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CHAPTER ONE Science and Policy in Interaction

Introduction

The reactions of experts and politicians to the outburst of the Icelandic volcano
Eyjafjallajokull in the spring of 2010 exposed the close ties between policy meas-
ures and scientific knowledge. The volcanic eruption and the resulting uncer-
tainty about the safety of flying through the ash cloud posed huge problems for
(European) aviation. In a first reaction to expert opinions, the European Aviation
Safety Agency (EAsA) closed the airspace above Europe for more than five days, as
the volcanic ash drifted slowly over Europe. However, as the economic and social
consequences of the closed airspace became increasingly apparent, the expert
opinion of the EASA was openly disputed both by aviation companies and politi-
cians from several member states. The KLM, the Royal Dutch Airlines, concluded
that “the airspace situation is different throughout Europe and local solutions are
needed”1 after aircraft were sent out for ‘problem-free’ test flights.

As political attention was directed to the economic and social consequences
of the closed airspace, the problem eventually boiled down to the issue of how
to come to workable solutions that satisfy both experts and policy makers; a
solution that guaranteed the safety of flying while leaving enough ‘space’ neces-
sary for air traffic. The London-based Volcanic Ash Advisory Centre (VAAC)
met these demands by coming up with six-hour predictions of the ash cloud in
high, middle and low cloud. These local predictions provided a workable solu-
tion between safety and economic mobility and settled albeit temporarily the
controversy between scientists, policymakers and air-carriers over the volcanic
ash problem. The controversy not only laid bare a crisis of governance in the
EU, as it took political leaders five to six days to come into action, but also made
visible that workable solutions for such an economic, social and safety problem
is found in a concertation of both science and policy. This concertation takes
place in a complex and dynamic reality and is difficult to orchestrate.

In times of crisis, such as in the case of the volcanic ash cloud, the role of sci-
ence in policy-making processes becomes more apparent than in ‘normal’, less
controversial times. There is, however, hardly a policy area imaginable where
science is not involved — even though that role, in general, stays hidden from
the public at large. In the Netherlands, policy programmes such as the financial
reform in the health care sector or those that support health promotion rely upon
scientific knowledge. In less controversial times as well, on the smaller scale of
policy programmes and single policy measures, policy makers do not act without

17 kLM CEO Peter Hartman at http://nos.nl/artikel/151324-klm-voert-testvlucht-uit.html; and, Van

Nieuwstadt, Michiel. Ad Hoc Asnormen. In NRC Handelsblad 29 mei 2010: 13.
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the involvement of scientists. Scientific input is needed to answer policy questions
such as: How can we keep citizens healthy and safe, how can we safeguard afford-
able health care among ageing Dutch citizens, and how can we maintain good
quality of health care while increasing the efficiency of health care practices?

The growing need for scientific knowledge brings along tension between the
need for more evidence-based policy, and the fear of a technocratic and uncritical
or uncontrollable role of science in policy-making. This paradox of scientific
authority, as Bijker, Bal and Hendriks (2009) put it beautifully — needing knowl-
edge for policy-making processes versus a critical attitude towards using science
in policy-making — emphasises the importance of questioning the role of science
in policy-making: How can we understand this role? What are the consequences
of close interaction between science and policy? And, if we want to improve the
effectiveness of scientific evidence in policy, how can we achieve this? This thesis
addresses these questions, taking health care and economic thinking on health
care as its focus of investigation.

Science in policy-making

From criticism of technocracy to evidence-based policy

Science in policy-making is embodied in many shapes and forms, from the
individual expert who provides short-term expertise to big science advisory
institutions that deliver assessments and reports on a regular basis. Science
advisory institutions are but one means of offering scientific input to policy-
making. In the Netherlands many institutes provide input in the form of expert
opinions, reports and models, and occupy various positions in the policy field.
Some offer science advice on demand, while others voluntarily (without being
asked) contribute their advice to government. Science advisory bodies in their
turn use different forms of scientific knowledge to come to their advice. For
example, many disciplines are involved in the health care sector, including
medicine, epidemiology, sociology, economics, as well as policy science.?2 Many
of these advisory institutes integrate and assess existing scientific findings from

2 Well known examples of science advisory bodies in the health care sector are the National Institute for

Public Health and the Environment (R1vM), the Netherlands Institute for Health Services Research (NIVEL),
the Council for Public Health and Health Care (Rvz), the Scientific Council for Government Policy (WRR), the
Social and Cultural Planning Agency (scp), the Health Council (GR). The Netherlands Institute for Economic

Policy Analysis (CPB), as well as universities, also provide inputabout health care.
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other places. They can be characterised as boundary organisations wherein the
scientific and the political meet in one way or another, and where translation of
the scientific and the political takes place.

Many institutes have a longstanding relation with their affiliated policy fields
and along history of providing science advice on policy issues. The science advisory
field saw a huge rise after World War 11, in an era where science was looked upon
as the rational solution to political problems, building on “the Enlightenment
idea of rationality of scientific knowledge as the way towards the solution of
all social and personal problems” (Hoppe, 2002:7). Peter Weingart (1999:275)
described the involvement of science advisory institutions in policy-making as “a
dialectical process of the scientification of politics or policy and the politicisa-
tion of science”. In short, in the technocratic approach, the problem with science
advice is presented as a struggle between two rationales, the scientific rationale
of the objective and the political or policy rationale of the normative. They should
be kept separate or at least traceable in discussions between science advisors and
politicians or policy makers.

The longstanding involvement of science advisory bodies in policy-making
has led to criticism of the role of science as a technocratic power, in that science
has (far too) much influence and power over formal democratic decision-makers
(Fischer and Forester, 1993; Hilgartner, 2000). Bader and Van den Berg (1993)
have, for example, criticised the technocratic role of Dutch science advisory
institutes for constituting a democratic deficit. This deficit originates from the
presentation of scientific findings as a ‘black box’ that leaves implicit theoretical
and normative presumptions, as well as the empirical uncertainties in research
findings and prognoses. It has been suggested that science for policy should be
more explicitand open about the assumptions and limitations of research. Others
such as Halffman (2003) and Maasen and Weingart (2005) have also argued for a
democratic approach in regulatory science for policy.

This criticism of the technocratic role of science in policy-making and the call
for a more democratic approach is a consequence of both a rationalist take on
the involvement of science in policy-making (Weingart, 1999) and the complex
technical nature of contemporary policies (Jasanoff, 19go). For Jasanoff (1990),
the technocratic reproach results from the sheltered position of science advisory
bodies in the policy-making landscape, and hence the unfamiliarity with the role
of such science advisory bodies. Indeed many science advisory bodies operate
cautiously and with discretion in their field, and are anxious about attracting
unwanted attention to their way of working and their recommendations. As
Jasanoft argues, “given the prominent role in policy-making, the activities of
scientific advisors are poorly documented and their impact on policy decisions
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is difficult to understand or evaluate” (19go:1). The problem is thus not whether
these institutes contribute to a politics of technocracy or to a politicisation of
science. The key issue is that the role these science advisory bodies play as trans-
lators of science for policy-making is relatively unknown and therefore hard to
understand. Recent work on science and policy-making has taken up this call for
further investigation of the role of science advisory bodies.® This thesis is part
of this work.

Towards evidence-based policy

The debate on the role of science in policy was given a new dimension recently
in the public health field, which has expressed a wish for greater involvement
of scientific knowledge in policy-making. Delays and a lack of (or too much)
government action on international and national incidents regarding citizen’s
health, such as the BSE epidemic in (UK) cattle, the threat of a pandemic outbreak
of the swine flu in the autumn of 2009 and the Q fever outbreak* in the south
of the Netherlands, have led to criticism of the neglect or misuse of scientific
evidence in policy in order (not) to take action.® Structural problems in public
health, such as the obesity trend in children and high incidence of alcohol abuse
in the baby boom generation,® also demand more knowledge of what can work
to solve these issues.

Moreover, as evidenced-based medicine has become the gold standard for
public health in many industrialised countries, the call for evidence-based health
policy has been picked up by many public health scholars and is brought back to
the policy makers, in line with the new public management standards for more
accountability in government policy:

3 Dutch examples are the work of Bijker, Bal and Hendriks on the Dutch Health Council, well presented in

their book The Paradox of Scientific Authority (2009), the work of Annick De Vries (2008) on how uncertainty
is dealt with in the work of the cpB, the work of Esther Turnhout, and the other projects that were part of
the Rethinking project. These exceptions seem to confirm the rule that there are still not many empirical
descriptions or analysis of the workings of science advisory bodies

4 Another example is the HPV vaccination programme introduced in 2009. The government and R1VM
were criticised for being too forward with a vaccination programme that had been tested for only six years.
5 This also incorporates the critical blasting of individual scientists by journalists, as for example hap-
pened in an interview with virologist Ab Osterhaus in an interview in Vrij Nederland on June 2010 (Martijn,
M., and Vanheste, T. 2010. “Ik geloof heilig in wat ik doe”. Vrij Nederland June 1gth).

6 In Volkskrant, September 1oth 2010. Meer alcoholproblemen onder babyboomers.

11
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If doctors are expected to base their decisions on the findings of research surely
politicians should do the same, (...) the case for evidence-based policymaking is difficult

to refute (Ham, Hunter and Robinson, 1995)

The general lack of evidence-based intervention is shown by many public
health professionals at many levels in the public health field. It ranges from a
need for proven local interventions at the individual level for Municipal Health
Services (GGD’en) and local government to evidence about the effects of nation-
wide programmes focused on health promotion at the collective level (Black,
2007; Lomas, 2003; Puska, 2007; WHO, 2000).

In the public health field this call for evidence-informed or evidence-based
policy (EBP) has brought up the question of how to increase the use of existing
evidence in health policy-making. The use and uptake of evidence in health
policy-making is, however, not easy, and critical supporters of EBP agree that
research has as yet had little direct influence on health services and governance
policies (Black, 2001; Hunter, 2003; Lomas et al, 2003; Reijmerink and Hulshof;
1997). In 2008, for example, the Dutch Health Council concluded, in an advice to
the government, that there is enough health services research but that improve-
ment and sustainability of the use of results is needed.” But also international
organisations such as the World Health Organisation call for a better evidence
base in policy (WHO, 2009).

Bridging the gap

Scholars in the public health field have sought input from concepts developed
in knowledge utilisation studies (KU). KU scholars investigate science-policy
interactions as a form of science advice to politics (e.g. Gibbons, 1994; Lindblom
and Cohen 1979; Weiss, 1991) and have accordingly focused on the question
how this relationship should be organised and why. Problems encountered on
the research policy interface are often interpreted as a lack of understanding
between the social worlds involved and as a lack of infrastructural support
to get research findings to the policy-maker’s desk (e.g. Hutchinson and
Estabrooks, 2009; Lomas, 2003; Smee, 2006; Straus, Tetroe and Graham, 200g).
Consequently, much effort is put into developing strategies to bring research and

7 See: Health Council. 2008. Http://Www.Gezondheidsraad.NI/NI/Adviezen/Gezond-Zorgonderzoek-De-

Toekomst-Van-Het-Gezondheidszorgonderzoek-Nederland; and Raad voor de Gezondheidszorg (Health
Council). Gezond Zorgonderzoek. De Toekomst Van Het Gezondheidszorgonderzoek in Nederland. Den

Haag: Gezondheidsraad.
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policy together and bridge the gap between science and policy. New frameworks
have been developed for infrastructural support for science-policy interaction, to
support changes in attitudes of both researchers and policy makers, and in the
conduct of more research (Bekker et al, 2010; Hunter, 2009; Nutley et al., 2010).
The Lomas framework® for linkage and exchange of research evidence (Lomas,
2000; Lomas et al, 2003) is an often used source of inspiration for other scholars,
as it provides an elaborate and detailed model to enhance the translation of
research findings into politics.

Maria Jansen (2007) has pointed to the under-theorised character of the public
health field in thinking about science-policy relations. Indeed, many KU concepts
used in the public health field do not question the standard model of science
production. This standard model makes a Popperian distinction between the
context of discovery — the realm which produces scientific knowledge — and the
context of justification — the realm which proves the usefulness and impact of
scientific evidence in relation to political or societal problems (Boon and De Vries,
1989; De Vries, 1995). In this tradition, science and policy are separate realms
with divergent objectives that should be kept apart. KU scholars argue that policy
should be given a more influential role in the context of justification; that is, in
the realm where science enters the ‘real’ world and is judged on its merits in rela-
tion to policy problems. Yet, policy makers are kept from the context of discovery,
where scientific knowledge is produced. Consequently, such understanding of
science-policy interactions, while focusing on their mutual interdependence,
reifies instead of overcoming the boundaries between them. The public health
field has arrived at the point where such conceptualisation of the science-policy
boundary has become insufficient, as scholars such as Hunter (2009), Horstman
(2010), Lin and Gibson (2003), and Nutley et al. (2010) have argued. Likewise, there
is a need for new understanding of the policy process and the role of research, as
well as new conceptualisation of the science-policy relation.

8  The aim of the Lomas framework for linkage and exchange is to closely connect science and policy in

an early stage of research and bring together three domains involved in the production of useful evidence;
institutional and formal structures for decision making, informal structures of stakeholders and coalitions,
and information production structures including interaction between research and media. It does so with
the help of a checklist of questions that raise awareness among policy makers, stakeholders and scientists
in order to bring the relevant parties together and keep them together through all stages of research (Lomas,

2000; Lomas et al, 2003).

13
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Science and policy interactions as boundary work

In policy science (ps) and science, technology and society (sTs) studies,
recent work on the relationship between science and policy-making offers new
insights into science-policy relations. Recent work focuses on the boundary work
performedininteractions between scienceand policy makers (see forinstance Bijker,
Bal and Hendriks, 2009; Halffman, 2003; Hoppe, 2010; Huitema, and Turnhout,
2009;Jasanoft, 1990, and 2005; and others). Both psand sts scholars have gradually
moved from classifying science and policy relations towards analysing science and
policy practices as forms of boundary work. This interpretation of science-policy
relations enables researchers to move away from earlier more rigid conceptions of
science and politics as two essentially different fields of human endeavour.

sTs studies have long focused on science and how science comes about: that
is, it concentrated on such questions as how scientific facts are created, how sci-
entific knowledge becomes authoritative and how scientists distinguish science
from non-science, that is, perform ‘boundary work’. Such studies have brought
the insight that the production of scientific knowledge is a human endeavour, that
it takes place within a certain debate or discourse (or a repertoire or regime) and
that science therefore creates its own truths and untruths, instead of simply repre-
senting an ‘objective’ and ‘natural’ state of things (Collins, 1985; Foucault, 1980;
Latour 1987; Woolgar, 1988). Science is itself a culture that can be studied (Law,
1986). These studies go a step further in showing how science is intertwined with
society and how they are often co-produced: knowledge and the societal contexts
in which it is produced cannot be seen as separate entities but are intertwined at
many levels. Such studies provide space for the social, cultural and political impli-
cations of science and policy interactions.

These insights are embodied in the notion of boundary work, which relates to
the cultural construction of what science is and what it is not. As the American
sociologist Gieryn neatly points out, the quest for the answer to what is science has
moved gradually from “essentialist studies of demarcation” (what is science, and
what not), “to constructivist studies of boundary work” (how science is defined in
action by attributing characteristics that segregate it from non-science) (Gieryn
1995: 407). Constructivist studies of boundary work seek “explanations for things
at the top of that discipline’s agenda: uneven distribution of authority, power,
control, and material sources” (Gieryn 1995: 441). The way scientists mark their
scientific paths gives insight into how scientific discourses are constructed, and
how science gains its authority.

Gieryn’s discursive approach has been extended by others who show that
boundaries are constructed through discursive, material and social arrangements
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(Bal 1999; Bijker, Bal, and Hendriks, 2009; Halffman, 2003; Hoppe, 2010). In
Halffman’s definition, based on work by Shapin and Schaffer (198s), boundary
work “structures the division of labour between experts and policy makers” (2003:
417). It does this by demarcation: that is, protecting science from unwanted par-
ticipants and interference with the help of prescriptions for proper behaviour by
participants and non-participants; and by coordination: that is, defining proper
interaction between these practices to make such interaction possible and con-
ceivable. Halffman locates such practices of boundary work in both language
(discourse) and matter: it can be found in texts (like protocols or specific formula-
tions of tasks), objects (models or machinery) and in people (experts) (2003:58).
Scientific facts are the result of both science-policy interactions and of social and
material elements involved in this interaction. Yet, Halffman (2003) emphasises
that sTs studies tend to focus on the science side of the interactions, under ana-
lysing what happens the interactions with policy makers.®

The notion of boundary work is extended by ps scholars whose studies show
science and policy interactions create bridges between different epistemic cul-
tures in the form of ‘interlocking networks of knowledge and power’ or ‘discourse
coalitions’ and in which the interdependencies between many parties play an
important role, as well as the role of culture (Hajer and Wagenaar, 2003; Hoppe,
2010; Wittrock, 1990). The focus lies in solving questions on how to legitimise
decision-making democratically, under conditions of uncertain knowledge, and
within changing political systems (e.g. Fischer, Miller and Sidney, 2007; Hajer
and Wagenaar, 2003; Jasanoff, 2005; Stone et al, 1998; Stone, 2007), such as in the
formulation of social problems, the (public) perception of policy problems, and
the (scientific) instruments used to tackle those problems (Maasen and Weingart,
2005; Yanow and Schwartz-Shea, 20060).

