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Abstract
It is a turbulent time for physiotherapists. The workload appears to be too high, the power of the
insurance companies seems to be too big and there are physiotherapists who consider to stop
working as a physiotherapists because they lack confidence for the future. The problem in this
sector became also on the agenda of the Dutch politics. Parliamentary questions were asked,
mainly about the amount of power insurance companies have. To get a deeper insight in the
problem, this research aimed to gain insight into the workload of physiotherapists in order to
advise them to adapt to the changed environment.
In the past, two big changes have resulted in three added activities for physiotherapists. before
these changes, the physiotherapist had to perform seven activities. This research used the
theory of De Sitter, Achterbergh and Vriens and Ashby to classify the activities physiotherapists
have to perform in terms of regulatory and operational activities.
Based on a questionnaire, filled out by 314, conclusions could be drafted. The results have
shown that the workload of physiotherapists has been increased due to the changed
environment. Especially physiotherapists who also worked before the changes, experience a
higher level of workload than physiotherapists who have only experienced the ‘new situation’.
To couple this to the used theory, the workload of physiotherapists has been increased, but the
regulatory potential to cope with these changes has not increased. The two biggest problems as
a results of the changes are the amount of administrative work and the negotiation with
insurance companies. Most of the administrative work has to be performed during overtime
hours and the negotiation cannot be called a negotiation. The physiotherapists do not have an
equal position, they just can sign the contract and when they do not sigh, they just do not have a
contract at all, which means no compensation for the treatments.
Altogether, it has resulted in a high level of perceived workload for especially the added
activities and serious amounts of physiotherapists work overtime hours on a daily or weekly
basis.
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1. Introduction
Physiotherapy in the Netherlands is called a small occupational group, but it contains around
30.000 professional physiotherapists (KNGF, 2014). There are 7980 physiotherapy practices in
the Netherlands at the moment (Nivel, 2014) and 22082 physiotherapists are working in these
practices (Nivel, 2014). The remaining number is working in hospitals or other institutions. The
total number of citizens in the Netherlands who visit a physiotherapist yearly is 3.300.000, and
they rate their physiotherapist with an 8,9 on average (Nivel, 2012).
During the past 15-20 years, two big changes have been made in the physiotherapy sector.
Before 2004, physiotherapy was part of the basic health insurance in the Netherlands. Until
2005 the government set a fixed fee for a treatment and this fixed fee was set for the whole
sector. A physiotherapist explains the old situation: “In the years 1970-1990 the fee for
physiotherapy was based on the treatment modalities the clients were treated with. Physiotherapy
could consist of massage, exercise therapy, electrotherapy, warmth or ice applications and some
other treatment modalities. All had its own price. In those days, all treatments and applications
were summed up and sent to the health insurance company, done by hand. At most physiotherapy
companies, the owner of the practice did it himself. If we were really progressive in those days, we
had a secretary. All administration was done without computerization.
From 1990 till 2005 the government set a fixed fee for a treatment for the whole sector. Apart from
that, physiotherapy was specialized in several evidence based modalities; manual therapy, pelvic
floor-, pediatric-, psychosomatic, oncology physiotherapy are examples of specializations that get a
different fee.”
One of these changes came into effect on the first of January 2004. The treatments of
physiotherapists were no longer part of the basic insurance, with the exception of a few cases.
Only when the disease or medical situation is mentioned on the list of chronicle diseases, the
treatment will be compensated by the basic health insurance. Also for children (under the age of
18) there are other rules, namely that they are entitled to nine treatments and also nine extra
treatments when the treatment did not help. But due to this change all other clients (above the
year of 18) need to have additional insurance to get (a part of) their treatments compensated.
The pressure on the additional insurance increased as a consequence of this change. The health
insurance companies developed multiple insurance policies which someone could choose for
additional insurance.
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Beside the changes about the compensation of treatments, the second change is about the way of
pricing. It had to be changed according to the government of the Netherlands. At the end of 2003
the Schippers et al. motion was passed in the House of Representatives. This motion, presented
by Edith Schippers (back then a member of the House of Representatives) was about free rates
for physiotherapy. From January 2005 until January 2008, an experiment was conducted, in
response to this motion. This experiment was called ‘free pricing physiotherapy’, and this
experiment entailed that physiotherapists had to negotiate with the insurance companies about
the price of a treatment. The idea behind this experiment was that a physiotherapist who
provides better quality or service, could agree on a higher price with the insurance company.
During this experiment, maximum prices were no longer in effect.
After this experiment, the Dutch Healthcare Authority (NZa) gave an advice to A. Klink (Minister
of Health from 22th of February 2007). In this advice the most important findings were that the
price of a treatment had become much higher, but stabilized and according to the NZa both
insurance companies and physiotherapists were content with the price. Thereby they argued
about a national set of performance indicators, because this was useful to measure the quality of
different physiotherapists. Based on their findings they recommended A. Klink to change this
experiment into a definitive system of free prices from the first of January 2008.
A. Klink came with a reaction based on the recommendations of the NZa. One of the topics he
mentioned in his reaction was the market mechanism. According to A. Klink the prices had
become in line with the market and insurance companies paid more attention when purchasing
on quality, efficiency and transparency of the care. They were also more willing to pay more for
these aspects.
In this final judgment he concluded that free pricing in the physiotherapist sector started to
show a positive result. It had a positive impulse on quality as well as product innovation and
prices became market conform. Insurance companies and physiotherapist did find each other
more easily, which resulted in quality for the consumers and also a broader assortment of
treatment possibilities. Based on this A. Klink took over the advice of the NZa to change the
experiment in a definitive system from the first of January 2008.
As a result of these two changes in the environment of physiotherapeutic practices, the number
of activities physiotherapists need to perform has increased. Three main activities were added,
6

namely working in care networks, negotiate with insurance companies and more administrative
work.
Networks
The importance of networks and in particular local care networks has increased. An important
reason for the formation of these networks is the withdrawing government (De Man, 2010). The
tendency is that health inequalities must be tackled locally and the key lies in a comprehensive
and coherent approach in the neighborhood with an active role for the citizens themselves with
the help of healthcare professionals. These professionals are the general practitioner, the sport
coach of the neighborhood, the nurse practitioner and the physiotherapist. Together they can
provide this integral approach and it seems to be effective for the prevention of healthcare
problems in neighborhoods (Gezondin.nu, retrieved March 02, 2016). In disadvantaged
neighborhoods in particular, the inhabitants have twice as much chronical illnesses, are more
often obese and have an unhealthier lifestyle. The need for a network of professionals who work
together to reduce the demand for care, increase the quality of care and prevent these problems
is increasing in the past years. The physiotherapist plays an important role in this network and
the physiotherapist acknowledges the added value of care networks. Because by building local
care networks, the physiotherapy practices can carry out collective power, they are able to
achieve economies of scale and have better access to resources (Kaluzny et al., 1998). For
example they have more collective power when they build a network for Parkinson clients, and
together focus on this illness. Although there has been added value, it also results in extra work.
Negotiate with insurance companies
Next to the fact that networks result in less demand for care and a higher quality of care,
healthcare institutions are searching for partnerships, partly because via this way they try to
resist the power of the insurance companies. Due to the change in pricing, it is now the
physiotherapist who has to negotiate with the insurance companies. Several sources have shown
that since then, the power of the insurance companies is enormous, as clearly shown by
headlines like: “Physiotherapists suffer under the contracts with health insurance
companies”(Zorgwijzer.nl, October 2013) and: “Health insurer gets too much power” (Nu.nl, May
2013). From an interview with a physiotherapist it becomes clear that the negotiation process is
unbalanced because although the government states that physiotherapists have to determine a
price together with the insurance companies, in fact the insurance companies have a bigger say.
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Despite the fact that the negotiation process is unbalanced, the physiotherapists have to
“negotiate” and this is a new added activity they have to perform.
Administration
Another additional consequence of the “cooperation” with the insurance companies, is the
increased amount of paperwork. “The client (previously patient) reports are time consuming.
Since 2006 we first had to check for strange ‘signs & symptoms’, possibly belonging to serious
pathology. After that, we have to do the examination, also with questionnaires. Client reports have
to be performed ‘methodically’ which is a format that takes time. Most of the time, physiotherapists
take long intakes. The result is that the client can’t be treated the first session and will be
dissatisfied.” (Physiotherapist 1). Most insurance companies have different systems and
requirements, which results in extra administrative work. Before they receive the payment, they
have to complete all the report requirements per client.
Workload
These three added activities have contributed to an expansion of the range of activities
physiotherapists have to perform. The Royal Dutch Society for Physiotherapy (KNGF) states that
physiotherapists have to perform seven activities, which will be explained in more detail in the
next chapter. Together with the three added activities due to the changed environment, the total
range of activities that has to be performed by physiotherapists is added up to ten. This research
will use these activities to get an insight in the perceived workload of physiotherapists. The
perceived workload will be expressed in terms of the regulatory and operational activities that
physiotherapists perform. Workload is defined as the amount of work an employee has to do in a
given period of time (Jex and Britt, 2014). Although they know what the amount of work is that
they do in a given period of time, there is not a fixed amount of time a physiotherapist should
spend on certain activities. For this reason, the perceived workload will be measured. Ashby, De
Sitter and Achterbergh and Vriens made a distinction between two kind of activities, regulatory
and operational activities. This distinction will be used to cluster the different kind of activities
physiotherapists perform. In the next chapter, the different kind of activities will be explained in
more detail.
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1.2 Problem statement
Those three added activities due to the changed environment have resulted in extra work. Many
physiotherapists are complaining about the new situation and have to take their work back
home to get it all done (Physiotherapist 2). It is so problematic that a research of the KNGF
concludes that 30% of the physiotherapists consider to stop working as a physiotherapist
because they lack the confidence for their future. The time they can spend on actual treatment of
clients has decreased due to these implemented measures.
Therefore, this research will explore to what extent the workload of physiotherapists in terms of
activities is affected by the changed environment. Based on empirical findings conclusions will
be drafted about the influence of the changed environment on the workload of physiotherapists
to use this information to advise them how to adapt to the changed environment. Although the
two big changes already were definitively implemented since 2008, it is expected that not all
physiotherapists have adapted to a new way of working in which they can combine all the
necessary activities. This expectation is on the one hand based on some conversation with
physiotherapists. On the other hand, it is expected because recently (October, 7th 2016)
parliamentary questions were asked to the minister of public health by two member of The
Socialist Party (SP). The questions were about a cry of distress for the new ‘contract round’
which is soon on the agenda for physiotherapists and insurance companies. One of the questions
which is asked is “how do you judge the fact that, apparently, physiotherapists have been
presented a contract by insurance companies which means in practice that there is no possibility to
negotiate but only ‘please sign where indicated’?” 1(FysioForum, October 2016). The whole article
is included in Appendix 3. According to this statement, the following research objective and
research question can be drafted.

1.3 Research objective and research question
The objective for this research will be:
Gain insight into the workload of physiotherapists in terms of their regulatory and operational
activities in order to advise them to adapt to the changed environment.

1

“Tekenen bij het kruisje"
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The main research question will be:
●

To what extent is the workload of physiotherapists in terms of regulatory and operational
activities affected by the changed environment?

This main question will be split into five sub-questions:
●

What were the changes in the environment?

●

What has changed in the workload of physiotherapists in terms of regulatory and
operational activities due to the changed environment?

●

To what extent is the workload of the added activities different from the workload of the
current activities?

●

What underlies the perceptions of the workload?

●

How are the underlying reasons of the perceived workload related to the changed
environment?

1.4 Practical and scientific relevance
Different sources have reported that physiotherapists are not pleased with the current situation.
The number of physiotherapists that do not have faith in the future and therefore consider to
stop working as a physiotherapist are alarming. “This new decade puts the physiotherapy under a
lot of pressure. Administration, practice re-organization and joining efficient networks all cost the
physiotherapist a lot of energy. As he/she is primarily educated ‘to help people’, it’s understandable
that a lot of physiotherapists dislike the new decade. Although they understand the need for
change, they don’t feel understanding for their work.” (Physiotherapist 1). Also the fact that
parliamentary questions are currently asked implies that this problem is high on the agenda.
To be able to change the feeling of dissatisfaction, it is essential to do research about the
workload in terms of activities and explore to what extent the workload is affected by the
changed environment. After that, it is possible to advise them on how to adapt to the changing
environment.
Although this research is characterized as practice-oriented research, the generated knowledge
is also valuable for science. In this research, theories and existing literature will be used for this
10

new situation. The theories about activities have not previously been used on the new situation
of the physiotherapists. Therefore, this research can possibly contribute to confirm or amend the
theory.

