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Where is the Life we have lost in living?

Where is the wisdom we have lost in knowledge?

Where is the knowledge we have lost in information?
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 1
Background

In the Netherlands, a substantial part of the healthcare budget (11.4%) is spent on psychiatric 

disorders.1 During the last decade the number of patients in mental healthcare has increased by 

10% each year, and the costs of mental illnesses have shown a 7.8% increase between 2000 and 

2010.1 In light of the current economic crisis, discussion on the costs of mental healthcare has led to 

several governmental measures to restrict the growth in mental healthcare expenditure.2 

These measures are grounded in a reform of the Dutch mental healthcare system, dating back 

to the 2001 report issued by the former Minister of Health, Welfare and Sport (Els Borst) entitled 

Vernieuwing van het zorgstelsel (Modernization of the health system).3 In this report she proposed 

to introduce fundamental changes regarding the controlling system in the healthcare sector and 

to develop a health insurance act for all curative healthcare.3 The proposed changes were gradually 

effectuated for curative (mental) healthcare from 2006 onwards, which means that the financing 

system has become partially dependent on the Health Insurance Act (ZVW) and partially on the 

Exceptional Medical Expenses Act (AWBZ). Other financing frameworks that were introduced 

to the mental healthcare sector were the funding by the Ministry of Safety and Justice, and the 

Social Support Act (WMO; funding by the local authority).4 In 2006 ‘payment by performance’ 

was effectuated, and the Diagnosis Treatment Combinations that were already used in general 

hospitals were introduced in mental healthcare. This led to a new form of registration of activities 

in mental healthcare organizations. From 2008 onwards, ambulant treatment and the first year of 

clinical treatment were formally assigned to the Health Insurance Act, meaning that contracts were 

to be negotiated between a mental healthcare provider and the health insurance companies.4 

Government regulation as described above is aimed at monitoring quality, accessibility and 

affordability, and at the same time giving space to market participants to coordinate decentralized 

decisions.3 The introduction of the new Health Insurance Act has been a stimulation for health 

insurance companies to be more competitive, for more compliant admission criteria for healthcare 

suppliers, and for more possibilities and freedom of choice for individual healthcare consumers.5 

The Dutch healthcare market has developed from a supplier market to a buyer market.6 This implies 

that healthcare suppliers should develop from a controlling organization to a market organization.6 

The pressure on price and quality has increased and the image a health insurance company has 

of a mental healthcare supplier’s performance is of defining value in reaching financial contracts. 

Mental healthcare providers are encouraged to show their specific expertise and quality, and to 

demonstrate their distinguishing features compared to other suppliers. 

 Distinguishing from other suppliers in the market begins with the fundamentals of strategic 

market orientation as a starting point of policy development. This means that ‘market research’ 

should be a structural activity within mental healthcare organizations. In general, mental healthcare 

providers are not extensively equipped with instruments to perform this market research. Therefore, 

more knowledge on strategic market orientation, and possible instruments to incorporate this as a 
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strategic function, should be developed. A mental healthcare provider that is actively engaged in this 

development is Stichting Geestelijke Gezondheidszorg Eindhoven en de Kempen (GGzE).

Stichting Geestelijke Gezondheidszorg eindhoven en de Kempen (GGze)

The Netherlands has a total of 4,700 mental healthcare providers.7 Diversity within the field is 

large, ranging from self-employed psychiatrists and psychologists to psychiatric departments 

in general hospitals and specialized mental healthcare organizations. The Netherlands has 32 

integrated specialized mental healthcare providers.7 One of these providers is Stichting Geestelijke 

Gezondheidszorg Eindhoven en de Kempen (GGzE). GGzE originated in 1918 under the name 

‘Rijkskrankzinnigengesticht Woensel’ (Eindhoven), which was the denomination for psychiatric 

hospitals at that time.8 The name was later changed to ‘Rijks Psychiatrisch Instituut’ (1946) and then to 

‘Psychiatrisch Ziekenhuis De Grote Beek’ (1986).8 In 1996 a merger between the ‘Psychiatrisch Ziekenhuis 

De Grote Beek’ and the Regional Institutes for Ambulant Mental Healthcare resulted in GGzE in its 

present form.9 GGzE is situated in the southern part of the Netherlands and has a formal working area 

that includes about 527,000 inhabitants. A number of GGzE’s services has a superregional function, 

i.e. the Clinic for Intensive Treatment (KIB), Intensive Psychiatric Family Treatment (IPG), Youth 

Forensic Treatment (Catamaran) and the Clinic for Forensic Psychiatric Treatment (De Woenselse 

Poort). In 2012 approximately 16,000 patients were treated either intramural or ambulatory.10

In its mission and vision GGzE proclaims to be a provider of specialized mental healthcare, 

which means that GGzE aims to deliver forms of supply that are not (or only to a minor extent) 

provided by other suppliers. Investments in (technological) innovation and research, and evidence-

based medicine and practice, are value propositions GGzE commissions towards patients, chain 

partners and financiers. GGzE’s choice of strategic positioning is aimed at an understanding of 

three market segments that they have identified: general regional mental healthcare, specialized 

regional mental healthcare, and specialized superregional mental healthcare. Within the segment 

of general regional mental healthcare GGzE cooperates with chain partners that are leading in 

delivering mental healthcare aimed at social participation and in which professional treatment is 

minimized. Within the segments of specialized mental healthcare, both regional and superregional, 

GGzE strives for product leadership and a sustainable market share.11 

Prompted by the developments in the mental healthcare sector and the pressure that market 

forces impose on providers, GGzE decided to develop marketing as a central function in the 

organization. This was done by using both a scientific and practical approach: a PhD research and 

the incorporation of a marketing and sales department in the central staff of the organization.

Strategic market orientation 

The concept of strategic market orientation is discussed in the literature in several ways. An 
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important contribution to the research in this area was made by Narver and Slater,12 Kohli and 

Jaworski,13 Porter,14 Deshpandé et al.,15 and Kotler.16 Current literature is still based on the principles 

of strategic market orientation as it was developed by these researchers. Overall, they describe 

strategic market orientation as a function that is preliminary to developing an effective marketing 

concept. This function consists of an orientation on customers, competitors, suppliers, new 

entrants, substitutes, stakeholders, and external developments. Kotler and Clarke,17 and Bhuian 

and Abdul-Gader18 elaborate on strategic market orientation in the healthcare sector. According 

to Kotler and Clarke17 a healthcare organization needs to acquire knowledge about their customers 

to effectively express their marketing activities. Bhuian and Abdul-Gader18 extend this view 

on strategic market orientation with information on stakeholder expectations, governmental 

regulations, technological, economical and all other environmental developments that influence 

customer needs. 

When looking at this literature, there are four important domains within the concept of strategic 

market orientation: customer demand, supply, stakeholders, and the external environment. 

Translated to the context of mental healthcare this can be referred to as: mental healthcare demand, 

mental healthcare supply, stakeholders, and the external environment. Within each of these domains 

knowledge needs to be developed in order to form a complete picture of the target market which, 

in this case, is the ‘mental healthcare market’. For this purpose available instruments need to be 

assessed in the context of a mental healthcare provider. Regarding the domain mental healthcare 

demand, audience segmentation is a technique originating from social marketing that can be used 

to develop patient profiles, and to learn about specific demands of different subgroups within the 

mental healthcare population.19-21 For identifying mental healthcare supply, a useful method was 

published by Kotler et al.22 describing the process of segmentation, targeting and positioning (STP), 

in which portfolio analysis can be used as an instrument to identify the market attractiveness and 

business strength of this supply compared to other suppliers.23-25 In addition Preble’s26 comprehensive 

model of stakeholder management can be used to analyze stakeholder relations. An exploration 

of the external environment can be conducted by using a scenario analysis instrument, with which 

uncertainties are identified and used for the development of multiple (realistic) scenarios.27-29 

This section has provided a brief overview of the concept of strategic market orientation. This 

concept, the four domains, and the instruments that can be used to perform analyses within the 

different domains, are described in more detail in Chapter 2. 

Purpose of the research and research questions

The focus of this study is on strategic market orientation. The overarching aim of our research is to 

stimulate mental healthcare providers to increasingly perform strategic market orientation as part 

of strategic policy development. The intended result of strategic market orientation is knowledge 

that leads to an understanding of which general strategic choices to make regarding the market 
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positioning of the organization and the marketing strategy that is following these choices. The 

market positioning of an organization and the choice for a particular marketing strategy is part 

of the development of an overall strategic policy (corporate strategy) of the organization. Besides 

strategic market orientation, there are different other areas that contribute to strategic policy 

development that are not incorporated in this study, for example human resources management, 

operations management and financial management. In Figure 1 this process from strategic market 

orientation to strategic policy development is visualized.

In this research strategic market orientation was studied by exploring different fields of 

literature in the different domains (mental healthcare demand, mental healthcare supply, 

stakeholders, and the external environment). Furthermore, a field exploration was done into the 

current interpretation and application of strategic market orientation in mental healthcare practice 

by interviewing policy makers of large mental healthcare providers in the Netherlands. The results 

of this literature and field exploration were brought together in a knowledge synthesis on strategic 

market orientation in mental healthcare, which delivered a framework for the empirical part of 

this research. In four empirical case studies practice-based knowledge was gathered, which is 

essential for further development of evidence-based decision making.30,31 The gap between our 

initial framework (knowledge synthesis) and practice-based knowledge is valuable, and in current 

scientific beliefs30-32 fundamental, for the development of scientific knowledge about strategic 

market orientation in mental healthcare. 

 
Figure 1  Process from strategic market orientation to strategic policy development 

 
The results of this research also aim to contribute to more evidence-based decision making 

regarding the market positioning of a mental healthcare organization and eventually to more 

evidence-based decision making in strategic policy development as a whole. ‘Evidence-based’ is 

described as the best evidence available in decision making.30,31 However, evidence-based decision 

making is not a synonym for pure ‘science-based’ decision making, but also incorporates practice-
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based knowledge, and local evidence that is needed for decision making.30,32 In order to avoid 

possible misinterpretation, Lewin et al.32 use the term ‘evidence-informed’ decision making. In this 

thesis the term ‘evidence-based decision making’ explicitly refers to decision making that is a result 

of both science-based and practice-based knowledge and can also be read as evidence-informed 

decision making. 

Within this study we aim to improve the general understanding of strategic market orientation 

in mental healthcare by developing and applying instruments within this field in a mental 

healthcare organization. For this aim two research questions were formulated: 

1.  Which instruments can be used to perform strategic market orientation in mental 

healthcare? 

2.  To what extent are these instruments applicable in the practice of mental healthcare 

providers? 

To answer the general research questions, a literature study and field exploration by means of 

interviews were conducted (knowledge synthesis) to develop a framework for this research. 