In the study of science and policy relations attention has thus shifted from
classifying science-policy relations to empirically describing and explaining what
happens in science and policy interactions, how these interactions are organised
and what consequences they have on the way the world is perceived, by scientists,
policy makers and others. This thesis parts from this take on investigating
science and policy relations.

®  Halffman (2003) argues that sTs scholars either under analyse the boundary work that takes place, or

portray these negotiations as trivial, and overall miss out on the role of political theory in conceptualising
the interaction between science and policy. This last point, however important, does not belong to the scope

of my research.
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Studying models as material locations of science and policy
interactions

One place to study practices of science and policy interaction is in the construc-
tion of models. Models play an increasingly important role as scientific tools for
policy-making, in scientific advice and in the constitution of policy facts (see e.g.
Edwards, 1999; Jasanoff, 199o; Morrison and Den Butter; 2003; Yearley, et al, 2003;
Zeiss, 2004).10 Studies on the use of models — such as in sTs studies and in the
philosophy of science— show how models are both the result of scientific and
professional interaction (van Daalen, Dresen, and Janssen, 2002; Edwards, 1999;
Evans, 2000; Morgan and Morrison, 1999; Shackley & Wynne, 1995). That is why
models occupy not only a unique place in the study of many scientific phenomena
(Morgan and Morrison, 1999), but also offer unique places to study the interaction
between science and policy.

The focus of much sts and philosophy of science research on models is on
climate models. This research illustrates how climate policy and climate research
are co-produced through the use of models, and how this makes drawing the
distinction between the ‘science’ and the ‘policy’ difficult. Paul Edwards (1999)
argues, for example, on the basis of his study of General Circulation modelsrt
that the conceptual distinction between models and data is misleading and hence
requires another conception of the nature of scientific work. The same is argues
by Morgan and Morrison (1999) and Sismondo and Gissis (1999). Others have
stressed how models encourage negotiations between model makers and policy
makers, for example on uncertainty (Shackley and Wynne, 1995), as a democratic
tool amongst various groups people (Yearley 1999), in interdisciplinary projects
(Galison, 1999), and in macro economic policy (Evans, 2000). Critical comments
argue thatthe increased use of sophisticated scientific models affects the authority
of science, and tends to exclude scientific practices that do not build upon sophis-
ticated models (e.g. Shackley and Wynne, 1995; Yearley, et al, 2003; Zeiss, 2004).

Models bring together political worlds and scientific worlds, and offer good
places for boundary work between science and policy. In bringing together social
worlds, a new kind of scientific knowledge is created, scientific facts that are
‘packaged for policy processes’ (e.g. Edwards, 1999; Jasanoff, 199o; Zeiss, 2004).
In this, models are seen not just as passive instruments, that “have to be put to

10 Most of the literature concentrates on models that aid policy-making; in Jasanoff’s (199o) terms the
literature concentrates on models in ‘regulatory science’. However, there are also models that aid compli-
ance with policy; Ragna Zeiss calls this ‘regulated science’ in her PhD dissertation (Zeiss, 2004).

11 General Circulation Models are key components of global climate models that serve as input for global

climate policy (Edwards, 1999).
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work, used or manipulated” (Morgan and Morrison, 1999: 32)'2 by both scientists
and policy makers in order to gain effect but as active constituents of the social
worlds in which they function. sTs scholars emphasised the role of materiality
in constituting scientific facts (Collins, 1985; Foucault, 1980; Halffman, 2003;
Latour 1987; Latour 1993; Woolgar, 1988), as in contemporary society scientists
build upon already existing networks, theories, and software. Models thus have a
materiality that determines and limits the choices and actions and the knowledge
that is produced through these models.

Performativity of economic thinking

In recent years the attention of sTS studies has shifted towards economic
thinking and how we can understand the role of economic science in society. This
shift follows the rise of neo classical economic policy in governance strategies
in many EU countries, for example, the introduction of a market-based policy
programme in Dutch health care in 2006. This shift in economic thinking in
health care has tempted many Dutch scholars to critically investigate the origins
of market-based policies and its consequences for health care and health policy
(Helderman et al, 2005; Trappenburg, 2005; Grit, and Dolfsma, 2002).

Social studies of economic markets have captured science not only as a mode
of investigation and classification of social phenomena, but also as an actor that
actively brings these phenomena to life, through this investigation and classifica-
tion. Understood this way, scientific knowledge is an ‘actor’ able to bring things
into, or out of, action by its own being, an idea referred to as the ‘performativity’
of science. These studies recognise performativity of scientific knowledge in, for
example, economic models, and in their role in creating markets. Such ‘material
embeddedness’ of economic science in societal institutions — such as macro-
economic models — provides essential elements in constituting new ways of eco-
nomic thinking (Barry and Slater, 2002; Callon, 1998; MacKenzie and Millo, 2003;
Zuiderent-Jerak, 2009). In this perspective economic ‘laws’ are not naturally given
events that can be studied and described by economists in an economic theory but
are instead actively constructed by economists and economic science.

The historical account by MacKenzie (2007) is a good example of the role of the
Nobel-prize winning Black-Scholes-Merton (Bsm) model in the transformation of
the derivatives market at the Chicago Board Options Exchange in the 1970s and

12 sismondo (1999) also argues that models and simulations can be regarded as tools and representations
(as objects and ideas) and that they cross otherwise well-established boundaries as between theory and

experiment.

17



18

CHAPTER ONE Science and Policy in Interaction

1980s. Up until the 1970s, options prices’3 were generated by immensely complex
mathematics that proved little better in predicting prices than calculations based
on rules of thumb. Although other models were developed to capture this complex
mathematics, the BSM model became the leader, not only because it overcame
some of the complexities of earlier option theories used to generate the option
prices, it also made it attractive to programme computers with this model to pro-
duce these prices and deliver more accurate price lists. On the computer the model
worked faster too. This case illustrates how economic theory provides the tools to
institute elements for particular markets, by building upon already existing social
and material relations. The BsmM model is performative because it transforms the
actions on the exchange market floor into the parameters of the model.

In this example economic science is an important constitutor of an exchange
market. Not only is the model performative in the actions on the exchange market
floor: what it changes becomes embedded in institutions and economic theory
(Callon, 1998). Hence the representation of reality is also changed. The notion
of performativity of science captures economic theory as a kind of independent
materiality that enacts specific notions of a market by its own account. Not merely
the interactions between economists, the state and other agencies — mobilisers
of human actions — are also important in shaping the economy. The mobilisation
of economic theory and the kind of mobilisation are important too. This new
take on the role of economic science offers a framework for looking closer at the
social, political and cultural implications of the involvement of economic science
in policy-making, for example in the introduction of the new market-based policy
programme in Dutch health care.

Research thesis

The general focus of this thesis lies in investigating practices of science and
policy interactions as forms of boundary work with a focus on economic thinking
in health care. From this, the following research questions emerged:

How are practices of science and policy interactions organised?
What are the social, cultural and political consequences of this organisation?

And what is the role of materiality in these interactions?

13 These are called Black-Scholes prices (Mackenzie, 2007).
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These questions form the main focus of this thesis. During the case studies
these questions have been specified to investigate and better understand what
happens in the specific practices of science policy interactions investigated in this
thesis, and are addressed in separate chapters. In chapter two and three I inves-
tigate questions about the organisation of science policy interaction processes in
relation to the science advisory bodies introduced in the case studies:

— How can we understand the way science advisory organisations mediate in the health
field2 And how can these differences and similarities between these institutes be
understood as practices of boundary work?

— What practices of boundary work characterise the modeling practices of the scientists
and policy makers involved in the construction of the care model for the Dutch health

care sector? And to what consequences?

Chapter four investigates the construction of policy messages for public health
policy from a theatrical perspective on science and policy relations and focuses in
the following question:

— How is the relation between science and policy organised in order to come to useful
information for public health policy2 And how can this relation to be understood as
a re-conceptualisation of science policy interactions as an interactive and reflexive

practice?

Chapters five and six investigate the concepts of performativity and materiality in
relation to science and policy interactions, and start from the following questions:

— Whatisthe performative nature of computer models as boundary objects? And how do
these models shape and change the social worlds they coordinate?

— How do material manifestations of science-policy interactions - such as policy tools or
models - come about as a result of science policy interactions concerning Dutch health

care? How do such material devices shape and configure policy change?

The case studies

The chapters of this thesis deal with different issues of science and policy inter-
action. Each chapter discusses the specific issues that derived inductively from
four empirical cases and addresses the questions posed above. The first study
captures the construction of an econometric model for the health care sector
(ramingsmodel gezondheidszorg, further: care model) developed by a multi-
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disciplinary team of science advisors from three leading Dutch science advisory
institutes. The second study focused on the construction of Public Health Status
and Forecasting (Volksgezondheid Toekomst Verkenning, further vTv) reports
developed by the Centre for Public Health Status and Forecasting (CvTv), located
at the National Institute for Public Health and the Environment (R1vm). The third
study closely examined the role of health economics, as a separate discipline,
in developing health measures, specifically the role and structure of the Dutch
risk adjustment fund for the health care sector. The fourth study investigates
the construction of the LARCH model, which was developed in the early 1990’s
at the department of Quality Landscape Ecology at the State Institute for Nature
Management (RIN). This study was carried out and analysed by Ragna Zeiss. The
cases studies are examples of ‘normal’ science and policy interaction. Although
the people involved in these cases did run into quarrels and disputes, the cases
were not controversial as such or hot topics of political debate. As examples
of ‘normal’ science and policy interaction, they offered the opportunity to investi-
gate ‘normal’ interactions to gain insight into daily science-policy practices.

For each case study a reconstruction was made of the development of the mod-
els.™ Given that a large part of these practices took place a number of years ago
we used in depth semi-structured interviews and complemented this with a docu-
ment analysis. The case study of the care model, covering the period 1994-1999,
included 23 semi-structured interviews with key actors, and a document analysis.
The vTV case study, covering the period 1995-2000, included 30 open interviews
with key actors in public health, and archive research. For study of the risk adjust-
ment model that covered the periods 1995 and 2005, seven extra interviews were
held. The LARCH case study, carried out by Ragna Zeiss, covered the period 199o-
2006, and involved interviews held with 21 actors and a document analysis. The
data collection took place between February 2004 and September 2007.

Structure of the thesis

The following chapters of this thesis address the issues mentioned in this intro-
duction (Chapter 1) and draw from the empirical cases listed above. The second

14 Inorderto insure the anonymity of the interviewees, all interview material is coded; a list of interviewees
is obtainable with the authors. The interviews include members of the project groups from the respective
science advisory bodies, and policy makers from the departments of the affiliated Ministries as well as mem-
bers of scientific committees, and employees from other organisations. Some of the actors were interviewed

more than once. A full account in Dutch for the vTVv case study can be found in (Van Egmond et al, 2006)
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chapter presents two case studies which provide detailed accounts of science
and policy interactions and starts from the typology or boundary arrangements
developed by Tennekes. The third and fourth chapters discuss two case studies
in depth from the perspective of boundary work. The next two chapters (five and
six) take the conceptualisation of the science-policy boundary a step further by
addressing the role of models as materialities and the notion of performativity
of science. Although tempting, I do not provide definitions of what science and
policy are. Instead I discuss what goes on in actual science-policy relations, and
how science and policy are given shape in action and finally, in chapter seven I
present my conclusions.

CHAPTER TWO Exploring the Future of Health Care: how science advisors
struggle with the policy boundary in Dutch public health policy

This chapter looks at and compares the different types of boundary work car-
ried out by three science advisory institutes. As starting point, it questions the
organisation of science-policy interaction processes. How can we understand the
way scientific institutions mediate in the health field? What do these institutions
do to sustain their own positions in this field? How can we understand the differ-
ences and similarities between these?

For a better understanding of these questions, two examples of science and
policy interaction — the macroeconomic care model constructed by an interdisci-
plinary project team, and the construction of policy messages in vTv reports — are
compared with regard to the interactions between the science advisory bodies
and care policy makers. I discuss the differences in institutional location in both
case studies and how this is reflected in the organisational set up of the science
advisory institutes with the policy makers. This has the effect of bringing into
focus the various roles played by the science advisory institutes, in that the cvTv
producing these reports seems to fulfil an advocacy role in the public health
sector, while the cpB fulfils a more technocratic role in the economic advisory
field. However, I argue that characterising single institutions according to one
model is superficial. Instead, the case studies show that different science-policy
interactions are at work, at different moments in the advisory processes, and at
different places in the organisational structure. Instead, it is helpful to distin-
guish between the on stage image of the role of these science-based organisations
in the policy-making process, and the backstage ways of performing their role
as science advisory institute for policy-making in constituting and maintaining
credibility and authority (see also, Bal, Bijker, and Hendriks, 2002; Hilgartner,
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2000). On stage and backstage cannot be seen as separate entities; they are two
sides of the same coin, strategies to maintain their current positions.

CHAPTER THREE Boundary Configurations in Science-Policy: modelling
practices in health care

This chapter discusses a boundary configuration in the making. It starts from
the following research questions: which practices of boundary work characterise
the modelling practices of the scientists and policy makers involved in this inter-
disciplinary project? How does that affect the shaping of model parameters?

Based on a case study of the care model project I investigated the interac-
tions and negotiations that the economic experts and public policy makers in
the project employed in order to come to a workable model. Through a detailed
account of these interactions and negotiations I discuss how science advisory
bodies are entangled with some of the policy actors they advise in what I call
boundary configurations. These strongly situated interconnections between science
advisory institutes and policy institutions share a specific approach to problem
definitions and methods and that are embedded in (and at the same time embed)
social, discursive, and material elements. Boundary configurations build upon
existing relationships that preceded the interdisciplinary project, shape the kind
of science, and relatedly, the kind of social and political theories about health
care. Over the course of the project, these interconnections became stronger and
began to have consequences for the inclusion of other experts. In this chapter, I
show how the model was not as successful as hoped for at the start of the project
but that it did succeed in other ways. It provided one participating institute with a
new tool for assessing economic policy measures for the care sector. As such the
model extended the work of this institute to the care sector, and filled in a space
that was not yet claimed by other science advisory institutes. In this chapter I also
illustrate how the process of model construction forged new liaisons between
the cpB and the Ministry of Health, thus enforcing the boundary configuration
between economists at the ministry and the experts at the economic science
advisory institute.

CHAPTER FOUR Connecting Evidence and Policy: bringing researchers
and policy makers together for effective evidence-based health policy

This chapter investigates an attempt to create a tool for evidence-based public
health; successful in terms of the undisputed information it provides. It starts
from the following questions: How is the relation between science and policy
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organized? And how can this interaction be understood as a re-conceptualisation
of science policy interactions?

Regarding the growing need for evidence-based policy in the health care sector,
few tools actually contribute to the use of research findings and health informa-
tion in health policy. The vTV reports have grown into authoritative resources of
information that are used as input for policies relating to health promotion. The
question is how to understand this. Moving beyond current theories about knowl-
edge utilisation often employed in public health, I offer a reconceptualisation
of science and policy interactions as interactive and reflexive processes wherein
science and policy are not taken as separate worlds but are seen as two ends of a
continuum. I discuss the role of materiality in these interactive processes. This
study of the processes of the VTV reports over a ten-year period suggests that the
success of the reports in informing policy depends largely on the institutional
infrastructure that has been created over the years. This infrastructure supports
and manages in many ways and on many levels both formal and informal contacts
between scientists and policy makers. I argue that this infrastructure takes into
account the factthat science and policy interactions are multidimensional and thus
have to take place in both formal and informal settings. Dividing science-policy
practice between on stage representations and backstage action offers space for
reflexive interactions between scientists and policy makers. It also offers an effec-
tive way out of the current trend towards a stricter separation of the scientific and
the politic in the light of the accountability trends.

CHAPTER FIVE Modelling for Policy: science-based models as
performative boundary objects in Dutch policy-making

This chapter discusses the role of models for policy by drawing on and
exploring the tensions between the notions of boundary objects offered by Star
and Griesemer (1989) and performativity (e.g. Callon, 1998). The central questions
focus on the performative nature of computer models as boundary objects and
how o these models shape and change the social worlds they coordinate?

The concept of boundary object proves useful in gaining a better under-
standing both of the hybrid character of science-based models and their role in
the coordination between different social worlds. However, such a sociological
or symbolic interactionist’s account of the functions of models in science and
policy interactions tends to stick with the assumption that although these worlds
need to interact, they remain stable throughout the interaction. Building on the
idea of science as a performative tool, the case studies illustrate how models are
constituted by negotiations between scientists and policy makers and at the same
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time constitute, (re)configure and reform social worlds. I argue that models not
only actively coordinate social worlds but also contribute to changing them. The
performativity of models ranges from generic (instrumental) to substantial as
they influence social worlds to the extent that these worlds start behaving the way
models describe.

CHAPTER siX Analysing Policy Change: the performative role of econo-
mics in the constitution of a new policy programme in Dutch health care

This chapter extends the notion of performativity by investigating the role of
economic science in health policy development. Here I focus on the role of eco-
nomic science in the creation of material devices — policy tools — used by policy
makers and politicians in political decision-making regarding health care reform.
The following questions are posed: How do material manifestations of science-
policy interactions — such as policy tools or models — come about as a result of
science-policy interactions concerning Dutch health care? How do such material
devices shape and configure policy change?

