply chain for pharmaceuticals (adapted from Bhakoo &
Chan (2011))

Coordination across the healthcare supply chain is also important to create
optimal value for patients (Bhakoo & Chan, 2011). Medical technology (medtech),
pharmaceutical, and other suppliers of clinical and non-clinical inputs should be aware
of the health outcomes that providers aim to achieve for their patients. Purchasers for
care, i.e. purchasers working for provider organisations, should create the incentives and
conditions for suppliers to offer goods and services that contribute optimally to patient
outcomes and health value. Outcome-based contracting, based on patient outcomes,
could be such a tool. Suppliers can take an active role in linking the supply chain to the
care chain by offering products that enable error-free handovers between providers, by
making products interoperable across providers, and the like. Healthcare suppliers play
an important role in creating the conditions in which such coordination is stimulated and
facilitated.
Both value chains in healthcare are in reality value networks, with not just
one-directional relationships in a straight line, but with feedback loops, reciprocal
relationships of buyers that are also suppliers of their suppliers, and multiple suppliers
serving the same buyer.
Taking a network perspective, integrating the care chain with the supply chain,
and integrating purchasing of care with purchasing for care, all result in increasing
complexity of the object of study. I believe we need to break up the area of research into
smaller pieces, but that we should keep in mind the overall perspective of the healthcare
system as a value network.
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8.

Triple impact

With my research in the area of purchasing and supply management in healthcare, my
aim is not to achieve double impact, as some colleagues claim is needed, but I would
like to achieve triple impact.
The first type of impact is impact on the scholarly community through publications in
reputable journals. These include journals in operations and supply management, but
also journals in health services research. It struck me that there is little cross-fertilisation
between purchasing and supply management and health services research. The first
book I read on purchasing of care – just under 300 pages thick – had not one reference
to the PSM literature (Figueras et al, 2005). I aim to use my diverse background in
strategy, marketing and purchasing management to help solve complex problems in
health services research. And to do that of course in collaboration with colleagues
from both the institute of Health Policy & Management and the Rotterdam School of
Management.
The second type of impact is impact on purchasing professionals and policymakers
in the healthcare sector through direct interaction with such practitioners. The field
experiments executed by Peter Dohmen are one example of having direct impact
on practitioners through research. Fabian Nullmeier will also directly engage supply
management professionals in his research. Some claim that there is a trade-off between
the rigour and the relevance of academic research, suggesting that rigorous research
leads to impact on the scholarly community, and relevant research to impact on
practice. I see rigour as a necessary, but not sufficient condition for relevance. Before
theories can be safely used by practitioners, they need to have shown robustness, in
other words, they need to have undergone repeated rigorous testing (Van Weele & Van
Raaij, 2014). Providing advice through committees is another road to achieve impact on
policies and practices.
The third type of impact is impact on students through teaching. The course
on purchasing and supply management in healthcare started in 2011 and is still
running strong after two name changes. The course is now open to both healthcare
management and supply chain management students. As an innovative feature, real
purchasers for care participate in our negotiation skills workshop. I also teach a course
on empirical research methods, and I aspire to also have an impact on student’s thinking
about what good empirical research entails. As an impactful innovation, I changed this
research methods course into a blended format, boosting student satisfaction with the
course (Figure 12), and also my own satisfaction in teaching it.
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Figure 12: Student evaluations of the research methods course in traditional and blended formats

In this research methods course, I expose supply chain management students to design
studies as a research methodology (Van Aken et al., 2012). I see design research as an
important enabler to achieve triple impact. Design research is by definition executed
in close interaction with practitioners. In both sections where this chair is established,
the Supply Chain Management section at RSM and the Health Services Management &
Organisation section at iBMG, design studies are accepted as a third type of empirical
research strategy for Master thesis projects, next to theory building and theory testing
strategies. I intend to remain an advocate of this particular research strategy.
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9.