Following this, four case studies were designed in which the above mentioned four domains in 

the field of strategic market orientation in mental healthcare were investigated at GGzE. This was 

done based on a specific problem definition within the area of strategic market orientation that 

was posed by the organization. The results of the case studies are twofold: they deliver specific, 

practical, answers to these questions and form the empirical foundation for the applicability of 

instruments within strategic market orientation. Subsequently, the integrated knowledge on 

strategic market orientation derived from the case studies is the basis for more evidence-based 

decision making in mental healthcare both on the level of strategic choices regarding the market 

positioning of the organization and the contribution to an overall strategic policy. In summary, this 

thesis consists of 3 layers, of which 2 layers are the actual focus of this research:

1. Specific results answering the problem definition that was posed by GGzE in each case 

study;

2. Generalizing these specific results to knowledge on the applicability of instruments within 

strategic market orientation for mental healthcare providers.

This leads to the discussion of a third layer in this thesis:

3. From knowledge on strategic market orientation towards evidence-based decision making 

in mental healthcare.

The layers of our research can be linked to what is called the ‘knowledge hierarchy’ in scientific 

literature.33-39 The following section provides an introduction to the knowledge hierarchy in order 

to explain the layers of our research from this theoretical context. 

An introduction of the knowledge hierarchy

The knowledge hierarchy (Figure 2) is a fundamental model described in the literature to explain 
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the processes from data to information, to knowledge, and to wisdom.33-39 The key principle of the 

knowledge hierarchy is that an ‘understanding’ of data, information and knowledge is required to 

create ‘wisdom’ for decision making.34-36

 
Figure 2 Knowledge hierarchy33-39  
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The literature suggests that the process of transforming data into information can be described 

as the structuring of data into information34,35 or by the cognitive processes in the brain that 

add meaning to something.34 The transformation from information to knowledge is described 

as a process in which information is complemented with understanding and competence.34,36 

Knowledge is furthermore explained by tacit (implicit) and explicit knowledge.37,38 This description, 

in which explicit knowledge is seen as a manifestation of tacit knowledge, blurs the difference 

between information and knowledge.34 Also, the difference between wisdom and knowledge is 

explained in the literature by the term ‘understanding’.34-36 According to the literature wisdom 

concerns the understanding of principles, and the personal or organizational competence to 

make judgments about right and wrong decisions.34,36-39 Wisdom should enable people to answer 

the question ‘why’, while knowledge helps to answer the question ‘how’ to do something.36 As 

becomes clear from the literature, the concept ‘understanding’ is a key principle in transferring 

from data to information, from information to knowledge, and from knowledge to wisdom.34-36 The 

increasing complexity in the hierarchy requires a rising level of understanding.36 

Referring back to our research, the focus is on the development of ‘knowledge’ in the field 

of strategic market orientation in mental healthcare. For this purpose ‘data and information’ are 

gathered through a knowledge synthesis and empirical explorations (case studies). The ultimate 

aim is to stimulate a mental healthcare provider to use this knowledge for more evidence-based 



Introduction

17

Chapter

 1
decision making, which can be referred to as ‘wisdom’. This link between the knowledge hierarchy 

and the layers of our research has led to the design and outline of this thesis, that is described in 

the following paragraphs. 

research design 

Because relatively little knowledge is available on strategic market orientation in mental healthcare, 

we chose an exploratory design for our research. First, we performed a study to gain insight into 

the available knowledge on strategic market orientation in combination with an initial examination 

of the possibilities this would offer in the practice of mental healthcare providers. By integrating 

this information, which was gathered by performing a literature exploration and interviews with 

(large) mental healthcare providers in the Netherlands, we were able to develop a knowledge 

synthesis on strategic market orientation in mental healthcare, which constituted the framework 

for the empirical part of our research. 

An exploration of the practical opportunities for further development of this knowledge and 

the practical application of this concept was performed with a multiple case study design, in which 

four empirical case studies at GGzE were performed. These case studies addressed two major aims. 

The initial aim of the case studies was to provide information about a specific question or problem 

GGzE is facing, by using instruments regarding strategic market orientation. The second and 

overall aim of the case studies was to assess the applicability of instruments in the field of strategic 

market orientation at a mental healthcare provider, in order to contribute to answering the general 

research questions of this study. The findings resulting from the first aim (practical information) 

are a contribution to the second aim of this study, while these practical results are the basis for the 

assessment of the applicability of the instruments.

outline of the thesis

The design of the study forms the outline for this thesis (Figure 3). 

Chapter 2 discusses the results of the knowledge synthesis; this chapter outlines the 

investigation of available literature and field information regarding strategic market orientation in 

mental healthcare, which leads to the conceptual framework for the empirical case studies.

Chapters 3 to 6 present the empirical results of the case studies. Chapter 3 describes the results 

of the application of audience segmentation to determine patient profiles in mental healthcare. 

Chapter 4 describes the main findings of a stakeholder analysis and assesses the usefulness of 

this method. The results and implications of the application of scenario analysis are presented in 

Chapter 5. The final case study, evaluating the process of the development of a marketing strategy 

in mental healthcare delivery, is described in Chapter 6. 

Chapter 7 reflects on the overall applicability and an integral approach of instruments for 



Chapter 1

18

strategic market orientation in mental healthcare, leading to a functional model. In addition, we 

discuss the implications of the results in the light of evidence-based decision making, leading to 

recommendations for practice and further research. The first two layers of this outline are the goal 

of this research. The thesis as a whole captures all three layers described in this chapter, whereas 

the development from knowledge towards more evidence-based decision making is reflected on 

in the discussion chapter (Chapter 7).

Figure 3 Outline of the thesis

 
Figure 1  Outline of the thesis 

 

Conceptual framework & knowledgesynthesis (chapter 2)
literature and �eld exploration

Case studies (chapter 3 – 6)

Layer 1: speci�c results answering the problemde�nition in the case study
Layer 2: assessment of the applicability of instruments within each domain

Discussion & Conclusions (chapter7)
Layer 2: comprehensive knowledge on the applicability of instruments

Layer 3: from knowledgetowards more evidence-based decision making

In this thesis, this discussion specifically focusses on evidence-based decision making related to 

the focus of this research, which is strategic market orientation, and the intention that this leads to 

more evidence-based strategic choices regarding the market positioning of the organization and 

the development of a marketing strategy. Ultimately, this aims to contribute to more evidence-

based decision making in the overall strategic policy making of mental healthcare providers. 
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Abstract

System amendments, budget cuts and market forces have led to a deregulation of the Dutch 

(mental) healthcare system. Mental healthcare providers are forced to critically examine their 

strategic position, which increases the need for more knowledge on the strategic market 

orientation tools that are applicable in mental healthcare. The literature shows that a mental 

healthcare provider needs to develop knowledge within four domains of strategic market 

orientation: mental healthcare demand, mental healthcare supply, stakeholders, and the external 

environment. This article aims to answer the question as to which information and instruments are 

available for mental healthcare providers to develop this knowledge. Information was gathered via 

telephone interviews with policymakers and advisors of nine large mental healthcare providers 

in the Netherlands, complemented with the literature related to the four domains. This resulted 

in a knowledge synthesis on strategic market orientation in mental healthcare. This knowledge 

synthesis provides mental healthcare providers with a framework that needs to be operationalized 

in practice, leading to concrete guidelines for the development of a marketing function in mental 

healthcare organizations. 

Keywords

Strategic market orientation, Knowledge synthesis, Mental healthcare demand, Mental healthcare 

supply, Stakeholders, External environment.
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introduction

General background

In the Netherlands, mental healthcare consumption, costs, and budgets have shown substantial 

growth in the last decade. From 2001 onwards, the number of patients using mental healthcare 

has increased by 10% each year.1 According to the international definition of the System of Health 

Accounts, expenditure on psychiatric disorders in the Netherlands amounts to 11.4% (excluding 

dementia and intellectual impairments) of total healthcare costs, which is relatively high compared 

with expenditure on other diseases. Of all costs related to psychiatric disorders, about 35% is 

delivered by secondary mental healthcare. Between 2000 and 2010, costs in mental healthcare 

have risen by 7.8% whereas healthcare expenditure in general has increased by 6.4%.2 To control the 

ongoing expansion of budgets, and in light of the current economic situation in the Netherlands, 

in 2012 governmental steps were taken that resulted in a budget cut in curative mental healthcare 

of ±17% (±€593 million).3 

Besides these politically dictated budget cuts, market forces have entered healthcare. The 

incentive for this process was the system amendments that were carried out in the last 5–10 years.4 

This led to a deregulation of a large part of the healthcare system, enabling health insurance 

companies to control the realization of budgets for mental healthcare. Prices are no longer fixed but 

are negotiable, implying that health insurance companies look for the best value for money among 

multiple suppliers. As a result, several new entrants with comparable services have appeared on 

the mental healthcare market. A process of marketing and sales now determines which provider 

is preferred by patients and health insurance companies to deliver the proposed services, against 

which price. 

Under the pressure of budget cuts and market forces in the Netherlands, mental healthcare 

providers are forced to critically examine their healthcare portfolio and their strategic position 

on a regional and super-regional level. For many providers this means changing their existing 

business structures, which requires some sort of marketing function. However, such a marketing 

function is not always incorporated in the system of all mental healthcare providers. Market 

research by mental healthcare providers is generally performed based on professional expertise, 

the dynamics within a business unit, or perceived field experiences. Although a few organizations 

have positioned marketing as a central function, in practice mental healthcare providers generally 

lack the knowledge and tools to adequately anticipate market forces. Therefore, there is a need to 

develop more knowledge on strategic market orientation and subsequently develop tools that can 

be used to disseminate this knowledge and implement marketing as an organizational function 

among mental healthcare providers.

Theory on market orientation

Various terms are used to describe an organization’s activities aimed at gaining knowledge on 
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supply and demand and strategic positioning to adapt to market developments, i.e. ‘market 

analysis’,5–7 ‘market research’,8–10 and ‘market orientation’.11–16 The articles cited most often use 

the term ‘market orientation’.14–16 A profound market orientation is known to contribute to an 

organization’s performance, which has led to the establishment of several market orientation 

models. Fundamental research in this area was conducted by Narver and Slater,14 Kohli and 

Jaworski,15 Porter,16 Deshpandé et al.17 and Kotler.18 Within their models these authors define the 

concept of market orientation, describe the relevant process steps, and indicate which information 

is relevant to be able to use this market orientation for strategic decision-making. Other authors 

have contributed by specifying and applying these models.12,13 

In the earlier literature, market orientation is viewed as a function in which customers, 

competitors, suppliers, new entrants, substitutes, and the external environment are important 

determinants in defining an effective marketing concept.16,18 Narver and Slater14 extended this 

market orientation model by adding inter-functional coordination, which refers to the internal 

organization of the marketing function within companies. These authors also emphasize that 

all aspects of market orientation should be viewed along two decision criteria: long-term focus 

and profitability.14 Kohli and Jaworski15 present similar concepts in their model, adding the aspect 

of generating and disseminating ‘market intelligence’, in other words ‘market information’. 