Market solutions implemented in previous years for ‘better’ governance of the
public sector have been thoroughly analysed in policy science, and explanations
for policy change are often sought in deliberative and discursive practices through
methods such as discourse analysis. I put emphasis on material manifestations
of science-policy interactions and how they shape and configure public policy
change. I investigate the role of economic science and economists in the construc-
tion of material devices that in turn configure and frame health care as a market.
Building on Callon’s notion of performativity of economics, and on the basis of
case study research, I demonstrate how science-policy interaction co-constructs
material devices that frame the health care sector and its actors as parties within
a ‘regulated competitive’ market.

CHAPTER SEVEN Conclusion

Here I finish with a general discussion of the practical and theoretical conse-
quences of the conclusions drawn in this thesis for our understanding of science-
policy relations in regard to health care. The main conclusions are that scientific
advisory organisations employ different strategies to come to effective and
authoritative knowledge for policy, contingent strategies of inclusion and strate-
gies for ‘staying out but keeping near’ or more rationalist strategies of exclusion.
Which strategies get are employed depends partly on the institutional context, and
partly on the boundary configurations in which these organisations are situated.
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Important in practices of science and policy interactions are materialities such as
models, as expressions of scientific knowledge. Materialities can be performative
in that they shape reality to resemble more the descriptions of that reality in those
representations. Moreover, materialities are also political actors.

Moreover, it can be useful to understand the interaction of science and policy
and the way it is organised from a theatrical metaphor. Science is on stage in pres-
entations of reports and messages to policy makers, for example in the form of
reports, white papers and debates in media. The backstage is the realm where
the reports and messages are constructed in interaction with policy makers. The
presentation on stage is in its turn the outcome of backstage processes, and is
at the same time a representation of the role science advice is to play in policy
making: objective and distant and non-political, or involved and political as in
the case of futurists. With respect to the on stage role of science advice, science
advisory bodies that use the contingent strategy of inclusion seem to benefit from
opening up backstage processes. Certain openness about backstage processes
contributes to its authoritative position in the field. Science advisory bodies that
employ the strategy of exclusion and expansion seem to benefit from closed
backstage processes with respect to its role in science advice, whereas they benefit
from openness about their tools.
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Introduction

The Dutch government has since long played a leading role in public health and
health care issues. The past centuries the role of the government has expanded
from the regulation of public health issues (focussed on environmental and hygi-
enic aspects, e.g. epidemiology), to the (financial) organisation of the care sector.
For these tasks it has relied and built upon the input of scientific advisory bodies
and policy assessment institutes in the process of health policy making. Examples
are the Netherlands Institute for Public Health and the Environment (RI1VM), as
well as the Netherlands Institute for Health Services and Research (NIVEL), the
Health Council (GR), the Council for Public Health and Health Care (Rvz), the
Social and Cultural Planning Office (scp) and recently the cPB, among others.

Although in the every day processes of public policy making the use of knowl-
edge and expertise of numerous experts and expert organizations has become
a routine event, actual processes and interactions between scientists and policy
makers often remain rather concealed. Although both the cpB and rR1vM are
bureaucratically situated within the policy realm, their role in policy making
processes has often been described as a technocratic one (Bader et al, 1993;
Hoppe, 2002a; Hoppe, 2002b; Pesch, 1999; Van den Berg et al, 1993). This impli-
cates that although formally both institutes work in service of the government as
deliverer of ‘facts’, their influence on day-to-day policy making processes is much
stronger than many regard desirable. Some research has shown that behind these
more traditional pictures of the organisation of the science policy nexus a much
more subtle and refined image of science policy interactions arises in which for
instance the fact-value distinction, or even the research — policy distinction looses
ground (Fischer, 2003; Jasanoff, 1995; Van den Bogaard, 1999; Weingart, 1999;
Latour, 1987).

The importance of expertise in policy making processes, and lack of empirical
research on the topic raise questions about how these processes are actually organ-
ized. How can we understand the way scientific institutes mediate in the health
field? What do these institutes do to sustain their own positions in this field?
Moreover, how can we understand the differences and similarities between these
institutes? For a better understanding of these questions, this chapter focuses
on the interactions between these science-advisory bodies and health care policy
makers. We have focused on the construction of Public Health Status reports
by the R1vM and the development of an macroeconomic model for the care sector
in an interdisciplinary project in which the cpB, the Social and Cultural Planning
Office and the R1vM have partaken. The focus of this chapter lies with the role
of the cps.



Introduction

The first section’® discusses theoretical perspectives on science policy interac-
tions. The second section gives an overview of the developments of the health care
system in the Netherlands, as well a characterisation of the (political) discussions
surrounding health care policies. The third section addresses the organisation of
the Public Health Status and Forecast Reports (vTV report) of the R1vm. In the
fourth section the development of the Care Model is discussed. The last section
compares the two cases.

Models on the interaction between science and policy

The relation between science and politics or policy making has been described
by many scientists, from public policy scientists (PPs) to sociologists of science
to sTs-scholars (Hoppe, 2002b; Jasanoff, 19go, and 1995; Weingart, 1999; Latour,
1987). The relationship between science and politics has since ww1I shifted from
a position in which scientists operated rather autonomous in the political process,
to a position in which scientific knowledge and the input of scientists is no longer
taken at face value; the relation between science and politics is more often built on
negotiated trust or recurring trust-crises (Hoppe, 2002b; Hoppe, and Huijs, 2003).
Both the R1vM and the cPB are institutes that mediate between science and policy
making; the R1vM has as its main objective to deliver scientific facts to policy
makers in the field of health care, whereas the cPB assesses policy proposals
with the help of science-based mathematical models. As such both institutes fit
rational models of science-policy interactions; especially bureaucratic models or
technocratic models. However, the relation between science and policy is more
ambiguous than these rational models suggest. This proves even more true in
the public health policy field, that is characterized by its hybrid management
structure in which contradicting values from both the professions as well as the
government are interwoven, and struggle for power prevail (Van der Grinten, and
Helderman, 2005; Helderman et al, 2005).

Models that presume primacy: for science or for policy

After wwir in many Western countries models of science policy interaction
were developed based on notions of rational behaviour of organisations; the deci-
sionist or bureaucratic model based on ideas of Weber, and the technocratic model

15 This chapter benefitted tremendously from comments by Dean Niewsma, Rob Hoppe, and Stuart Blume.
Previous versions have been presented at the 45 conference in Vancouver in October 2006, at the NOB confer-

ence in November 2006, and at the wrmc graduate school in March 2007.
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of the relation between politics and scientific knowledge. Although both models
assume a distinction between objective knowledge and subjective values, between
the factual and the normative, these models are often depicted as opposites in
regard to the primacy of policy makers over scientists and scientific knowledge
and vice versa. Both also differ in the roles assigned to science and politics, as
either diverging or converging with each other. The technocratic model, based on
ideas of Bacon, attracted much more attention in continental Europe, while the Us
depended more on bureaucratic decisionist Weberian models. The technocratic
model was, however, believed to lead to an increasing ‘scientification’ of politics,
whereas the bureaucratic model leads to an ‘politicisation of science’.

Other rational models are the enlightenment model and the engineering model.
The enlightenment model emphasizes the divergence of policy and science, with
a leading role for science. In this model scientists deliver value-free facts while
politicians deal with normative considerations and decision making. This model
depicts a rather naive or romantic notion of the role of science in society. Scientists
are portrayed as independent but ingenious experts who discover and develop new
knowledge, and help progress our knowledge of the world for the benefit of society,
independently of wishes and interference of policy makers and politicians (Hoppe,
2002b; Hoppe, and Huijs, 2003). Moreover, scientific knowledge is thought to
slowly trickle down to society through newspapers, and popular scientificjournals
and TV programs, to be picked up by politicians. The engineering model depicts
the exact opposite. It depicts, as is described by Hoppe, the relationship between
scientists and policy makers as politicians on top and scientists on tap; science
or knowledge is mobilized by the recruitment of knowledge producers to answer
knowledge demands articulated by politicians and policy makers or administra-
tive management (Hoppe, 2002b). Scientists are staged as engineers, who, with
little initiative and creativity, merely apply existing scientific knowledge for the
production of local solutions to local problems. These engineers remain external
to government structures, in contrast to the scientists in the bureaucratic model.

These four models have been criticized by many social and policy scientists for
the oversimplified depiction of the relations between science and policy, and the
over-exaggeration of the influence of science on political decision making (see e.g.
Fischer, 2003; Lindblom, 1979; Woodhouse, and Nieusma, 1997; Weingart, 1999).
According to Weingart these rational models “not only render[s] problematic
the legitimacy of irrational decisions, but also reduce[s] the range of options to
an objectively determined singular best decision” (1999:154). It thus limits the
explanatory ability of these models in policy fields that are more hybrid in nature
such as the healthcare sector. For such hybrid policy fields only second-best
solutions are available (Arrow, 1963). Collingridge and Reeve (1986) point to four
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problems that are encountered with the use of scientific results as the basis for
political judgement and policy making; (1) the high costs and (2) the length of
time involved with gathering scientific data, (3) the irrelevancy of the findings for
acute policy problems, (4) and the co-ordination of all relevant scientific data for
the policy questions. These problems led them to argue that “the role of scientific
research and analysis is therefore not the heroic one of providing truths by which
policy may be guided, but the ironic one of preventing policy being formulated
around some rival technical conclusions” (1986:151).

Others have criticized the assumption that science delivers value-free-facts
while the normative decisions are left to politicians; an assumption that has
been proven a myth (Jasanoff, 199s; Latour, 1987; Weingart, 1999). Nonetheless
this assumption is still widely accepted by followers of the traditional models,
scientists as well as policy makers. According to Weingart there is an “obvious
connection between a positivist concept of science and a decisionist model of
scientific advice” (1999:152-155). This implies however, that policy scientists as
well as other scientists who play a role in the policy making process and political
decision processes tend to hold on to this model, because it secures their authority
and the role of science in the political realm. This has proven so for the institutes
analysed in this chapter. Moreover, scientists themselves are in fact active actors
in sustaining an active role in policy making, as Jasanoff has shown (Jasanoff;,
1990). The political neutrality and disinterestedness of scientists cannot be upheld
anymore, and exemplifies a ‘politicization of science’ paralleling the ‘scientifica-
tion of politics’ (Weingart, 1999; Hoppe, 2002b). However, these models are still
in effect if only to legitimise existing science-policy relations.

Models that presume dialogue

These critiques have led to a generation of more incremental models that
grant the scientific community more influence on the public perception of policy
problems, and that presuppose a dialogue between scientists and policy makers
or politicians on the formulation of social problems as well as on the (scientific)
instruments to tackle those problems. The four models that are distinguished
differ in their interpretation of politics as an arena in which different stakes are
fought over (the advocacy model and the dispositional model), or as an agora
in which these stakes are discussed (the policy learning model and the policy
coping model). Advocacy models depict the political process as a non-violent
struggle in which each interest mobilizes its own science-based expertise.
Scientists and policy analysts are like lawyers, and their business is advocacy
analysis. The dispositional model holds the notion of a discourse-structuration
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and interaction conceptualization of knowledge use. The discourse coalitions
identified in this model work as bridges between different epistemic cultures
creating ‘interlocking networks of knowledge and power’ or ‘discourse coali-
tions’ (Wittrock, 1990:333; Hajer, and Wagenaar, 2003; Hoppe, 2002b), between
politics and scientific disciplines.

Policy learning and policy coping models regard the aims and workings of
science and policy making as roughly analogous. The policy making process in
these models is viewed upon as a process in which the interdependencies between
many parties play an important role, as well as negotiating, cooperating and
coordinating with many different parties involved. Moreover, policy oriented
models hold the presumption that there is an equal status between scientists
and policy makers. The policy process functions as a sort of research process in
which policy measures are regarded as sets of hypotheses, and policy making as
a form of social experiment. However, policy oriented models are more relevant
for situations in which a certain amount of (political or scientific) agreement is
reached on the nature and solution of the problem; in other words they work only
for problems that have been tamed, not for complex and untamed problems. See
figure 1 for a clearer overview of the characteristics of the six models. We have
used the typology of boundary arrangements depicted by Tennekes (2005).

Science/policy models: performative power on different levels

These models have performative power on different levels. The bureaucratic
and technocratic models are often presented as wished-for organisations of
science-policy interactions, so that at the discourse level these models may stay
mere condensed theoretical or wished-for representations. However, discursive
notions can also influence the organisational shape of the science-policy interac-
tions. Both the cpB and R1VM are originally typical bureaucratic organisations
of the science-policy boundary; embedded in the organisational structure of the
government with a sharp focus on policy problems. The case studies conducted
in this chapter reveal, at closer looks, that the above-mentioned models seem to
dissolve on the level of actual practices, thus leaving room for new insights into
the relation between science and policy making.

Science-based expert organisations are faced with difficult and multiple roles;
they are mediators between scientific knowledge and policy processes; they have
to be close to politics without being too close; they have to depoliticize policy
problems without doing away with the normative choices associated with them;
and importantly, they have to sustain their authoritative positions and credibility
in order to perform these roles (Bal et al., 2002; Hilgartner, 2000; Weiss, 1991).
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However, both institutes have similar and different ways in which they perform
these roles and sustain their positions. We find these differences and similarities
on three levels (see figure 1). The first the level of discourse: how are the rela-
tions between science and policy discussed and talked about in the political and
public realm? The second level of analysis is the institutional organisation of the
institutes in the policy field. It addresses questions as how advisory practices and
trajectories are arranged in organisational structures and its consequences. The
third level is an analysis of the advisory trajectory at the level of actual practices.
This section focuses on the way scientists and policy makers interact with each
other in the day to day policy making and science advice and the tools used for

Figure 1 Typology of science / policy interactions, model characteristics (Tennekes, 2005).
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this. In the analysis of these science | policy interactions a few key dimensions
have been incorporated: how these institutes deal with value issues, how they
deal with (sharp) disagreement and conflict between different types of knowl-
edge, and how uncertainty issues are being dealt with.

An insight into these dimensions offers an understanding of how scientific
institutes mediate in the public health field, and how institutes sustain their own
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positions in this field. What seeps through when having such a closer look is the
notion that the role of the R1vm and the cPB and the organisation of the science-
policy nexus can be defined differently at different levels that at the same time con-
tradictand reinforce each other and can be captured at three levels; at the level of the
boundary discourse, at the level of the organisational boundaries, and at the level of
advisory practices. These are three aspects that are not mutually exclusive, but
complement each other in understanding science-policy boundaries. At the same
time, the three levels representboth the front stage image of the role of these science-
basedorganisationsinthepolicymakingprocess,and backstagewaysofperforming
their role as science advisory institute for policy making. Therefore the interactions
between the front stage images of science policy boundary and the backstage work
thatis done on stage 02, is an empirical question, we seek to understand.

Health in the Netherlands: from public health
to health care

Modern health policy in the Netherlands started with the 1865 laws on public
health, supported by a core group of hygienists. These laws, instigated by the
wish to control epidemic outbreaks of infectious diseases, such as cholera and
typhoid, regulated the outlines of the tasks of the government regarding public
health; protection of the health of citizens due to poor environmental conditions
in cities at that time. These laws laid the first foundations of a notion of a care
for public health by (1) substantial government supervision of public health, and
(2) a professionalizing of the medical profession (Van Zon, 1990). Shortly into
the twentieth century the focus of the government shifted away from control
of infectious diseases and the development of epidemiology (public health) to
the treatment of chronic diseases such as cancer and coronary diseases, and
individual health care (Van der Grinten, and Helderman, 2005; Mackenbach, and
Van der Maas 2004).

This transition was accompanied by a major shiftin theapproach of public health
problems; from the focus on public health and prevention to a focus on the organi-
zation and financial structure of the health care sector. Since, three contradicting
values have played a key role in both the organisation of and political discussions
abouthealth care; the quality, accessibility and affordability of health care and health
services. The possibilities and impossibilities of the government to meet these three
values have shaped the organisation of the health care system into a complex system,
with both public and private involvements (Van der Grinten, and Helderman, 2005).



Health in the Netherlands: from public health to health care

Recently, the Dutch health care sector underwent its probably most profound reform
since the introduction of the national health plan in 1g41.

Dutch healthcare: public and private arrangements

Before wwiI the health care system was characterized by privately funded
organisations and health care providers divided along the lines of existing class
differences at that time. In 1941 the occupying government® laid the basis for
a national health plan, the Sickness Fund Act (Ziekenfondsbesluit). Most impor-
tantly, this act instigated the foundation of a fund available for a larger part of the
Dutch citizenry, and coverage of hospital care. In 1966, this process was finalized
by the introduction of the Sickness Fund Law (Ziekenfondswet 1966). With this a
national and obligatory health care insurance was constituted. From the sixties
onwards, the health care sector has been financed partly through the tax system,
to support the special insurance scheme created for long-term care, the AWBZ (the
General Law on Special Health Expenditures). Partly, it has been financed through
individual (private or public) insurance schemes.