Conclusion

I started this inaugural address by defining purchasing and supply management and
defining value. I then elaborated on purchasing for care and purchasing of care. In both
contexts, it is not enough to look at dyadic buyer-supplier relationships. Purchasing for
care takes place in a tetradic relationship setting and requires a focus on the purchaser,
user, supplier and board. Purchasing of care takes place in a triadic setting and requires
a focus on the financer, provider and patient. Purchasing for care and purchasing of
care can be integrated in a value chain perspective, with all actors in the value chain
ultimately aligned around creating value for the patient. This means creating the best
possible health outcomes per euro.
While it is not my intention to propose a new definition of purchasing and supply
management in general, the above discussion calls out for a definition of purchasing
and supply management in healthcare that captures patient value as the compass for all
purchasing activities. Hence, I would like to propose the following definition specific for
the research area of my chair. Purchasing and supply management in healthcare is:
“The design, initiation, control and evaluation of activities within and between
organisations aimed at realising patient value with supplier-partners at the most
favourable conditions.”
This means that purchasing and supply managers should be aware of what health
outcomes matter to patients. The efforts of the International Consortium on Health
Outcome Measurement (ICHOM) are very valuable in this respect. Taking patient value
as the compass for purchasing is a key characteristic of the highest level of purchasing
maturity.
Contract designs, including outcome-based contracting, and payment structures,
including pay-for-performance, are receiving due attention in academic research,
amongst others at the Rotterdam School of Management (Selviaridis & Wynstra, 2015;
Nullmeier et al., 2016) and the institute for Health Policy and Management (Eijkenaar,
2013). It is not clear yet, however, what
purchasing maturity means for purchasing and supply management in healthcare.
Moreover, little attention has been paid to understanding how specific approaches to
supplier selection, contracting, and relationship management relate to trust between
partners in the healthcare value network, to patient outcomes, and to health service
performance. Through my research, I want to help purchasing and supply management
professionals in the healthcare sector achieve higher maturity and better health
outcomes for patients. I want to achieve this through direct engagement with healthcare
organisations and through teaching future generations of healthcare professionals.

Prof. dr. Erik M. van Raaij 37

38 Purchasing Value

10. Acknowledgements

My adventure into purchasing and supply management in healthcare started with two
coinciding events triggered by NEVI, the Dutch professional purchasing association,
and its NEVI Research Stichting. In 2009, NEVI asked the institute of Health Policy &
Management whether they would be interested to include a course on purchasing
management in their healthcare management curriculum. The institute asked Finn
Wynstra and myself to develop and teach that course. At about the same time, the NEVI
Research Stichting started a tender procedure for a multi-year research project into the
purchasing of care, which was awarded to our team of researchers from RSM, iBMG, and
the University of Twente.
Finn, we took up both challenges together, for which I am very grateful, and I would not
have been in this position at all, had you not asked me to join RSM three years earlier, in
2006.
I am indebted to the late Kees van Wijk of iBMG for the trust he gave us to develop this
new course, and to Jeroen van Wijngaarden for maintaining the course throughout
several curriculum changes. Both the new course and the new research project were
wholeheartedly supported by Joris van de Klundert, who ensured that purchasing and
supply management became recognised as an important topic at iBMG. Thank you,
Joris.
I wish to thank various people at NEVI, NEVI Zorg, and NEVI Research Stichting for
initiating and sustaining this focus on purchasing and supply management in healthcare,
including John Weinstock, Arie Slingerland, Ton van Geijlswijk, Erik van Assen, Hans
Hopmans, Chris Snijders, Dik Geelen, Erik de Bruijne, Hans Bax and Ruud Olthoff.
I would like to thank the other members of the research team that are involved in
the NEVI-sponsored research project on the purchasing of care: Jan Telgen, Fredo
Schotanus, Olivier van Noort and Martin van Ineveld.
Plus of course Merieke Stevens and Peter Dohmen, but I would like to mention you as
members of the PSM@RSM team, which constitutes my most inner circle of colleagues
at RSM. Apart from of course Finn, this team further consists of Erick Haag, Fabian
Nullmeier, Robert Suurmond, former members Hülya Türksever and Melek Akın-Ateş,
and our latest member Anna Nikulina. The PSM@RSM team is part of the Supply Chain
Management section of the Technology & Operations Management department, and I
thank in particular Sandra Langeveld, Niels Agatz, Serge Rijsdijk, Carmen Meesters, Jan
Dul, René de Koster, and Eric van Heck for the friendship and support you have provided
over the years.

Prof. dr. Erik M. van Raaij 39

With my new appointment, I have also become a member of the Health Services
Management & Organisation group at iBMG. I already feel very much at home, not
the least because of longstanding collaborations with Robbert Huijsman, Anne Marie
Weggelaar, Alexia Zwaan and others in the group. I look forward to becoming a more
integral part of the HSMO section.
I thank Steef van de Velde, dean of RSM, and Werner Brouwer, vice-dean of iBMG, for
agreeing on this first chair shared by these two institutes.
Looking at who I have become professionally, I would need to thank many people
from my national and international network, but I would like to mention Jan Willem
Stoelhorst, Arjan van Weele, Hans Berends, Helen Walker, and Katri Kauppi in particular.
Ik wil graag mijn ouders, Fred en Gerrie, bedanken voor de vrijheid die ze mij hebben
gegeven om mijn dromen en ambities na te jagen. Ook dank ik mijn broers en zusje,
Mark, Bart en Estia, en hun partners en kinderen voor de familie die we zijn geworden
waar iedereen zijn eigen gerespecteerde en gewaardeerde plek heeft.
En natuurlijk dank ik ten slotte ook Karin, Siem en Tein. Jullie zorgen ervoor dat er een
warme, liefdevolle thuisbasis is, waar ik af en toe mag werken, maar waar ik gelukkig
vooral ook mijn andere rollen mag vervullen: die van echtgenoot, vader, chauffeur in
vreemde landen, en voetbaltrainer en –coach.
Ik heb gezegd.