1.5 Outline of the research
This research starts with an introduction followed by a theoretical background. After describing
the theoretical background, the methodology that has been used to conduct this research is
explained. Subsequently, the results from the survey are presented and based on these results a
conclusion is given. Lastly, a discussion will be provided with limitations of the research,
implications for further research will be given, just as further practical recommendations.
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2. Theoretical framework
In this chapter the theoretical concepts are explained. First of all, the concept workload is
elaborated on, followed by an explanation of the different types of activities based on the theory
of De Sitter, Achterbergh and Vriens and Ashby. After that, the current activities in the
physiotherapeutic sector are elaborated on and in the third part these activities are coupled to
the theoretical activities. After that the added activities in the physiotherapeutic sector are
explained. Lastly, these activities are coupled to theory and based on both current and added
activities, a conceptual model is drafted.

2.1 Workload
In this research workload is an essential concept. “Workload is typically defined as the amount of
work an employee has to do in a given period of time” (Jex and Britt, 2014, p. 225). In most cases it
is necessary that a distinction is made between perceptions of workload and objective workload
(Jex and Britt, 2014). In an occupational setting, workload can be explained by two aspects:
Quantitative workload or overload and qualitative workload (Jex and Britt, 2014; Katz and Kahn,
1978). Quantitative workload or overload means that an employee has more work to do than
can be accomplished in a comfortable way. Qualitative workload means that someone has work
that is too difficult (Katz and Kahn, 1978). By designing a new system, or iteration of an existing
system, some problems can occur, for example workload bottlenecks and overload can be
identified (Buettner et al. 2015). In this research, the workload will be measured in terms of
activities performed by physiotherapists. Due to the changed environment, three activities are
added to the activities physiotherapists were performing already. When workload is measured
in terms of activities, it will give an insight in the workload in total and of particular activities.
Thereby, this research wants to find out what the perceptions of the workload are and identify if
this is qualitative workload or quantitative. In the next paragraph, different kinds of activities
will be determined and elaborated on.

2.2 Transformation process and activities
In organizations, often transformation processes take place. “A transformation process is a
process turning some input into some output” (Achterbergh and Vriens, 2010, p.12). To realize
transformation processes and to regulate them operationally, certain conditions have to be
installed. Before the three classes are elaborated, the term regulate needs explanation. Due to
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constantly changing circumstances in the environment, there is need for tuning. According to de
Sitter (2000), regulation can be defined as coping with change. To regulate, regulatory potential
is necessary. This means all the possibilities someone has to his disposal to solve or to deal with
tasks (De Sitter, 2000). Regulatory potential are someone’s knowledge, skills, attitude, network,
status and power (De Sitter, 2000). Workload and regulatory potential are strongly related; if
someone has a low level of workload, they will use their regulatory potential for other things.
For example they may interfere in the work of other people or are going to try new things. When
the workload is too high and the regulatory potential is low, people can have stress, anger and
feelings of powerlessness (De Sitter, 2000)
The earlier mentioned conditions are divided into three classes, namely conditions with respect
to the division of work (the organization structure), conditions with respect to human resources
and conditions pertaining to technological means. The conditions referring to the organization
structure refer to defining and allocating tasks and responsibilities. The second condition group,
the human resources, are referring to recruiting and developing personnel which are skillful,
knowledgeable and motivated. The last conditions refer to the technological means, in more
details, this is required for realizing transformation processes and regulating them
operationally, e.g. machines, or ICT (Achterbergh and Vriens, 2014). “Organizations perform
transformation processes realizing certain goals (by delivering their output), these processes have
to be monitored and intervened in, when necessary they have to be regulated operationally), and,
to realize and regulate transformation processes in organization, infrastructural conditions from
three classes are required.” (Achterbergh and Vriens, 2010, p. 14). Based on this description on
realizing and regulating transformations in organizations, four different activities can be
identified. These four different activities are: (1) realizing transformation processes, (2)
regulating transformation processes operationally, (3) setting goals for transformation
processes (regulate them strategically), and (4) designing infrastructural conditions for
transformation processes and their operational regulation (regulating them by design). In more
general terms these activities can be separated into two main categories, namely regulatory
activities and operational activities. This research focuses on the two main categories of
activities and are explained in more detail.
The first main category is ‘the regulatory activities’ can be divided into three sub activities,
which are strategic regulation, regulation by design and operational regulation. The other main
13

category is the activity which actually perform the activity, in order words, operational activities.
According to De Sitter (2000) three types of operational sub-activities can be differentiated:
making, preparing, and supporting.
Ashby (1958) uses other terms for the three regulation activities. He refers to control, design
and operational regulation. He defines regulation as “blocking the flow of variety from
disturbances to essential variables.” (Ashby, 1958, p.201). Whereby essential variables are
defined as: “a variable that has to be kept within assigned (physiological) limits if an organism is to
survive in its environment” (Ashby, 1958, p.197).
Also De Sitter makes a distinction for the separate regulation activities. He looks at regulatory
capacity with respect to internal and external regulation and routine and non-routine. Internal
regulation refers to combine and coordinate processing steps to material and/or information by
yourself. (De Sitter, 2000, p.19). External regulation refers to selecting import and export
transactions with exchange partners. (De Sitter, 2000, p.19).
In this research, the terms of Achterbergh and Vriens (2014) are used for the regulation
activities in this research as well. To define them, a combination of the three authors will be used
to give a complete definition of the different regulation activities. The two main categories of
activities (operate and regulate) are explained separately in the next paragraph. Table 1 gives an
overview of the three authors and their terms for the regulation activities:
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Ashby

De Sitter

Achterbergh and Vriens

Control

External non-routine regulation by

Strategic regulation

changing essential task variables and/or
their norms
Design

External non-routine regulation:

Regulation by design

attenuation task-external disturbances
by redesigning networks of tasks or
change environment otherwise;
Internal non-routine regulation:
attenuating task-internal disturbances by
redesigning the tasks internal
infrastructure;
Internal non-routine regulation by
amplification, i.e. increasing routine
regulatory potential
Operational

Both internal/external routine regulation

Operational regulation

Regulation

(Table 1: Achterbergh & Vriens, 2010, p. 240)

2.3 Regulatory activities
The constantly changing conditions within a company call the need for alignment (De Sitter,
2000, p. 13). Therefore regulatory activities are needed. Regulation is defined as coping with
change. “The regulatory aspect of a transformation concerns dealing with the (virtual and actual)
disturbance the operational sub-transformation faces in realizing the desired output of the
transformation. (De Sitter, 1994, p.10). As mentioned before, there are three different regulatory
activities distinguishable, namely strategic regulation, regulation by design and operational
regulation (Achterbergh and Vriens, 2014). All three activities will be explained separately.
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2.3.1 Strategic regulation

Strategic regulation is needed when there are changes going on in the environment. The market
could ask for another product or develop new requirements for a particular product (De Sitter,
2000). “For every transformation process goals have to be set so as to ensure their organizational
distribution” (Achterbergh and Vriens, 2014, p. 13). Strategic regulation entails setting goals for
a transformation process. It may be that transformations are challenged by the environment and
this can lead to a changed way of working together. To think about this changed way of working
is on the level of strategic regulation. Adaptations to environmental change are addressed and
therefore a redesign of the process is necessary (De Sitter, 2000, p. 103).
2.3.2 Regulation by design

As mentioned above, sometimes a changing view on the environment is established. Thinking
about this new view is on the level of strategic regulation, but for that a redesign is necessary.
“Nothing is perfect, so there will always be problems that recur regularly and apparently are not
properly resolved within the existing processes” (De Sitter, 2000, p. 102). When these processes
are tried to be changed in order to improve them, a change in the ‘way of working’ is established
and thus a change in the design of the process. Given some goal, a designer thinks of
disturbances possibly affecting these goals and constructs a table which includes the goals and
possible disturbances. This table enables a regulator to make sure that these goals are met when
confronted with specific disturbances (Achterbergh and Vriens, 2014). To construct such an
effective table, a designer can do two things. First of all, a designer can decrease the variety of
disturbance (attenuation). Second, a designer can increase the regulatory potential of a regulator
(amplification) (Achterbergh and Vriens, 2014).
2.3.3 Operational regulation

Operational regulation refers to the norms that are prevailing in an organization. These norms
are used to detect, assess and intervene. “The processes in the organization are governed
according to existing norms which determines who does what and when and how it is governed by
what norms” (De Sitter, 2000, p.101). Realizing transformation processes is often affected by
disturbances and many disturbances can negatively affect realizing the goal of the process
(Achterbergh and Vriens, 2014). To deal with these disturbances, two activities are essential.
The first one is to monitor the transformation processes, and based on the monitoring results,
the second activity is to take measures to do something about the disturbances. These activities,
needed to deal with disturbances, are examples of operational regulation activities.
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2.4 Operational activities
“The operational aspect of a transformation concerns the realization of its desired effect (its
desired end state)” (Achterbergh and Vriens, 2014, p.235). For instance, in the case of an energy
company, it has to do with performing all the operational activities that are involved in actually
realizing energy for households. Operational activities can be separated into three suboperational activities: making, preparing and supporting (De Sitter, 2000; Van Hooft, 1996).
2.4.1. Making activities

“Making activities refers to the actual, direct realization of the output of the transformation (or in
the case of organizations: actually producing an order)” (Achterbergh and Vriens, 2014, p. 249).
For instance, performing the sequence of activities, needed to make a table. Both making and
preparing are directly tied to the transformation’s specific output.
2.4.2. Preparing activities

“Preparing activities refers to providing the necessary conditions for performing the sequence of
“make”-activities” (Achterbergh and Vriens, 2014, p. 249). For example scheduling workers,
providing the necessary raw materials, tools and equipment for producing a table, but also
purchasing, sales, product design and process design. These preparing activities are directly
order-related.
2.4.3 Supporting activities

Supporting activities refer to all operational activities that are indirectly tied to realizing the
output such as maintenance, human resources planning, services for transportation, quality,
staff and premises or technical service (Achterbergh and Vriens, 2014). These activities are not
directly order-related and therefore less order specific. For example, maintenance is something
that always has to be done and therefore maintenance rules are needed that are independent of
any specific order. The same applies to quality management and personnel matters (De Sitter,
2000; Van Hooft, 1996).

2.5 Current activities in the physiotherapy sector
In the previous paragraph the activities distinguished in the literature are elaborated on. In this
paragraph the activities distinguished in the physiotherapy sector are explained. The Royal
Dutch Society for Physiotherapy (KNGF) has conducted a profile for the profession
physiotherapy in January 2014. This document provides all the information about the work
domain of physiotherapists in the Netherlands. Due to developments in the Dutch society, the
17

work domain of physiotherapists has changed. For example, a social phenomenon as
individualization affects the prevailing views about care. Quality of life and choices that people
make are more central than before, according to the KNGF. In the care process, the client and
physiotherapists jointly determine the nature and frequency of the selected treatment and
therefore the KNGF mentioned that the client has become more central in the demand for care.
This document also provides seven areas of competence. In this research, these areas of
competence will be seen as the activities in the physiotherapy sector. These seven activities are
explained separately.
1. Physiotherapeutic acting: The physiotherapist provides methodical explicit, conscientious
and judicious assistance to clients with a problem. He is showing professional behavior
according to the work domain. He collects and interprets data, so that he is doing the
screening, diagnostic and therapeutic process according the principles of Evidence Based
Practice (EBP) within the boundaries of the profession. He provides up-to-date, effective,
curative and preventive care ethically.
2. Communicating: To guarantee the high quality of help for the clients and a high level of client
satisfaction, the physiotherapist has to maintain an effective relationship with the clients and
their family and/or other involved parties. The physiotherapist communicates in a clear,
transparent, effective and efficient manner while trading physiotherapy. This involves both
verbal and nonverbal communication.
3. Collaboration: The physiotherapist works, when necessary, together with other involved
professionals, insurance companies, societal- and government agencies. He makes full use of
available expertise in order to achieve a high quality of care.
4. Knowledge sharing and scientific practice: The physiotherapist acts according to the
principles of EBP, he contributes to the development of clinical expertise for himself and for
others and he contributes to scientific practice.
5. Societal acting: The physiotherapist takes the interest of the client in consideration in
relation to the interest of others and societal interests. He performs his profession in a
socially responsible manner in which factors such as sustainability, ethics, legal framework
and the socio-cultural context play an important role.
6. Organizing: Next to the fact that a physiotherapist operates efficient and effective, he strives
for a good organization. In fact, the physiotherapist acts as a manager of his own work, but
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also in relation to the work of other healthcare providers he shall act as a manager. He takes
decisions relating to the use or deployment of resources and staff, setting goals, priorities
and making a policy. He organizes his own work, in which he maintains a balance between
his professional activities and the need to further develop himself and, when necessary, the
healthcare organization he works for.
7. Professional acting: The physiotherapist provides customer care of high quality, in a honest,
sincere and committed way. He takes responsibility for his actions and takes care of a
balance between personal and professional roles. He knows the limits of his competences
and is acting according to his competence. When he does not have the competence to help
someone, he uses outside experts. He recognizes ethical dilemmas, understands ethical
standards and complies with the law.
Based the document of the KNGF the seven activities are used in this research as the current
activities physiotherapists have to perform.