From 1970s onwards health care costs began to rise'?, and the affordability of
health care became topic of governmental policy making. Instigated by notions of
new public management (Walsh, 1995), government control became the new policy
approach for the moderation of the growth in costs of public health care in what
Helderman et al describe as an etatist policy program (2005). This etatist policy pro-
gram thataimed at costcontainment succeeded, butbroughtaboutreverse problems
such as increasing waiting lists for health services (Schut, 2003, 2004). It led to the
infamous Dutch ‘Stalinist system of public health’, referring to its highly bureaucratic
way of operating, and to many critical comments from the professional realm.

Towards a market based policy program

A new solution was sought in restructuring the health care sector, supported
by the adoption of a more economic view on public health and its management
systems. This trend can be seen throughout many Western countries. Ashmore,
Mulkay and Pinch for example have shown that in the UK a trend of economization
and the formation of communities of health economists can be distinguished from

16 In 1941 the Dutch government was not officially in charge due to the occupation of the Netherlands by
Germany.
17 The costs increased steadily over the years, from 3.9 percent of the Gross National Product in 1960 to

nearly g percent in 2000 (VWS, 2001; CPB 2001B).
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the seventies onwards (Ashmore et al, 1989). In the Netherlands the famous 1987
Dekker report'® (Dekker, 1987) laid the foundation for a financial system of regu-
lated competition, inspired by the Us health economist Enthoven (Enthoven, 1988).
Although the Dekker plan was not effectuated in the Netherlands for many years,
it strongly inspired the 2001 White paper on the future of the health care system
written by the Ministry of Health. In the paper a market based policy program for
a more effective system for the governance of public health was presented (vws,
2001; CPB, 2001; Marktwerking Projectbureau, 2000). The market oriented plans
contained a twofold effort for reform. Firstly, the Ministry of Health designed a
system of demand regulation. An example of this is the personal health budget
(pGB) introduced in 2000, that enables individuals to buy care themselves with
little interference of insurance and care companies (in the context of the former
AWBZ care) in any form, ranging from (some forms of) medical care to help with
housekeeping. Secondly, the government proposed a health insurance market
reform based on the notion of regulated competition. This new insurance market
was introduced in January 2006.

With the effectuation of the new health insurance law in January 2006, the
political debate about the effects and desirability of competition in health care
has gotten a new boost. As it took up centre stage at the November 2006 elections,
it seems that the last words about the health care system and the insurance market
have not been spoken yet. Moreover, the current governmental shift towards a
decentralisation of public health policy to regional and local government, with
the new Social Support Act (WMO, wet maatschappelijke ondersteuning) in 2007
and the Collective Prevention and Public Health Act (wcpv: wet collectieve pre-
ventie volksgezondheid), will instigate more public and political discussions on
the ‘most effective’ health care system in future years.

These debates roughly show an input both from the side of public health pro-
fessionals, who hold a professional attitude towards public health policy making,
based on epidemiological knowledge of (public) health and values deriving from
the medical profession (Kasdorp, 2004; Putters et al, 2004), and from a health
care sector governance point of view. The latter regards the organisational and
financial structures of the health care sector as key elements in supporting effective
health policy, and in securing the core values of health care. Adherents to the first
standpoint have often ventilated the critique that health policy in the Netherlands

18 The Dekker plan succeeded the 1973 Report from the committee Hendriks. Since the publication of the
Dekker plan in 1987 modified versions of the plan have been published every couple of years; the plan Simons
in 1990, a policy report by the Ministry of Health in 2001 (Vraag aan Bod), and advice from the SER and the RvzZ

both in 2000 (see Schut, 2004).
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has developed rather unilateral, from the organization of health care point of view,
withoutsubstantial improvements for health care regarding the three central values
of the public health care sector (Van der Wal, Klazinga, and Post, 2004).

Science advisory bodies and knowledge institutes have played a significant role
in recent reforms of the health care sector: the shift towards more competition
in health care.

In the midst of these health care reforms both the cpB and the R1vM have
taken up new roles regarding the policy making process in health care and public
health. The cpB (Netherlands Bureau of Economic Policy Analysis) developed
an economic model to support macro economic modelling of policy proposals
for the health care sector. The R1VM has since 1993 released four Public Health
Prospect and Forecasts (VTV) reports; reports that hold extensive information on
public health issues, and the health status of the Dutch population. These reports
are used for the development of prevention policy regarding public health issues.

The role of both institutes has changed with the developments of these new
instruments; the cPB has entered the health care sector with the construction of
a Care model, whereas the RTvM has expanded its status in the realm of public
health issues. This, and their important contribution to public health and health
care policies required a closer look into how both institutes play their role as sci-
ence advisory bodies within policy processes.

The Future of Public Health: forecasting the public
health status of the Dutch™

The rR1vM has supported policy-makers and professionals on issues in Dutch
public health and the environment for almost a century. Originated in 19og as the
Central Laboratory, over the years it merged with other institutes as the National
Institute for Serology, the National Institute for drinking-water facilities and the

19 The findings of both case studies reported in this chapter (CPB and RT1vM) are based on 45 interviews held
with actors involved, and on documents and archive material from both institutes, such as research accounts
and reports, minutes of meetings, informal and formal correspondence between the project members, and
between project members and the Ministry, with related scientists and other partners. People interviewed
involve project leaders and members of the project groups of both the cpB and the R1VM, several policy
makers at the Ministry of Health, members of expert groups and scientific and policy boards. References to
archive documents such as informal letters and project proceedings are not referenced in the literature list,

but in the main text. Some of the names of respondents have been anonymized for privacy reasons.
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Institute for Waste Research into what is since 1984 called the National Institute
for Public Health and Environment2° (R1vM). The new institute benefited from
the mutual expertise in multi-disciplinary research groups, without overlap of
financial and material means (Van Zon, 1990). It now fell under the heading of
several Ministries; the Ministry of Health, Welfare and Sport (vws), the Ministry
of Housing, Spatial Planning and the Environment (vROM), and the Ministry of
Agriculture, Nature and Food Quality (LNV).

At present the RIVM accommodates four divisions; (1) the Centre for
Infectious Diseases Control, (2) the Public Health and Health Services Division,
(3) the Nutrition, Pharmaceuticals and Consumer Safety Division, and (4) the
Environment and Safety Division, and it employs about 1500 people. In 20006, the
sub-sector Environmental research parted from the R1vM, and merged with the
Planning bureau for Nature into Netherlands Environmental Assessment Agency
(MNP), a new planning bureau that falls within the range of the ‘protocol for
planning bureaus’. It resides solely under the heading of the Ministry of vROM.
The remaining parts of the R1vm no longer fall within the scope of the planning
bureau protocol; and work in service of the Ministries vws, LNV and VROM as an
agency. Over the years the R1vM has constituted a large network in many policy
fields concerning the environment and public health, and it holds an authoritative
scientific position and reputation both nationally and internationally.

The centre of Public Health Status and Forecasts (centre vTV) supports and
advices the government on public health issues. The centre has published four
Public Health Status and Forecasts reports (vTv) for the Dutch government since
1993 concerning developments in the health status of the Dutch population for
the coming years. The activities of the centre have over the years expanded from
the manufacturing and presentation of these four-yearly reports to the frequent
release of special issues of the vTVv report concerning pressing public health
matters, and the design of two national, public websites; the National Compass
for Public Health and Health Care, and the National Atlas for Public Health and
Health Care. The centre employs almostone hundred persons. Issues addressed are,
among others, major causes of death in the Netherlands, ‘healthy life expectancy’,
differences in health and disease between rich and poor, urban and rural dwellers
and among ethnic groups (RIVM, 2006; website www.rivm.nl/en/, October 2000).
For the discussions of the institutional and discourse levels, we will also discuss
the R1VM to broaden the argument.

20 InDutch, theinstitutes’ names are Centraal Laboratorium, Rijksserologisch Instituut, Rijksinstituutvoor
Drinkwatervoorziening en het Instituut voor Afvalstoffen Onderzoek, Rijksinstituut voor Volksgezondheid

en Milieuhygiene respectively.
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The centre vTv: the future of public health?"

The Report 2000, a White paper published by the Ministry of Health in 1986,
provided the starting point for a succession of policy measures leading up to the
start of a centre vTv. The report gave an overview of (1) the public health status
of Dutch citizens, and (2) formulated policy measures to be taken in the future
to ensure continuing monitoring of the public health status of citizens by the
government (Boer, 1986). The report argued that the government should focus on
(a) prevention and policy measures aimed at specific parts of public health (eg
the effects of the use of alcohol and tobacco), (b) the level of health provisions in
the Netherlands, (c) the financial system, and (d) information on public health
developments (Boer, 1986). Concretely, an “investigation into the possibilities of
research of health promotion, protection and prevention”, is proposed as well as
a “consultation with statistical organizations on the implications for [...] data
collection on public health and the health care sector” (Boer, 1986:132; Nationale
Raad voor de Volksgezondheid, 1987). It nevertheless took another few years until
the first vTv report was released in 1993. These developments, instigated with
the government White paper ‘Nota 2000’, show some developments counteracting
the professional critiques on the underdeveloped focus on public health discussed
before, as it enlarged the role of the R1vMm in public health policy making.

The centre vTv publishes, among others, the Public Health Status and Forecast
reports (vTV), that provides an integrative and analytical overview of trends in
the health of Dutch citizens, such as exposure to health risk factors (e.g. smoking,
fast food, physical inactivity), incidence of illnesses, use of health care services,
and related costs. The aims of the centre have gradually shifted from explaining
differences in health status between Dutch citizens towards the need for com-
parisons between the Netherlands and other EU countries, with the help of health
indicators (RIVM, 2006). More importantly are recent trends of decentralising
political responsibility and accompanying changes in the health care system.
Recently the Social Support Act (WMO: wet maatschappelijke ondersteuning) and
the Collective Prevention and Public Health Act (wcpv: wet collectieve preventie
volksgezondheid) have shifted the attention on the public health policy making
and prevention politics away from the central Government towards local gov-
ernments and public health organisations. The role of the centre vTV in these
decentralised health policy processes will change accordingly. The local health
policy will be based on Government White papers, build upon vTv expertise. This

21 For this paragraph many archive documents have been used as well as many official reports released
by the RIVM over the years among which; RIVM, 1995; RIVM, 1997; RIVM, 1999; RIVM, 2002; RIVM, 20033;

RIVM 2003b (together with Nivel); RIVM 2004.

43



44

CHAPTER TwWO Exploring the Future of Health Care

will lead to shifts in emphasis in the set-up of the reports and maybe the data
collection routines, as well as in the social network in which the vV is shaped.
However, at this point the new role of the centre vTV in supporting local govern-
ments is still in development.

Institutionally the formal relation between the RIvM and policy makers is
organized along the lines of the bureaucratic model, as it facilitates the primacy
of the policy makers over research questions and assignments. As the position
of the R1vMm within the governmental policy making process changed to that of
an agency of the affiliated Ministries, the relation has become that of a principal
— agent, facilitating a more formalized relation of the policy makers with the
research questions and assignments. As such the R1vm and the Ministries have
many project-bound relations. The relation between the Ministry of Health and
the centre vV is organised such that policy directorates formulate a research or
knowledge question in the form of a detailed quotation or offer, which the centre
vTV uptakes for research. After some time the centre vrv formally reports back to
the Ministry. It leaves the centre vTv formally with little space to initiate research
questions itself and define which public health issues it deems warranted for
further investigation or advice. In that sense the centre vrv has become more
dependent of the Ministry and its needs, and the division of tasks between the
institute (deliverer of facts) and the Ministries (for the normative considerations)
is formally strictly arranged.

In order to organize the use of the vTv, the release of the summary report is
directly linked to the policy cycle of the Ministry. Both the policy makers and
the vTv experts focus on keeping the vTv report in line with the policy cycle, as
this extents the use of its messages in the governmental prevention reports. The
organisation of the science policy boundary thus fits the bureaucratic model,
because the vTV report is in these instances a loyal instrument for policy devel-
opment by the government. Consequently, the relation between the centre vTv
and the Ministry of health is characterised by claused trust or as an ambivalent
relationship; trust is renegotiated each time a new project is taken up.

Dealing with uncertainty

The background of the R1vM may lead to the belief that the role of the institute
within Dutch policy making has been fairly unproblematic. And, as the absence
of political discussion on the position of the centre vTv shows, for the reports of
the centre vTv this may well be so. However, over the years the R1vm has been the
focal point of a few controversies over the presumed technocratic use of scientific
knowledge for policy making, albeit focused on the environmental pillar of the
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RIVM, such as the De Kwaadsteniet affair in 1999. The De Kwaadsteniet was a
dispute over the use of mathematical models for environmental policy making,
instigated by allegations by an R1vM employee De Kwaadsteniet. The RIvM took
up the dispute to review their dealings with uncertainty in general. In 2003 the
RIVM published the MNP [ R1vM Guidance for Uncertainty Assessment and
Communication (RIVM, 2003a), consisting of a number of reports, quick scan
tools and a website, to assist MNP experts with environmental assessments
(RIVM, 2004)?2. The reports provide a range of possibilities and tools to deal
with uncertainty, from assessing and providing democratic entrance, problem
definitions and use of specific mathematical techniques in quantitative research
methods. As the uncertainty reports promote self-education and good practice,
they are factually designed instances of policy learning (Van Asselt et al, 2001).

Two important shifts have taken place as an effect of these reports on uncer-
tainty assessment. Firstly, these reports constitute the implicit outlines to deal
with the fact /value distinction, and knowledge conflicts. The uncertainty report
written by Van Asselt et al in 2001, offers a few methods to assess uncertainty on
the systems level22. The RIVM has translated these suggestions in their quick-
scan as the first step in the identification of the kind of uncertainties playing a
role in specific reports; at the level of problem framing and the involvement of
stakeholders (RTVM, 2003a). This classifies the fact [ value distinction as part of
the uncertainty debate. Secondly, as uncertainty has become a temporary or at
least solvable problem through ‘the thorough and systematic treatment’ of it in
writing reports, it plays an important role in settling knowledge conflicts. As
such the fact value distinction and knowledge conflicts have been absorbed by
the uncertainty discourse, a technical solution to prevent too much uncertainty
to become a political dispute. Moreover, the discussion regarding uncertainty has
sharpened the boundary between science and policy, in the sense that the realm
of normative considerations has grown at the expense of scientific input, and has
shifted towards policy makers and the public.

Interestingly, the reports dealing with uncertainty issues hardly find resonance
in the vTv reports. Publicly, a discussion on the role of the vTv in policy making

22 The De Kwaadsteniet affaire was not the starting point of a new thinking about uncertainty, but rather
highlighted the importance of thinking about uncertainty. In that sense it functioned as an accelerator.
The mNP/RIVM Guidance for Uncertainty is based in the 2001 research report written by the Maastricht
University in commission of the R1vMm. It synthesises the research carried out on uncertainty since 1997. The
research report main conclusion is that the R1vM needs to develop a protocol for uncertainty (Van Asselt, et
al, 2001).

23 For example the NUSAP method (Van Asselt, et al, 2001).
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is surprisingly absent. Discussions among health scientists about the role of the
VTV reports in public health policy making usually focus on the question how to
bring the important messages under the attention of the policy makers. Reviews
of the vV reports usually take place in Dutch public health journals, and focus
on the usefulness of vTv reports as instruments that can ‘rationally support the
process of rational policy development’, a step closer to evidence-based health
policy development (Reijmerink, and Hulshof, 1997). Over the years the vTv
reports have become more political in that the reports, as a member of the scien-
tific committee argued, ‘have over time become more involved with and focused
on policy-issues’ (Interview, 20050926), due to shift in focus towards interna-
tional comparisons and focus on performance indicators. However, political
discussions as have taken place with the cpB, on the desirability of the reports
or the monopoly position (regarding public health information) have not taken
place with regard to the vTv. As such the vTv reports are rhetorically assigned
an enlightenment status at the discourse level, as scientists are portrayed as
bringers of messages for policy makers, who in their turn should listen well to
the experts. This is illustrated by the organisation of the vTV practices on the
level of actual practices.

The vTvin the making

The Public Health Status and Forecast reports (vTVv) provide an integrative and
analytical overview of trends in the health of Dutch citizens. The vTV reports
focus, furthermore, on social-economic factors that explain differences in health
status between Dutch citizens, which have shifted more and more towards a
comparison between the Netherlands and other EU countries (RIVM, 20060). The
vTV consists of threefold products; the comprehensive summary report that is
released approximately every four years, specific theme reports focused on single
topics, and two websites. In this paragraph we focus on the construction of the
four-yearly comprehensive summary reports, and the theme report Health Care in
the Large Cities of the Netherlands, released in 2003.

The centre vTv collects and integrates data gathered from many sources. Data
from various scientific sources is collected and measured based on a conceptual
model for public health based on the public health model developed in the 1970’s by
the Canadian minister Marc Lalonde (R1vM, 2006; De Leeuw, 1986). The Lalonde
model recognises various determinants of health, as well as organisation and
quality of health care; hereditary factors, lifestyle factors and environmental fac-
tors. The conceptual model of the vTv has extended Lalonde’s model; it recognises
exogenous factors such as lifestyle, physical and social environment; personal
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factors that are divided in hereditary, psychological and acquired personal char-
acteristics; and health care and prevention as separate factors. The outcomes,
which are manifold, are used for the formulation of overall policy messages for
the summary report. These messages provide policy makers of the Ministry of
Health with information for the formulation of (prevention) health policy.