40 Purchasing Value

References

Allen, B., Wade, E., & Dickinson, H. (2009). Bridging the Divide-Commercial Procurement
and Supply Chain Management: Are There Lessons for Health Care Commissioning in
England?. Journal of Public Procurement, 9(1), 505-534.
Ateş, M.A. (2014). Purchasing and Supply Management at the Purchase Category Level:
Strategy, Structure and Performance. PhD thesis. Rotterdam: Erasmus Research Institute
of Management.
Bhakoo, V., & Chan, C. (2011). Collaborative Implementation of E-Business Processes
within the Health-Care Supply Chain: The Monash Pharmacy Project. Supply Chain
Management: An International Journal, 16(3), 184-193.
Blendon, R.J., Brodie, M., Benson, J.M., Altman, D.E., Levitt, L., Hoff, T., & Hugick, L.
(1998). Understanding the Managed Care Backlash. Health Affairs, 17(4), 80-94.
Burt, D.N., Dobler, D.W., & Starling, S.L. (2003). World Class Supply Management: The Key
to Supply Chain Management. New York: McGraw-Hill.
Chen, X. (2016). Purchasing Process Models. MSc thesis. Rotterdam: Rotterdam School
of Management, Erasmus University.
Chernew, M.E., Rosen, A.B., & Fendrick, A.M. (2007). Value-based Insurance Design.
Health Affairs, 26(2), w195-w203.
Cousins, P., Lamming, R., Lawson, B., & Squire, B. (2008). Strategic Supply Management:
Principles, Theories and Practice. Harlow: Pearson.
Cramm, J.M., & Nieboer, A.P. (2012). Relational Coordination Promotes Quality
of Chronic Care Delivery in Dutch Disease-Management Programs. Health Care
Management Review, 37(4), 301-309.
Davis, J.H., Schoorman, F.D., & Donaldson, L. (1997). Toward a Stewardship Theory of
Management. Academy of Management Review, 22(1), 20-47.
Dyer, J.H., & Hatch, N.W. (2004). Using Supplier Networks to Learn Faster. MIT Sloan
Management Review, 45(3), 57.
Eindhoven, D.C., Wierda, E., de Bruijne, M.C., Amoroso, G., De Mol, B.A.J.M., Umans,
V.A.W.M., Schalij, M.J., & Borleffs, C.J.W. (2015). The Year of Transparency: Measuring
Quality of Cardiac Care. Netherlands Heart Journal, 23(10), 457-465.
Eisenhardt, K.M. (1989). Agency Theory: An Assessment and Review. Academy of
Management Review, 14(1), 57-74.
Prof. dr. Erik M. van Raaij 41

Eijkenaar, F. (2013). Pay-for-performance for Healthcare Providers: Design, Performance
Measurement, and (Unintended) Effects. PhD thesis. Rotterdam: Erasmus University.
Figueras, J., Robinson, R., & Jakubowski, E. (2005). Purchasing to Improve Health
Systems Performance. Maidenhead: McGraw-Hill Education.
Hardin, G (1968). The Tragedy of the Commons. Science, 162 (3859), 1243-1248.
Hendry, J. (2002). The Principal’s Other Problems: Honest Incompetence and the
Specification of Objectives. Academy of Management Review, 27(1), 98-113.
ICHOM (2016). The ICHOM Standard Set for Stroke. Retrieved on 5-Oct-2016 from
http://www.ichom.org/medical-conditions/stroke/.
Kauppi, K., & van Raaij, E.M. (2015). Opportunism and Honest Incompetence—Seeking
Explanations for Noncompliance in Public Procurement. Journal of Public Administration
Research and Theory, 25(3), 953-979.
Karjalainen, K., Kemppainen, K., & Van Raaij, E.M. (2009). Non-Compliant Work Behaviour
in Purchasing: An Exploration of Reasons Behind Maverick Buying. Journal of Business
Ethics, 85(2), 245-261.
Kim, J.Y., Farmer, P., & Porter, M.E. (2013). Redefining Global Health-Care Delivery. The
Lancet, 382(9897), 1060-1069.
Kraljic, P. (1983). Purchasing Must Become Supply Management. Harvard Business
Review, 61(5), 109-117.
Li, M., & Choi, T.Y. (2009). Triads in Services Outsourcing: Bridge, Bridge Decay and
Bridge Transfer. Journal of Supply Chain Management, 45(3), 27-39.
Lichtenberger, S., Neal, E., & Ungerman, D. (2010). How Sourcing Excellence Can Lower
Hospital Costs. Health International, 10, 18-29.
Lindgreen, A., & Wynstra, F. (2005). Value in Business Markets: What Do We Know?
Where Are We Going?. Industrial Marketing Management, 34(7), 732-748.
Medisch Contact (2016). Win-win met prestatie-inkoop geboortezorg. 35, 14-17.
Meijboom, B.R., Bakx, S.J., & Westert, G.P. (2010). Continuity in Health Care: Lessons
from Supply Chain Management. The International Journal of Health Planning and
Management, 25(4), 304-317.
Nullmeier, F.M.E., Wynstra, F., & van Raaij, E.M. (2016). Outcome Attributability in
Performance-based Contracting: Roles and Activities of the Buying Organization.
Industrial Marketing Management. In press.