2.6 Current activities in physiotherapy sector coupled to activities
distinguished in theory
In paragraph 2.2 and 2.3 all the activities distinguished by Ashby, De Sitter and Achterbergh and
Vriens are explained. They distinguish two main categories of activities, namely regulatory and
operational activities. Both main categories are divided into sub activities, namely strategic
regulation, regulation by design and operational regulation and the operational activities are
divided into prepare, make and support activities. In paragraph 2.5 the activities distinguished
in the physiotherapeutic sector are explained. There are seven current activities physiotherapist
perform. These seven activities are physiotherapeutic acting, communicating, collaboration,
knowledge sharing and scientific practice, societal acting, organizing and professional acting. In
this paragraph these activities, are coupled to the activities that are distinguished in theory.
Physiotherapeutic acting
Physiotherapeutic acting is coupled to the operational activities. “The operational aspect of a
transformation concerns the realization of its desired effect (its desired end state)” (Achterbergh
and Vriens, 2014, p.235). Physiotherapeutic acting is actually treating the clients with a problem.
Physiotherapeutic acting includes three different activities. First of all it includes the screening
process, which entails the screening of a client through a focused anamnesis, optionally with a
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physical examination, in order to decide if the problem belongs to the work domain of a
physiotherapist. This screening process is an example of a prepare activity. After the screening
process, the diagnostic process needs to be done. The physiotherapist identifies and analyzes the
movement problem of the client via the methodical way and relates this to the request for help
of the client. This is also an example of a prepare activity. The last activity is the therapeutic
process, which entails the actual treatment. In consultation with the client the treatment plan is
carried out. This activity also entails the evaluation and the closure with the client after the
problems are treated and cured. This whole therapeutic process is an example of a make activity.
Communicating
The second activity that a physiotherapist performs is communicating with the client, their
family and other involved parties. In the description of the activity communication is stated that
communicating is necessary to guarantee the high quality of the treatment and the high
customer satisfaction. Although support activities refer to all the operational activities that are
indirectly tied to realizing the output, such as quality (Achterbergh and Vriens, 2014), they are
characterized by the fact that they are not order specific. In this case the communication the
document is referring to, is order specific. Therefore, communicating is an example of a make
activity, because communicating is necessary to realize the desired effect (satisfied customer
and high quality) (Achterbergh and Vriens, 2014).
Collaboration
Collaboration means working together with other professionals and thereby make full use of the
available expertise to deliver the highest quality. This collaboration is an example of a strategic
regulatory activity. “For every transformation processes goals have to be set so as to ensure their
organizational distribution” (Achterbergh and Vriens, 2014, p. 13). To ensure the organization
distribution of a physiotherapist, and thus delivering the highest quality, collaboration is
necessary.
Knowledge sharing and scientific practice
This activity is an example of an operational regulatory activity because physiotherapists have to
act according to the norms of EBP, and they need to contribute to scientific practice. Operational
regulation refers to the norms that are prevailing in an organization (De Sitter, 2000).
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Societal acting
This activity is also an example of an operational regulatory activity. The physiotherapists act in
a way that is societal responsible way, whereby factors as sustainability, ethics, legal framework
and the socio-cultural context play an important role. These factors can be seen as norms and
therefore is an operational regulation activity (De Sitter, 2000).
Organizing
This activity is an example of a regulation by design activity, because the physiotherapist strives
for a good organization and organizes his own work. This entails the ‘way of working’ and
therefore it can be classified as a regulation by design activity (De Sitter, 2000).
Professional acting
This activity is, just like societal acting, an example of an operational regulatory activity. The
physiotherapist delivers customer care of high quality in an honest, sincere and committed way.
These standards of how high quality is achieved, can be seen as norms. Therefore it can be
classified as an operational regulatory activity, because these activities refer to norms that are
prevailing in an organization (De Sitter, 2000).

2.7 Added activities in the physiotherapeutic sector
In the previous paragraphs it became clear which activities are distinguished by the KNGF and
how these activities are coupled to the theory. However, based on the implemented measures
described in the introduction chapter and the changed environment due to these measures, it
became clear that these seven activities are not the only activities that have to be performed by
physiotherapists. Based on dialogues with physiotherapists and other sources, three new
activities needed to be added. Working together in networks has become more important,
negotiate with insurance companies has been added and due to the requirements of the
insurance companies, the administrative work has increased. In the next paragraph the three
added activities are explained separately.
2.7.1 Care networks

This paragraph provides an explanation of networks in general and a more specific explanation
of care networks. It also becomes clear why networks and care networks are useful.
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“The term “network” is used to describe the observed pattern of an organization. But just as often it
is used normatively: to advocate what organizations must become if they are to be competitive in
today’s business environment” (Nohria and Eccles, 1992, p. 1). Due to more competitive markets,
established firms are trying to restructure their internal organizations along the line of
networks. They are also trying to redefine their relationships with vendors, customers, and even
competitors and are seeking for more collaborative relations that will bind them together into a
network (Nohria and Eccles, 1992). A network can be thought of as an inimitable and nonsubstitutable asset by facilitating access to unique resources and capabilities (Gulati, 1999).
From a network perspective, the environment consists of a field of relationships that bind
organizations together. Also called an “inter-organizational field” (DiMaggio and Powell, 1983, p.
148). These organizations include “key suppliers, resource and product customers, regulatory
agencies, and other organizations that produce similar services or products.”
The study of relations between organizations has been a major concern of organization theorists
for at least the past twenty-five years (Milward and Provan, 1998). Much of this recent interest
has been generated by an emerging recognition by academics that businesses, as well as
organizations in the not-for-profit and public sectors, are increasingly turning to various forms of
co-operative alliances as a way of enhancing competitiveness and effectiveness in ways that would
not be possible through the traditional governance mechanisms of market or hierarchy (Milward
and Provan, 1998, p. 388).
Now that it is clear what a network is and why they are important, a more specific view on
networks for the subject of this research is needed. What are care networks?
Care networks, or care chains, consist of an institutionalized co-operation of regional or local
institutions and professionals, intended to facilitating cooperation at the operational level with
the aim of creating a coherent, integrated offering for (specific) client categories (RVZ, 1998).
The rationale behind the strategy is that defragmentation among healthcare providers hampers
an integrated, efficient and controllable care, while integral cooperation promoted this (MurVeeman e.a., 2001; Hardy e.a., 1999). In these networks, facilities and activities of professionals
are aligned and this results in that clients always and everywhere receive the care that meets
their complete needs (Fabbricotti, 2007). In a care network, all elements in the process are
coordinated and for the client the transitions between institutes are well regulated (Hoogeboom
et al., 2007). A condition for a successful care network is that all the participating disciplines are
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working according to the principles of Evidence Based Practice. Care chains are a way to
promote cooperation and coordination between care providers (Calsbeek and Rosendal, 2007).
Activities in care networks
It is already explained what care networks are, but which activities have to be performed in such
networks? In recent years, a few studies have focused on care networks. For example, Vahedi
Nikbakht-Van de Sande et al. (2005) did research about the function of care networks in
Palliative care (A Dutch view). The most important achievements obtained by the palliative care
networks were: increase in personal contact between colleagues in a region, improved engagement
and collaboration between participating organizations, enhanced insight in the healthcare
provisions, joined initiatives for the development of new care products, and organizations of clienttailored care. Important success factors for the networks were deemed: fruitful mutual contacts,
regular funding and the collective development of care products” (Vahedi Nikbakht-Van de Sande
et al. 2005, p. 808). Also another research that was focused on a model for care networks
conducted by Minkman (2012) stated that consistency, no miscommunication, clear
coordination and the use of a smooth operating process in combination with ‘customized care’
are essential elements of care networks. In other words, coherence, cooperation and
coordination are certainly of interest.
Also Milward and Provan (1998) did research on care networks and especially focused on how
to measure care networks. To be able to measure these networks, they distinguish five service
links in a network for adults with serious mental illness. The five service links are seen as
activities. The activities they mention are ‘referrals received’, ‘referrals sent’, ‘case coordination’, ‘joint programs’ and ‘service contracts’. The prevailing view among many service
professionals, policy makers, and researchers is that by integrating services through a network
of provider agencies linked through referrals, case management, and joint programs, clients will
gain the benefits of reduced fragmentation and greater coordination of services, leading to a
more effective system (Warren, Rose, and Bergunder, 1974; Rogers and Whetten, 1982).
If you compare these activities with the research of Vahedi Nikbakht-Van de Sande et al., (2005)
some similarities are noticeable. Where Vahedi Nikbakht-Van de Sande et al. (2005) talk about
‘collective development of new care products’, Milward and Provan (1998) call this ‘joint
programs’. Also ‘personal contact with colleagues in region’ matches with the activities ‘referrals
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received and sent’. In this research, the five activities distinguish by Milward and Provan (1998)
are used as the activities needed in a care network. In chapter three they are operationalized.
2.7.2 Negotiate with insurance companies

The second added activity in the physiotherapeutic sector is negotiate with insurance companies
and is explained in this paragraph.
Due to the withdrawing government, physiotherapists have to negotiate with insurance
companies about the prices of the treatments. The healthcare has to be regulated by the market
mechanism according to the Dutch Government. Normally, a price tends to play a crucial role in
balancing supply and demand in a market. But in the healthcare market, money should not play
a significant role in the allocation of necessary care (Schut, 2009). The result is that in addition
to the suppliers and demanders of care, there is a need for a third party. In the case of the Dutch
healthcare, the insurance companies are the third party (Schut, 2009). The interpretation of the
role of the third party is of crucial influence in the way how healthcare markets are functioning.
The third party, the insurance companies are the ones who negotiate about the prices with the
physiotherapists.
2.7.3 Administration

Next to the fact that negotiating is an added activities as a consequence of the implemented
measures, it also becomes clear that this has resulted in more paperwork for the
physiotherapists. They have to report to the insurance companies how they have treated their
clients and this brings much more work than before. Each treatment needs to be reported
according to the requirements of the insurance companies, before they receive the payment.
Therefore, the physiotherapists are obligated to meet their standards in order the get paid and
thus they are doing the added amount of administrative work.