Deshpandé et al.17 emphasize the role of other stakeholders (e.g. supply chain partners, financiers, 

governmental institutions) as an additional aspect of market orientation.

With respect to the healthcare sector, Kotler and Clarke19 describe market orientation as an 

activity in which an organization acquires knowledge about customer needs and subsequently 

expresses marketing activities in an innovative, cost-efficient, and integrated manner. According 

to Bhuian and Abdul-Gader,20 the information a healthcare provider needs to collect concerns: 

information on current and future customer needs, information on stakeholder expectations, 

information on government regulations, and information on technological developments, 

economic developments, and all other environmental influences that affect customer needs. 

Summarizing the existing theory on market orientation shows that there are four important 

domains about which a healthcare provider needs information: customer demand, supply, 

stakeholders, and the external environment. These domains are extracted from the key elements 

of market orientation mentioned in the literature (summarized in Table 1; column 3). The most 

central domain (mentioned in virtually all the literature about market orientation) concerns 

customer demand. Regarding customer demand, it is important to know the extent and 

characteristics of the target group, the need for products or services, and the influence of certain 

customer groups on strategic choices.14–16,19,20 A second important domain is knowledge about 

available supply. This means forming a picture of the organization’s market position, in terms of a 

portfolio analysis, a competition analysis, and knowledge about other suppliers that offer similar or 

substitute products.14–16,18 The third domain relates to obtaining information about the significance 

of the different stakeholders of the organization. These stakeholders can have a large impact on 
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the organization’s purposes and the choices made with regard to services and supply.16,17,20 The 

fourth domain that should be taken into account is the external environment, which refers to 

developments on a social, political, economic, and sector-specific level. All these developments 

may influence customer demand and needs, and the possibilities an organization has to establish 

or maintain a market share.14,18–20

Table 1 Brief summary of theory in the market orientation literature.
 Authors Key elements Domains of strategic market 

orientation
General market 
orientation 

Kotler18 Role of the external environment, 
customers and competitors

Customer demand
Supply
External environment

Porter16 Five competitive forces: buyers, 
suppliers, new entrants, 
substitutes, competitive rivalry

Customer demand
Supply
Stakeholders

Narver and 
Slater14

Three behavioral components: 
customer orientation, competitor 
orientation, inter-functional 
coordination; long-term focus 
and profitability

Customer demand
Supply
External environment

Kohli and 
Jaworski15

Market information about 
customers and competitors

Customer demand
Supply

Deshpandé et 
al.17

Central role of customer value; 
considering stakeholder demands

Customer demand
Stakeholders

Market 
orientation in 
healthcare

Kotler and 
Clarke19

Information about customer 
needs, innovation, cost-
effectiveness

Customer demand
External environment

Bhuian and 
Abdul-Gader20

Information about current and 
future customer needs; about 
stakeholder expectations, 
government regulations and 
environmental influences

Customer demand
Stakeholders
External environment

Research question

Budget cuts and market forces exert pressure on mental healthcare providers to reconsider their 

strategic positioning and rearrange their existing marketing processes and routines. Therefore, 

more knowledge on strategic market orientation tools, applicable in mental healthcare, should be 

developed and implemented. 

On the basis of theory, we can conclude that mental healthcare providers need to develop 

knowledge on strategic market orientation regarding the four domains of customer demand, 

supply, stakeholders, and the external environment. Within the context of mental healthcare, these 

domains can be translated as mental healthcare demand, mental healthcare supply, stakeholders, 

and the external environment. Subsequently, there is a need to find tools that enable mental 
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healthcare providers to apply this knowledge as marketing instruments.

The aim of this article is to describe a knowledge synthesis based on the current situation of 

the availability of information and instruments regarding strategic market orientation in mental 

healthcare. This leads to the following research question: How can a mental healthcare provider 

develop and use knowledge on strategic market orientation? 

Other questions addressed in this article are:

•	 How	are	the	different	domains	of	strategic	market	orientation	interpreted	in	mental	healthcare?

•	 What	information	is	available	concerning	strategic	market	orientation	in	mental	healthcare?

•	 What	are	the	possibilities	and	impediments	to	use	information	on	strategic	market	orientation	

in practice?

•	 Which	instruments	are	available	to	apply	this	information?

methods

The information we used for the knowledge synthesis stems from two main sources: telephone 

interviews and examination of the relevant literature. From the interviews we gained practice-based 

knowledge about the availability and use of information and instruments on market orientation in 

mental healthcare. To strengthen this with theoretical knowledge, we used the interview results as 

a basis to search for complementary literature.

For the telephone interviews 13 large mental healthcare institutions in the Netherlands were 

approached. The interviews included questions aimed at gathering information regarding the 

interpretation of concepts, the availability of information, the use of information, and the use 

of instruments regarding the four domains. To obtain a representative sample, we decided to 

approach the largest mental healthcare provider in each of the 12 Dutch provinces. Within these 

provinces, the four largest cities, Amsterdam, Rotterdam, Utrecht, and the Hague, were included. 

However, because Rotterdam and the Hague are located in the same province, one province was 

approached twice, resulting in a total of 13 organizations that were invited to participate. Of these 

organizations, nine responded positively, one organization declined, and three organizations did 

not respond after repeated requests. Not included in the respondents were organizations from the 

provinces of Friesland, Gelderland, and Overijssel. In the response group, the cities of Rotterdam 

and the Hague were eventually represented by one organization that was formed after a recent 

merger. 

Respondents of the interviews had a strategic or managerial function within their organization. 

After nine different interviews no new information emerged from the interviewees (saturation 

level); therefore, we then decided to stop contacting organizations that had not yet responded 

to the interview request. A written report was made of each of the interviews, which was then 

returned to the respondents for their verification. 
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In our search for relevant available literature, rather than making a complete literature review 

we searched for key articles in this area based on the results that emerged from the telephone 

interviews. These key articles served as a complementary source for our knowledge synthesis 

on strategic market orientation. The keywords used for our search in PubMed and ABI/Inform 

databases were care demand, care supply, stakeholders in combination with healthcare, healthcare 

environment in combination with developments, uncertainties, and scenario analysis. In addition, 

the snowball method was used to extend our examination of the literature. 

Data emerging from the telephone interviews and the literature were coded using the four 

domains as a framework. Within these domains, the results were divided into the two data sources: 

interviews and literature. For the knowledge synthesis we grouped the information under four 

main topics: interpretation of the concept, availability of information, use of information, and use 

of instruments.

results

This section discusses the results based on the four domains: mental healthcare demand, mental 

healthcare supply, stakeholders, and the external environment.

Mental healthcare demand

interviews

The interviews show that, in practice, mental healthcare providers interpret the concept ‘mental 

healthcare demand’ as a manifest demand for care. In other words, a specific market demand 

for services emerges, to which a mental healthcare provider needs to adapt. In several cases 

this demand is thought to be direct; in other cases, however, the need for care is indirect due to 

the manifestation of problems or impairment in a person’s personal or social environment (e.g. 

family disputes, agitation in the neighborhood, late payment problems, or dropout from work or 

school). As a result of this, the respondents emphasize the possibility of mental healthcare demand 

remaining latent. It is also indicated that (ideally) mental healthcare demand should be defined 

as a patient need. However, for several reasons this is almost impossible in practice. First, in the 

Netherlands, patients need a referral from a general practitioner to be able to register at a specialized 

mental healthcare provider. Second, whether a mental healthcare provider is able to deliver care 

depends on the available budget. Finally, although the prevalence of psychiatric disorders reveals 

an apparent need for care facilities, actual care consumption by means of registration data is (in 

many cases) seen as the best information available as an indication for the need for care. 

All organizations involved in the interviews indicate that they use registration data (the number 

of patients, production numbers, and waiting lists) on care service use to clarify the demand 

for mental healthcare. Some mental healthcare providers indicate that they translate national 

longitudinal prevalence studies on psychiatric disorders21 to a regional level, in order to determine 
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the extent of the problems in their own service area. According to the respondents, some of the 

information that is currently insufficiently used is information derived from data on diagnosis/

treatment combinations and/or information from psychiatric case registers. According to the 

respondents, knowledge gained from the organization’s practice and professional experience 

should subsequently contribute to better knowledge of mental healthcare demand. 

The respondents indicated that anticipating market dynamics also entails knowing how care 

demand may develop in the coming years. In practice, forecasting future care demand is an exercise 

that often leads to the projection of demographic information to the current patient population. In 

other words, future care demand is often being related to changes in the demographic composition 

of the population. It was indicated that this is also an important pitfall in the prediction of care 

demand, given that several other factors (e.g. personal, social, political, and economic changes) 

may also have a considerable impact on the development of mental healthcare.

literature

In the literature, the concept ‘healthcare demand’ is defined in various ways. Frequently used 

concepts are ‘health status’, ‘care need’, ‘(manifest) care demand’, and ‘care service use’.22-24 On 

the basis of these definitions, there are differing ways in which a mental healthcare provider 

can accumulate information about mental healthcare demand, varying from using data on the 

prevalence of psychiatric disorders, to care service use registered in electronic patient files. Besides 

information on numbers and trends, studies have examined the relationship between care service 

use and the influence of demographic factors such as age,25–28 gender,28–32 and ethnicity,27–33 or of 

social factors such as level of education, unemployment, and income.25 Also, personal conditions 

and a person’s social environment influence the need for care, manifesting a mental healthcare 

demand, and getting access to specialized mental healthcare facilities.22,25,27–29,34,35 In addition, 

community resources, personal resources, organizational factors, and the extent and quality of 

personal relationships of a potential patient determine the possibilities for access to care services.24 

The availability of supply and the related costs are additional influences on care service use.28 

The Dutch NEMESIS studies are an important source of information about mental healthcare 

demand. Some of these studies explore the translation from epidemiological data to what is 

needed in mental healthcare supply.21,22,30 However, there is a risk of missing potential patients 

who have a latent need for mental healthcare.30 Methods to obtain knowledge on latent mental 

healthcare need include performing surveys or translating theoretical models to practice by 

examining indicators or risk factors.27 In literature and in practice, care service use is reported to 

be the best measurable indicator to identify care demand.36–38 It also provides a method to reveal 

trends, e.g. when following data on care service use over a longer period. Obtaining knowledge 

about the factors that influence care service use, that is useful for mental healthcare providers to 

anticipate expected mental healthcare demand, requires modeling the existing theory to a specific 

situation.27 To enable a mental healthcare provider to anticipate care demand entails accumulating 
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statistical data, together with knowledge on distinctive characteristics of the target population 

that influence the demand for care.39 In the Dutch addiction care sector, this latter aim has been 

achieved by developing patient profiles.40 Using such patient profiles, knowledge is obtained 

about the characteristics and the need for care of a specific group in order to establish a better 

match between demand and supply.40

Mental healthcare supply

interviews

Besides gaining more insight into current and future mental healthcare demand, the telephone 

respondents indicated that it is equally important to know one’s market position and the 

organization’s added value compared with other suppliers. This implies that market research and 

marketing activities should be an integral part of policy development, which most organizations 

currently lack. A few mental healthcare providers indicate that specific research into the 

organization’s position is being performed. This is done by mapping the organization’s specific 

expertise and comparing that with similar providers. The goal is to validate strategic choices within 

the range of supply regarding which services should and should not be continued. 