42 Purchasing Value

Otte-Trojel, T., de Bont, A., Rundall, T.G., & van de Klundert, J. (2014). How Outcomes
are Achieved Through Patient Portals: A Realist Review. Journal of the American Medical
Informatics Association, 21(4), 751-757.
Øvretveit, J. (2003). The Quality of Health Purchasing. International Journal of Health
Care Quality Assurance, 16(3), 116-127.
Policastro, C., & Payne, B.K. (2013). An Examination of Deviance and Deviants in the
Durable Medical Equipment (DME) Field: Characteristics, Consequences, and Responses
to Fraud. Deviant Behavior, 34(3), 191-207.
Porter, M.E. (2009). A Strategy for Health Care Reform—Toward a Value-Based System.
New England Journal of Medicine, 361(2), 109-112.
Porter, M.E. (2010). What is value in health care?. New England Journal of Medicine,
363(26), 2477-2481.
Porter, M.E., & Kaplan, R.S. (2016). How to Pay for Health Care. Harvard Business Review,
94(7-8), 88-98.
Porter, M.E., & Teisberg, E.O. (2006). Redefining Health Care: Creating Value-Based
Competition on Results. Boston, MA: Harvard Business Press.
Porter, M.E., Larsson, S., & Lee, T.H. (2016). Standardizing Patient Outcomes
Measurement. New England Journal of Medicine, 374(6), 504-506.
Rozemeijer, F. (2009). Wie kust Doornroosje wakker? Inaugural address. Maastricht:
Maastricht University.
Sako, M. (2004). Supplier Development at Honda, Nissan and Toyota: Comparative Case
Studies of Organizational Capability Enhancement. Industrial and Corporate Change,
13(2), 281-308.
Sanderson, J., Lonsdale, C., Mannion, R., & Matharu, T. (2015). Towards a Framework for
Enhancing Procurement and Supply Chain Management Practice in the NHS: Lessons
for Managers and Clinicians from a Synthesis of the Theoretical and Empirical Literature.
Health Services and Delivery Research, 3(18).
Selviaridis, K., & Wynstra, F. (2015). Performance-Based Contracting: A Literature Review
and Future Research Directions. International Journal of Production Research, 53(12),
3505-3540.
Stevens, M., MacDuffie, J.P., Helper, S. (2015). Reorienting and Recalibrating Interorganizational Relationships: Strategies for Achieving Optimal Trust. Organization
Studies, 36(9), 1237-1264.