2.8 Added activities in physiotherapy sector coupled to activities
distinguished in theory
The three added activities were explained separately in the previous paragraph. In this
paragraph the added activities are coupled to activities distinguished in theory.
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Care networks
The activity ‘care networks’ consists of five sub-activities but the general activity of working in a
network can be coupled to a ‘supporting’ activity, because this kind of activity refers to all
operational activities that are indirectly tied to realizing the output (Achterbergh and Vriens,
2014). To be part of a care network, the realization of the output will be reached in a more
efficient way since care networks intend to facilitate cooperation at the operation level with the
aim of creating a coherent, integrated offering for (specific) client categories. This is not directly
order-related but it is indirectly tied to realizing the output for these kind of clients.
Negotiate with insurance companies
Due to the implemented measures, physiotherapists have to negotiate with insurance companies
about the prices for the treatments they perform. This activity can be classified as a ‘supporting’
activity, because supporting activities refer to all operational activities that are indirectly tied to
realizing the output (Achterbergh and Vriens, 2014). These activities are not directly orderrelated. The negotiation process with insurance companies is not directly order-related and is an
operational activity that has to be performed to support the ‘making activity’, which is the actual
treatment of the clients and to make sure that the physiotherapists get a compensation for the
treatment.
Administration
Physiotherapists always had to report about their treatments, but due to the increased power of
the insurance companies, the amount of paperwork increased enormously. This activity can be
classified as a ‘making activity,’ because the required administration that the insurance
companies ask for is necessary to actually complete the treatment and receive the payment for
the treatment. “Making activities refers to the actual, direct realization of the output of the
transformation (or in the case of organizations: actually producing an order)” (Achterbergh and
Vriens, 2014, p. 249). Thereby, doing administrative work can also be classified as an
‘operational regulatory activity’, because the requirements set by insurance companies for the
administration before receiving money can be interpreted as norms. “The processes in the
organizations are governed according to existing norms determine who does what and when
and how it is governed by what norms” (De Sitter, 2000, p.101).
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In the past paragraphs all ten activities are explained and coupled to theory. As a result, all the
activities are classified according to the distinction between operational and regulatory
activities. Collaboration is classified as a strategic regulation activity, organizing as a regulation
by design activity and societal acting, professional acting and knowledge sharing and scientific
practice are classified as an operation regulation activity. The other activities are classified as
operation activities, in which physiotherapeutic acting, communicating and doing administrative
work are classified as making activities. Negotiate with insurance companies and working in
care networks are seen as supporting activities. The only activity that has not been coupled with
an activity of physiotherapists is the preparing activity. A preparing activity refers to “providing
the necessary conditions for performing the sequence of “make”-activities” (Achterbergh and
Vriens, 2014, p. 249). This can be scheduling workers, providing the necessary material a
physiotherapist needs, tools and equipment but also sales and purchasing. These kind of
activities are directly order-related but not performed by physiotherapists themselves. For this
reason, none of the activities performed by physiotherapists is classified as a preparing activity.
In the next paragraph, the conceptual model will be shown.
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2.9 Conceptual model
Based on the previous explained theoretical and practical activities performed by
physiotherapists and the two big changes explained in the introduction, the following conceptual
model has been prepared:

Workload in terms of
activities:
Regulatory:






Collaboration
Organizing
Societal acting
Knowledge sharing
and Scientific Practice
 Professional acting

Changed environment:

 No longer part
of basic
assurance
 Way of pricing
(no fixed fee)

Operational:

 Physiotherapeutic
acting
 Communicating
 Doing administrative
work
 Negotiate with
insurance companies
 Working in care
networks
Figure 1: Conceptual model

The left box presents the independent variables of this research. The government has
implemented two big changes which change the environment of physiotherapists.
Physiotherapy is no longer part of the basic insurance and the way of pricing has been changed.
In the past, the government set a fixed price of a treatment, currently the physiotherapist has to
negotiate with insurance companies to determine the price for a treatment. These changed
environment has resulted in three extra activities, namely working in care networks, negotiate
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with insurance companies and doing (more) administrative work. Together with the seven
activities identified by the KNGF, the total range of activities is added up to ten, which are shown
in the right box, the dependent variables. The arrow in the middle means that this research
intends to investigate what the influence is of the changed environment on the workload of
physiotherapists in terms of regulatory and operational activities. The assumption is that the
total workload of physiotherapists has increased due to added activities as a result of this
changed environment. It is thereby assumed that the added activities will be perceived as more
aggravating because physiotherapists may believe that these activities are not their
responsibility since they were educated to treat clients instead of spending a lot of extra time on
administration, building/ working in care networks and negotiate with insurance companies In
the next chapter, the methodology that is used to conduct this research is elaborated on.
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3. Methodology
3.1 Introduction
This chapter explains the methodological choices that contribute to an appropriate research
design. First, the research strategy is discussed. After that, the research approach is explained
followed by the choices that were made according to the sample of the survey and the
operationalization of the variables. Next, the validity and reliability is discussed and the chapter
ends with the method of analysis and a paragraph about research ethics is included.

3.2 Research strategy
The most common research strategies are a case study, a survey and an experiment. In this
research, a survey is used for the collection of data. The purpose of a survey is to produce
statistics, that are, quantitative or numerical descriptions about some aspects of the study
population. Surveys offer an opportunity to collect large quantities of data or evidence in a quick
and convenient manner (Oppenheim, 1966). In more detail, a mail questionnaire is used as data
collection method. The advantages of such a questionnaire are that it is relatively easy to set up,
to distribute among the participants and after that, it can easily be collected and analyzed.
Before the questionnaire was sent to the participants, a pre-test of the questionnaire took place.
According to Babbie (2010), pre-testing a questionnaire is important because the possibility for
errors is always there, regardless of how careful the researcher has designed a questionnaire.
Three physiotherapists were asked to pre-test the questionnaire. They provided feedback which
was used to improve the questionnaire.

3.3 Research techniques
This research takes a positivist philosophical stance, whereby the researcher is seen as an
objective analyst and interpreter of a tangible social reality (Remenyi et al., 1998). This
philosophy emphasizes the importance of an objective scientific method. “Positivism emphasizes
quantifiable observations that lend themselves to statistical analysis” (Remenyi et al., 1998, p.33).
This research intends to use quantifiable observations to get a statistical analysis about the
influence of the changed environment on the workload of physiotherapists in terms of
regulatory and operational activities. Thereby, when a research problem calls for the
identification of factors that influence an outcome, a quantitative approach is best (Creswell,
2014).
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In quantitative studies, the deductive approach is typically used (Creswell, 2014; Anderson,
2009; Vennix, 2011). This research has taken a deductive approach as well. The formulated
conceptual model is based on existing theories and knowledge about activities in the
physiotherapeutic sector. The theory is operationalized in a way that the collected data could
contribute to further theorizing on the subject.
In this research, also qualitative aspects are used. Three physiotherapists were preliminarily
interviewed. The purpose of these interviews was to get a complete understanding about the
exact problem. The findings of these interviews were used to design the study.

3.4 Sample
The main way of collecting information was by asking people questions. Their answers
constituted the data to be analyzed. Generally, information was collected about only a fraction of
the population rather than from every member of the population. This is a sample (Fowler,
2014). The population of this research consisted of physiotherapists in the Netherlands, who
currently practice the profession in a physiotherapy practice. Because it was not possible to ask
all active physiotherapists in the Netherlands, a subset of the whole population has been taken.
The purpose of drawing a sample is to come to statements about the total population via
generalization from the sample (Vennix, 2011). This research made use of snowball sampling. By
using snowball sampling, it is not possible to ensure that the population will be representative.
For this reason, several control questions were asked to check if the sample was representative
for the whole population. Based on the collected data, it can be concluded that the sample was
representative because 43,9% of the physiotherapist is man, and 56,1% is female. Thereby, all
the provinces are represented in the survey, the only province who had a lot more delegates, is
Gelderland. This makes sense because the researcher is living in Gelderland, just as the biggest
group of her network. Also the ages of the physiotherapists have is spread, 26,28% is between
20 and 29 year, 24,36% is between 29 and 37, 16,99% is between 38 and 46 year, 18,59% is
between the 47 and 55 year and 13,78% is between the 56 and 65 year. The group that have
worked before the changes (before 2004) is 47,5% and the group who worked less than 12
years (since 2004) is 52,50%.
In the Netherlands 22.082 physiotherapist are working in physiotherapist practices. These
22.082 physiotherapists belong to the population of this research. Because all physiotherapists
have a network of other physiotherapists besides their direct colleagues, snowball sampling was
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helpful in this research. Snowball sampling is useful when the population is hard to reach
(Bergeron & Senn, 1998). Because the survey was sent by e-mail, it is quite simple for the
physiotherapists to forward the e-mail to their address book with other physiotherapists. To
determine the sample size, the table of Korzilius (2000) was used in this research. The total
population of physiotherapists in the Netherlands, working in a physiotherapeutic practice,
consists of 22.082 people. With a confidence interval of 95% and a margin of error of 5% a
sample of 377 physiotherapists was needed. In a period of four weeks, 314 respondents had
filled out the questionnaire, which means that 83,30% of the predetermined sample has been
reached.
During these four weeks, a pro-active strategy of contacted physiotherapists practices has been
used. In total 319 practices has been contacted via e-mail, but only some of them answered the
e-mail. It is not possible to give numbers of people who forwarded the e-mail, because the e-mail
did not include a question that if someone forwarded the e-mail, to let the researcher know. This
was an informed decision to make the effort that was asked for as low as possible. This was also
in line with the reasoning of not sending a reminder. Based on some reactions, it became clear
during the four weeks that physiotherapists are overloaded with these kind of e-mails and
therefore a reminder would probably make the physiotherapists irritated instead of productive.
Some of them were already irritated by receiving my email. The people who reacted with the
message that they forwarded the e-mail to their network were thanked for their help.
Next to contacting the practices via their information e-mail, also the physiotherapists network
of friends, colleagues and family of the researcher were used to send direct e-mails to
physiotherapists. Also two physiotherapists who are friends of the researcher helped her by
posting a message about the survey on the LinkedIn and Facebook platform only accessible for
physiotherapists. FysioActueel designed a post of the survey on their website, after they were
contacted by the researcher, even as different platforms where everyone with an account can
upload messages were used to share the survey link. The post of FysioActueel is can be found in
appendix 5. The post of the survey was also included in a mailing to 1537 physiotherapists of the
educational institute for physiotherapists Nexus. This mailing is included in appendix 4. Lastly,
an employee of the KNGF has sent the survey directly to 197 physiotherapists. In the appendix,
screenshots can be found of the different sharing platforms. In advance, a response rate of 20%
was set, and therefore approximately 1900 physiotherapists were needed to get 377 filled out
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surveys in return. Afterwards it is hard to say what the actual response rate was, because there
is no overview of the exact amount of physiotherapists who received the e-mail about the
survey.

3.5 Operationalization
To make the transition from statements to observation, the variables need to be operationalized
(Vennix, 2011). This is done in a visible way and written down. The tree structure that is shown
below is according to the operationalization of Vennix (2011).

Figure 2: Operationalization
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To find out the influence of the workload in terms of regulatory and operational activities, it was
necessary to identify for each of the activities whether the physiotherapists spends time on a
certain activity and if so how much time. Thereby it was important to measure if they experience
a certain activity as aggravating and if they do, why they experience it that way. Via this, the
workload of a certain activity can be analyzed. Also, via the questionnaire the researcher wants
to find out if they work overtime and which activities they perform while working overtime. So,
for each activity the first question was if they spend time on it. If they spend time on it, the other
questions followed for each activity they spend time on separately.
Care networks
To make sure that physiotherapists have the same definition of a care network, some additional
questions on care networks were asked. In this research, care networks, or care chains, are an
institutionalized co-operation of regional or local institutions and professionals, aimed at
facilitating cooperation at the operational level with the aim of creating a coherent, integrated
offering for (specific) client categories (RVZ, 1998). Milward and Provan (1998) conducted a
research named ‘measuring network structure’, whereby they identified five activities that occur
in a network for adults with serious mental illnesses. Because their research about measuring
networks is about networks of health providers, the activities they use to measure care
networks were used to operationalize care networks in this research. In this research, the care
networks are not restricted to adults with serious mental illnesses but are care networks for
offering care to (specific) client categories. The five activities and their definitions applied to this
research are:
1. Referrals received: Does your practice receive clients with some regularity from the
health providers you are collaborating with?
2. Referrals sent: Does your practice send clients with some regularity to the health
providers you are collaborating with?
3. Case co-ordination: Does your practice co-ordinate and share cases on an ongoing basis
with healthcare providers you are collaborating with?
4. Joint programs: Does your practice have any programs with the health providers you are
collaborating with, in which clients are served jointly through a formal collaborative
effort with these health providers?
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5. Service contracts: Does your practice send funds to or receive funds from the health
providers you are collaborating with for providing services on a contractual basis to
clients?
These questions were asked, just as the question if physiotherapists spend time on care
networks.
Treatment of clients
According to the KNGF the profession of physiotherapists consists of seven activities they have
to perform. The seven activities were reduced to six activities because physiotherapeutic acting
and communication cannot be separated since during the treatment of a client, the acting takes
place at the same time as the communication. To be able to operationalize these two activities
and gain insight in the amount of time physiotherapists spend on these two activities related to
treating clients, the two activities were pooled to one activity: treatment of clients. These
activities were both classified as a making activities, which made it possible to cluster them.
This activity was operationalized as the amount of time they spend on the treatment of clients.
This involves physiotherapeutic acting (screening, diagnosing, therapeutic process), and
communication with the client, family and other involved parties.
The five remaining activities are collaboration, knowledge sharing and scientific practice,
societal acting, professional acting and organizing. Collaboration, knowledge sharing and
scientific practice need no further explanation and were operationalized according to the
general questions explained in the beginning of this paragraph.
Societal and professional acting
For societal acting and professional acting it was less straightforward. These two activities are
not that concrete to ask whether they spend time on it. Societal acting and professional acting
should be used during the treatment of clients, but it is not a individual action. For this reason,
physiotherapists were not asked if they spend time on it, but if they keep these ‘norms’ in mind
while treating a client. The rest of the questions, about if they experience it as aggravating and
working overtime, were the same for these two activities.
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3.6 Questionnaire
All the activities were operationalized, some with additional explanation. Based on these
operationalization, a questionnaire for the physiotherapists were drafted, which is added in the
Appendix. All the questions were translated to Dutch, because the physiotherapists are all Dutch
physiotherapists, operating in a Dutch society. Thereby, to make sure that the physiotherapists
understand what is meant by every activity, the survey started with a definition of all the
activities. Next to that, the physiotherapists were able during the whole survey to open the file
with the definitions of the activities. To make sure that all topics were covered, the
physiotherapists were asked at the end of the survey if they have additional information which
they think is applicable for this research. Thereby, the physiotherapists were asked if they like to
receive the results of the research after the research is finished.