The formulation of messages for policy makers proves a rather sensitive
endeavour for the centre vTv. Repeatedly interviewees go in length about the dif-
ficulties that were met in presenting the findings:

“At the start [of the project in 19931 we were not allowed to give policy advice, because
the Ministry held the opinion that ‘we were the researchers and should deliver the
facts’ and ‘they were the Ministry and make policy'. In later stages the critique was that
the report was too much an encyclopaedia, and should focus more on the problems

experienced by the Ministry” (interview, august gth 2005).

This remark points towards the unstable balance in trust between the centre
vTvand policy makers from the Ministry of Health. A lot of work goes into creating
and maintaining a trustworthy relationship with policy makers. The vtV easily
runs the risk of entering the normative and political realm formally ascribed to
the Ministry and the government. At this point the clear but subtle front stage
fact [ value distinction between the centre vIv and the Ministry becomes visible:
the centre vTv delivers facts and the Ministry sets out the normative outline. In
this, the primacy of the policy makers becomes visible.

The front stage fact | value distinction requires a subtle balance between
policy-orientedness and policy distance for the messages in the vtv report. This
demands constant and subtle weighing of how to proceed; with the information,
with the experts involved and policy makers’ demands by the vTVv project leaders.
The products of the centre vTVv derive from the scientific realm, but need to be
translated into messages usable for policy problems encountered by policy makers
of the National government. To meet this twofold need the centre vTv has set up
an organisational infrastructure that provides a back stage space for open and
informal negotiations firstly with the relevant policy makers, and secondly with
the scientists and experts involved. This structure allows the project managers of
the centre vTV a constant going back and forth between the front stage and the
backstage that is required to write good products.

Firstly, the most difficult task for the project team lies in the composing of the
messages in such a manner that they are acceptable for the policy makers. The
VTV reports most of all signals the developments and key issues in public health
that will face the government over the course of 10 to 15 years (RIVM, 1997; RIVM,
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2002; RIVM, 20060). Although the centre vV, with its knowledge of public health,
can be expected to be well informed of effective measures, it has to be very careful
when phrasing messages in the form of policy solutions. This balance first entails
putting alot of time and effort in creating intensive contacts with key figures at the
Ministry of Health, policy makers as well as heads of directorates. For every policy
question asked by the Ministry the project team will follow a certain organisational
routine that enables them to meet the policy standards, as well as the scientific
standards, an involved process that is well illustrated by one of the project leaders
in an interview;

“The approach followed concerning the expert groups and board of policy makers
differs per product. Per theme report we put together a new board of policy makers
and a new expert group, depending on the research question asked by the Ministry. As
project leader you are asking yourself constantly who's in the board, who should be in
the board and whether the people that are in it still comply, and if someone should be

replaced and by whom if someone leaves the board” (Interview, June 22nd 2005).

These close contacts are necessary for writing useful reports, but also for the
creation of the ‘right momentum’ for the presentation of the political messages
of the report. The head of the directorate Public Health of the Ministry of Health
had for example agreed with VTV 2002 project team to present the findings in
such a way that the Ministry could “come up with the political answer to the [vTVv]
straight away, in the form of the governmental report Living Healthier Longer,
to reinforce the impact of the vrv, and to be able to translate the messages into
policy action” (interview, 14 September 2005)24. For this reason the centre vIv
has permanently located two project leaders at the Ministry of Health, as liaisons
between science and policy, in the directorate Information and Analysis that
was formed for this purpose. These liaisons work intensively with the head of
the directorate Public Health, to get other directorates involved in the process of
formulating the research questions. More importantly, these liaisons involve the

24 Unfortunately, unforeseen and unique political events paralleling the presentation of this particular
vTv hampered the public presentation, and minimized the political impact of the vIv messages. In the week
before the elections in May 2002, the Populist politician Pim Fortuyn, who had been the leader of a new right
winged and fast growing political party, was murdered. In the political mayhap that followed a Cabinet was
formed with his party in it, which came to a halt about four months later, and new elections were issued.
These political events strongly influenced and hampered continuing governmental work. Nevertheless, the
messages from this report have been used in the second governmental prevention report, albeit with much

less publicity than was hoped for.
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policy makers during the writing process in articulating questions, and during
the data collecting phase and during the writing of the reports. This is necessary
to make sure the messages fit the policy questions and the prevention reports of
the Ministry, and to be able to convince other departments of the importance of
the vTv reports. For this a general board of heads from public health directorates
is installed, that regularly monitors the writing phases of the reports by means of
presentations to this board. This has proven successful in that vIv messages have
been used extensively the past years for governmental prevention reports.

Secondly, the process of writing the summary report entails many contacts
with the scientists, and the putting together of many scientists for deliberation on
the meaning and usefulness of the data. Although the vTV project team includes
a relatively small number of persons, the team draws on hundreds of scientists to
participate in the vTV process; either as authors, as experts in the expert groups,
as part of the extensive literature reviews, as data deliverers, or as scientists
working in commission of the centre. This becomes visible in the prominent place
of the literature list and the supplements with the names of all the experts (and
institutions) involved in the process that cover many pages in the vIv (summary)
reports. Because the messages in the report are the outcomes or the sediments of
avery long process of collecting, shifting, measuring information, and debating,
negotiating, and rewriting texts generated by hundreds of experts, the process of
developing reports functions as a scientific and political consensus platform for
the public health sector in the Netherlands. It is in this consensus platform, as a
back stage negotiation space, that knowledge conflicts are sorted out.

In this way the centre vTv and the vTVv reports have gained an authoritative
position both in the standardisation of health indicators, and regarding the
reputation for scientists working in the field of health care. The vTv has become
a trustworthy source for scientists when working outside their field, for teaching
reasons as well as for background information;

‘I presume that when the RivM provides me with a suggestion, that is how I see it, well
because it is the RIvMm and it is their job to assemble this information, | presume it is
a trustworthy suggestion, more trustworthy actually then when I receive it from the

university library’ (Interview, August 15th 2005)

The process of manufacturing the vTVv reports is at the same time an obliga-
tory point of passage (Callon, 1986) for health scientists; research findings receive
more standing, or become more true, when they can be found in the vv. In this
sense the centre vTV fits the policy learning models in which knowledge conflicts,
the fact value distinction and uncertainty are dealt with by designed occasions
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for settling possible disputes (Hoppe, 2002). The organisational set-up and the
obligatory point of passage provide these occasions, so that knowledge conflicts
and uncertainty debates stay within the realm of the vTV organisation, and do
not enter the front stage arena. This strategy of conflict avoidance, in the form
of an advocacy coalition with scientific experts and organisations, shows some
characteristics of the enlightenment model of science policy interactions.

The organisation of the relation between the centre vrv and the Ministry of
Health fits the principal-agent relation described in the engineering model, and
according to the wishes of the Ministry of Health to have more control over the
knowledge that is produced for the use of answering policy questions. This could
potentially endanger the policy learning process of the institute, and the initial
aim of the institute to signal future trends in public health developments. The
centre puts a lot of effort in possible policy learning. The construction of the sum-
mary report is evaluated each time, internally as well as with the help of external
reviewers. The main question at this level is; did the vTv report deliver a workable
message, and why (not)? Furthermore, the centre vTv has become part of the devel-
opment towards evidence-based public health policy. For this the centre needs to
guarantee a ‘collective memory’, since problems that occur in public health tend
to stretch over long periods of time, and solutions or prevention strategies are not
easily found or implemented. The example of the fast increase of obesity and the
related impending increase in people with diabetes type 11 in the Netherlands
proves only so much (see e.g. Rvz, 2002). These problems cannot be solved in a
short period of time, or by a single party in public health, but require enduring
action by many parties involved.

This need for a collective memory—in the form of longstanding experts working
for the vTv or the Ministry — in order to sustain effective policy measures applies
just as well or even more so to the Ministry of Health, since many policy makers
circulate every two to three years between different directorates and Ministries.
This could potentially lead to fragmentation of knowledge within the Ministry
of Health and could hamper the efficacy of policy measures. More importantly,
despite its formal relation to the Ministries, the centre vTv forms a monopoly,
since no other institute comes close to creating a kind of network and the exper-
tise such as situated at the centre vTv. In certain respects the new, formalized
relationship might therefore lead to an artificial relationship that could hinder
effective use of the expertise at the centre, for instance in cases where the centre
has a signalling function and reports messages that do not get picked up by the
Ministry, requiring informal intermediary structures.



The cpB - modelling the economy of health care

The cpB - modelling the economy of health care

The longstanding role of the cpB has gained the institute a role of economic
arbiter within the playing field of policy making. The cpB was established
immediately after the end of wwiI to provide the government with economic
indications in order to enhance much needed economic growth in the period of
economic recovery in the aftermath of wwir (Passenier, 1994). At present the
Bureau has a central position in Dutch policy making, in more than one way. The
CPB is an economic research institute for the Government, carrying since 1989
the objective to make “independent economic analyses that are both scientifically
sound and up-to-date, and relevant for government policy, Parliament and NGO’s,
such as political parties and the industry” (CpB website, April 2nd 2007; Passenier,
1994:350). The cpB addresses a wide range of policy fields, such as the National
Budget, labour market developments, energy markets, inflation, infrastructure,
and developments in the budget deficit, the welfare state, education, pensions
and Europe (CPB, 2006; Passenier, 1994). Moreover, by way of the yearly National
Budget presentations in the Central Economic Plan (CEP) and the Macro Economic
Outlook (the MEV), it has an important directive role in the Dutch policy making
process at the national level, stipulated by law. Moreover, the CPB participates in
government councils and consultative bodies. Only quite recently the cpB has
started to work on health care issues as a singular policy issue, with the construc-
tion of a Care model that started in 1995, and the release of a growing number of
reports on health care issues?®.

For its analyses the cPB uses many economic models. Many of these models
are unique in the world. Assessment procedures are often preceded by many years
of model development. A large part of its work and its expertise therefore involves
the construction of models. Although in the public eye the assessment trajecto-
ries are most visible and seem most important, the more invisible stage of model
construction offers as much or even more insight into how the cpB shapes its role
as intermediate between the scientific world and the world of decision making
and policy.

Dealing with distrust

Intheliteraturetheroleofthe cpBisoften described astechnocratic (Pesch, 1999;
and 2002; Hoppe, 2002, Van den Berg et al, 1993), pointing at the informal power
the cpB has over governmental decision-making, as it is hard for policymakers to

25 ¢.g Healthcare scenarios 2003-2006, and a growing body of reports on the effects of the new insurance

system, pharmaceutical policies and more, see eg www.cpb.nl for more.
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by-pass cpB analyses. The cpB is granted the power to “make and break” cabinets,
making its decisional power resemble that of the technocratic model. However,
the institutional position of the bureau reveals the more bureaucratic nature of
the position of the CPB vis-a-vis the National Government, in which policy makers
have the last word. Institutionally, the cpB is part of the Ministry of Economic
Affairs. This Ministry executes staff matters, such as wages and other financial
affairs of the cpB, as far as the formal relationship is concerned. However, to
guarantee a minimum amount of independence, the cPB is situated at another
location, away from the Ministry of Economic Affairs. Accordingly, there is a divi-
sion of labour between employees who deal with staff matters with the Ministry
and employees that maintain relations concerning content with the Ministry of
Economic Affairs. The experts working at the cPB are formally civil servants, in
service of the National Government.

The authoritative position obtained by the cpB over the years, was in great part
due to its’ capability to move beyond the pillarized situation that characterized
the Dutch political system during most of the 20th century (Lijphart 1975; Van den
Bogaard, 1998). As is shown by Van den Bogaard (1998:8), the cpB’s mathematical
approach to economic planning proved “a solution for the potential threat of
conflicts among pillars”. The mathematical-statistic model, as introduced first by
Tinbergen, could be seen, according to Wilts as a “neutral a priori evaluation of the
effects of policy measures on economic parameters and thus on the functioning
of the Dutch economy as a whole” (Wilts, 1997:147), an important instrument in
seeking consensus in the pillarized Dutch politics (Van den Bogaard, 1998).

These scientific standards used by the cpB have had manifold effects in Dutch
society. With the foundation of the cpB, the government provided itself with sci-
entifically skilled experts in economic matters. In its turn the cpB influenced the
development of statistical economics as a scientific discipline, due to the model
approach developed by its founders, as is shown by Wilts (1997). Accordingly,
combined with its sixty years of involvement in many sectors of Dutch policy
making, the cpB has had great authority in shaping the Dutch economy.?® This
partly explains the critique on the technocratic position of the cpB in policy
processes. Formally the cpB has a bureaucratic relation with politics (science on
tap, politics on top). In practice however this relationship displays technocratic

26 Although not a line of argumentation followed here, one could argue that both influences of the
cPB — shaping the economy and shaping the science of economics in the Netherlands — are heavily inter-
twined. See (Callon 1998) for an explorations of the intertwinement of economics and society; see (van
Egmond and Zuiderent-Jerak, forthcoming) for an analysis of the role of the cpB in the healthcare sector

that leans strongly on Callon’s approach.
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tendencies (Den Butter, and Kronjee, 2003) as CPB reports prove hard to put aside
by policy makers; for example because policy makers lack the expertise for alter-
native options.

Despite efforts to be transparent in methods, their econometric models are
often difficult to understand for people who are not econometrically trained.
Their models have the tendency to become black boxes, which contributes to
the role of technocratic authority that is often assigned to the cpB. It is precisely
this element in the technocratic bureaucracy institutional form that constitutes a
form of distrust between the cpB, policy makers and politicians, and between the
cpB and scientists, that becomes most visible at the front stage. This notion has
found expression in the rigid and the limited definitions that have been developed
by the cpB about what is scientific and what is political, and accordingly about
what is a fact and what a normative consideration. The words of F. Hartog (one
of the founders of the cpB), spoken in 1970, illustrate CPB’s awareness of its role
in technical uncertainty reduction as the aim of its institutional position: “when
the cpB has spoken all possibilities are still open, but we know to what extent”
(Passenier, 1994:363). Three and a half decades and many disputes later, the web-
site of the cpB leaves no mistakes to the limits of the activities regarding its role
in the assessment of policy proposals. The board secretary of the CPB, explains it
in the following words:

The cpB does not engage itself in political decisions. What we rather do is, we look at
all kinds of political issues and examine those in relation to the economic motives and
consequences. We provide arguments pro and contra certain policy proposals; and we
provide possible alternative routes. But ultimately the choice for a proposal is not ours

to make, but is a task for politicians (Interview 040210).

This remark (and numerous similar expressions) made in public appearances
point to the effort the cpB has to put into the front stage a display of its political
independence, and its bureaucratic inclinations.

A modeling trajectory - the care model

Although at the front stage we see that the cpPB behaves according to a
bureaucratic organisation with technocratic influence, the construction of the
care model shows that in the backstage this it not at all self evident. Political
discussions often permeate and determine advisory trajectories of the cpB. The
distinction between what is normative and what is not, between facts and values
is not always easy to make, especially in an interdisciplinary project such as the
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care model construction. Science advising in a political environment can quickly
lead to epistemological and territorial conflicts, as the case study shows. However,
planning bureaus use many strategies to solve such conflicts.

In 1994 the cpB started the development of a macro economic model con-
cerning the health sector, together with the Social and Cultural Planning Office
(Sociaal en Cultureel Planbureau, scp) and the National Institute for Health and
the Environment (Rijksinstituut voor Volksgezondheid en Milieuhygiene, RIVM).
The project took place in the context of governmental worries over rising health
care costs at the end of the 198os and the beginning of the 19gos, as discussed pre-
viously. In this sense the need for this model is an illustration of the shift towards
a more accountable government, influenced by ideas of New Public Management,
and instigated by the 1986 White paper on the future of public health, the famous
report 2000. The project took place under the authority of the macro economic
department of the Ministry of vws (Health, Welfare and Sports)??. The need
for such a model, as described in the official assignment letter by the Assistant
Secretary for Health, emanated from the need for a “clear starting point for the
support of the formulation of policy goals for a four year Cabinet period” (CpB,
letter Simons, 1994).

The model was expected to provide the government with clear measures,
in order to set a framework of terms of references for the yearly health care
budget. The three institutes, the cpB, the R1vm and the scp, it was thought, not
only provided enough expertise to develop the model, but were held capable of
making an integrated model for the healthcare sector. The R1vM and the scp
facilitated extensive scientific expertise in public health and health care related
phenomena, and experience in micro economic modelling of public health and
health care. Combined with the macro economic model experience of the CPpB, it
allowed for the integration of both econometric and epidemiological knowledge.
More importantly, the model needed to address three policy questions. First, it
needed to explain past developments in the use and costs of healthcare on the
macro economic level. Second, it needed to calculate the future effects of pos-
sible financial-economic policy options on the macro economic level. And third,
it needed to show effects of possible healthcare and prevention policy options on
the demand and supply of healthcare and its consequences for healthcare costs
(cpB, scp and RIVM, 1994). The stakes in the cooperation project were high, as the
words of Simons in the same letter illustrate;

27 In 1995 the Ministry changed its name from Ministry of Welfare, Health and Culture (wvc) into its cur-

rent name.
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I am aware of the enormous ambitions that are at stake to come to an integrated
calculation model for the health care sector. [...] The collaboration between the cps,
RivM and scp will provide valuable insights into the structure and dynamics of the

health care system. (Simons, 1994).

The attempt to integrate an epidemiological, a socio-economic and a macro
economic approach in one model soon proved too ambitious.