Prof. dr. Erik M. van Raaij 43

Stoelhorst, J.W., & Van Raaij, E.M. (2004). On explaining Performance Differentials:
Marketing and the Managerial Theory of the Firm. Journal of Business Research, 57(5),
462-477.
Tate, W.L., Ellram, L.M., Bals, L., Hartmann, E., & van der Valk, W. (2010). An Agency
Theory Perspective on the Purchase of Marketing Services. Industrial Marketing
Management, 39(5), 806-819.
Van Aken, J., Berends, H., & Van der Bij, H. (2012). Problem Solving in Organizations.
Second edition. Cambridge: Cambridge University Press.
Van de Klundert, J. (2009). Value-Conscious Health Service Organisations. Inaugural
address. Rotterdam: institute of Health Policy & Management.
Van Weele, A.J. (2010). Purchasing and Supply Chain Management. Fifth edition.
Andover: Cengage Learning.
Van Weele, A.J., & Van Raaij, E.M. (2014). The future of purchasing and supply
management research: About relevance and rigor. Journal of Supply Chain
Management, 50(1), 56-72.
Van Wijngaarden, J.D., De Bont, A.A., & Huijsman, R. (2006). Learning to Cross
Boundaries: The Integration of a Health Network to Deliver Seamless Care. Health Policy,
79(2), 203-213.
VanLare, J.M., & Conway, P.H. (2012). Value-Based Purchasing—National Programs to
Move from Volume to Value. New England Journal of Medicine, 367(4), 292-295.
Williamson, O.E. (1979). Transaction-Cost Economics: The Governance of Contractual
Relations. The Journal of Law & Economics, 22(2), 233-261.
Wynstra, J.Y.F. (2006). Inkoop, Leveranciers en Innovatie: van VOC tot Space Shuttle.
Inaugural Address. Rotterdam: Erasmus Research Institute of Management.
Wynstra, F., Spring, M., & Schoenherr, T. (2015). Service Triads: A Research Agenda
for Buyer–Supplier–Customer Triads in Business Services. Journal of Operations
Management, 35, 1-20.
Yong, P.L., Olsen, L., & McGinnis, J.M. (2010). Value in Health Care: Accounting for Cost,
Quality, Safety, Outcomes, and Innovation. Washington, DC: The National Academies
Press.
Young, G.J., Nyaga, G.N., & Zepeda, E.D. (2016). Hospital Employment of Physicians
and Supply Chain Performance: An Empirical Investigation. Health Care Management
Review, 41(3), 244-255.

44 Purchasing Value

Erasmus Research Institute of Management – ERIM
Inaugural Addresses Research in Management Series

ERIM Electronic Series Portal: http://hdl.handle.net/1765/1

Balk, B.M., The residual: On monitoring and Benchmarking Firms, Industries and
Economies with respect to Productivity, 9 November 2001, EIA-07-MKT,
ISBN 90-5892-018-6, http://hdl.handle.net/1765/300
Benink, H.A., Financial Regulation; Emerging from the Shadows, 15 June 2001,
EIA-02-ORG, ISBN 90-5892-007-0, http://hdl.handle.net/1765/339
Bleichrodt, H., The Value of Health, 19 September 2008, EIA-2008-36-MKT,
ISBN/EAN 978-90-5892-196-3, http://hdl.handle.net/1765/13282
Boons, A.N.A.M., Nieuwe Ronde, Nieuwe Kansen: Ontwikkeling in Management
Accounting & Control, 29 September 2006, EIA-2006-029-F&A, ISBN 90-5892-126-3,
http://hdl.handle.net/1765/8057
Brounen, D., The Boom and Gloom of Real Estate Markets, 12 December 2008,
EIA-2008-035-F&A, ISBN 978-90-5892-194-9, http://hdl.handle.net/1765/14001
Bruggen, G.H. van, Marketing Informatie en besluitvorming: een inter-organisationeel
perspectief, 12 October 2001, EIA-06-MKT, ISBN 90-5892-016-X,
http://hdl.handle.net/1765/341
Commandeur, H.R., De betekenis van marktstructuren voor de scope van de
onderneming, 05 June 2003, EIA-022-MKT, ISBN 90-5892-046-1,
http://hdl.handle.net/1765/427
Dale, B.G., Quality Management Research: Standing the Test of Time; Richardson, R.,
Performance Related Pay – Another Management Fad? Wright, D.M., From Downsize to
Enterprise: Management Buyouts and Restructuring Industry. Triple inaugural address
for the Rotating Chair for Research in Organisation and Management. March 28 2001,
EIA-01-ORG, ISBN 90-5892-006-2, http://hdl.handle.net/1765/338
De Cremer, D., On Understanding the Human Nature of Good and Bad Behavior in
Business: A Behavioral Ethics Approach, 23 October 2009, ISBN 978-90-5892-223-6,
http://hdl.handle.net/1765/17694
Dekimpe, M.G., Veranderende datasets binnen de marketing: puur zegen of
bron van frustratie? 7 March 2003, EIA-17-MKT, ISBN 90-5892-038-0,
http://hdl.handle.net/1765/342
Dierendonck, van D. Building People-Oriented Organizations, 18 December 2015,
EIA2015-066-ORG, ISBN 978-90-5892-437-7, http://hdl.handle.net/1765/79288
Prof. dr. Erik M. van Raaij 45