3.7 Validity and reliability
“One way to try to ensure that measurement error is kept to a minimum is to determine properties
of the measure that give us confidence that it is doing its job properly. The first property is validity”
(Field, 2013, p. 12). The validity of a scale addresses the question whether it measures what it
was designed to measure (Vennix, 2011; Field, 2013). Because the questionnaire that is used in
this research has not been used before, it is quite hard to make sure that the questionnaire is
valid. Although, there are some things a researcher can do to enlarge the validity. Validity can be
separated into two forms of validity, namely internal and external validity. Internal validity
means measure what you want to measure (Vennix, 2011). External validity means that the
results are generally applicable (Vennix, 2011). To make the internal validity as high as possible,
the survey has been pre-tested to make sure that the physiotherapists understood what they
were asked. Thereby, terminology which is used by physiotherapists was used in the survey and
they were able to open a definition sheet during the whole survey. As explained earlier in this
chapter, 83,30% of the total sample of 377 respondents was reached. This means that the results
are not totally general applicable. For this reasons the conclusions are somewhat cautiously
formulated. Another form of validity is content validity (Creswell, 2014; Vennix, 2011). To make
the content validity as high as possible, the operationalization of each variable needs to be very
accurate (Vennix, 2011). In the previous paragraph, all the variables are operationalized to a
certain extent. There are two ways to improve the operationalization, namely by using existing
literature about existing operationalization of variables and by presenting the operationalization
to some potential participants. The first aspect has been done by the variables ‘care networks’.
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Another way to make the content validity as high as possible is by asking potential participants
to take a look at the operationalization. Therefore, three physiotherapists were asked to look at
the operationalization before the questionnaire was done. As mentioned before, also a pre-test
has been taken by three other physiotherapists to improve the content validity (Babbie, 2010).
The second property is reliability, which means whether an instrument can be interpreted
consistently across different situations (Field, 2013). To measure the reliability of a
questionnaire, another researcher needs to repeat the survey by the same participants and
check whether the given answers are the same over time (Vennix, 2011; Field 2013, Swanborn,
1994). In this research, all the choices and steps that have been taken, are described in detail.
A way to assess reliability is by making use of triangulation (Vennix, 2011). In this research, a
few sources of data were used. Some interviews were performed, a questionnaire was
conducted and documents of the KNGF, Dutch Government, Nivel and NZa were used.

3.8 Method of analysis
This research aims to find out to what extent the workload of physiotherapists in terms of
regulatory and operational activities is affected by the changed environment. The first statistical
tests that were conducted were frequency tables, to get an inside into the performed activities.
After that, a repeated-measures ANOVA was performed. A repeated-measures ANOVA is used
when the same participants participate in all conditions of an experiment to overcome to
problem of correlated scores (Field, 2013). The results of the ANOVA asked for a post-hoc
analysis, which was done by independent sample t-tests. According to Field (2013, p.325) an
independent samples t-test “is used when there are two experimental conditions and different
participants were assigned to each condition”. All these statistical test took the assumptions of
the tests into account. IBM SPSS Statistics was used to run the analyses.

3.9 Research ethics
“There is a growing recognition among scientists, government officials, research institutions, and
the public that ethical conduct is essential to scientific research” (Shamoo and Resnik, 2015, p. 1).
Hence, this research dwells upon research ethics. Although a researcher strives for full
objectivity, it needs to be acknowledged that full objectivity is never be possible (Kant, 1997).
Although it is not possible to reach full objectivity, this research will strive for objectivity in
experimental design, data analysis, data interpretation and other aspects where objectivity is
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expected or required (Shamoo and Resnik, 2015). One of the important virtues, suggested by
Holt (2012), is sensitivity in handling participants relationships/data. In this research, data was
collected, from many individual physiotherapists. All the physiotherapists filled out the
questionnaire anonymously and their answers were only used to draw conclusions for this
research. The data is not shared with other parties. Thereby, Holt (2012) states that participants
should be informed about the purpose of the study, their expected involvement and duration.
Before the participants filled out the questionnaire, a page with information should be read with
the elements mentioned by Holt (2012). Another important aspect of research ethics, is honesty.
A person who acts honestly repeatedly develops the virtue of honesty (Shamoo and Resnik,
2015, p. 14). The information about the research that was sent to the participants conducted of
honest information. The estimated time of answering the questionnaire was given and all the
promises that have been made about anonymity and not sharing the data with other parties
were respected. The last principle of ethics that is important in this research, is carefulness. This
means that a researcher needs to avoid careless errors and negligence (Shamoo and Resnik,
2015). In this research, the work was carefully and critically examined and records were kept
about correspondence with involved agencies because the contact was mainly by e-mail. When
the contact is face-to-face or via the telephone, notes will be taken and shared with the
particular contact person.
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4. Results
In this chapter, the results of the quantitative research are shown. To answer the main question
of the research, the sub questions need to be answered. The main question of the research is: ‘To
what extent is the workload of physiotherapists in terms of regulatory and operational activities
affected by the changed environment? But firstly the reliability of the survey is discussed.
Afterwards, in five steps, all the sub questions are answered.

4.1 Reliability of the survey
To be able to assess the reliability of a survey, the missing data had to be deleted. The total
amount of respondents who started with the survey was 355. When a respondent filled out more
than 13% of the survey, the answers were useful because at this point they had filled out the
questions about which activities they spend time on. The respondents with 0 – 13% were
deleted, which resulted in a total amount of 314 respondents. 207 of the total amount filled out
100% of the questionnaire. For each sub question the total amount of respondents is given.
For each respondent the kind of questions they had to answer was depending on the answer
they gave on the question about which activities they spend time on. When they answered ‘no
time’, the follow-up questions for this particular activity were not given. To use, for example, the
Cronbach’s alpha to measure the reliability of a survey, a scale with several items can be
analyzed. In this survey, there were no scales with several items to measure a particular concept.
For this reason, the Cronbach’s alpha cannot be used to measure the reliability. Because this
survey was used for the first time, it is essential to describe in detail how the process went and
which steps were taken. This is done in the upcoming paragraphs, where the sub questions are
answered individually.

4.2 Analyses of the results
This research aims to answer the question: ‘To what extent is the workload of physiotherapists in
terms of regulatory and operational activities affected by the environment?’. To answer this
question, five sub questions were drafted, which are all shown in the figure below. In the coming
paragraphs, all the sub questions are answered, step by step. Eventually this is the basis for
answering the main question.
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Figure 2: Visual outline of the results

Step 1: Changed environment

As explained in the introduction of the research, the environment of
physiotherapists has been subject to two big changes. The first was that the
physiotherapy is no longer part of the basic health insurance in the Netherlands
since 2004. The years before 2004, the government had set a fixed fee for a treatment and this
fixed fee was set for the whole sector. This does belong to the past now.
The second change in the environment of physiotherapy is about the way of pricing. The Dutch
government was not pleased with the system. It had to be more effective, result-oriented and
innovative. Thereby, it should be more client-oriented, which can be reached, according to them,
by giving the initiative to the market. To accomplish this, it had to be changed to a free rates
system for physiotherapy. After a conducted experiment between 2005 and 2008, this change
became a definite new system. The reasoning behind this idea was that a physiotherapist, who
39

provides better quality of service, could agree on a higher price with the insurance company.
According to A. Klink, the experiment had shown positive results: positive impulses on quality as
well as product innovation and prices became market conform. In his belief, insurance
companies and physiotherapists did find each other more easily, which resulted in quality for
the customers and also a broader assortment of treatment possibilities. In a later paragraph this
assumption is challenged.

Step 2: Changes workload due to changed environment

These two big changes did not remain unnoticed, new activities made their
entrance. To be more precise, three new activities were added which have
to be performed by physiotherapists. One of the question I asked myself as a
researcher was if these added activities changed the workload of
physiotherapists. To answer this question, I had to find out if the physiotherapists do actually
spend time on these activities, just as the ‘current activities’. In the theoretical chapter, workload
was defined as “the amount of work an employee has to do in a given period of time” (Jex and Britt,
2014, p. 225).
All respondents were asked which activities they spend time on and with which frequency they
do perform this certain activity (the distinction between current and added activities was not
visible for the respondents).
Activity
Collaboration
Organizing
Knowledge sharing
and scientific practice
Treatment of clients
Doing administrative
work
Negotiate with
insurance companies
Working in care
networks

Amount of
performing
(N=314)
303
298
295

Percentage

Most popular
frequency

96,50%
94,90%
93,95%

311
313

99,04%
99,68%

Daily
Daily
Monthly and
weekly
Daily
Daily

143

45,54%

Yearly

221

70,38%

Monthly

Table 2: Performed activities
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As shown in table 2 above, for all the activities, except for ‘negotiate with insurance companies’,
the majority is performing the activity. To look more into detail to this output and especially to
the added activities, the function of the physiotherapist was added to make a distinction. During
the control questions, a physiotherapist was asked what his or her position is: employer,
employee or otherwise. The option ‘otherwise’ has been categorized in three possibilities: a
member of a partnership, owner of a sole proprietorship or freelancers. For each function an
analysis was conducted to identify if the function influences the fact a physiotherapist is or is not
spending time on the added activities: ‘doing administrative work’, ‘negotiate with insurance
companies’ and ‘working in care networks’.
Doing administrative work
With the exception of one respondent (employee), every physiotherapist spends time on ‘doing
administrative work’. For all three functions, the frequency ‘daily’ was chosen by the vast
majority, which is visible in table 3 below.
Function:
Performing ‘doing
administrative work’
Popular frequency

Employer (N=90)
100%

Employee (N=194)
99,48%

Otherwise (N=30)
100%

Daily: 93,33%

Daily: 94,82%
Daily: 86,67%
Table 3: Doing administrative work

Negotiate with insurance companies
Negotiating is not that often performed by employees, which makes sense because via comments
of physiotherapists it became clear that employed physiotherapists often are not part of the
negotiations, because there is an one year contract with a fixed fee for the whole practice. They
are not paid per treatment, they receive a monthly salary. The negotiation is the responsibility of
the practice owner. Table 4 below shows the exact results.
Function:
Performing ‘negotiate
with insurance
companies’
Popular frequency

Employer (N=90)
75,55%

Employee (N=194)
31,95%

Yearly: 76,47%

Yearly: 69,35%
Yearly: 92,31%
Table 4: Negotiate with insurance companies
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Otherwise (N=30)
43,33%

Working in care networks
In the introduction it was already mentioned that the importance of working in care networks is
increasing, which is also shown in table 5 below. The majority of every function is performing
this activity, whereby the employer is leading. Despite the function, the frequency that is chosen
in most cases is monthly.
Function:
Performing the
activity
Popular frequency

Employer (N=90)
74,44%

Employee (N=194)
70,10%

Otherwise (N=30)
60,00%

Monthly: 52,24%

Monthly: 52,21%
Monthly: 66,66%
Table 5: Working in care networks

Because all three categories of the ‘otherwise’ option can be seen as quite similar to the
employer function (because as a member of a partnership he/she is (partly) the owner, just as
the two other categories). These two groups (employer and otherwise) were merged.
This means that 30 + 90 = 120 physiotherapists are a (semi)-employer and that with this
merged function group the following can be concluded: the only significant difference occurs for
‘negotiating with insurance companies’. All three added activities, due to the changed
environment, have changed and increased the workload of physiotherapists. The activity
‘negotiate with insurance companies’ is mainly performed by employers, members of a
partnership, owners of a sole proprietorship and freelancers, but less by employees.
Function /
activity

Total

Percentage

Function /
activity

Total

Percentage

Employer
(merged
category)

120

100%

Employee

194

100%

Activity 1

120

100%

Activity 1

193

99,48%

Activity 2

81

67,5%

Activity 2

62

31,96%

Activity 3

85

70,83%

Activity 3

136

70,10%
Table 6: Increase workload
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Step 3: Difference between the perceived workload of the added activities
and the current activities