However, research on the strategic position of the organization is not performed on a regular 

basis. According to the respondents, this is due to the monopolistic position large specialized mental 

healthcare providers had until recently. The realization that a marketing strategy has in fact become 

indispensable, seems to have reached all organizations in mental healthcare. However, according to 

the interviewees, the actual implementation of such ideas has not yet started. The interviews reveal 

that, as more information becomes available, more action in this area of work is being incorporated in 

policy planning processes. Although some organizations have a specific department for marketing 

and sales activities, in most organizations these activities are carried out by different departments 

which lack central coordination. According to the respondents, the reasons for this are mainly 

financial and leads to these activities being poorly vouched for in the organization. 

The lack of marketing activities is partly attributed to the lack of instruments in mental 

healthcare organizations to carry out this process. Most respondents felt the need to develop 

a more structured process in developing a marketing strategy, i.e. a need to translate existing 

‘traditional’ marketing instruments to the practice of mental healthcare suppliers, and a need for 

the information required to apply these instruments.

literature

In the literature we found guidelines to obtain knowledge about the market position of different 

types of services, and to choose a marketing strategy that should enable mental healthcare 

providers to be both recognizable and distinctive. Several authors refer to this strategic marketing 

process as a model in which four phases need to be completed: problem orientation, analysis, 

decision-making, and implementation.41–43 For (mental) healthcare providers this means that the 
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process consists of market research, determining the organization’s market position, developing 

a market strategy and value proposition, and finally translating this into a marketing strategy and 

marketing activities.42 

A vision of the market position provides healthcare organizations with guidelines to choose 

a market strategy, which determines how the organization wants to position itself in relation to 

customers, stakeholders, and other providers.44,45 From this market strategy, an organization 

should be able to formulate its value proposition, which is a proposal to customers with regard 

to an organization’s products or services and its distinctive customer value.42 Subsequently, the 

marketing strategy will support the chosen market strategy and can be developed by describing 

the way in which demand and supply are met.42 Kotler et al.46 refer to this process as segmentation, 

targeting, and positioning. 

To perform these steps of developing a marketing strategy, first, the different market segments 

and customer groups need to be identified, followed by the organization’s choice as to which 

segments are important for the company’s products. Second, targeting means producing an 

image of one’s market position. Besides gathering demand-oriented information, the organization 

needs to understand their product portfolio, and how this relates to their competitor’s supply.46 

A competitor’s analysis is needed, which is offered by the model of the five competitive forces 

described by Porter.16 After the market position has become clearer, an organization needs to 

decide on its main market strategy. Treacy and Wiersema45 distinguish three value disciplines: 

operational excellence (best total cost), product leadership (best product), and customer intimacy 

(best total solution). The value disciplines express the core competencies of the organization and 

form the basis for a market strategy.43 To determine the value proposition, three perspectives are 

important: internal, external, and interactive marketing.47 This model, referred to as the holistic 

marketing model, helps organizations to analyze and optimize customer services from these three 

viewpoints. Finally, positioning means choosing your marketing strategy and implementing your 

marketing activities.42,46 The seven p’s of marketing48 is a useful instrument to develop a marketing 

strategy: product, price, place, promotion, people, processes, and physical evidence. For a mental 

healthcare provider to gain insight into the market position and to be able to establish a distinctive 

supply, knowledge is needed about the feasibility of this strategic marketing process in mental 

healthcare.

Stakeholders

interviews

A mental healthcare provider appears to be largely dependent on a number of stakeholders 

regarding their policy development. The interviewed respondents regularly mention financiers, 

supply chain partners, referring practitioners, and local government as relevant stakeholders to 

establish their supply. Another issue raised is that stakeholders are a source of information and, 

on the other hand, also demand information (e.g. a referring practitioner or financier). A good 
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relationship with stakeholders is seen as being very important in reaching company goals and 

being able to provide what is needed for people with mental health problems within or from 

outside the region. 

Information that is obtained from stakeholders (‘field’ information) is regarded as highly valuable. 

It is used as an important source in policy planning, because it provides market information about 

healthcare demand and is also a source of information for determining the organization’s market 

position. A specific role seems to be filled by the financier, who determines the financial boundaries 

that mental healthcare providers must comply with. The interviewees indicate that currently there 

is a lack of knowledge about the relationship with stakeholders, and of guidelines showing how 

this could positively influence the organization’s performance. 

The results show that mental healthcare providers are interested in obtaining knowledge 

about the relationships with different stakeholders, and the stimulating and impeding factors 

regarding an effective policy implementation and the organization’s performance. What is needed, 

but is currently not available, is a structured and registered stakeholder policy plan. To achieve 

this, a stakeholder analysis is considered indispensable. This should be an iterative process that is 

continuously incorporated in the organization’s multiyear policy planning.

literature

In the literature on stakeholder management, it is stated that healthcare organizations have to 

deal with hyper-turbulent environments in which stakeholders have a significant influence.49 

Stakeholders are, for example, financiers, referring practitioners, government, volunteers, 

and patients.50 Proactive stakeholder management will result in a continuous fit between the 

organization, its environment, and its stakeholders.51 The main goal is to manifest the organization’s 

strategic choices52 and to realize success, performance, and market share.53 Organizations are 

dependent on the support of stakeholders to achieve this.54 Literature also shows that stakeholder 

information is needed to be able to effectively improve the organization’s performance.51,54–56 

Therefore, a stakeholder analysis is the first step, which produces useful information about the 

need for actions and the consequences of these actions on the organization’s market position.51 

There are many reports on the possibilities organizations have to successfully achieve an 

understanding of stakeholder expectations.51,54–56 Within this process stakeholders should be 

identified and grouped according to their comparable features. Subsequently, the relationship 

between the organization and its different stakeholder groups is identified, followed by a process of 

strategic choices regarding the involvement of stakeholders with regard to specific policy themes.51 

Although much research has focused on how to perform stakeholder analysis in large 

organizations, until recently an integral model for this type of research was lacking. Preble51 

filled this gap by developing a conceptual model on stakeholder analysis as an integrative part 

of an organization’s policy cycle. This model comprises six steps: (1) stakeholder identification, (2) 

determining stakeholder expectations, (3) analyzing performance gaps, (4) determining stakeholder 
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salience, (5) developing an organizational response, and (6) monitoring and controlling stakeholder 

relationships.51 The first step is to identify all stakeholders that have an interest in or could 

influence the results of an organization.51 A stakeholder map can be a constructive way to visualize 

which stakeholder groups are relevant and what relationships exist.57 To determine stakeholder 

expectations, an accountability framework is available in which the interests of stakeholders are 

classified according to political, commercial, community, and clinical accountability.55 Following the 

identification of stakeholder expectations, performance gaps should be determined.51 Stakeholder 

management is about managing divergent interests of stakeholders; therefore, organizations 

must know whether the results they deliver match stakeholders’ aims and expectations.58 Strategic 

choices are dependent on the determination of stakeholder salience, which means the priority that 

is given to different stakeholders by the organization.54 Within this model the identified stakeholder 

groups are analyzed based on three scales: power, legitimacy, and urgency. This determines the 

nature of stakeholders and, subsequently, stakeholder salience and the priority an organization 

must give to one or more stakeholder groups.54 These different aspects, combined in the model of 

Preble,51 seem to provide a tool for stakeholder analysis as part of strategic market orientation for 

mental healthcare providers.

External environment

interviews

The interviews revealed a high level of awareness of the fact that demographic, economic, and 

social developments can have a large influence on mental healthcare demand. However, the actual 

execution of policy preparation often lacks a thorough analysis of the external environment and is 

therefore not a solid foundation for determining future mental healthcare demand and the need 

for supply for specific groups. To determine the appropriate set of services, measurable variables 

are often taken into account, such as data on production and costs. 

The interviews also showed that a few mental healthcare providers use environmental trends 

in their market orientation process. On the basis of these developments, two of the respondents 

indicated that they will develop scenarios for further policy planning. One example of this is to 

assess the influence of market forces on the one hand and socio-economic developments on the 

other, and then develop a concept of possible futures (scenarios) based on these assessments. 

According to the interviewees, this method generates valuable additional information, in addition 

to the statistical trends. 

In the interviews it was indicated that the use of information on the external environment 

becomes increasingly important in the current market situation. It is stated that this type of 

information should be gained from discussions with financiers, referring practitioners, supply chain 

partners, and locally involved parties such as the police, schools, housing corporations, and local 

government. A mental healthcare provider should then be able to create an image of developments 

and scenarios on the medium to long term. In the Netherlands, applying a scenario method is rarely 
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done on a regional level. Some respondents found this remarkable, because developing scenarios 

on a regional level contributes to a shared vision between a mental healthcare provider and its 

cooperating partners which, ultimately, is beneficial for patients.

literature

According to the literature, strategic market orientation also covers identification of the influence 

of the societal context on the positioning of an organization, especially when this organization 

operates in a public sphere.59–61 Therefore, information on demographic, political, economic, and 

societal developments is essential for a mental healthcare provider to arrange adequate care 

supply.59–61 On a national level, much information is available on these topics based on data from, 

e.g. the Netherlands Institute for Social Research (SCP), the Netherlands Bureau for Economic Policy 

Analysis (CPB), and the National Institute for Public Health and the Environment (RIVM). In order to 

use this information, a mental healthcare provider needs to translate this information to a regional 

or organizational level.62

Until recently, strategic planning was mainly based on calculations and mathematical 

extrapolations to forecast future healthcare demand. From the 1990s onwards, there has been more 

focus on the need for a qualitative analysis and to take into account different scenarios for a solid 

policy planning.62,63 The key element of working with scenarios is to try and identify uncertainties 

in the external environment and anticipate these uncertainties with policy measures.59,61,64 In the 

‘Public Health Status and Forecasts’ report from the National Institute for Public Health and the 

Environment (RIVM) demographics, economic, social and cultural developments, technology, and 

(public) space are mentioned as key factors that influence public health.65 This type of information 

is also verified on a regional level in certain areas in the Netherlands.66 In the specific field of mental 

healthcare, trend analysis and scenario studies are carried out by the National Center of Expertise 

on Mental Health and Addiction (Trimbos Institute).67,68 If a mental healthcare organization is able 

to translate this information to its own regional and organizational context, this can be very useful 

in strategic market orientation. 