At the end of 1994 the project team produced a preliminary report, in which
the outline of the model was discussed. Based on a years’ work of preliminary
(literature) research and consultation, the project team argued that it would prove
near impossible to meet all the wishes of the Ministry. The combination of the
three policy questions in one model raised fundamental problems. The first two
questions required an economic modeling of costs of the healthcare system whereas the
third question required modeling of public health developments (eg epidemiological
trends). However, integrating the two paradigms proved impossible in one macro
economic model. As the CPB project leader at that time explained:

‘For the planning bureau (cpB) it was paramount that the model needed to be based
on economic theory first (...). Well, the scp had approximately the same starting point
although slightly more focused on the empirical part. And the rRivm had a much more
bottom up approach, individual diseases and all, and this approach could never be

united with the economic theoretical approach.’ (041006, cPB)

In practice, the parameters thatwere used for economic modelingwere limited to
‘age’ and ‘gender’, whereas modeling public health included a whole range of other
healthcare parameters besides age and gender, such as the indicators described
in the Lalonde model (see page 16), and other indicators such as role of medical
technology, social economic position of patients, advancing medical opinions etc.

This delivered many difficulties. Firstly, modeling economically healthcare
cost developments on a macro scale for a period of four to five years using more
than the two indicators age and gender proved challenging. Secondly, the inclu-
sion of healthcare policies as an indicator for developments in public health in a
model that assesses healthcare policies for their effects on cost development proved
not possible. Typical for regulations aimed at prevention is that the effect of these
cannot be measured within four to five years, the extent of the desired model.
Therefore, the project team decided to give priority to the modeling of the costs of
the healthcare system over a model that could answer all three questions. As was
said during one of the project meetings:
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“the aim of the project is to develop a model for costs and not a model for health.”

(Meeting notes, 960513).

To avoid a priori conflicts over the purpose and outline of the model, the project
team restricted the extent of the model. Consequently, part of the knowledge
deemed necessary lost its meaning in this stage of the modeling trajectory. The
RIVM left the project team as a full member in this stage of the development of
the Healthcare model.

Solving knowledge conflicts: epistemologically and territorially

Hidden behind epistemological problems are often questions of normativity;
what is considered a fact in the matter and what as a normative issue? Obviously,
different disciplines answer this question differently. Soon after the project team
had started modeling the patient part, and other parts of the model, the group
experienced a series of conflicts that seemed epistemological in nature. Firstly,
there was the question of representation; what elements constitute a better
representation of the health care sector? The second question was how these
representations would fit a macro economic model, a more methodological ques-
tion. However, these knowledge conflicts were fuelled by underlying political
discussions, and accordingly differing ideas on what constitutes a better repre-
sentation of the health care sector. Moreover, these conflicts are solved though
epistemological and territorial coping mechanisms.

Illustrative of epistemological differences is discussion on the modeling of the
demand side of health. At a certain point the project team had to decide which
effects to incorporate within the demand side of health. As the organisation and
planning report shows:

Not taking into account demand effects would imply that we impose on the model that
certain policy measures such as own payments for doctor consults have no effect
on the production of health care provisions. Considered the prominent place of own
payments in the [political]l discussion over cost-containment, it seems irresponsible
to leave such an assumption out. It would be more logical to have the empirical data
determine if and how own payments influence the production of health provisions. (In:

CPB/SCP, RMZ 1995).

This remark exemplifies that the more political an issue is the more careful
the planning bureau has to be in defining the matter. As the model needed to be
a representation of the policy field, the question what counts as political issues
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and what as an uncontested fact should in this case be determined in the political
realm. Other normative assumptions were more easily put in the model, as long
as it concerned politically unproblematic matters. The discussion on demand
was solved by splitting the demand for health provisions in two; the demand is
determined by (1) the patients when they first visit their General Practitioner, and
(2) by doctors for follow-up consults. Although not mentioned in discussions
concerning demand, this choice implied a more market oriented solution, even
though other solutions were available. However, this effect was not under political
scrutiny and thus it was not discussed.

Inthe case of modeling the medical specialista territorial coping mechanismwas
used. The political delicacy of longstanding plans to restrict specialists’ incomes
partly explains how a seemingly inconspicuous matter as a medical specialist
became a controversial obstacle in the project. Parties disagreed about whether the
medical specialist could be modelled as a combination of “ethical” and “money
grubbing” characteristics or if more detailed representations were necessary. Both
institutes held different approaches towards health care — an econometric theo-
retical approach, and an empirical micro economic approach — combined with a
lack of empirical data suitable for micro-based macro economic modelling. scp
project members for instance found a single description of medical specialists
inappropriate, firstly because of lack of empirical information on the behaviour of
medical specialists, and secondly because one description could never accurately
represent overall medical specialists behaviour. For cPB project members, however,
more than one description of the behaviour of medical specialist was difficult to
fit in a macro economic model. The project team coped with these differences by
renouncing the collaboration with the scp, in December 1996 (CPB, 961212). The
project went further with a consultancy role for the scp for specific elements of the
model, similar to the contribution of the RIvM (CPB, 961224). The CPB became the
main contractor of the model?®. In 1999 the project team released the first edition
of the Care Model, and it was used first for a cpB report on the future of health care
costs 2003-2000 in a 2001 report (CPB, 2001). Remarkably, the interdisciplinary
work that was the objective of the project, was transformed into one in which there
was a hierarchical relation between the three kinds of expertise.

28 Worth mentioning in this respect is that on the cover of the official publication of the model the authors
make a reference to the way these issues were solved in this interdisciplinary project by using the very par-
ticular words “in collaboration with’, which point to the fact that the scp has substantially contributed to

the model but is not the main contractor of the project.
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Scientific standards as credibility builders: the role of the protocol

The role of the cPB as technocratic authority has often led to a political distrust
that is often shown toward cpB reports and standpoints, resulting in political
debates on the truth value of cpB findings. In reaction the cpB creates a kind of
transparency in how it deals with expected uncertainty in policy proposals, as well
as in the use of scientific knowledge. The protocol for planning bureaus serves a
role in this. The protocol thus functions as a boundary object, a transparency tool
that leaves no mistakes as to whom is in charge of the normative deliberations —
politics —and to the tasks of the cpB — deliver scientific facts and analyses.

Over the years the cpB has developed reports in which the ‘scientific’ is defined,
and has used scientific boards to assess its functioning and to accompany its
projects. The self-assessment report “Scanning cpB”, published in 1997 (CPB,
1997) concerns the research methods and data use. It focuses on the extent to
which the research conducted at the cpB is reproducible by others, even within
the cpB. The cPB is very open about the limitations of the reproducibility of its
models, and has accordingly required documentation “as exactly, completely and
justifiably as possible with regard to how the disposable data material has led
to the results presented” (website www.cpb.nl, September 13th 2006). This open
display of scientific standards and its limitation adds to trust and credibility of the
planning bureaus’ front stage performance, by applying bureaucratically organ-
ized rules and regulations in the form of the protocol and the texts on the websites.
However, as the modeling trajectory shows, this seemingly open attitude front
stage towards trust and credibility can lead to a limited focus or a limited open-
ness or limited reflexive attitude towards other kinds of economic knowledge and
theory backstage.

A recent international report about the cpB — the Beleidsgeorienteerde toet-
sing CPB (BTC) report — mostly points towards the complicated relation between
neutrality and independence, referring to situations in which preferred policy
measures unavoidably arise from research findings. The report argues that in
those cases the cpB should not withhold its opinion on preferred policy measures,
because that would lead to;

the paradox that the Planning bureau for the sake of its independence refrain[s] from
the policy makers, but at the same time because of this, unintentionally influencels] the

direction of the policy discussion. (Commissie BTC, 2001:12)

These remarks support the findings of the case study that point toward a
paradox in cPB’s ways of dealing with its authoritative position in the Dutch policy
field. On the one hand the cpB actively shapes the Dutch economy and economic
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policy. On the other hand, the cpB deals poorly with its authoritative position by
emphasising its independence and scientific credibility. Remarkably, although
the protocol for the planbureau function formally arranges the independence
of all bureaus and the playing field of the institutes, both organisationally and
content-wise, it proves less useful in solving knowledge conflicts between plan-
ning bureaus during actual projects such as the Care Modeling project. In this
project scientific standards of other science advisory institutes were called into
question, even though these standards are widely used and tested in the respected
scientific areas.

Comparing science/policy interactions: different
levels at work

Although in the every day processes of public policy making the use of knowl-
edge and expertise of numerous experts and expert organizations has become a
routine event, what goes on during the actual processes and interactions between
experts and policy makers remains rather concealed. The ubiquitousness of
expertise in policy making processes, however, demands a closer look at how the
relations between scientific advisory bodies and the policy making processes are
actually organized, and to what consequences. It raises questions as how we can
understand the mediating role of scientific institutes in the health field, and what
these institutes have to do to sustain their own positions in this field. Moreover,
it raises the question how we can understand the differences and similarities
between these institutes in sustaining their authoritative positions.

We started the research with the idea that the science policy interactions
between the cPB, RIVM [ centre VTV and policy makers can be characterized
according the bureaucratic and technocratic organization of science policy inter-
actions as found in pps and sTs literature. Although these notions still hold, from
the research a more subtle and refined image of science [ policy interactions arises.
It is difficult to characterize single institutes according to one model. Instead, we
have seen different science policy interactions at work, at different moments in
the advisory processes, at different places in the organizational structure. At each
moment front stage images of the role of these science-based organisations in the
policy making process, and the back stage ways of performing their role as science
advisory institute for policy making play an important role in how both institutes
present themselves, and in constituting and maintaining credibility and authority
(Bal et al., 2002; Hilgartner, 2000).

59



60

CHAPTER TwWO Exploring the Future of Health Care

A bureaucratic presentation on stage

The institutional space both institutes take up in the Dutch policy realm can
be characterized, as we have argued, by a bureaucratic organisation of the sci-
ence policy nexus. This implies a primacy for policy makers and politicians in
the relationship with both science advisory bodies. However, as both institutes
have a monopoly position in their policy field, this provides both institutes with a
substantial authority and say over their involvement in policy processes.

Although they both fit the bureaucratic model and have substantial authority
over their roles, there are clear differences between both institutes. The bureau-
cratic institutional organisation of the cpB, combined with its complex technical
instruments, provided the cpB with the kind of organizational learning which ena-
bled the cpB to develop into a technocratic authority. As the cpB has had a great
influence on the development of economic science since the 1950s, and accord-
ingly the shaping of the Dutch economy after wwii, this technocratic position
has raised lots of criticism over the years. In opposition, the role of the centre vTv
in the public health field is quite young and still developing. In this respect the
centre vTV has hardly had a chance to develop into a technocratic power in this
field. Moreover, as the centre vTv does not have the planning bureau status, and
the Ministry of Health formally determines the research agenda for the centre
vTV, it will probably take more effort to develop a technocratic relation with the
Ministry of Health and the health field atlarge. The vTv’s research agenda is much
more determined by its relation with the Ministry than the research agenda of the
CPB, especially since the cPB works independently for all Ministries, and the vTv
first of all for the Ministry of Health.

Dealing with conflict, uncertainty, and values

More importantly, even as both institutes formally have a bureaucratic relation
with their policy makers, both institutes have different degrees of freedom in
dealing with knowledge conflicts, uncertainty and normative issues, eg the fact
value distinction. The environmental division of the R1vM deals with uncertainty
in technocratic way by providing a broad range of possible uncertainties, and strat-
egies to act on uncertainty. However, the centre vIv has more degrees of freedom
than the environmental division of the R1vM. The centre VTV solves uncertainty
issues in the backstage area, through negotiations with involved institutes, health
scientists and experts. As such the centre vTv is able to act as spokesperson on
behalf of the public health community. The cpB, however, is able to articulate
uncertainty in technical terms. Scenario studies published by the cpB usually
cover variants within the same model, instead of using different models.
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At the front stage the cPB has to deal with the image of a technocratic organisa-
tion, embedded in political discussions and disputes over the role of the institute.
Not surprisingly the CPB uses a very strict rhetoric to meet the criticism from
economists or political parties. At the front stage the cpB keeps a strict regime,
as to secure its independent status as impartial arbiter for all governmental
policy fields, towards other planning bureaus and towards all Ministries, through
the use of the protocol for the planning bureaus, the opD and the yearly work
programme. Interestingly, this strict protocol has in a sense contributed to the
technocratic image of the institute, as it could hinder open discussions about
the parameters of their models. Recent years the cpB has opened up about the
use of their models, and the way the institute deals with uncertainty issues. The
CPB depicts since a more transparent attitude towards its’ technical and scientific
tools, and the limitations of these tools. However, it renders the question whether
such transparency is enough to soften the image of technocratic power. Moreover,
the way the cpB deals with conflicting knowledge claims it seems as if the cpB
really is in no need to shed the image of a technocratic power, since this fits their
position in the policy field really well.

The uncertainty debate and related actions undertaken by the R1ivm show that
especially the environmental part of the RtvM (MNP) deals with similar issues as
the cpB. In opposition, the position of the centre vTV is, as we have argued, sur-
prisingly uncontested, politically as well as scientifically. The centre secures its
status directly with the Ministry of Health, in their negotiations on the research
agenda, and is hence involved in an intensive relation with the policy makers at the
Ministry of Health. Moreover, it is able to act as spokesperson for the public health
community. Interestingly, the location of the front stage is different to that of the
cpB. Whereas cpBs’ front stage involves both political, and public elements, the
centre vTV has a front stage role in the policy cycle, but less so to other parties.

There is a subtle interaction between wished-for roles of both institutes and the
actual roles. Both institutes work different strategies to secure their front stage
performance. However, the cpB performs more work to Kkeep its authoritative
and independent position to the world outside the policy processes and political
decision making processes. The centre vTv seems to have more control over the
front stage role its plays in the public realm, as it is also less involved in political
issues. More interesting, though, is the freedom both have in portraying some
normative choices as technical and others as political. Both institutes mediate
between science and policy, they select, order and assess existing information for
several scientific and non-scientific sources to make it suitable for policy makers.
Both institutes have, as discussed before, to talk to the policy makers as well as
with scientists extensively in order to produce useful products. They do deliver
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facts, because once a message is in a report, it becomes a fact. In that sense both
institutes have the authority to create facts, and to depoliticize political discus-
sions. The cpB does that with help of the protocol, and the models. However,
the centre vTv has to undertake more negotiating work with policy makers than
the cpB.

Modeling science advice

These diverting positions materialize in the particular institutional shaping of
the relations of both institutes with the policy field, and the mutual relations and
status of both fields of expertise. CPB’s position within government arrangements
is that of a planning bureau, which provides it with a legal position within the
policy process. Furthermore it has a vote in powerful councils on the highest levels
of the government, and concerns many policy areas that are affected by or affect
the economy. Even when the cPB focuses on a specific field within the economy,
namely health care, with the care model, it still addresses the macro economic
effects of health care on the economy as a whole. Consequently, its reports are
bound to have more political impact, although this has partly to do with the time-
lines and nature of the reports: financial impact becomes visible much sooner
than the future predictions in public health done by the centre vTv. The role of
the centre vTv is limited to an advisory role, and its reports and statements can be
ignored by the Ministry of Health. The R1vM thus needs to undertake other routes
and measures to acquire the same effect on the policy process, if at all.

However, as these two positions formally seem to fit existing models of
science policy interactions, the usefulness of this classification blurs when used to
explain day to day work practices of the experts at both institutes to keep their effec-
tive and authoritative position. The vTv is able to maintain its authoritative position
as advisory body in the public health policy field, because it is able to form an advo-
cacy coalition with the public health sector. As such it can speak for large parts of
the public health community. The centre vIv has designed a strong organisational
infrastructure that provides a ‘negotiation space’ for informal contacts both with
the policy and the scientific fields. This space is necessary to perform the work that
is needed for the front stage image of the role of the vIv in public health policy
making. The cPB maintains its authoritative position in the public health policy
field, through using its authoritative position within the political arena in general to
constitute authority at another policy area. Its focus is much more on maintaining
transparency and its independence in the political field in relation to the Ministries,
than on creating a widely supported network of experts or a knowledge infrastruc-
ture for the building of the model, and further doings in the field of health care.
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Introduction

Recentworkon therelationship between science and policy focuses on boundary
work that is performed in interactions between scientists and policy makers. The
study of such boundary work offers valuable insights in the organization of sci-
ence-policy relations for policy making, and in how the division of labor between
science and policy is realized and to what consequences for the substantive issues
at hand, such as what may pass for a fact and what as a value, what issues should
be left to politics and what to science and what is left out altogether. Most research
on boundary work focuses on (the role and organization of) regulatory science in
environmental issues (Bal, 1998; Edwards, 1999; Halffman, 2003; Jasanoff, 19qo;
Miller, 2001; Wynne, 1992). In this article we focus on economic science in relation
to health care policy making.