The first two steps answered the questions about what has changed the
environment and if these changes have changed the workload of
physiotherapists. How do physiotherapists perceive the workload? Is the
perceived workload higher for the added activities than for the current activities? And was this
relation moderated by, for example, the years of service or gender? These questions are
answered in this paragraph.
Earlier in this research, an assumption was written about that the perceived workload of the
added activities was higher than for the current activities. This assumption is true. To come to
this conclusion, an analysis of variance (ANOVA) had to be run. To be able to run this analysis,
the variables needed had to be merged, to get one score for every respondent. The activities
were divided into ‘current’ and ‘added’ activities, whereby the current activities are
‘collaboration’, ‘knowledge sharing and scientific practice’, ‘treatment of clients’, ‘societal acting’
and ‘professional acting’. ‘Organizing’ should also be part of this merged variable, but
unfortunately a mistake was made while building the flow structure into the questions. As a
result, the respondents did not receive the follow up questions about the perceived workload of
‘organizing’.
The merged variable of ‘added’ activities’ did consist of ‘doing administrative work’, ‘negotiate
with insurance companies’ and ‘working in care networks’. The two groups did exist of
respectively five and three variables, whereby the mean of the 1 to 5 scale was taken. The
requirement was that the respondents had filled out at least one activity.
As described earlier, the assumption was that the workload for the ‘added activities’ is higher
than for the ‘current activities’.
With all variables merged, the ANOVA was run. To be more precise, a repeated-measures ANOVA
was done, because the variable ‘type of activity’ is a ‘within subject variable’. By using this test
the problem of correlated scores is not an issue anymore (Field, 2013). “Repeated-measures is a
term used when the same participants participate in all conditions of an experiment” (Field, 2013,
p. 458).
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The results show that the ‘type of activity’ was significantly affected by the level of perceived
workload of a physiotherapist, F(1, 262) = 402.48, p < .05. In figure 3 below, the direction of this
relation is shown, which means that the perceived workload is significantly higher for the added
activities compared to the current activities.

Figure 3: Workload for type of activity
It became clear that the assumption true, it becomes more and more interesting to find out if
this relation is moderated by years of service and gender. Years of service is interesting, because
a distinction can be made between the physiotherapists who work before ánd after the changes
(more than 12 years) and physiotherapists who only know the new situation.
The variable, which has measured the years of service, was split into two groups. The period in
which the changes made their entrance started in 2004. Before 2004 the ‘old situation’ was in
place. Therefore, two groups were made whereby a differentiation is made for physiotherapists
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who also have worked in the ‘old situation’ and those who only worked as a physiotherapist
with the ‘added activities’ already in place. The limit is 12 years, so the first group filled out 12 or
more years and the other group less than 12 years. A frequency table shows that 52,5% percent
of the respondents belong to the group 0-12 years and the other 47,5% belongs to the group >12
years.
With all the variables ready for the tests, the moderated effect was tested. For this case, the
assumption was that the workload for the ‘added activities’ is higher than for the ‘current
activities’, especially for physiotherapists who also have worked in the ‘old situation’ (>12
years).
To conclude, if this effect is moderated by the more or less than 12 years, the results of the
interaction effect are needed. The results show that the relationship between ‘type of activity’ on
the level of perceived workload is significantly moderated by ‘years of service’, F(1, 262) = 5.97,
p < .05.
As shown in figure 4 below, the perceived workload for the added activities is higher for
physiotherapists who work longer than 12 years than for the physiotherapists who only worked
in the ‘new situation’. The difference between the perceived workload for the current activities
is extremely small, but in this case the perceived workload is a bit higher for the
physiotherapists who are more than 12 years working as a physiotherapists.
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Figure 4: Moderated by years of service
To sift through the results of the analysis of variance, a post-hoc analysis was done. An
independent sample t-test was done. According to Field (2013, p.325) an independent samples ttest “is used when there are two experimental conditions and different participants were assigned
to each condition”. The t-tests were used to find out if the following assumptions are true:
-

The current activities do not have a significant effect on the perceived workload

-

The added activities do have a significant effect on the perceived workload

On average, respondents who worked less than 12 years have a lower level of perceived
workload on the current activities (M = 1.92, SE = .06) than respondents who worked more than
12 years (M = 1.96, SE = .06). This difference was not significant t(277) = -.50, p > .05.
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On average, respondents who worked less than 12 years have a lower level of perceived
workload on the added activities (M = 2.85, SE = .08) than respondents who worked more than
12 years (M = 3.13, SE = .08). This difference was significant t(262) = -2.60, p < .05.
Based on these two outcomes, both assumptions are true. This makes sense because the group
who worked less than 12 years do not know ‘better’. They only learned how to get their work
done based on all the activities they have to perform, in other words, for them the ‘added
activities’ are not added. For the physiotherapists who did work before the changes, know how
the previous situation was and therefore to them the ‘added activities’ are extra. Now it is
proven that the level of perceived workload is higher for the added activities than for the current
activities, especially for physiotherapists who already worked longer than 12 years, but there is
no inside yet in the activities individually. To get this information, a non-parametric test was
done. A parametric test is not possible here because the perceived workload is measured on a 15 scale, which is not an interval but an ordinal variable.
The appropriate test to measure the activities on an individual basis, according to Field (2003),
is a Pearson Chi-square test. With these cross-tabs a comparison can be made for the two groups
(=< 12 years and >12 years) and the level of perceived workload for all the six activities
separately, whereby a distinction was made based on regulatory and operational activities.

Regulatory activities
Levels of
perceived
workload:

not
aggravat
ing

A little
bit
aggravat
ing

Collaboration

36,26%

51,22%

=< 12 years

57

> 12 years
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Knowledge sharing
and scientific
practice

35,20%

=< 12 years
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Activity:

On average
aggravating

A lot
aggravating

Extremely a
lot
aggravating

Total

42

28

5

0

132

42

41

5

1

138

11

0

126

45,06%

32

38

47

> 12 years

43

40

35

6

0

124

Societal acting

56,48%

45,74%

=< 12 years

59

24

14

2

1

100

> 12 years

63

19

27

5

2

116

Professional acting

57,21%

45,00%

=< 12 years

54

20

14

3

1

92

> 12 years

61

19

22

5

2

109

Table 6: Regulatory activities

Operational activities
Levels of
perceived
workload:

not
aggravating

A little bit
aggravating

On average
aggravating

A lot
aggravating

Extremely a
lot
aggravating

Total

Activity:
Treatment
of clients

39,92%

48,73%

=< 12 years

47

26

44

11

2

130

> 12 years

58

35

33

5

2

133

Doing
administra
tive work

44,87%

=< 12 years

7

13

27

61

22

130

> 12 years

8

7

31

57

30

133

=< 12 years

24

10

4

13

5

56

> 12 years

8

6

13

25

16

68

Working in
care
networks

38,02%

61,98%

Negotiate
with IC

48

=< 12 years

42

32

13

5

0

94

> 12 years

31

38

23

6

0

98

Table 7: Operational activities
For all activities an independent samples t-test was done. The results showed that there was
only a significant association between the years of service and the extent to which ‘negotiate
with insurance companies’ was perceived as aggravating χ2 (4) = 22.36, p < .001. As shown in
table 7, physiotherapists with more than 12 years of service have a higher level of perceived
workload of this activity than physiotherapists who are working less than 12 years as a
physiotherapist.
For all the other activities, the association was not significant. But in table 6 and 7, separated by
regulatory and operational classification, the biggest answer group (except from ‘not
aggravating’) was marked red, with the percentage above. The percentage is based on the total
respondents minus the respondents who filled out ‘not aggravating’. Also this percentage is
given in table 7 above.
The question ‘is the workload of the added activities different from the workload of the current
activities and is this relation moderated by the amount of years working as a physiotherapist?’ can
shortly be answered: the workload of the added activities is higher than the workload of the
current activities and this relation is moderated by the amount of years working as a
physiotherapist, namely physiotherapists who are working more than 12 years as a
physiotherapist have a higher level of the perceived workload on the added activities.
The same has been done for gender as moderated effect. The results show that the relationship
between ‘type of activity’ on the level of perceived workload is not significantly moderated by
‘gender’, F(1, 272) = 0.01, p > .05. In addition, when the focus is only on gender, the results show
a significant effect, F(1, 272) = 3707.13, p < .05. As shown in figure 5 below, women have a lower
perceived workload than man.
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Figure 5: Gender

Step 4: Reasons for perceived workload

At this moment, we do know that the added activities have a higher level of
perceived workload and that years of service has a moderating effect and
gender has not. But, what underlies this perceived workload? This question is
answered in the coming paragraph.
The respondents received, for every activity they spend time on, individually a question about
why they perceive a certain activity as aggravating. They only got this question if they did not
answer that they did not perceive a certain activity as aggravating. With this information, it
became possible to find out what underlies the perceived workload. The questions have four
options, the first one was ‘I do not have enough skills to perform the activity’, the second option
was ‘it is not my responsibility’, the third option was ‘with all the other activities, it is too much
work’ and the respondents got the opportunity to choose the ‘other’ option and fill out what the
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reason is. These ‘other’ reasons were categorized, with the result that every respondent had one
number for this question. Surprisingly, for all the activities, the option ‘with all the other
activities, it is too much work’ was chosen by the vast majority. Only for ‘treatment of clients’
and ‘negotiate with insurance companies’ this answer was not picked by more than 50% of the
respondents. In case of ‘treatment of clients’, several reasons were also picked a couple of times.
For example that it is physically and mentally aggravating and that keeping track of the
administrative work during the treatment is aggravating. For ‘negotiate with insurance
companies’, there was one other reason, which was picked many times, namely ‘you cannot call
it a negotiation’. This outcome corresponds to the assumption, because in the introduction it was
already mentioned that the influence of physiotherapists is small. The other assumption was
that often the reason ‘it is not my responsibility’ was picked, this assumption is not true. Instead,
the reason ‘with all the other activities, it is too much work’ is the multiple winner, as shown in
table 8 below.
Reason:
Activity:
Collaboration (N=155)
Knowledge sharing and scientific
practice (N=155)
Societal acting (N=96)
Professional acting(N=79)
Treatment of clients (N=163)
Doing administrative work
(N=258)
Negotiate with IC (N=93)
Working in care networks
(N=120)

With all the other activities, it is
too much work
111 (71,61%)
120 (77,42)

You cannot call it a
negotiation

54 (56,25%)
49 (62,02%)
69 (42,33%)
150 (58,14%)
33 (25,48%)
89 (74,17%)

28 (30,11%)

Table 8: Reasons perceived workload
In the previous paragraph, all the activities were looked at individually. During this analyses, it
became clear that especially ‘negotiate with insurance companies’ and ‘doing administrative
work’ are perceived as aggravating. To give a better insight into the reason for this perceived
workload, some quotes of respondents are used to show their feelings. A physiotherapist wrote:
“The tremendous amount of administration costs a lot of time. The most of this is not for the
purpose of the client, but created by and for the insurance companies.” Another respondent filled
out: “The insurance companies require more and more administrative actions but we do not get
more time or money for it. As a results, it has to be done in our ‘own time’.” Thereby, several
respondents filled out that it is at the expense of the time of the client and it is not quality
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improving. Even though the system for free rates was created to ‘give a positive impulse on
quality and it was supposed to be more client-oriented’, physiotherapists are saying the
opposite.
Reasons given for the perceived workload of ‘negotiate with insurance companies’ sound like “I
experience mental frustration because you cannot call it a negotiation. If you finally have contact
with an insurance company, it is a bureaucratic wall where I cannot get through.” And another
respondent filled out: “it’s a lot of time without results: there is no contact person, we do not have
an honest position in the market and thereby there is no appreciation for our work but it is
motivated by distrust”. Also in this case, the Dutch government said that the insurance
companies and the physiotherapists can easily find each other and that the negotiation would
result in a higher price for physiotherapists who provide better quality of service and besides
that, market conform prices would be reached. These answers of the respondents do imply
otherwise.
To get back to the most picked reason, ‘with all the other activities, it is too much work’ it is
interesting to look closer to the questions about the overtime hours. Of the 314 respondents in
total, 208 filled out the question if they work in overtime. 94,71% answered this question with
yes. The follow up question asked for the frequency of overtime, whereby 45,69% said that they
work overtime hours on a weekly basis, and 41,12% answered this question with a daily basis.
To refer back to the theoretical chapter, it can be concluded that quantitative workload applies
to the situation of the physiotherapists, which means that an employee has more work to do
than can be accomplished in a comfortable way (Katz and Kahn, 1978).
To get all the activities done, physiotherapists have to work in their ‘own time’. But, what kind of
activities do they perform while working overtime hours? Based on the previous answers, which
were already given, the assumption is that especially ‘doing administrative work’ will be
performed during overtime hours. As shown in table 9 below, 91% of the respondents perform
administrative work in the overtime hours.
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Type of activity

Percentage of physiotherapists who
perform this activity in overtime hours

Collaboration
Organizing
Knowledge sharing and scientific practice
Treatment of clients
Doing administrative work
Negotiate with insurance companies
Working in care networks

37,5%
51,0%
38,0%
52,0%
91,5%
10,5%
33,0%

Table 9: Performed activities during overtime hours
It is imaginable that when working overtime, on a daily or weekly frequency, is it perceived as
aggravating. To test this assumption, the respondents were asked to what extent they perceive
the overtime hours as aggravating. It may not be a surprise that the outcome shows that the two
biggest answer groups are ‘on average aggravating’ and ‘a lot aggravating’ and that the smallest
group is ‘not aggravating’.
Levels of
perceived:

not
aggravating

A little bit
aggravating

On average
aggravating

A lot
aggravating

Extremely a
lot
aggravating

Total

Frequency

14

35

74

55

19

197

Percentage

7,1%

17,8%

37,6%

27,9%

9,6%

100%

Workload:

Table 10: perceived workload overtime hours
But, what is even more interesting, is the reason behind the perceived workload of the overtime
hours. 172 physiotherapists filled out this question, whereby the biggest group (42,6%)
answered that it negatively effects their work-life balance. Another answer which was given
quite often is that the amount of administrative work is a lot and that it is unpaid as well.