To collect this information about an organization’s external environment and influencing factors 

regarding health, care demand, and care supply, the first step is to identify all certain and uncertain 

developments that influence this process. The next step is to develop different scenarios that are 

realistic but not necessarily certain. These scenarios provide guidelines for strategic planning and 

for gaining insight into the future need for mental healthcare supply.59–61

Knowledge synthesis

The results from the telephone interviews and analysis of the literature can be subdivided into four 

items for each of the four domains related to our research questions, i.e. interpretation, availability 

of information, use of information, and use of instruments. First, information was gathered on 

how the domains are defined and interpreted. Second, the availability of information based on 
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these interpretations was explored. Third, the results describe how this information can be made 

applicable. Finally, we looked at the current and possible use of instruments to actually apply the 

information for strategic market orientation purposes. All this leads to a knowledge synthesis 

(Table 2).

Discussion

A first exploration of the existing marketing literature shows that to perform a good strategic 

market orientation, several market forces are relevant: customer demand, supply, stakeholders, 

and the external environment. Projected onto the healthcare market, these 

concepts were adapted to mental healthcare demand, mental healthcare supply, stakeholders, 

and the external environment. The current situation regarding the availability and use of information 

and instruments related to these domains was explored by performing telephone interviews 

with the largest mental healthcare organizations in the Netherlands, and an examination of the 

relevant literature. The gathering of information, on the one hand, and the practical application 

of information on the other, are preconditions to convert information into knowledge. The results 

enabled us to outline a knowledge synthesis (Table 2), from which a strategic market orientation 

function for mental healthcare providers can be further developed.

In establishing strategic market orientation as a function in the mental healthcare organization, 

it is important to consider that it consists of multiple domains, comprised of interrelated aspects. 

Developing a marketing strategy for mental healthcare supply is dependent on knowledge about 

mental healthcare demand. A mental healthcare provider will benefit from a good relationship 

with stakeholders regarding their performance, which will strengthen their market position. 

Mental healthcare demand depends on developments in the external environment and should 

not be seen as an isolated domain. The use of epidemiologic information is only valuable when one 

knows which other suppliers are active in the same market segment, because then one can assess 

one’s own market share. 

In short, information on the different aspects of market orientation is more useful when 

it is integrated into knowledge. In addition, each of the instruments mentioned in Table 2 is 

partly dependent on information that is found in one or more of the other domains. Finally, by 

integrating all information, any conflicting interests regarding the four domains can be detected 

and reconsidered. 

All information on the four domains discussed above, form the input for the use of market 

orientation instruments. Knowledge about these domains is produced by using the available 

instrumentarium. Within the instrumentarium a central issue is the development of tools that show 

‘how’ this information can be applied, leading to the desired knowledge. 



Strategic market orientation in mental healthcare

35

Chapter

 2

Table 2 Knowledge synthesis of practice and theory on strategic market orientation 
Interpretation Availability of infor-

mation
Use of information 
(possibilities and 
impediments)

Use of instruments

Mental health-
care demand

I: Prevalence, mental 
healthcare need, 
manifest or latent 
care demand, care 
service use.
 

I: Prevalence data 
and numbers on care 
service use are avail-
able; information on 
mental healthcare 
need would be 
useful, but is not 
available (difficult to 
measure).

I: Translation of 
epidemiological 
information to a 
regional level de-
termine the extent 
of problems in the 
service area; 
registration data on 
care service use to 
determine need, 
supply and budgets; 
much information is 
registered but 
not used, because of 
insufficient possibili-
ties to transfer data 
to information.

I: Projection of epi-
demiological infor-
mation on regional 
demographics, the 
drawback being 
that external factors 
(other than demo-
graphic changes) are 
not accounted for.

L: Psychiatric disor-
ders, care need, care 
demand, care service 
use, influencing fac-
tors. 

L: Data on psychiatric 
disorders and care 
service use are avail-
able; information on 
influencing factors is 
available in literature.

L: Translation of epi-
demiological infor-
mation; registration 
data to identify care 
service use, transla-
tion of theoretical 
models on indicators 
for care demand.

L: Compilation of 
statistical informa-
tion and influencing 
factors; developing 
patient profiles. 

Mental health-
care supply

I: Market position, 
market research, 
added value.

I: Lack of information 
on market position; 
very little market re-
search is performed 
to gain this informa-
tion.

I: Developing a mar-
keting strategy not 
incorporated in plan-
ning process; few 
organizations with 
a marketing depart-
ment to perform 
these activities. 

I: Lack of knowledge 
and instruments, 
translation needed of 
‘traditional’ market-
ing techniques.

L: Market position, 
market strategy, mar-
keting strategy.

L: Guidelines to 
obtain knowledge 
about market posi-
tion (four phases): 
problem orientation, 
analysis, decision 
making and imple-
mentation.

L: Information can be 
used along Kotler’s46 
model: segmenta-
tion, targeting, posi-
tioning.

L: Identifying 
market segments, 
making a portfolio 
and competitors 
analysis, determining 
value disciplines and 
implementing mar-
keting activities by 
use of the 7 p’s model 
(product, price, place, 
promotion, people, 
processes, physical 
evidence). ➞
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Stakeholders I: Relationship with 
financiers, supply 
chain partners, local 
government.

I: Stakeholders are 
a source for infor-
mation regarding 
planning supply; 
information about 
the relationship is 
vital for improving 
results.

I: Stakeholder infor-
mation regarding the 
relationship, expecta-
tions and perceived 
performance is cur-
rently not regularly 
gathered or used.

I: Stakeholder 
analysis leading to 
a stakeholder policy 
plan would be a 
good instrument to 
improve stakeholder 
relations.

L: Improving per-
formance through 
optimizing the 
relationship with 
financiers, referring 
practitioners, govern-
ment, volunteers and 
patients. 

L: Information is 
gathered through 
stakeholder analysis. 
Key steps are avail-
able in literature (see 
‘use of instruments’). 

L: Identification of 
stakeholder groups, 
the expectations of 
stakeholders and 
bridging the gap 
between expecta-
tions and actual per-
formance, leading to 
a stakeholder policy 
plan. 

L: Stakeholder 
analysis consist-
ing of: stakeholder 
identification, deter-
mining stakeholder 
expectations, analyz-
ing performance 
gaps, determining 
stakeholder salience, 
developing organi-
zational response, 
monitoring relation-
ships.

External 
environment

I: Exploring demo-
graphic, economic 
and societal develop-
ments. 

I: Lack of information 
about the external 
environment due to 
a lack of measurable 
variables. 

I: Identification of en-
vironmental trends, 
drawing scenarios; 
this is seen as neces-
sary, but rarely per-
formed in practice. 

I: Scenario analysis on 
a regional level.

L: Information on de-
mographic, political, 
economic and soci-
etal developments. 

L: Information from 
reports of the Neth-
erlands Institute for 
Social Research, the 
Netherlands Bureau 
for Economic Policy 
Analysis and the 
National Institute for 
Public Health and the 
Environment; this is 
information on a na-
tional level, regional 
information is avail-
able through regional 
public health depart-
ments. 

L: Exploring the envi-
ronment and devel-
oping scenarios; not 
solely calculations 
about future care de-
mand; scenarios as a 
source of information 
about uncertainties, 
leading to a broader 
scope. 

L: Scenario analysis 
by identifying key un-
certainties, drawing 
scenarios, leading to 
guidelines for policy 
planning.

I = interview-based information; L = literature-based information
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A number of instruments have been briefly discussed here. Although these instruments are not the 

only ways to design strategic market orientation, they appear to be useful in the context of mental 

healthcare providers. These instruments together should enable an organization to answer the 

question as to how strategic market orientation should take place in mental healthcare. 

Practical applicability will be tested using different case studies at a mental healthcare provider 

in the Netherlands. Within these case studies the theoretical background will be further explored. 

Finally, practical applicability will be tested based on a concrete problem related to the organization.

conclusion

To develop knowledge on strategic market orientation, information from both practical and 

theoretical perspectives needs to be grouped and integrated. To convert this information into 

knowledge, it is important to collect data on existing information and knowledge about instruments 

that enable to apply this information for specific purposes. Future research should focus on using 

existing knowledge to develop a toolbox that enables mental healthcare providers to sustain and 

anticipate market developments in the (near) future. Follow-up research should result in concrete 

guidelines for mental healthcare providers with regard to each of the domains of strategic market 

orientation, as well as the domains as a whole, the use of different instruments, and how all this can 

lead to a better positioning and marketing in the future. 

The knowledge synthesis presented here provides a framework that should be operationalized 

in practice by further exploring the theoretical background and by generating empirical data from 

different case studies.
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Abstract 

introduction. Mental healthcare providers are increasingly having to operate in a market oriented 

way, which is paramount to demand oriented decision making. To be able to make sound judgments 

about the needs of a target population, a suitable tool may be found in ‘audience segmentation’, a 

well-known instrument in social marketing.

methods. To explore the application of audience segmentation for demand oriented decision 

making in mental healthcare, a mixed methods case study design was applied in a single case study 

within a mental healthcare provider in the Netherlands. 

results. The use of audience segmentation revealed three segments of patients, each with different 

characteristics that, ideally, should represent a different demand in the provision of health services. 

Discussion. Audience segmentation proved to be an effective instrument to acquire knowledge 

about a patient population in mental healthcare, which benefits better demand oriented decision 

making. 

Keywords. Mental healthcare demand, Audience segmentation, Policy making, Mixed methods 

design.
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introduction

In recent times, the Dutch mental healthcare sector has undergone fundamental changes in the 

manner in which it is financed and controlled. Twenty years ago budgets were completely dictated 

by the government, whereas now a large part of the mental healthcare budget is negotiated 

with healthcare insurance companies. This reform towards a more ‘market-oriented’ healthcare 

system, has resulted in increased influence of stakeholders on the care delivery process. The 

role of stakeholders such as referring practitioners, housing corporations, chain partners and 

other healthcare organizations has increased in importance: the move toward more ambulatory 

treatment has forced mental healthcare providers to work together with housing corporations, 

to transfer budgets from specialized mental healthcare to primary care and to reassess relations 

with referring practitioners and other healthcare organizations. At the same time, the number 

of patients in mental healthcare increased by 10% each year between 2001 and 2009 (Dutch 

Association of Health and Addiction Care, 2009). The growing number of mental healthcare 

patients, in combination with the greater influence of different stakeholders and market forces due 

to budget cuts and changing regulations, is forcing mental healthcare providers to take a more 

market oriented approach. 