Dijk, D.J.C. van, Goed nieuws is geen nieuws, 15 November 2007, EIA-2007-031-F&A,
ISBN 90-5892-157-4, http://hdl.handle.net/1765/10857
Dijk, M.A. van, The Social Value of Finance, March 7 2014, ISBN 978-90-5892-361-5,
http://hdl.handle.net/1765/1
Dijke, M.H. van, Understanding Immoral Conduct in Business Settings: A Behavioural
Ethics Approach, December 19 2014, ISBN 978-90-392-9, http://hdl.handle.
net/1765/77239
Dissel, H.G. van, Nut en nog eens nut: Over retoriek, mythes en rituelen in
informatiesysteemonderzoek, 15 February 2002, EIA-08-LIS, ISBN 90-5892-018-6,
http://hdl.handle.net/1765/301
Donkers, A.C.D., The Customer Cannot Choose, April 12 2013,
ISBN 978-90-5892-334-9, http://hdl.handle.net/1765/39716
Dul, J., De mens is de maat van alle dingen: Over mensgericht ontwerpen van producten
en processen, 23 May 2003, EIA-19-LIS, ISBN 90-5892-044-5, http://hdl.handle.
net/1765/348
Ende, J. van den, Organising Innovation, 18 September 2008, EIA-2008-034-ORG,
ISBN 978-90-5892-189-5, http://hdl.handle.net/1765/13898
Fok, D., Stay ahead of competition, October 4 2013, ISBN 978-90-5892-346-2,
http://hdl.handle.net/1765/41515
Giessner, S.R., Organisational mergers: A behavioural perspective on identity
management, 1 April 2016, EIA-2016-067-ORG, http://repub.eur.nl/pub/79983
Groenen, P.J.F., Dynamische Meerdimensionele Schaling: Statistiek Op De Kaart,
31 March 2003, EIA-15-MKT, ISBN 90-5892-035-6, http://hdl.handle.net/1765/304
Hartog, D.N. den, Leadership as a source of inspiration, 5 October 2001, EIA-05-ORG,
ISBN 90-5892-015-1, http://hdl.handle.net/1765/285
Heck, E. van, Waarde en Winnaar; over het ontwerpen van electronische veilingen,
28 June 2002, EIA-10-LIS, ISBN 90-5892-027-5, http://hdl.handle.net/1765/346
Heugens, Pursey P.M.A.R., Organization Theory: Bright Prospects for a Permanently
Failing Field, 12 September 2008, EIA-2007-032 ORG, ISBN/EAN 978-90-5892-175-8,
http://hdl.handle.net/1765/13129
Jansen, J.J.P., Corporate Entrepreneurship: Sensing and Seizing Opportunities
for a Prosperous Research Agenda, April 14 2011, ISBN 978-90-5892-276-2,
http://hdl.handle.net/1765/22999

46 Purchasing Value

Jong, A. de, De Ratio van Corporate Governance, 6 October 2006, EIA-2006-028-F&A,
ISBN 978-905892-128-4, http://hdl.handle.net/1765/8046
Jong, M. de, New Survey Methods: Tools to Dig for Gold, May 31 2013,
ISBN 978-90-5892-337-7, http://hdl.handle.net/1765/40379
Kaptein, M., De Open Onderneming, Een bedrijfsethisch vraagstuk, and Wempe, J.,
Een maatschappelijk vraagstuk, Double inaugural address, 31 March 2003, EIA-16-ORG,
ISBN 90-5892-037-2, http://hdl.handle.net/1765/305
Ketter, W., Envisioning Sustainable Smart Markets, June 20 2014,
ISBN 978-90-5892-369-1, http://hdl.handle.net/1765/51584
Knippenberg, D.L. van, Understanding Diversity, 12 October 2007, EIA-2007-030-ORG,
ISBN 90-5892-149-9, http://hdl.handle.net/1765/10595
Kroon, L.G., Opsporen van sneller en beter. Modelling through, 21 September 2001,
EIA-03-LIS, ISBN 90-5892-010-0, http://hdl.handle.net/1765/340
Maas, Victor S., De controller als choice architect, October 5 2012, ISBN 90-5892-314-1,
http://hdl.handle.net/1765/37373
Magala, S.J., East, West, Best: Cross cultural encounters and measures, 28 September
2001, EIA-04-ORG, ISBN 90-5892-013-5, http://hdl.handle.net/1765/284
Meijs, L.C.P.M., The resilient society: On volunteering, civil society and corporate
community involvement in transition, 17 September 2004, EIA-2004-024-ORG,
ISBN 90-5892-000-3, http://hdl.handle.net/1765/1908
Meijs, L.C.P.M., Reinventing Strategic Philanthropy: the sustainable organization of
voluntary action for impact, February 19 2010, ISBN 90-5892-230-4,
http://hdl.handle.net/1765/17833
Norden, L., The Role of Banks in SME Finance, February 20 2015,
ISBN 978-90-5892-400-1, http://hdl.handle.net/1765/77854
Oosterhout, J., Het disciplineringsmodel voorbij; over autoriteit en legitimiteit in
Corporate Governance, 12 September 2008, EIA-2007-033-ORG,
ISBN/EAN 978-90-5892-183-3, http://hdl.handle.net/1765/13229
Osselaer, S.M.J. van, Of Rats and Brands: A Learning-and-Memory Perspective on
Consumer Decisions, 29 October 2004, EIA-2003-023-MKT, ISBN 90-5892-074-7,
http://hdl.handle.net/1765/1794
Pau, L-F., The Business Challenges in Communicating, Mobile or Otherwise,
31 March 2003, EIA-14-LIS, ISBN 90-5892-034-8, http://hdl.handle.net/1765/303