Step 5: Relation between the reasons for the perceived workload and the
changed environment

To make the circle round, the relationship between the changed environment
and the reasons for the perceived workload has to be made. In this paragraph,
the question ‘how are the underlying reasons of the perceived workload related to the changed
environment?’ is answered.
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By answering the third sub question it became clear that physiotherapists do perceive increased
workload. Thereby they perceived more workload for the three ‘added activities’, than they do
for the ‘current activities’. Due to the answers in the previous sub question, it became clear that
for all the activities, the most picked reason for the perceived workload was that ‘with all the
other activities, it is too much work’.
The changed environment consists of two big changes, namely the fact that physiotherapy is no
longer part of the basic insurance and the second change is the shift from fixed prices to free
prices. These two changes brought three activities who were added to the activities
physiotherapist already had to perform. For example, physiotherapists have to “negotiate” with
insurance companies about the prices for a treatment. Due to the changed environment, the total
amount of activities became nine, instead of six.
Knowing this, combined with the reasons for the perceived workload (which is increased), it can
be said that the increased workload is strongly related to the changed environment. This became
more clear when a significant relation was found between the workload and the years of service.
Physiotherapists who worked before the changes, do nowadays perceive a higher workload,
especially for the added activities. So, in short: the added activities, as a result of the changed
environment, have resulted in a higher workload for physiotherapists and the main reason they
give for this perceived workload is the fact that ‘with all the other activities, it is too much work’.
The five sub questions were answered in the previous paragraphs. Building further on these
answers, the next chapter will draw the conclusion, which is done by answering the main
question of this research. Thereby, further recommendations will be drawn as well.
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5. Conclusion and discussion
5.1 Conclusion
This final chapter will focus on answering the main question of this research: ‘To what extent is
the workload of physiotherapists in terms of regulatory and operational activities affected by the
changed environment?’ By answering this question, the objective of this research can be reached.
The objective of this research is: ‘Gain insight into the workload of physiotherapists in terms of
their regulatory and operational activities in order to advise them to adapt to the changed
environment.’ The main question will be answered by combining the results shown in the
previous chapter and the theoretical background of this research.
In the results chapter the five sub questions were answered, which has step by step led to the
answer of the main question. Based on the analyses that were conducted, it can be concluded
that the workload of physiotherapists in terms of regulatory and operational activities is affected
by the changed environment. Due to the changed environment, the workload is increased by
three activities (doing administrative work, negotiate with insurance companies and working in
care networks) that are performed by the vast majority of physiotherapists. Only ‘negotiate with
insurance companies’ is less performed by employees, in comparison to employers. Thereby, the
perceived workload for these three added activities is significantly higher than for the ‘current
activities’, especially when a physiotherapist is already working more than 12 years as a
physiotherapist. The most picked reason for the perceived workload for all the activities is ‘with
all the other activities, it is too much work’, which makes sense if the percentage of
physiotherapists who work overtime hours is shown: 94,71%. It also became clear that the two
activities, which have a higher level of perceived workload, are ‘doing administrative work’ and
‘negotiate with insurance companies’. 91% of the physiotherapists who answered to work
overtime hours is doing administrative work in these hours. A frequently given underlying
reason for the perceived workload of overtime hours is that it negatively affects their work-life
balance.
But what does this answer of the main question mean? In the theoretical chapter it was
described that regulation is defined as coping with change (De Sitter, 2000). Also it was noted
that strategic regulation is needed when there are changes going on in the environment (De
Sitter, 2000). The changed environment has resulted in three added activities. To be able to
perform these added activities in a convenient way, also more regulatory potential is needed. As
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mentioned in the theory, regulatory potential is needed when there is a high level of workload
(De Sitter, 2000). For two out of the three added activities, a high level of perceived workload
was measured. In this specific case, regulatory potential is seen as power. This was mentioned as
one of the factors of regulatory potential in the theory. Although three activities were added, the
regulatory potential has not increased. In the case of ‘negotiate with insurance companies’ the
physiotherapists complain about the fact that it is not a negotiation, the power of the insurance
companies is too big. When there is not enough regulatory potential and the workload is high,
stress, anger or feelings of powerlessness can occur (De Sitter,2000). A closer look on this will be
taken in the discussion paragraph.
Strategic regulation entails setting goals for a transformation process. A transformation process
was defined as turning some input into some output (Achterbergh and Vriens, 2010). In the case
of a physiotherapist, the transformation process is treating a client with physical problems to
solve these problems and finally receiving money for this treatment from the insurance
companies. However, the input, which is needed to realize the transformation process, has been
changed. To use De Sitter’s words (2000): the market asks for new requirements for a particular
product: the administrative work has been increased, due to the grown requirements of the
insurance companies. To realize a transformation processes and to regulate them operationally,
certain conditions have to be installed, according to the theory in this research. These conditions
were divided into three classes, namely conditions with respect to the division of work,
conditions with respect to human resources and conditions pertaining technological means. The
results have shown that there is no problem with the technological means, but the elements
‘division of work’ and the ‘human resources’ are elements, which come back in the disturbances.
Whereby the amount of administrative work and the way how the negotiation went with
insurances companies are the biggest disturbances.
The transformation process of physiotherapists is challenged by the environment and this has
led to a changed way of working (more administrative work, negotiations and working in care
networks). When a change in the environment has been established, a redesign of the way of
working can be necessary. The way of working has been changed for physiotherapists, not due
to a redesign but to new requirements (administrative work and negotiation with insurance
companies). This new way of working is not a convenient way, according to physiotherapists,
because ‘with all the other activities, it is too much work’. They have to work overtime hours, to
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get all the requirements done, before receiving money from insurance companies. Therefore, a
redesign of the way of working of physiotherapists is necessary to cope with the increased
workload and even better, to lower to perceived workload and increase the regulatory potential.
To step in the shoes of a designer, there are two things that can be done: a designer can decrease
the variety of disturbance (attenuation) and second, a designer can increase the regulatory
potential of a regulator (amplification) (Achterbergh and Vriens, 2014). But, to deal with
disturbances, two activities are essential: monitoring the transformation processes, and based
on the monitoring results, measures need to be taken to do something about the disturbances.
These activities, needed to deal with disturbances, are examples of operational regulation
activities. In this research, ‘knowledge sharing and scientific practice’, ‘societal acting’,
‘professional acting’ and ‘doing administrative work’ were classified as operational regulation
activities.
The transformation process has been monitored by analyzing the results of the survey, which
showed that ‘doing administrative work’ gives problems. The norms for this activities, which are
not set by the physiotherapists themselves, but by the government are, in the eyes of the
physiotherapists not reachable in the given time they have for the treatment of a client.
Therefore, the next step needs to be taken: do something about this disturbance. Besides the
disturbance of the enormous amount of administrative work, also the fact that the
physiotherapists do not feel that they are negotiating with the insurance companies is a
problem, because they can just ‘sink or swim’. The activity ‘negotiate with insurance companies
has been classified as a ‘supporting activity’, because this activity is not directly-order related.
This negotiation has to be performed to support the making activity ‘treatment of clients’, to
make sure that the physiotherapists have a contract with an insurance company and get a
compensation for the treatment. In fact, it does not support the physiotherapist when treating
the clients because it brings extra work and it is perceived as aggravating because it is ‘no
negotiation’.
To sum up, a redesign is needed. A redesign tries to change the processes in order to improve
them. A redesign can be seen as an intervention, for which Achterbergh and Vriens (2014)
designed the 3D-model. In the recommendation paragraph, the 3D-model will be explained in
more detail, even as two other recommendations.
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5.2 Discussion
In this paragraph the theory used in this research is reflected on and will be explicated. Besides,
positive aspects as well as limitations of the research will be addressed and possibilities for
future research will be elaborated on.
The theory of Achterbergh and Vriens (2014), Ashby (1958) and De Sitter (2000) was used to
make a classification between the operational and regulatory activities of physiotherapists and
to explain what transformation processes are and how they occur in organizations, including the
three classes of conditions which are needed to realize a transformation process. At the same
time, the concept workload was defined as the amount of work an employee has to do in a given
period of time (Jex and Britt, 2014) and it set out different kinds of workload, whereby this
research focused mainly on perceptions of workload, in more details qualitative workload (Katz
and Kahn, 1978). Although this theoretical background has supported the research, the results
showed elements, which were not directly related to the used theory. The used theory
mentioned the fact that if a transformation process is not realized, a designer can decrease the
variety of disturbance (attenuation) or a designer can increase the regulatory potential of a
regulator (amplification) (Achterbergh and Vriens, 2014). Especially this second part, the
regulatory potential, proved to be important. The used theory did not deepen this concept
although this could have been interesting. According to De Sitter (2000) regulatory potential can
be separated into internal and external regulatory potential. If this is couple to, for example, the
feeling of having no influence during negotiation, it can be linked to the ‘external regulatory
potential’ (De Sitter, 2000). When someone has external regulatory potential, it means that he is
jointly searching for a solution for an occurring problem with partners (De Sitter, 2000). In this
case, the problem is that there is no external regulatory potential. This counts for both the
amount of administrative work, because if physiotherapists do not meet the requirements, they
do not get the money and if they do not ‘negotiate’, they do not have a contract with an insurance
company. According to De Sitter (2000), someone who has only internal regulatory potential,
does not participate in the process of awarding sentence (De Sitter, 2000). When they are not a
part of this process, they do not feel involved and therefore develop a feeling of alienation. It can
be the case that although a lack of external regulatory potential, the internal regulatory potential
can be high (De Sitter, 2000). In this case, someone can adapt the way of working to changing
circumstances. He can be alienated to his ‘work environment’, but at the same time he can solve
the occurring problems due to the changed environment. When this is the case, the chances of
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having stress are relatively low (De Sitter, 2000). Physiotherapists do have the ‘freedom’ to
design their own workday, because they are, for example, not obliged to spend 10 minutes of
their treatment time to administrative work. They can ‘choose’ to perform this during overtime
hours. This is also what is happening in reality, as shown in the results, but physiotherapists do
perceive this working in overtime hours as aggravating. A possibility for future research is to
find out if physiotherapists are alienating from their work processes and the level of stress they
have as a result of a low external regulatory potential.
This research focused on workload but other research already has shown that workload is
linked to a number of strains, including anxiety, physiological reactions such as cortical, fatigue
(Ganster & Rosen 2013) backache, headache, and gastrointestinal problems (Nixon et. al, 2011).
Thereby, workload as a work demand is a major component of the demand-control model of
stress (Karasek, 1979). This model suggests that jobs with high demands can be stressful,
especially when the individual has low control over the job. It can be interesting to use this
model for future research by physiotherapists because the activities which they perceive as
aggravating, the capacity to regulate them is low or not present, which may be compared to ‘low
control’.
Besides the theoretical part, some positive aspects and limitations were entailed. Firstly the
positive aspects are addressed.
The pre-tests which were done by three physiotherapists have increased the validity of the
research. The feedback they gave on the questionnaire made it possible to update the
questionnaire in a way that the questions were clear for physiotherapists and their ‘language’
was better used in the updated version. Also it has helped that the researcher spoke to three
different physiotherapists to get a clear insight in the problems and actualities to optimize the
subject of the research.
The choice to make use of a mail survey turned out positively, because it was easy for the
researcher to spread the survey to the target audience, as well as for the physiotherapists who
were asked to spread it to their network of physiotherapists.
Another positive aspect is that the assumptions, which were set up in the beginning of the
research, have mostly proven to be true. It was assumed that the total workload of
physiotherapists has increased due to the added activities, as a result of the changed
59