Market orientation

Market orientation finds its origins in business models aimed at improving performance and 

increasing profit in organizations (Deshpandé, Farley, & Webster, 1993; Kohli & Jaworski, 1993; 

Kotler, 1977; Narver & Slater, 1993; Porter, 2008). Following the introduction of market forces in the 

healthcare sector, these models have also been adapted and applied to healthcare organizations 

(Bhuian & Abdul-Gader, 1997; Kotler & Clarke, 1987; Lefebvre & Flora, 1988; Walsh, Rudd, Moeykens, 

& Moloney, 1993). According to the literature, market orientation for healthcare organizations 

encompasses four domains: healthcare demand, healthcare supply, stakeholders and the external 

environment (Bierbooms, Bongers, & Van Oers, 2012). For each of these domains, information 

should be gathered and processed into knowledge about the specific segment of the (mental) 

healthcare market, using tools that are suitable for a (mental) healthcare provider (Bierbooms et al., 

2012). In this article the focus of the study is on the domain ‘mental healthcare demand’. 

Mental healthcare demand 

The needs of mental healthcare patients, the total of which we refer to as ‘mental healthcare 

demand’ is the central domain of market orientation in mental healthcare. The services of a 

mental healthcare organization are aimed at fulfilling the needs of individuals with mental health 

problems that do or do not have a manifest demand for care. Indeed, were it not for patients’ 

needs for mental healthcare, mental healthcare providers would not exist. There are several 

definitions that are used to describe mental healthcare demand, of which frequently used 
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terms are: ‘health status’, ‘care need’, ‘(manifest) care demand’ and ‘care service use’ (Andersen, 

1995; Post & Stokx, 1997; Ten Have, Vollebergh, Bijl, & De Graaf, 2001). This would indicate that 

mental healthcare providers gather information about the needs (‘demand’) of their target 

population in various ways, such as data on prevalence of psychiatric disorders, by examining 

care services used that are registered in the electronic patient files, and by collecting additional 

contextual data (demographics, social-economic information, personal situation) to identify risk 

factors and a potential need for care (Bierbooms et al., 2012). In the literature as well as in the 

field of Dutch mental healthcare providers, the most frequently used interpretation of mental 

healthcare demand is that of ‘care service use’, as it is the easiest indicator to measure (Van Bilsen, 

Hamers, Groot, & Spreeuwenberg, 2004; Westert & Smits, 2007). Research into statistical data 

and distinctive characteristics of a patient population helps a mental healthcare organization 

gain insight into specific mental healthcare demand (Van Campen, 2009). This technique is also 

referred to as ‘developing patient profiles’ in order to reach a better match between demand 

(patient needs) and supply (provision of healthcare) (Wits, Rodenburg, & Knibbe, 2007). A tool 

that is both scientifically sound and practical that can be used to find patient profiles in mental 

healthcare, has not yet been identified (Bierbooms et al., 2012). 

Audience segmentation

In social marketing a technique that is often used to define homogeneous subgroups within a 

population is audience segmentation (Boslaugh, Kreuter, Nicholson, & Naleid, 2004; Moss, Kirby, & 

Donodeo, 2009; Slater, 1996). Audience segmentation results in a population being divided into 

various subgroups with shared characteristics, which represents a common demand (Boslaugh et 

al., 2004; Moss et al., 2009; Slater, 1996). 

To segment a population into two or more homogeneous groups one must first decide which 

criteria are suitable for this purpose. Marketing literature states: “In general, segments must be 

definable, mutually exclusive, measurable, accessible, pertinent to an organization’s mission, 

reachable with communication in an affordable way, and large enough to be substantial and 

to service economically.” (Grunig, 1989). Slater (1996) elaborates on these criteria by adding 

that audience segmentation should be able to be used to influence knowledge, attitudes and 

behavior. The difficulty is to find variables within the accessible data, that are distinct enough to 

be able to substantially differentiate subgroups within a population (Slater, 1996). The simplest 

level of classification is based on demographic variables, such as age, gender, race, income, and 

combinations of these variables (Boslaugh et al., 2004). More specific segmentation strategies use 

psychosocial, geographic, behavioral, and psychographic variables, or a combination of these 

(Boslaugh et al., 2004). Audience segmentation therefore has two general steps: 1. Identifying 

determinants of knowledge, attitude or behavior and 2. Finding audience segments based on the 

identification of these determinants in the target population (Boslaugh et al., 2004; Gehrt & Pinto, 

1990; Slater, 1996; Stone, Warren, & Stevens, 1990; Wolff et al., 2010). Sijbrandij, Jonker, and Wolf 
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(2008) propose a similar approach: they describe as a first step finding variables with which patient 

profiles are constructed based on a theoretical framework, similar to what Slater (1996) proposes 

in his first step of audience segmentation. According to Sijbrandij et al. (2008) this is followed by 

a statistical analysis of available data to find segments within the population and a testing and 

coding of these segments by interviewing a professional panel. 

The purpose of audience segmentation, according to social marketing literature, is to create 

a knowledge base with regard to the beliefs and behaviors of a population in order to develop 

appropriate communication strategies (Boslaugh et al., 2004; Slater, 1996; Wolff et al., 2010). In 

this case study the purpose is not primarily to develop communication strategies, but to generate 

knowledge about the mental healthcare demand of a population in support of demand oriented 

decision making. In this article we discuss the question whether audience segmentation is a useful 

method with this aim in mind. 

Research question 

Can audience segmentation be used to develop patient profiles in mental healthcare, and can 

these patient profiles provide mental healthcare organizations with useful knowledge about 

mental healthcare demand within their target population that can aid demand oriented decision 

making? 

Case description

In the Netherlands, mental healthcare is organized in two dominant settings, either as intramural 

institutionalized mental healthcare, or as ambulatory, mainly face-to-face, treatment given locally 

or in a patient’s home. In Europe, the Netherlands has one of the highest bed ratios (number of 

beds/number of inhabitants) in mental healthcare. Since the 1990s, there has been a move to 

reduce the number of inpatient beds and substitute intramural treatment and hospital stay with 

highly specialized ambulant care. Due to a number of reasons (i.e. financial incentives, lack of social 

support, urbanization) the intended deinstitutionalization has not reached its aims. In light of 

recent cut-backs, the discussion has been renewed and has led to the sector committing itself to a 

self-imposed target, to reduce the number of beds by 20% by 2020. A mental healthcare provider in 

the southern part of the Netherlands, Stichting Geestelijke Gezondheidszorg Eindhoven en de Kempen 

(GGzE), has set itself the same target, which has led to the question in which areas within current 

clinical supply the number of beds might be reduced. Knowledge about characteristics of mental 

healthcare demand of different groups of patients can help to decide on measures to reduce clinical 

capacity. The psychotic disorder center of GGzE is one of the areas in which clinical bed reduction is 

considered feasible. The subsidiary questions that were addressed in the case study were:

•	 Which	patient	factors	support	and	impede	deinstitutionalization?

•	 Which	patient	 profiles	 can	be	distinguished	 in	 the	 clinical	 setting	of	 the	psychotic	 disorder	

center of GGzE and what effect can they have on deinstitutionalization?
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methods

To answer the research question, a mixed methods case study design was chosen and undertaken 

in a single case study at a mental healthcare provider in the Netherlands: Stichting Geestelijke 

Gezondheidszorg Eindhoven en de Kempen (GGzE). Within this case study the segmentation 

technique in accordance with Sijbrandij et al. (2008) was used to develop different patient profiles 

for clinical inpatients with psychotic disorders who may be suitable for extramural treatment. 

Research design

The study is an explorative case study in which both qualitative and quantitative research methods 

have been used, namely a literature review, a cluster analysis and paired interviews.

literature review 

A review of the literature was conducted to investigate supporting and impeding patient factors 

aimed at clinical bed reduction in mental healthcare. These factors were used as variables to 

gather data on the current population of clinical inpatients at the psychotic disorder center 

of GGzE. These variables were used to conduct a cluster analysis. In the literature on audience 

segmentation, cluster analysis is described as a statistical method to identify segments within 

a certain population (Boslaugh et al., 2004; Moss et al., 2009; Stone et al., 1990; Sijbrandij et al., 

2008). A definition of cluster analysis is given by Burns and Burns (2008) as: “the partitioning of 

a sample into homogeneous classes to produce an operational classification”. In this case, these 

homogeneous groups form a certain number of patient profiles that can help answer the question 

whether deinstitutionalization is feasible for certain groups of patients. The patient profiles that 

emerged from the cluster analysis were interpreted in more detail by means of interviews with 

key persons within the psychotic disorder center. To evaluate the usefulness of the method on an 

organizational level, interviews were held with strategic stakeholders within the GGzE organization. 

Literature was gathered from the ‘ISI Web of Science’ and ‘OVID’ database. The search terms that 

were used are displayed in Table 1. 

Table 1 Search terms literature review
Search area Specific search terms
Mental health care Psychiatric, mental health care, psychiatry
Deinstitutionalization Deinstitutionalization, diminishing beds, declining beds, dehospitalization
Characteristics Patient/client characteristics, patient/client features, patient/client determinants, 

patient/client factors, patient properties

This search resulted into 699 hits. A screening of the titles and abstracts resulted in a selection 

of 36 articles. Backwards and forwards snowballing led to a total of 47 articles that were read in 

their entirety. Ultimately, 25 articles were found relevant with a view to finding supporting and 
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impeding patient factors for deinstitutionalization. Patient factors were included when they were 

behavioral, (socio-)demographic or clinical in nature, because these are factors that are commonly 

used for audience segmentation strategies (Boslaugh et al., 2004). This resulted in a list of 87 patient 

factors that was reduced to 18 patient factors after combining duplicates and merging closely 

related factors. 

cluster analysis 

Data on the appearance of these patient factors within the research population (i.e. clinically treated 

patients of GGzE’s psychotic disorder center), were gathered from existing databases within the 

organization. Two sources appeared to contain useful information: the Electronic Patient Record 

(EPR) and the Routine Outcome Measurement (ROM) systems. From the EPR system data was 

extracted regarding demographic and clinical factors. From the ROM system two measurement 

instruments were used: The Health of the Nation Outcome Scale (HoNOS) and the Manchester 

Short Assessment of quality of life (MANSA). These instruments contain data regarding behavioral 

and (socio-)demographic factors. Data of all three measurement systems were merged into one 

database based on the variable ‘unique patient number’. If information could not be gathered on 

all the variables, those patients with missing data were not included in the study. This left a patient 

sample of 111. Six patient factors could not be extracted from existing data, which left data on 12 

patient factors available for the cluster analysis. 

Following the gathering of data on the relevant patient factors, the cluster analysis was 

conducted based on IBM SPSS 19. In order to dispose of comparable data, all variables were 

standardized according to their Z-scores. Subsequently, the amount of clusters was determined 

using Ward’s method with squared Euclidean distance. A plotted dendrogram and the Ward’s 

coefficients were used to determine the optimal amount of clusters. In the next step every single 

case (unique patient number) was assigned to a cluster. This resulted in segments of patients with 

homogenous characteristics as compared to the other clusters. To test the contribution of each of 

the variables one way-ANOVA was conducted.