Prof. dr. Erik M. van Raaij 47

Peccei, R., Human Resource Management and the Search For The Happy Workplace.
January 15 2004, EIA-021-ORG, ISBN 90-5892-059-3, http://hdl.handle.net/1765/1108
Peek, E., The Value of Accounting, October 21 2011, ISBN 978-90-5892-301-1,
http://hdl.handle.net/1765/32937
Pelsser, A.A.J., Risico en rendement in balans voor verzekeraars, May 2 2003,
EIA-18-F&A, ISBN 90-5892-041-0, http://hdl.handle.net/1765/872
Pennings, E., Does Contract Complexity Limit Opportunities? Vertical Organization
and Flexibility, September 17 2010, ISBN 978-90-5892-255-7,
http://hdl.handle.net/1765/20457
Pronk, M., Financial Accounting, te praktisch voor theorie en te theoretisch voor
de praktijk?, June 29 2012, ISBN 978-90-5892-312-7, http://hdl.handle.net/1765/1
Puntoni, S., Embracing Diversity, March 13 2015, ISBN 978-90-5892-399-8,
http://hdl.handle.net/1765/77636
Reus, T., Global Strategy: The World is your Oyster (if you can shuck it!),
December 5 2014, ISBN 978-90-5892-395-0, http://hdl.handle.net/1765/77190
Rodrigues, Suzana B., Towards a New Agenda for the Study of Business
Internationalization: Integrating Markets, Institutions and Politics, June 17 2010,
ISBN 978-90-5892-246-5, http://hdl.handle.net/1765/20068
Rohde, Kirsten, Planning or Doing, May 9 2014, ISBN 978-90-5892-364-6,
http://hdl.handle.net/1765/51322
Roosenboom, P.G.J., On the real effects of private equity, 4 September 2009,
ISBN 90-5892-221-2, http://hdl.handle.net/1765/16710
Rotmans, J., Societal Innovation: between dream and reality lies complexity, June 3
2005, EIA-2005-026-ORG, ISBN 90-5892-105-0, http://hdl.handle.net/1765/7293
Smidts, A., Kijken in het brein, Over de mogelijkheden van neuromarketing, 25 October
2002, EIA-12-MKT, ISBN 90-5892-036-4, http://hdl.handle.net/1765/308
Smit, H.T.J., The Economics of Private Equity, 31 March 2003, EIA-13-LIS,
ISBN 90-5892-033-1, http://hdl.handle.net/1765/302
Spronk, J. Let’s change finance: How finance changed the world & How to reframe
finance, 11 September 2015, EIA-2015-063-F&A, ISBN 97-8905-892-421-6,
http://hdl.handle.net/1765/79706
Stremersch, S., Op zoek naar een publiek…., April 15 2005, EIA-2005-025-MKT,
ISBN 90-5892-084-4, http://hdl.handle.net/1765/1945
48 Purchasing Value