environment. Besides, it was assumed that the added activities would be perceived as more
aggravating than the ‘current activities’. This assumption was tested by using an repeatedmeasures ANOVA, which showed a significant effect. What was not assumed, but also turned out
to be true, is that this significant effect is moderated by years of service. A physiotherapist who
is already working for more than 12 years, has a higher level of workload, than physiotherapists
who are working less than 12 years.
Next to the positive aspects, also some limitations of this research can be mentioned. Firstly, a
mistake was made by building the flow into the questionnaire which resulted in missing values
for the activity ‘organizing’. The follow up questions about the reasons for the level of workload
were not shown to respondents. For this reason, this data was missing, and the current activities
did not exist of six activities during the analyses, but of five and no information was available
about the reasons for the perceived workload to analyze this activity individually.
Although 314 physiotherapists filled out the survey, which is 83,30% of the desired sample, the
amount 377 was not reached. Based on this, the conclusions that are drawn cannot totally be
generalized to the whole population of physiotherapists. Besides, the sample represented all
provinces in the Netherlands, both in cities and in villages.
The last question of the questionnaire was if the physiotherapists wanted to share additional
information. Some of the physiotherapists used this question to provide the researcher with
feedback. One of the aspects mentioned was about the fact that the questionnaire consisted of
many similar questions, only the activity was different. This resulted in the fact that it was not
always that amusing to fill out the survey.
This research intended to proof that the changed environment has led to an increased level of
(perceived) workload. The researcher was not in the possession of a reference analysis, which
was conducted before the environment changed. For this reason, it was necessary that the
reasons for the perceived workload could be linked to the changed environment. During the
questionnaire the respondents were somewhat pushed into a mindset while considering what
the reasons were for the perceived workload. To decrease this ‘push into a particular mindset’,
the option ‘otherwise’ was always given by answering an open question.
The last limitation is related to the overall research process. The researcher has been treated by
several physiotherapists for three years. This may have resulted in a researcher bias. Constantly,
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the researcher took the research ethics into account while conduction the research. All the filled
out questionnaires were anonymous for the researcher and their data will not be shared with
other parties. The participants were informed about the purpose of the study, their expected
involvement and duration and they were asked if they would like to receive the outcome of the
research. In the appendix the introduction e-mail, which was sent to physiotherapists and their
practices, can be found.

5.3 Recommendations
At the end of the conclusion, it became clear that it is advisable to redesign the organizational
infrastructure of the physiotherapy. But, next to a redesign, also other things can be done. A
change in the division of work can be result in quick wins and also organizing meetings to learn
from each other can improve the effectiveness and efficiency. In this paragraph these three
elements are explained individually.
Firstly, the redesign of the organizational infrastructure of the physiotherapy is elaborated on. In
more detail, the organizational infrastructure of a physiotherapeutic practice in the Netherlands.
An intervention, according to the 3D-model, can help a designer to episodically intervene in the
structure of organizations. The goal of such an intervention is twofold: firstly it aims that the
intervention is accepted and integrated in the organizational behavior and social practices.
Thereby, the goal is optimizing the quality of the design as much as possible and its
implementation. Hereby, a project infrastructure is needed, which is supporting the realization
of the goal in and of the intervention. This 3D-model consists of three dimensions, namely the
functional dimension, the social dimension and the infrastructural dimension. The functional
dimension consists of four parts. It starts with the diagnosis, which included the following
aspects: a gap analysis, which is a list of problems, an analysis of the causes of these problems
should be conducted and finally a ‘solution space’ needs to be determined. This space consists of
all the parameters which are regarded as a cause for the problematic values of the diagnostic
variables and which values can be altered by means of a change in the infrastructure. The second
step is the design phase. The goal of the design phase is to select infrastructural measures that
can cause the parameters to have values so that the diagnostic values reach their desired norm
values. To realize this goal, three steps need to be taken. Firstly, different realizations for each
parameter need to be determined. Second, feasible combination of realizations is needed and
lastly a combination of realizations needs to be selected.
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The third phase is the implementation phase. For this phase, the goal is to actually implement
the design, in other words to implement the proposed changes of the infrastructure. This has to
be done by defining the differences between the proposed changes of the infrastructure and the
current infrastructure. Based on the gaps that emerge, an implementation plan has to be made,
in terms of a division of the intended change to the infrastructure into manageable and feasible
portions. The last step is to carry out the implementation plan.
Afterwards an evaluation is important, which is the fourth phase. The goal for this phase is to
determine whether the implemented solution has the desired effect.
As mentioned, the 3D-model consists of three dimensions. Not only the functional dimension,
with the four phases, needs to be kept in mind but also the social dimension. To explain the
social dimension, Schein’s model (1986) of organizational change is needed. His model consist of
three classes, which are the unfreeze part, the change part and the refreeze part. Key for the
unfreeze part is installing a readiness for change. This entails three sub-goals: create
disconfirmation, secondly to create anxiety or guilt. In this second stage, it is also important to
describe the role of the desired new situation. The third sub-goal is to create physiological
safety. The goal for the change part is to find alternative modes of behavior. This can be done by
scanning the environment but also by identification with a role-model. The third part is the
refreeze-goal which has the goal to make sure that the alternative mode of behavior is
incorporated into the daily routines and the work of organizational members. To realize this,
two sub-goals are given. The first is to make sure that the alternative modes of behavior fits
someone’s personality. The second sub-goal is to make sure that the alternative mode of
behavior fits socially.
The third pillar of the 3D-model is the infrastructural dimension. The overall objective of the
infrastructural dimension is designing the infrastructure to realize the functional and social
goals. This can be done according to three steps. Firstly to structure the intervention. This
entails determining the structure of the organization to realize the intervention. It also included
HR-measures, for example rewards, leadership or, for example, the role of a consultant. The
third part is technology, which entails communication technology, research methods and
problem-solving methods.
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At this point, all the three dimensions of the 3D-model are explained, but it is important to
connect the dimensions for a successful intervention. This can be done when the following seven
steps are walked through. The first step is to determine the functional goals, the second step is to
decide the social goals. After that the objects of communication need to be set, the character of
communication has to be chosen and the required participants to realize the social and function
goals need to be included. Thereby, it needs to be clear what the roles of the participants are.
The fourth step is deciding on the structural configuration and the prolongation thereof to
determine the HR-design. The sixth step is determine which supporting technologies are needed
in the intervention and lastly, alignment needs to be determined between the selections of the
infrastructural axis.
When physiotherapists follow these steps, a new design for the way of working can be
established, whereby the focus should be on finding ways to increase the regulatory potential
and decrease the changes for disturbances. To give one example of decreasing the change on a
disturbance, related to the amount of administrative work, is to provide a typing course for them
who are not typing that fast. When they are able to type faster, the time they spend on
administrative work will decrease. Thereby, it can also be an option to look for newer
technology, for example to look for voice recognition software. Via this way, the physiotherapists
can be recorded while treating a client instead of typing everything afterwards.
The second recommendations is about the division of work. The starting point should be: ‘it is
the way it is, but how can it be more effective and efficient?’ To make it more effective and
efficient, the work should be less aggravating and less time consuming. To establish this, I would
recommend to have a closer look to the competencies and skills of a physiotherapists. It is
proven by Meyers and van Woerkom (2016) that if someone need specific competencies for a
function and these competencies are in line with someone preferred behavior and strengths, it is
positively affecting the work-related well-being. The practices may have a look to their
employees and find out what their preferred behavior is and adapt the division of work
according to this. For example, it may that some physiotherapists have less resistance to
administrative work or are better in negotiation and do not mind to negotiate. I think that when
the division of work is more based on competences and skills and preferred behavior, the level
of perceived workload will be lower.
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The third recommendation is about learning from each other. I think it will be fruitful to
organize meetings for physiotherapists whereby topics are discussed as administrative work
and negotiation. They can learn from each other, hear about other ways of working and
implement some of these ways in their own way of working. I realize that these meetings are
also time consuming and extra work, but I think in the end this will improve the effectiveness of
physiotherapists. They may have to invest some extra time at first, but it will save time in the
end.
In short, these three recommendations are not mutually exclusive but the redesign is the most
time consuming and expensive recommendation. The other two are more manageable on a
shorter period, but I think in the end a redesign is needed. The other two recommendation can
be seen as starting points for the redesign. I may give the physiotherapists the motivation to
start with the redesign if they first experience that the two other recommendations show
positive results.
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Appendices
Appendix 1: Introduction mail
The mail that was sent to physiotherapists to invite them to participate to and spread
my questionnaire is in Dutch, because the targeted audience is Dutch as well.

Geachte fysiotherapeut,
Mijn naam is Leonie Klaassen en ik ben Master student aan de Radboud Universiteit te
Nijmegen. Ik ben momenteel met mijn masterscriptie bezig. Het gaat over de
veranderingen in de markt van de fysiotherapie en in hoeverre dit invloed heeft op de
werkdruk van fysiotherapeuten. Om antwoord te kunnen geven op deze vraag, heb ik een
enquête gemaakt. Om betrouwbare conclusies te trekken, heb ik 400 ingevulde enquêtes
nodig. Met mijn eigen netwerk kom ik hier niet aan en daarom kan ik alle hulp goed
gebruiken. Zou u mij willen helpen met het invullen en verspreiden van mijn enquête onder
uw netwerk/praktijk van fysiotherapeuten? Het duurt 10-15 minuten en de enquête is
volledig anoniem. Mocht u na afloop van de enquête geïnteresseerd zijn in de resultaten,
dan kunt u uw e-mailadres achterlaten in de daarvoor aangegeven ruimte.
De link van de enquête is:
http://fmru.az1.qualtrics.com/jfe3/form/SV_davhWfqbEXgkbfD
Mijn dank is groot!

Met vriendelijke groeten,
Leonie Klaassen
E: leonie_klaassen@hotmail.com
T: 0626929682
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Appendix 2: Questionnaire
Beste fysiotherapeut,
Mijn naam is Leonie Klaassen, een master studente aan de Radboud Universiteit
Nijmegen. Graag nodig ik u uit om deel te nemen aan mijn enquête. De enquête
onderzoekt in hoeverre de werkdruk van fysiotherapeuten onderhevig is geweest aan de
veranderingen in het werkveld van de fysiotherapie.
De enquête is volledig anoniem en het doel is om inzicht te krijgen in welke activiteiten
fysiotherapeuten uitvoeren en in welke mate zij deze activiteiten als belastend ervaren.
Het invullen van de enquête duurt 10-15 minuten. Wanneer het onderzoek is afgerond
en de resultaten bekend zijn, deel ik die graag met u. Aan het einde van de enquête
krijgt u de mogelijkheid om uw e-mailadres in te vullen zodat ik de resultaten naar u kan
mailen.
Bij voorbaat mijn dank voor uw medewerking.
Voor vragen kunt u mij mailen op: leonie_klaassen@hotmail.com
Leonie Klaassen
In deze enquête wordt gesproken over activiteiten. Om voor u inzichtelijk te maken hoe
deze activiteiten gedefinieerd zijn, kunt u de volgende link te openen. Wanneer u op de
link klikt, opent een nieuw tabblad waarin u een PDF-bestand vindt met alle definities die
u nodig kunt hebben bij het invullen van deze enquête:
https://www.scribd.com/document/322360251/Definities-activiteiten

De enquête begint eerst met enkele algemene vragen.
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Hierna volgde voor alle activiteiten, waar de fysiotherapeut van had aangegeven er minstens
dagelijks tijd aan te besteden, enkele vragen. Voor de activiteit ‘samenwerken’, met de
aangegeven frequentie van dagelijks is een voorbeeld gegeven:
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Voor de activiteiten ‘maatschappelijk handelen’ en ‘professioneel handelen’ waren de
vragen anders.
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Appendix 3: Parliamentary questions
Screenshot of the news article:
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Appendix 4: Mailing Nexus
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Appendix 5: FysioActueel
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