Paired interviews 

Semi-structured interviews were held with three GGzE professionals on an operational (2 clinicians), 

tactical (2 managers of the psychotic disorder center) and strategic level (marketing manager). The 

interviewees were selected based on their involvement with deinstitutionalization policy. The 

interviews on operational and tactical levels were held to determine the amount of clusters and to 

gain more in-depth knowledge on the different patient profiles uncovered by the cluster analysis. 

The interview with the strategist was held to investigate whether audience segmentation was 

useful to policy development, in this case with a focus on deinstitutionalization. For the interview 

on a strategic level, a member of the board was also asked to participate, however this interview 

was repeatedly cancelled and it was not possible to reschedule within the timeframe of the study. 
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The interviews were recorded and transcribed. The interview data was coded using Atlas TI. The 

data was segmented and reassembled using the spiral of analysis of Boeije (2010). Data fragments 

were labeled by open coding and axial coding was used to combine quotations within codes. 

Selective coding was used to compare codes and quotations in different categories. 

results

The results of this study are twofold: it answers the subsidiary questions as they were posed in the 

case study at GGzE and it discusses the results on the general research question. Firstly, the results of 

the separate steps in the case study (literature study, cluster analysis and interviews) are presented, 

discussing the patient profiles that were developed in relation to the deinstitutionalization debate. 

The general research question regarding the applicability of the audience segmentation technique 

to gain knowledge about mental healthcare demand for demand oriented decision making, is 

discussed based on a reflection on the usage of the audience segmentation technique in the case 

study at GGzE, complemented with interview data on the perceived applicability of the method 

by strategic management. The results section of the article covers the case study results and ends 

with a brief reflection on the interview data regarding the applicability of audience segmentation 

in mental healthcare. Following this, the general research question is further elaborated on in the 

discussion section. 

Supporting and impeding patient factors for deinstitutionalization (literature review)

Literature was reviewed on patient factors having an impeding or supporting effect on 

deinstitutionalization. Demographic variables that were described in the literature are: physical 

impairments, living with a partner/marital status, economic poverty, homelessness, education, 

employment, living situation, gender, and age (see Table 2 for references). Mainly impeding 

patient factors for deinstitutionalization that are mentioned are: physical impairments, economic 

poverty, homelessness, a lower education level, unemployment, living alone, a younger age and 

male gender are impeding patient factors. A supporting patient factor for deinstitutionalization 

is living with a partner. Behavioral variables found in literature are: violence, risk to self, substance 

abuse, personal care functioning, and family relation (see Table 2 for references). A higher score on 

violence, risk to self, substance abuse, dependence on others for personal care functioning, and 

non-compliance to medication are impeding factors for the success of treating patients outside the 

clinic. A higher family acceptance is found to be a supporting factor for extramural care delivery. 

Finally, clinical variables mentioned in the literature that impede deinstitutionalization are: a higher 

number of previous admissions and a longer duration of hospitalization (see Table 2 for references). 

Determination of patient profiles (cluster analysis and interviews)

Due to a lack of registration data, it was not possible to measure the variables ‘economic poverty’, 
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Table 2 Supporting and impeding patient factors regarding deinstitutionalization 
Variables References
Demographic variables
physical impairments D’Avanzo, Frattura,, Barbui, Civenti, & Saraceno, 1999; Fisher, Barreira, Geller, White, 

Lincoln, & Sudders, 2001; Nottestad & Linaker, 2001; Richards, Smith, Harvey, & 
Pantelis, 1997

economic poverty Lin, Chen, Lin, Lee, Ko, & Li, 2010
homelessness Lay, Lauber, & Rössler, 2006
a lower education level D’Avanzo et al., 1999; Lay et al., 2006
(un)employment Lelliott, Wing, & Clifford, 1994
living alone Lay et al., 2006; Saarento, Kastrup, Lönnerberg, Gostas, Muus, Sandlund, Öiesvold, & 

Hansson, 1998
age Aviram, Minsky, Smoyak, & Gubman-Riesser, 1995; D’Avanzo et al., 1999; Gastal, 

Andreoli, Quintana, Almeida Gameiro, Leite, & McGrath, 2000; Korkeila, Lehtinen, 
Tuori, & Helenius, 1998; Lin et al., 2010; Roick, Heider, Kilian, Matschinger, Toumi,, & 
Angermeyer, 2004; Saarento et al., 1998; Thornicraft, Gooch, & Dayson, 1992; Zilber, 
Hornik-Lurie, & Lerner, 2011

gender Aviram et al., 1995; Fisher et al., 2001; Gastal et al., 2000; Honkonen, Karlsson, 
Koivisto, Stengård, & Salokangas, 2003; Korkeila et al., 1998; Lin et al., 2010; 
Rantanen, Koivisto, Salokangas, Helminen, Oja, Pirkola, Wahlbeck, & Joukamaa, 
2009; Richards et al., 1997; Roick et al., 2004; Saarento et al., 1998; Schalock, Harper, 
& Genung, 1981; Thornicraft et al., 1992

living with a partner Lelliot et al., 1994; Saarento et al., 1998
Behavioral variables
violence Aviram et al., 1995; D’Avanzo et al., 1999; Lelliot et al., 1994; Nottestad & Linaker, 

2001; Richards et al., 1997; Zhang, Harvey, & Andrew, 2011
risk to self Aviram et al., 1995; Bredski, Watson, Mountain, Clunie, & Lawrie, 2011; Richards et 

al., 1997
substance abuse Fisher et al., 2001; Honkonen et al., 2003; Zhang et al., 2011
dependent on others 
for personal care 
functioning 

Aviram et al., 1995

non-compliance to 
medication 

Aviram et al., 1995; Fisher et al., 2001

family acceptance Schalock et al., 1981
Clinical variables
number of previous 
admissions 

Honkonen et al., 2003; Korkeila et al., 1998; Roick et al., 2004; Thornicraft et al., 1992; 
Zhang et al., 2011; Zilber et al., 2011

hospitalization length Aviram et al., 1995; Botha, Koen, Joska, Parker, Hering, & Oosthuizen, 2010; Bredski 
et al., 2011; Fisher et al., 2001; Gastal et al., 2000; Korkeila et al., 1998; Lin et al., 
2010; Nordentoft, Pedersen, Pedersen, Blinkenberg, & Mortensen, 2012; Saarento 
et al., 1998; Valenti, Necozione, Busellu, Borrelli, Lepore, Madonna, Altobelli, Mattei, 
Torchio, Corrao, & Di Orio, 1997



Chapter 3

50
 

Figure 1  Dendogram  

Figure 1 Dendogram



Mental healthcare demand

51

Chapter

 3

‘education’, ‘compliance to medication’ and ‘social functioning’. It was also not possible to

measure marital status (28.4% missing) and homelessness (60.6% missing) due to a high rate of 

missing values. These six variables were therefore removed, which resulted in twelve variables 

being used for the cluster analysis: physical impairments, violence, number of previous admissions, 

employment, risk to self, duration of hospitalization, living situation, substance abuse, gender, 

personal care functioning, age, and family relation. 

To determine the amount of clusters, a dendogram and agglomeration schedule were used to 

visualize the largest change when adding a new cluster. Both the dendogram and agglomeration 

schedule were inconclusive about the exact amount of clusters. The dendogram (Figure 1) shows a 

large period for two ends to merge and a large period for four ends to merge. This points towards 

a 2-cluster solution or a 4-cluster solution. The agglomeration schedule (Table 3) displays the 

coefficient of each merge of cases. The change in coefficient determines which amount of clusters 

is most legitimate. The results in the agglomeration schedule show the largest change at a 2-cluster 

solution, though the change for the 3 and 4-cluster solution is still large.

To test the contribution of each of the variables a one way-ANOVA was undertaken. The results 

show that the variable ‘risk to self’ does not significantly contribute to a difference in clusters in 

a 2-, 3-, or 4-cluster solution. In a 2-cluster solution also ‘family relation’ showed no significant 

contribution.

Table 3 Agglomeration schedule 
No. of clusters Agglomeration last step Coefficients this step Change
2 1320.0 1171.2 148.8
3 1171.2 1069.4 101.8
4 1069.4   972.4   97.0
5   972.4   909.4   62.4
6   909.9   852.0   57.9

Because of the ambiguity a 2-, 3-, and 4-cluster solution were presented to professionals within 

GGzE to determine the most representative amount of clusters. Professionals within GGzE 

were asked to determine which cluster solution (2-, 3-, or 4-cluster solution) they thought most 

appropriate to represent patient groups with a psychotic disorder. They judged that the population 

was best represented by a 3-cluster solution (Table 4) which means 3 different patient profiles can 

be distinguished: crisis group (group 1), serious problems (group 2), and hospitalized elderly (group 

3). Consecutively, these patient profiles were presented to professionals to determine precise 

characteristics. 
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Table 4 3-cluster solution clinical psychotic disorder population at GGzE 
Variable Group 1 (N=54) Group 2 (N=27) Group 3 (N=30) F value Sig.
Violent     0.59     1.63     0.83 12.99 0.000
Risk to self     0.24     0.04     0.23   1.71 0.187
Substance abuse     0.74     2.70     0.27 59.76 0.000
Physical 
impairments

    0.83     0.85     1.77   7.57 0.001

Personal care 
functioning

    1.39     2.26     2.73 19.01 0.000

Family relation     4.76     4.07     5.20   3.59 0.031
Admissions     1.35     1.33     1.03   4.58 0.012
Employment     0.22     0.00     0.00   7.92 0.001
Living alone     0.43     0.85     0.87 14.04 0.000
Gender     1.61     1.85     1.70   2.50 0.087
Age   42.05   41.15    50.75   9.62 0.000
Days of 
hospitalization

261.33 823.37 1060.33 48.81 0.000

Patient profile 1: crisis group (N=54) 

Variable analysis revealed that 48.6% of the patients of the psychotic disorder center of GGzE that 

are clinically admitted could be assigned to the ‘crisis group’. Professionals at the operational level 

describe a member of this group as ‘the slightly younger man, with few physical and psychological 

problems, who doesn’t want to be hospitalized’. At a tactical level the description was: ‘this is an 

outpatient who has had some admissions and who sometimes needs support in the clinic for a couple 

of days’. The interview results furthermore showed this to be the most suitable group for ambulant 

treatment. An initial action would be to reduce the number of hospitalization days for these 

patients. By reducing the admission time, the rate of circulation increases, which means less beds 

are necessary to fulfill patient demand for clinical treatment. 

Patient profile 2: Serious problems (N=27) 

The second group that was found in the quantitative analysis comprises 24.3% of the research 

population. On an operational level this group is characterized as follows: ‘an aggressive young 

man, who does not want to be hospitalized and who exhibits abusive behaviour under the influence 

of alcohol’. Managers at a tactical level describe this group as ‘these are the people that need to 

be watched carefully. They tend to be dangerous, in many ways, for themselves and for others’. The 

interviewees state that these patients benefit from clinical treatment and are not suitable 

candidates for deinstitutionalization. Otherwise, it is predicted that they will cause problems in 

society and be harmful to public safety. 