Although the role of economic science in policy making has been studied by
scholars such as Evans (1999, and 2000), Van den Bogaard (1999, and 2002), eco-
nomic models as policy instruments are left rather underexposed as research sites
(see Evans, 1999; Kraemer et al, 1987; Mackenzie and Millo, 2003; Callon, 1998;
Garcia-Parpet, 2007). Such models provide, in Evans’ words “the sociologically
fascinating nexus of an activity that brings together, legitimates, and quantifies
political and moral theories about the world” (Evans, 1999). The value of economic
models for policy makers is found in their ability to legitimize policy choices that
in their turn express a political wish to actively shape the world. This requires
open and transparent processes in which the parties involved remain accountable
for the choices they make for or against certain models. Economic and econo-
metric models however often become black boxes and are extremely difficult to
understand for ‘lay’ persons, with the exception of the handful of experts involved
in the model construction. This makes the study of economic modeling practices
very relevant and raises questions as: what happens in those modeling practices?
How do scientists translate theories of the world into model parameters? And
what is the role of policy makers in this?

In this article?® we seek to answer these questions by a detailed investigation
of a unique governmental project in which an econometric model for the health
care system (further: care model3°) was developed in a multi-disciplinary team

29 This article greatly benefitted from the critical comments of the members of the Health care Governance
group at the Department of Health Policy and Management, the Rethinking project and the wTmc winter-
school, as well from the critical comments of Rob Evans, Marjolein van Asselt, Babette Mueller-Rockstroh,
Antoinette de Bont, Jan Seijbel, Marc Berg, and the anonymous reviewers of STHV.

80 All translations of Dutch texts as well as interviews have been made by the authors.
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of science advisors from three Dutch science-for-policy institutes. Our analysis
of these practices of model construction offers insights in economic models as
specific sites of science-policy interactions. We show that processes of modeling
provide a necessary discursive space where different disciplines meet, and where
negotiations between these disciplines take place. Furthermore, we show that
science advisors are entangled with policy actors that they advise in what we
call boundary configurations; strongly situated interconnections between science
and policy institutions that share a specific approach to problem definitions and
methods and that are embedded in, and at the same time embed, specific social,
discursive and material elements. In this article we discuss the social, discursive
and material elements that make up these boundary configurations, and show
how these have shaped the incorporation of specific types of knowledge and
associated norms and values, while leaving out others, and to what consequences
to how health care is organized. That is, the boundary configuration involving
the economic science advisors and economic policy actors allowed for the con-
struction of a specific version of the care model in which the health care system is
depicted as a (regulated) market.

Boundary work in science-policy practices

Social scientists have tried for decades to describe interactions between science
and politics, and how science is put to use in political decision making processes.
Fields that have traditionally studied this relation fell short of providing good
explanations for the interplay between science and politics. Traditional models,
such as the knowledge utilization model or the technocratic model, portray sci-
ence as the producer of objective knowledge that policy makers can more or less
easily find and use. A major drawback of this model is that it presupposes a strict
boundary between science and policy, as well as a unidirectional movement from
fundamental to applied knowledge (Halffman, 2003; Jasanoff, 1990; see also
Sabatier, 1999; Weingart, 1999; Wildavsky, 1987; Wittrock, 1991; Woodhouse, and
Cozzens, 1995).

The concept of boundary work as described by the American sociologist Tom
Gieryn avoids the pitfalls of these traditional models and offers instead a concept to
search for methods that interpret “changing allocations of power, authority, con-
trol, credibility, expertise and material resources among groups and occupations”
in science and in policy making fields (Gieryn, 1995:440). Through boundary work,
scientists try to demarcate science from non-science. Gieryn describes four reasons
for scientists to demarcate science from non-science; (1) the monopolization of
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knowledge, (2) the expansion of boundaries into knowledge spaces owned by
other scientists, (3) the expulsion of non-scientists from knowledge spaces, and
last, (4) the protection of knowledge from politics; “staying near but keeping out”
is how Gieryn refers to this last type of boundary work (Gieryn, 1995:434; Gieryn,
1983). Studying boundary work offers insight into the normative implications of
such demarcations.

Interactions between science and politics, the challenge for involved people and
organizations is to establish productive relations, in spite of different networks,
separate disciplines and cultures. This requires “hybrid management” (Miller,
2001). As such, boundaries that are made in those practices, on the one hand
demarcate science from non-science, while they also provide ways in which those
differentiated domains can interact. That is, boundary work allows one to move
“beyond these boundaries, and to create hybrids of science and non-science” (Bal,
Bijker, and Hendriks 2002: 323). Boundary work is social, material and discursive
in nature; protocols, policy or advisory reports, models, jargon, buildings and other
objects can have demarcating and coordinating consequences (Halffman, 2003;
Star, and Griesemer, 1989; Bal, Bijker, and Hendriks 2002; Cash, Borck, and Patt,
2006; Jasanoft, 19go; Miller 2001). Boundaries tend to become harder when they
become routinized in such discursive, social and material practices (Halffman,
2003). This makes it harder to overcome boundaries between sciences, and those
between science and policy, and makes it more difficult to manage such hybrids.

In her study of science advisory agencies in the Us, Jasanoff describes
boundary work as a “hybrid activity that combines elements of scientific evidence
and reasoning with large doses of social and political judgment” (Jasanoft, 19go:
229). Building consensus, weighing interests, and depolitization of political
issues are central in the boundary work of such institutes. Policy making often
involves choosing between theoretical models of the world, which are typically
developed by science-based institutes that are to inform the government about
what model to use.

Science advisory institutes are neither fully scientific, nor fully policy-oriented.
The models (ands other tools) that are often employed by them for policy assess-
ments have to be scientifically sound yet useful for policy makers. However,
being useful entails that a model meets a broad set of criteria. Kraemer at al have
shown that both technological, and organizational elements, and the connection
to policy have to be taken into account in the modeling processes (Kraemer et
al, 1987). Others have shown that models as boundary objects contribute to the
interpretation and translation of scientific knowledge for policy-making and
decision making processes by simplifying and stretching the world into useful
models (Sismondo, 1999: Morgan, and Morrison, 1999; Star, and Griesemer, 1989).



Boundary work in science-policy practices

Modeling practices provide the necessary discursive space in which negotiations
between experts and policy makers can take place.

The three science-advisory institutes that participated in the care project,
have authoritative expertise respectively on socio-economic issues in Dutch
society (scp), public health issues (R1vM) and macro economic modeling (CPB),
and are typical places where such boundary work takes place. Although these
institutes are science advisory bodies, as ‘planning bureaus’ their role in decision
making processes is more authoritative than other science advisory bodies in the
Netherlands; they have powerful positions as ‘arbiters’ of the playing field of policy
makers. They are often criticized as typical Dutch phenomena, and exponents of
a technocratic organization of science and policy making (Halffman, and Hoppe,
2005), as they simultaneously legitimize Governments’ attempts to redirect and
depoliticize political problems. They often are engaged in modeling practices
directed at sensitive political issues. Special about the case that we describe in
this article is that they were to cooperate on constructing the same model.

The article is based on a case study in which a reconstruction was made
of the development of a macro economic model that covered a period between
1994 and 1999. 23 semi-structured interviews3* were held with persons involved
in the development of the Care model, including members of the project group
from the respective science advisory bodies, and concerned departments of the
Ministry of Health. Furthermore, some members of the scientific committee that
advised on the development of the model were interviewed, as well as an employee
from a large data provider. Some of the actors were interviewed more than once.
Furthermore a document analysis was done based on archives of the health care
model at the Netherlands Bureau for Economic Policy Analysis, and the Ministry
of Health (containing official letters, proposals, minutes of meetings, notes,
progress reports, and evaluations of the project). The data collection took place
between February 2004 and June 2005.

The need for one economic model for health care policies

The care model project started officially in January 1994 when the Minister
of Health sent the installation letter of the care model project to the three par-
ticipating science advisory bodies (vws, 1994). Reasons behind the need for such
macro economic model, derived firstly from the neo-liberal turn in Dutch politics
in the 1980s, which brought the existing arrangements of the welfare state under

31 Inorder to insure the anonymity of the interviewees, all interview material is coded; a list of interviewees

is obtainable with the authors.
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attack (Helderman etal, 2005; Kickert, 2000). Rising costs of the health care sector
especially contributed since the 1970s to the Government’s rethinking of its mode
of governing the health care sector. In 1987 a government commission proposed
a market based system for the health care sector, in the report ‘Willingness to
Change’ (Dekker, 1987), as a best way to secure the contradicting values in health
care such as quality, equal accessibility, affordability and distribution of health
care. This report sparked many public debates on the effects of such a market-
based policy program (Helderman et al, 2005). Critics feared that market com-
petition in health care would undermine the solidarity of the Dutch health care
system; that it would lead to contradicting effects such as lesser quality of health
care, higher costs of care, adverse risk selection of (unhealthy) people, and that it
would contribute to a deterioration of civilized society.

These debates for one thing emphasized that clear measures about the public
health status of Dutch citizens and the costs of the system, necessary to develop
health policies, were lacking. Based on a government White paper, the ‘Report
2000’ published in 1986, the government had commissioned the National Institute
of Public Health and the Environment (RIvMm) to develop a structural overview of
the public health status of Dutch citizens, which was first published in 1993 (Boer,
1986; NRV, 1987; Van Egmond et al, 2007). Although with this report the govern-
ment possessed a tool that provided insights in public health trends, it lacked an
instrument to rationalize the financial policy choices in the health care system.
The macro economic section of the Ministry of Health, with its focus on macro
economic and labor market policy making in health care, had tried for years to
develop tools that could connect public health information with analysis and pre-
diction of development of health care costs at the macro economic level, and the
volume of health care services. The project secretary from the Ministry of Health
reflected on this period:

....in the past we made estimations based on simple demographic patterns. For example
if we wanted to lower the fees for medical specialists, in the past we simply decided
to cut down with a couple of ten guilder notes [10 guilder equals about 4.5 euros]. With
a simple estimation we could calculate that one hundred-thousand consults times
ten guilders, that’s quite a cut-down. Based on such simple estimations we proposed

health policy to the Minister (040512, vws)

But the attempts to develop tools by the macro economic section of the Ministry
proved unsuccessful (cpB and scp, 1997). The political pressure to provide
transparent numbers on (economic) developments in health care tempted some
Members of Parliament in 1993 to suggest a new planning bureau for health care
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issues. Both the Ministry of Health and other science advisory institutes, however,
did notdesire another authoritative institute so close to their own field of expertise;
an interdisciplinary project with three authoritative institutes could just as well
provide unambiguous policy answers for many parties as a new science advisory
body. Therefore, the Social and Cultural Planning Office (scp) took part, for its
expertise on micro economic modeling and its focus on socio-economic issues in
Dutch society, such as effects of health policy measures on e.g. the accessibility
of health care for individuals32 (Trommel, 2003). Also the National Institute for
Public Health and the Environment (R1vM) was asked, because of its expertise
on public health issues2?® (Van Egmond et al, 2007). And the Netherlands Bureau
for Economic Policy Assessment (CPB), was asked for its’ expertise in economic
modeling and its authoritative position in Dutch economic policy analysis3# (Den
Butter, and Mosch, 2003; Pesch, 1999; Van den Bogaard, 1999).

Emerging boundary configurations in modeling
practices for policy making

Bringing together experts

After the official installation of the project team, a project team was formed.
Firstly, three experts from each organization, carried out the literature review, and
wrote a pre-study. After this the project continued with a core of experts from scp
and cprB, who all had a background in modeling, albeit in different fields. The two
SCP experts were trained in micro-economic modeling of the service industries.
CPB experts were trained in macro economic modeling. Importantly, the project
leader was a highly trained (PhD level) macro economist from CPB. A data analyst
from the cpB supported the project with statistical analysis in the computer.
During the project between 1994 and 1999 cpPB held the same project leader, and

32 1ts bi-annual Social and Cultural Report is a key publication for long-term strategic planning in socio-
economic policy (Trommel, 2003).

33 The rR1vM publishes among other the aforementioned Public Health Future Prospect (published every
four years), and the Environmental Outlook (see (RIVM, 2002; Van den Bogaard, 2002; van Egmond et al,
2007).

3% The government relies on CPB’s estimations of economic development and adjusts its policymaking in
economic, financial and most other policy fields based on these estimations (see e.g. den Butter and Mosch,

2003; Pesch, 1999; Van den Bogaard, 1999).

73



T4

CHAPTER THREE Boundary Configurations in Science-Policy

modeling expert. scp however had more alterations in staff; the experts that had
started in 1994 had all been replaced by other experts at some point during the
project. Besides the core group of experts, project members often invited in other
experts, from their own organization and from outside, to model specific parts of
the health care system.

The project team was supported by a scientific committee. This committee,
installed for peer review and to support the project group in thinking about mod-
eling the Dutch health care sector, represented as much as possible the diversified
conceptions of the health care system. At the start, fourteen experts and scientists
from several universities and of various backgrounds in health care had a seat in
the committee; economists, health economists, a mathematician, a public health
professor, one expert from a large data collecting organization in health care, and
high positioned policy makers from the Ministries of Health, Economic Affairs,
and Financial Affairs (R Mz-1); although over the years some alterations took place
and the committee became smaller. Between January 1996 and April 1999 the
committee conferred about twice a year, to comment on versions of the model.

Last was the involvement of the section of Macro Economic and Labor Market
Issues (MEEVA) of the Ministry of Health. This section carried out secretarial
assistance such as the meetings with the scientific committee, the financial
affairs of the project, and the monitoring of the project. For cps, that had no prior
experience with health care modeling, the involvement of MEEVA meant a great
support for their way of working, as both cpB employees and the MEEVA secretary
shared similar views on macro economic modeling, the role of economic theory,
and a shared educational, and social background3s.

Negotiating the models’ scope

When the project group and supporting scientific committee had been installed,
a small group started working on a pre-study, to formulate the focus of the model:
what parts of the health care system should it address and how should it address
these? This involved translation of the aims set by Government and the bringing
together of the three approaches of the health care system by the three institutes
involved, which differed both theoretically and empirically. The aim of the care

35 Whenwe looked at and asked about the career developments of the persons we interviewed, we especially
noted that a good amount of the persons we interviewed and that studied econometrics have worked for
either the CPB or MEEVA in the past, and have shifted to other key positions within the network of the care
model, such as to a key position within the data provider Prismant, from the cPB to MEEVA and vice versa.

We have also seen these exchanges between MEEVA and the scp and the health care section of the RIVM.
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model as formulated in the commissioning letter was to provide the government
with “the tools to set the policy agenda for the yearly health care Budget” (vws,
1994). The model needed to make “useable and trustworthy assessments of pos-
sible effects of financial and economic policies for the Dutch health care sector for
periods of four to five years”, based on public health information (CpB, 1994; CPB,
SCP, RIVM: Pre-study, 1994). Moreover, the model should be based on behavior
descriptions instead of simple demographic patterns, and it was to represent the
whole health care system, that is, as the system is regarded by the Ministry of
Health, encompassing both the financial organization of the system, and the
organization of the system, and all the types of cure and care that the Dutch care
system has to offer (Interview, 040512).

In the pre study, presented four months later, three modeling goals were for-
mulated by the project team in close interaction with the project secretary from
the Ministry of Health. They concluded that, first, the model needed to explain
past developments in the use and costs of health care on the macro economic level.
Second, it needed to calculate the future effects (four to five years) of possible
financial-economic policy options on the macro economic level. Finally, it needed
to show the (long term) effects of possible health care and prevention policy options on
the demand and supply of health care and its consequences for health care costs
(Pre-study, 1994). With these three goals the project met Governments’ wishes
and the project team was set up in January 199s5.

Interestingly, these goals act in this instance as boundary objects (Star, and
Griesemer, 1989) in that they both tie together different social worlds — scien-
tific as well as policy related — and coordinated specific tasks to each of these
worlds: who is responsible for what. The firmness of such boundary objects has
a certain disciplinary effect for the actors involved, in that actors can be held
accountable for (not) meeting these goals, and such goals form the footing or
basis for negotiations about how to use theoretical perspectives on health care
in order to set up the care model. The specificity of the formulation of the goals
gave space for an integrated modeling with micro and macro economic theory as
well as epidemiological and demographic data; a rather complex integration of
macro economic theory on health care (e.g. what constitutes demand of health
care), micro economic theory on public health issues (e.g. what does illness mean
for individual incomes or groups of people), and modeling based on public health
or epidemiological information (e.g. how often does an illness occur, in which
sectors of society, and to what costs). An example of its complexity is the question
what the financial benefits for government expenses are, when an investment is
made in the prevention of smoking. An answer requires integration of knowledge
from different scientific disciplines, economic, socio-psychological as well as
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epidemiological, about the amount of smokers, the kinds of illnesses that are
related to smoking, effects of prevention programs, and finally the costs involved.
Such assessments are very complex because the information is needed from dif-
ferent aggregation levels; the macro level (e.g. demand effects), the micro level
(what does it mean for smokers and / or patients?), and on the policy level (e.g.
what policy measure to take? Or, when and how does one speak of effective policy
measures?).

Through these goals the model had now become ‘a model of” an integration of
micro economic theories, macro economic theories and public health theories of
health care, in order to support health policy. This turned the care project into a
unique attempt to firstly bring together micro-economic knowledge (e.g micro-
simulation modeling), knowledge about public health trends (epidemiological
approaches), and macro economic knowledge, and secondly to touch a broad and
politically sensitive policy field.