Van Dijke, M., Understanding Immoral Conduct in Business Settings: A Behavioural
Ethics Approach, December 19 2014, ISBN 978-90-5892-392-9,
http://hdl.handle.net/1765/77239
Verbeek, M., Onweerlegbaar bewijs? Over het belang en de waarde van empirisch
onderzoek voor financierings- en beleggingsvraagstukken, 21 June 2002, EIA-09-F&A,
ISBN 90-5892-026-7, http://hdl.handle.net/1765/343
Verwijmeren, P., Forensic Finance, September 19 2014, ISBN 978-90-5892-377-6,
http://hdl.handle.net/1765/76906
Waarts, E., Competition: an inspirational marketing tool, 12 March 2004,
EIA-2003-022-MKT, ISBN 90-5892-068-2, http://ep.eur.nl/handle/1765/1519
Wagelmans, A.P.M., Moeilijk Doen Als Het Ook Makkelijk Kan, Over het nut van grondige
wiskundige analyse van beslissingsproblemen, 20 September 2002, EIA-11-LIS,
ISBN 90-5892-032-1, http://hdl.handle.net/1765/309
Whiteman, G., Making Sense of Climate Change: How to Avoid the Next Big Flood, April
1 2011, ISBN 90-5892-275-5, http://hdl.handle.net/1765/1
Wynstra, J.Y.F., Inkoop, Leveranciers en Innovatie: van VOC tot Space Shuttle, February
17 2006, EIA-2006-027-LIS, ISBN 90-5892-109-3, http://hdl.handle.net/1765/7439
Yip, G.S., Managing Global Customers, 19 June 2009, EIA-2009-038-STR,
ISBN 90-5892-213-7, http://hdl.handle.net/1765/15827
Zuidwijk, R.A., Are we Connected? 13 November 2015, EIA -2015-064-LIS,
ISBN978-90-5892-435-3, http://hdl.handle.net/1765/79091

Prof. dr. Erik M. van Raaij 49

50 Purchasing Value

Erik M. van Raaij is Professor of Purchasing & Supply Management in Healthcare at the Rotterdam School of
Management (RSM) and the institute for Health Policy & Management, both at Erasmus University. He holds
an MSc in Industrial Engineering and a PhD in Marketing from the University of Twente, The Netherlands. His
research is located at the intersection of supply (chain) management and healthcare management. His primary
research topics are healthcare purchasing, healthcare supply (chain) management, buyer-supplier relationships,
contracting, and empirical research methods. He has authored and co-authored papers in the areas of
purchasing & supply management, marketing, and research methods. Erik van Raaij is a member of the Executive
Committee of IPSERA and Associate Editor for the Journal of Purchasing and Supply Management.
The health sector forms a large and growing part of GDP across the globe. National and local governments and
insurers face the challenge of putting these ever increasing budgets at work to purchase high-quality health
services and meet the demands of their populations. In his inaugural address, Erik argues that purchasing and
supply management in healthcare – both purchasing for care and purchasing of care – should be focused on
achieving the best possible health outcomes for patients per euro spent. In order to achieve this, the highest
level of purchasing maturity is required, in particular in purchasing of care. Purchasing should be focused on
value rather than cost, prevention rather than interventions, and on long-term total cost, rather than short-term
prices and volumes.

The Erasmus Research Institute of Management (ERIM) is the Research School (Onderzoekschool) in the field
of management of the Erasmus University Rotterdam. The founding participants of ERIM are the Rotterdam
School of Management (RSM), and the Erasmus School of Economics (ESE). ERIM was founded in 1999 and is
officially accredited by the Royal Netherlands Academy of Arts and Sciences (KNAW). The research undertaken
by ERIM is focused on the management of the firm in its environment, its intra- and interfirm relations, and its
business processes in their interdependent connections. The objective of ERIM is to carry out first rate research
in management, and to offer an advanced doctoral programme in Research in Management. Within ERIM, over
three hundred senior researchers and PhD candidates are active in the different research programmes. From a
variety of academic backgrounds and expertises, the ERIM community is united in striving for excellence and
working at the forefront of creating new business knowledge. Inaugural Addresses Research in Management
contain written texts of inaugural addresses by members of ERIM. The addresses are available in two ways, as
printed hard - copy booklet and as digital fulltext file through the ERIM Electronic Series Portal.
The institute of Health Policy & Management (iBMG) of Erasmus University Rotterdam (EUR)
is leading with its educational and research activities targeted at policy and management
issues in health care. The institute offers a bachelor programme, a pre-master, five master
programmes and post-academic educational programmes and courses.
At iBMG, research and educational activities are closely intertwined. Knowledge and experiences of various
scientific disciplines such as economics, law, social-medical sciences, organisational science and public
administration are brought together and applied to the health care sector. This multidisciplinary approach
to education and research is unique. Internationalisation is highly valued at iBMG. The number of students,
teachers and researchers from abroad has risen significantly over the past years enriching our programmes.

ERIM Inaugural Address Series
Research in Management

Erasmus University Rotterdam (EUR)
Erasmus Research Institute of Management
Mandeville (T) Building
Burgemeester Oudlaan 50
3062 PA Rotterdam, The Netherlands
P.O. Box 1738
3000 DR Rotterdam, The Netherlands
T +31 10 408 1182
E info@erim.eur.nl
W www.erim.eur.nl