Renegotiating the goal of the model

For a large part the outline of the model had been negotiated on within the
project team and the expert group but these negotiations took place at the discur-
sive level; a literature surge was carried out and no actual modeling had been done.
The next step for the project team was to operationalize these broad goals and to
start with the theoretical descriptions of the health care system. In this phase
true defining decisions were made regarding what theoretical descriptions are the
‘best’ representatives of the health care system, and what the model should be a
model of. A couple of months after the start in 1994, the project team concluded
that the goals formulated in the pre-study could not be achieved: macro economic
modeling practices, and micro-economic practices based on epidemiological and
demographic public health information proved impossible to combine in one
model. The project leader at that time explained:

For the planning bureau [cpB] it was paramount that the model needed to be based
on economic theory first [...]1. And the RivM had a much more bottom up approach,
individual diseases and all, and this approach could never be united with the macro

economic theoretical approach. (041006, cpPB)

The project team, together with the Ministry of Health, decided to shift the
model’s focus to explanations of past developments in costs of health care, and
predictions of four to five years of economic assessments of future policy pro-
posals, as these could be done with lesser epidemiological information (Pre-study,
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1994). The effects of policy on public health were thus proposed to be left out
of the model. As a consequence, R1vM was relocated from the project team to
the scientific committee where it took on a much smaller role (scp, 1994). The
authority of the institutes was at stake, and in that sense the process of writing the
pre study provided the project team with enough good reason to coordinate part
of the team away without a fight. Moreover, this decision shifted the model from
amodel incorporating three theories of health care, to a model incorporating two
theories of health care. During one of the project meetings, the project secretary
remarked: “the aim of the project is [now] to develop a model for costs and not a
model for health.” (Meeting notes, 960513).

Materiality in modeling

Models are stylized or simplified representations of reality. This makes models
into forms of organization of bias. Moreover, because models capture certain ideas
of the world (and leave out others), it matters who does the modeling. Models for
policy making need to be a description of the policy ‘reality’ (see also Kraemer et
al, 1987; Edwards, 1999), therefore close contacts between the modeling experts
and the policy makers is necessary. In this project some productive work relation-
ships, or boundary configurations were created. Such boundary work is, as we
show, at the same time material, social and normative in nature. It provides for
a bringing together of several networks of experts and managers from specific
educational backgrounds and disciplines, but also specific locations for meetings
and model building, as well as tools for communication and modeling. Some of
these materialities, however, support the negotiating ability of certain actors in
modeling processes whilst closing negotiating abilities of others. The similarities
in background between cPB scientists and MEEVA policy makers provided for a
context in which the expertise of the cPB and their culture of working were better
understood by the Ministry than that of the Rivm and scp. The project secretary
at MEEVA commented:

We prefer to talk with the cpB because they understand our language. We as financial
economic policy makers are able to talk with the planning bureau and they just
understand what we are saying. But the issue with the scp is that it’s just a different
world, that is, the policy-oriented sections [of the Ministryl are very able to deal with
the scp, butwe, the financial economic types, deal with the scp poorly. (0405128, Ministry
of Health)
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One project member mentioned that “one of the more complicated issues with
the project was that both the cBp and MEEVA think in economic terms while we
[scpr] and other policy-directorates at the Ministry of Health think more in terms
of care” and individual effects (040422, scp). Apparently, the project team had had
no time or opportunity to develop some kind of shared language to understand the
different standpoints, something that usually takes many years (Duncker, 2001).

Additionally, when the modeling finally started, the modeling practices
were more difficult for scp experts than for cpB experts because the software
that was used for the modeling of the Care Model was located only at the cpp3®.
Modeling requires a continuous tinkering with data and theory (see e.g. Evans,
1999; Morgan, and Morrison, 1999). Tinkering requires, however, tacit knowledge
and skills to do so, as well as the ability to develop tools that allow tinkering.
Having the software nearby, cPB employees were able to try out their parameters
and equations immediately, while scp employees had to make an appointment
at the cpB before they could have their findings tested, or have cpB staff test
their parameters. This hindered scp experts to tinker with solutions for certain
model parameters. Because scp experts ‘didn’t really understand the language
in the model’, they were ‘already far behind’, when they finally got the computer
software (040630, scP). Moreover, the model constructor from the scp indicated
that because ‘the model was [at the cPB] (...) and we couldn’t check our calcula-
tions with the model’ (...), the cpB ‘felt more entitled to speak to the Ministry on
behalf of the project’ (040630, scp). The physical proximity to the model, as well
as the proximity in terms of being experienced with the software that runs on the
computer, advantaged cPB employees, and disadvantaged scp experts, and had
serious consequences on how health care practices were modeled, as we will see
next.

Modeling practices: muddling with the medical specialist

Models, as simplified representations of reality, are built with both theories
and data. Models for policy are restricted in the use of both theory and data (see
Edwards, 1999; Sismondo, 1999; Kraemer et al, 1987; Morgan, and Morrison, 1999;
Boumans, 1999). Too much theory makes a model unsuitable for assessment of
policy options, while at the same time too much empirical information makes
a model slow and unfeasible. One member of the scientific committee said
about this that “models become giants-on-clay-feet if behavior equations are not

36 We have no information on why this choice was made at first. Later during the project scp also gained a

copy of the software.
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empirically founded” (Van der Zee, 1996). Modeling practices for policy provide in
that sense a ‘boundary zone’ (Galison, 1996) where weighing and simplification
of theory and data against the policy questions is done until a workable solution
is found. So what kind of representation of the world a model becomes, depends
partly on the availability of theoretical descriptions of that reality, and datasets
that provide numbers about that reality. This is at the same time a technical and
normative exercise. Moreover, negotiations on use of theory and data, and related
problems with lack of theory or data, are often used as boundary tools, to exclude
some expertise and include others.

The careprojecthad suffered from bothlack ofeconomictheoryand good quality
datasets. Both institutes held different ideas on how to treat this problem, which
also pointed at different ideas on what kind of theory of health care they wanted
the model to represent. scp, with its focus on effects of policy on the (financial
and social) position of vulnerable groups of people (elderly people, people with
low socio-economic status or suffering from chronic diseases), preferably used
empirically-based parameters with well-described behavior patterns, because of
“the incompleteness of the macro information” (RMz-20; CPB 1996a), and because
“micro information provides better insights into the processes for providing care
at the individual level” (RMz-20). Because of the lack of data cpB was in favor of
theoretically sound parameters, which also fitted their macro economic expertise.
They argued that “it is very important that, in this project in which the datasets
are of a lesser quality than in other projects, the theory plays an important role.”
(RMZz-20). The incompatibility of both standpoints came to the fore when a politi-
cally tense subject was modeled; the role of the medical specialist in the constitu-
tion of demand of health care.

The medical specialist was both a crucial parameter, as doctors’ behavior con-
stitute a large share of health care costs37 (see Scholten, Roex, and Sindram, 19938),
and a highly politicized element of the model. In the Dutch health care system,
the general practitioner acts as the gatekeeper for the health care system; the Gp
decides whether a patient sees a doctor just once or enters the medical system

37 AsScholten etal argue, in the mid-nineties the government tried to reduce health care costs by replacing
the fee-for-service system for medical specialists (which lead to higher medical costs due to its open end
character) with a more effective system. Dutch medical specialists, who feared a reduction of their income,
organized themselves into a countervailing power. This resulted in a new payment system, in negotiation
with the medical specialists, both securing the medical specialists’ income, and enabling hospital boards
to control both quality and costs of health care. However, these developments are not unique for the Dutch
system, but can be seen elsewhere as well (see Scholten, Roex, and Sindram, 1998; or Ashmore, Mulkay, and

Pinch, 1989; Harrison and Pollitt, 1994).
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for follow-ups. Once in the hospital, medical specialists’ behavior is crucial in
deciding for health care use. Thus, not patients, but doctors form a decisive factor
for demand for health care. As such their role in allocating health care provisions
and rising costs has been part of fierce political debates for years.

The inert political nature of the parameter ‘medical specialist’, as most inter-
viewees agreed, required more empirical data, as more empirical data delivers
more solid model outcomes, a solution to solve political disputes (see also Jasanoff,
1990). This was also favored by scp. However, the problem of insufficient data
required a more theoretical approach, favored by cpB. scP proposed to model
several kinds of doctors that are each differently motivated to perform their job:
atleast one doctor that is inertly motivated by the quality of his or her professional
judgment, and doctors who are more focused on material concerns as income
and spare time, more in line with empirical information on medical specialists’
behavior; “the quality of his actions, his professional honor, his income and
his spare time” (040517, scp). The cpB experts proposed to model one type of
specialist, one that is motivated by financial concerns, because as one member
of the team remarked “as the model gets too detailed, that leads to an argument.
Therefore you say ‘let’s stick to one type” (040708, cPB). The MEEVA secretary
agreed with cPB’s solution.

This solution, however, rose critical comments from some members of the
scientific committee, as they “did not recognize this in practice” (CPB, 040708).
This argument became so fierce that some of the critical members of the scientific
committee left because of this. More importantly, cPB used this (and similar)
disputes as an argument to write a letter, in December 1996, to the project secre-
tary at the Ministry, to request to coordinate scp away from the project referring
to scp’s “limited experience with macro economic modeling” (CpB, 1996b; CPB,
1996¢). The secretary granted this request®®. Naturally, this partly solved the (still
existing) problem to integrate micro-economic and macro economic modeling
techniques [ approaches.

38 Recentyears have shown new interdisciplinary projects and reports that involve scp, cps and R1vM, and
this can to some respect be regarded as continuations of the (then unfeasible) third aim formulated in the
preliminary study in 1994; the (long term) effects of possible health care and prevention policy options on
the demand and supply of health care and its consequences for health care costs. An example is the report
Geneesmiddelen en medische hulpmiddelen: Trends en dilemma’s. [Medicines and medical appliances.
Trends and dilemma’s] 1-234. Bilthoven: R1VM, 2002; and minor participating roles of CPB experts in many
scp reports. Both the scp and cpB, moreover, had a supporting role in the R1vM’s Public Health Status and

Forecast Report of 2006.
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Modeling managed competition

Instead of a collaborative between science advisory bodies, both scp and
RIVM became involved in the project in consultancy roles. With both scp
and RIVM experts away from the project, CPB experts, with the help of health
economists from the Erasmus University, modeled one type of medical specialist.
This theoretical doctor is a neo-liberal one; he or she is able to work according
to the theory of managed competition in health care. This solution was chosen
because it was the best described theoretical solution, not because it best
described the actual situation in the Netherlands (cpB, and scp, 1995:7). Two
other options, a model of the short end of the market, which lacked an empirical
basis, and a more realistic negotiation model, that would lead to an “excep-
tionally complicated” model (cpB, and scp, 1995:7). However, the first choice
allowed the assessment of policy proposals based on the policy program of
managed competition; a policy program originally proposed in the 1986, which
the Ministry of Health tried to implement for some time but had abandoned in
the mid 19gos as it was too controversial, only to embrace it again in the early
2000s (Helderman et al, 2005). The model (CPB, 1999) not only became a model
of the macro economic aspects of the health care sector, but also made possible
the idea of competition in health care, or the idea of health care as a market, a
new step within the Dutch neo-liberal economic thinking.

Boundary configurations in modeling for health
policy making

This case study shows a boundary configuration in the making. It shows that
science advisors in interdisciplinary projects are often as much influenced by
strong alliances with specific policy-makers in the same policy field, as with other
science advisors in the same project. Such strong interrelations are not new; they
are discussed by others as part of a given discipline’s need to guard against others
from taking over authority (Abbott, 1988; Gieryn, 1983; Edwards, 1999). However,
to gain a better understanding of the consequences of such interrelations in rela-
tion to other interrelations of science and policy, we referred to these as boundary
configurations.

These strongly situated interconnections between science and policy institutes
share similar approaches to problem definitions and research methods, and
become stronger by boundary work that is material, discursive, and social in
nature. In the network of experts that were involved in the care model project
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the macro economic experts from cPB got along better with the macro economic
section of the Ministry, speaking the ‘same language’ and resulting in a better
understanding of the work that was performed by cpB experts than the work of the
experts from the social and cultural planning agency (scp) and the public health
experts from the R1vM. This alliance was strengthened by changes in the scien-
tific committee, by the location of the software, in an absence of clear goals, and
the lack of knowledge on the integration of macro economic and micro-economic
modeling. Modeling processes provide spaces to negotiate between theory and
data, and likewise between theoretical worlds and policy worlds. As such, models
for policy act as boundary devices between policy and science, and modeling
practices in interdisciplinary projects are forms of necessary boundary work that
define what values and perspectives on a subject are able to be modeled and are
thus prioritized. Despite the initial aims of the project to construct an integrated
model, in which public health and socio-economic insights were combined with a
macro economic overview, the care model today is a macro economic description
of the health care system.

The concept of boundary configurations (see figure 2) also allowed us to
unpack the consequences of these alliances; to show how these have shaped the
incorporation of specific types of knowledge and associated norms and values,
while leaving out others. Although the configuration involving both MEEvA
and the cpB is constructed, that is, not an inevitably occurring event, and the
building of the Care model was an important phase in this construction process,
it is nevertheless real in its consequences. The boundary configuration involving
the Ministry and cpB holds more than disciplinary or scientific similarities. The
similarities stretch to the political realm in that it incorporates shared values
and political goals. In this case macro economic norms and values are more
centrally incorporated in the model than socio-economic and public health ones.
Although referred to as a failure by involved persons, because of the failing
integration of the three perspectives, our analysis shows that the project was
successful too in other ways.

First, the cpB successfully ‘monopolized’ the model by portraying scr and
RIVM experts as incompetent and less relevant to the building of the model.
However, this outcome was never certain from the start of the model, but was
the result of boundary work. Secondly, the model filled a space that was not
taken up or claimed by the scp or the R1vM, nor by other science advisory bodies
in the Netherlands; namely, a macro economic understanding of the health care
system. Moreover, the interdisciplinary project has resulted in “changing alloca-
tions” (Gieryn, 1995:40) of power, authority, expertise and material resources. It
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has provided the cpB with a new model3°, and with new authority over health
care issues, as well as control over naming and framing health policy problems
in macro economic terms and in terms of the market-oriented policy program.
Also it forged new liaisons between the cpB and the Ministry of Health. Thirdly,
the macro-economization of the health care system by means of this model,

Figure 2 Boundary configurations in science / policy interactions.
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makes the health care system assessable according ideas of managed competi-
tion. In this way it provided the Ministry of Health with a new policy tool, for the
assessment of policy proposals for the health care sector.

Science advisory bodies are often deployed by governments to build con-
sensus, as Jasanoff has argued, to weigh interests and to depoliticize political
issues (Jasanoff, 19go). What we have shown, in line with this, is that modeling

39 The cpB has used the care model for numerous publications, see for example the cPB report 2001/3.
Den Haag, 20014A; the cPB Report 2001/007 Een scenario voor de zorguitgaven 2003-2000. Den Haag: Centraal
Planbureau, 2001B; and cPB memorandum 148. Zorg in Model: algemene structuur en varianten. Den Haag:

Centraal Planbureau, 2006a.
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practices are political processes, as in these practices important decisions about
what ‘theories of the world’ are incorporated and left out are taken, that have
implications for the policy measures and decisions that are based on such models.
A care model built in an interdisciplinary environment can be viewed upon as a
‘depoliticizing’ tool for the Minister of Health to use in turbulent political debates
concerning health care reforms, but instead turns science advisory bodies into
political actors.

Our research tends to portray the result of the interdisciplinary project as
problematic because of boundary configurations involving specific science and
policy alliances, while leaving out others. Such close interconnections between
scientists and policy makers limit the value of input from other science-based
experts in policy making processes (see also Halffman, 2003). The price of this
could be that in the Dutch health care system, other values than macro economic
ones suffer in importance and are not or badly incorporated in macro economic
and market-oriented policy measures. Following endless political debates on
how to secure conflicting values of health care — accessibility, affordability and
efficiency — this development has given further legitimacy to ‘regulated market’
types of solutions which favor specific political positions over others.

In a way, however, the failure of the model in integrating the different perspec-
tives into one health care model can also be seen as a success for democracy, as
both the scp and the R1vM have remained important actors within Dutch health
care policymaking, presenting their own models and analysis from perspec-
tives differing from the one embedded within the health care model of the cpB.
Differences between the perspectives and between the boundary configurations
in which they are embedded thus remain in the open and lend themselves to a re
politicization of health policymaking.



References

Abbott, A. 1988. The System of Professions. Chicago,
London: The University of Chicago Press.

Ashmore, M., M. Mulkay, and T. Pinch. 1989. Health
and Efficiency. Philadelphia: Open University
Press: Milton Keynes.

Bal, R. 1998. Organizing boundaries: standard
setting for occupational chemicals in the
Netherlands. In The Politics of Chemical Risk:
Scenarios for a Regulatory Future, edited by R. Bal
& W. Halffman. Dordrecht etc.: Kluwer
Academic Publishers; 75-103.

Bal, R., W.E. Bijker, and R. Hendriks. 2002. Paradox
van wetenschappelijk gezag. Den Haag:
Gezondheidsraad.

Boer, E.J. 1986. Gezondheid Als Uitgangspunt: Nota
2000 in het kort, edited by Staatsuitgeverij. Den
Haag: Staatsuitgeverij, ‘s-Gravenhage.

Boumans, M. 1999. Built-in Justification. In Models
as Mediators. Perspectives on Natural and Social
Science, edited by S.M. Mary and M. Morrison.
Cambridge: Cambridge University Press.

Callon, M. 1998. The Laws of the Markets, The
Sociological Review. Oxford: Blackwel