Patient profile 3: Hospitalized elderly (N=30) 

The last profile, hospitalized elderly, comprises 27% of the clinically admitted patients at the 
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psychotic disorder center of GGzE. This group is described as ‘more physically disabled, elderly, and 

more institutionalized’. Another description offered in the interviews on an operational level is: ‘the 

elderly man with a physical disability who cannot manage on his own in the home’. Interviewees at the 

tactical level mention that for this group: ‘the possibilities to handle life in a practical way are fiercely 

reduced’. It is also called: ‘the group that should be taken care of’. According to the interviewees, bed 

reduction for this group would be plausible. These patients oftentimes only need homecare and 

nursing care, rather than specialized psychiatric care. Different treatment programs seem plausible 

for this group, separating residential care from (mental) healthcare. 

Interview results on the application of the audience segmentation technique

The interview results show that the value of audience segmentation as a technique to gain more 

knowledge about the patient population is recognized on an operational and tactical level. On a 

strategic level, the interview results are equally positive with regard to the usefulness of the method. 

In general, a shift from thinking from a supply perspective (‘at this time we determine supply based 

on what we more or less think is necessary for certain groups, based on usage of supply’), to a more 

patient oriented approach (‘audience segmentation could be used to think of which patient factors 

you have to take into account when determining supply’) was observed. It was also stated that there 

are other factors, aside from demand or patient related factors that should be taken into account 

when determining mental healthcare supply and making policy decisions that affect patients’ care, 

such as financial issues, political developments, and other organizational aspects. According to 

the interviewee, patient demand should however be the central focus when developing mental 

healthcare supply. 

Discussion

The aim of this article is to provide mental healthcare organizations with a tool that enables them 

to gain a better understanding of the demand of their patient population in support of demand 

oriented decision making. This study showed that it was possible, with the help of audience 

segmentation, to develop distinct patient profiles for a mental healthcare population which 

provided information about specific aspects of their care needs. In this case study, the need for 

intramural treatment versus ambulant alternatives was examined. 

Audience segmentation to reveal homogeneous subgroups within the clinical population of the 

psychotic disorder center at GGzE led to statistically segmented groups of patients, or in other words: 

patient profiles. The statistical outcome of the cluster analysis was inconclusive with regard to the 

number of clusters. This may have been a result of the difference between the groups being smaller 

than expected or that there was still a lot of variety within the subgroups. Professional judgment (by 

means of interviews) was therefore useful to determine the right amount of clusters. Although the 

statistical analysis failed to provide a conclusive number of profiles, it was still possible to identify 
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different subgroups within the clinically admitted patient population at the psychotic disorder 

center of GGzE. Complemented with qualitative analysis, distinct profiles could be determined which 

provided valuable information on the issue of clinical bed reduction within the center. This would 

imply that audience segmentation can assist in acquiring knowledge about the characteristics of a 

patient population and aid the development of patient profiles in mental healthcare. 

The study also revealed that audience segmentation has the potential to provide knowledge 

about possible differences in mental healthcare needs within a population. This was deduced from 

the finding in this study that the characteristics of groups of patients led to a different assessment 

of the possibility of extramural treatment. The results also show that current supply does not 

always match what is most suitable to the patient and his need for care. In this case, a number of 

patients from the psychotic disorder center is currently being treated clinically while their patient 

profile points to ambulatory treatment actually being more suitable. This could lead to a different 

policy being adopted with regard to those patients. 

The study shows that audience segmentation contributes to a change in the way of thinking 

from supply oriented to more demand or patient oriented care. This encompasses looking at the 

information on specific patient profiles to understand their needs. In this way, patient profiles 

provide knowledge about the demand of patients so that the right amount and form of care can 

be given. It should be noted however, that mental healthcare demand encompasses more domains 

than the one that was investigated in this specific case study at GGzE: clinical versus ambulatory care. 

Furthermore, in this case study only variables were used, based on what was found in the 

literature, about which data could be found in the registration systems of the organization. This 

does not necessarily provide a complete picture of the demand for clinical or ambulatory care. This 

greatly limited the number of patients that could be included in the statistical analysis. Another 

limiting factor was the decision to define ‘mental healthcare demand’ as ‘service in use’, which 

neglects the fact that there may be a latent demand for care, which is not considered in this case. 

However, service in use is generally considered the best ‘measure’ of mental healthcare demand. 

Using ‘service in use’ as an operationalization for mental healthcare demand also advances the use 

of audience segmentation as an applicable tool.

Finally, patients’ own view of their need for care was not measured, which means only a 

normative need was identified. Regardless of these limitations, the audience segmentation 

technique can provide mental healthcare providers with useful information that can help to 

determine whether supply needs to be altered to meet the needs of their patients, by defining the 

healthcare needs of a specific patient population. 

conclusions

The technique of audience segmentation was applied in a single case study at a mental healthcare 

provider in the Netherlands. This first exploration revealed that audience segmentation can be 
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used as an instrument for market orientation research for mental healthcare organizations. It is 

thought that the technique can also be used to decide other policy issues than the one tackled 

in this case study, by adopting different variables appropriate to the context. The technique 

had not before been applied to the field of mental healthcare in the Netherlands, yet the results 

suggest it could prove a valuable instrument in gaining knowledge about the needs of patients in 

mental healthcare. Follow up research should be aimed at testing the technique in different target 

populations within the (mental) healthcare sector, using different variables to develop patient 

profiles. This may lead to the development of a better audience segmentation technique specially 

tailored to mental healthcare providers. From the results of this study we conclude that audience 

segmentation can be used to gain more in-depth knowledge about mental healthcare needs, 

so helping healthcare providers to make sounder demand oriented decisions about treatment 

programs for specific groups of patients. 
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Abstract

Background. Competition in the mental healthcare sector is increasing and relationships with key 

stakeholders, such as financiers, referring practitioners and healthcare chain partners, become more 

important, requiring better stakeholder management within mental healthcare organizations. 

Stakeholder management is, however, not yet incorporated into the standard practice of most 

mental healthcare providers. In this study we assessed the applicability of a comprehensive model 

for stakeholder management in mental healthcare organizations.

methods. The assessment was performed in two research parts: 1. the steps described in the 

model (stakeholder identification, identification of stakeholder expectations, determination of 

performance gaps, determination of stakeholder salience) were executed in a single case study at a 

mental healthcare organization in the Netherlands, and 2. a process and effect evaluation was done 

by keeping a log to register supporting and impeding factors with regard to the applicability of the 

model (process). In addition, interviews were held with management and the board of directors to 

evaluate the effectiveness of the model with a view to stakeholder management. 

results. The stakeholder analysis resulted in the identification of 8 stakeholder groups. Different 

stakeholder expectations were identified for each of these groups. The analysis on performance 

gaps revealed that stakeholders generally find the collaboration with a mental healthcare provider 

‘sufficient’. Finally a prioritization was made among these stakeholder groups which showed that 5 

stakeholder groups are seen as ‘definite’ stakeholders by the organization. Regarding the practical 

applicability, an important finding is the time-consuming nature of the application of the model. 

Incomplete contact information impedes the performance of a complete stakeholder analysis. The 

effectiveness of the model would likely be improved if each of the steps is also performed from the 

perspective of the stakeholders. The prioritization of stakeholder demands is seen as very valuable 

in order to create different communication strategies for each stakeholder group. 

conclusions. Provided that the model is properly adapted for the specific field, the analysis 

can provide more knowledge on stakeholders and can help integrate stakeholder management 

as a comprehensive process in policy planning. Further research in other mental healthcare 

organizations will improve the general applicability of the model. 

Key words. Mental healthcare, Stakeholder management, Stakeholder analysis.
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Background

Context

The complexity and dynamics of the Dutch healthcare sector have undergone major changes 

in the last decades; these include increasing pressure on budgets, and market forces requiring 

transformation from a social service organization to a competitive market-oriented organization 

no longer entirely financially supported by the government. Within such complexity, healthcare 

organizations have become increasingly dependent on a diverse number of stakeholder groups 

(e.g. government, referring practitioners, patients, and financiers), all of which have different roles 

and expectations [1-3]. 

For example, because of the legal requirement to negotiate contractual agreements with 

financiers, the relations with financiers can affect financial budgets and, subsequently, affect the 

potential for development and growth of a mental healthcare provider. In some cases agreement 

with financiers is not achieved; this implies that patients insured with financiers who have no 

financial agreements, receive no financial compensation for their healthcare received. However, 

with the freedom of choice available in the current mental healthcare sector, this allows and 

encourages patients to switch to another care provider. 

Another example concerns the relationship with referring practitioners. In the Dutch mental 

healthcare system a referral from a general practitioner (GP) or other provider of primary healthcare 

is (generally) mandatory to receive care in secondary (mental) healthcare. However, as patients 

and their families are becoming more aware of their rights, more critical and can choose between 

multiple care providers, the referring practitioners need comprehensive information on the 

treatment programs of mental healthcare providers in order to provide patients with adequate and 

accurate referral. The quality of the relationship with key stakeholders can make all the difference 

between success and failure in attracting and retaining these patients. 

In practice, because Dutch mental healthcare providers rarely analyze their relationship with 

stakeholders, it remains unclear to what extent these stakeholders influence organizational 

objectives and results. From this viewpoint, we assume that stakeholder management is not yet a 

focal issue in most mental healthcare organizations. 

Theory on stakeholder management

The purpose of stakeholder management is to form, monitor and maintain constructive relationships 

with the organization’s stakeholders, i.e. to understand their relative importance, to identify new 

or upcoming stakeholders, and to decide which strategies are important in building relationships 

with important stakeholders [4,5]. This requires inter-organizational arrangements and cooperation 

with multiple stakeholders, implying that understanding of the vision and objectives of the 

organization by stakeholders is of vital importance [6,7]. Stakeholder management can contribute 

to a better mutual understanding of the interests of the organizations and its stakeholders. 
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Although the importance of stakeholder management is recognized by most healthcare 

organizations, there are differences in how this is applied in practice [8]. A difficulty often 

encountered is the lack of information regarding what is needed to match organizational 

decisions with the expectations of important stakeholders, and the relative extent to which these 

stakeholders can influence the organization’s objectives [2,5]. This information can be collected by 

means of a stakeholder analysis [2]. 

Although several practical methods are available that (separately) describe the individual steps 

of stakeholder management [1,2,8,9], no comprehensive method for stakeholder management is 

available that has both a theoretical and practical basis. However, the comprehensive stakeholder 

management process model developed by Preble is an excellent theoretical concept [10] (Fig. 1), 

as it encompasses the different aspects of stakeholder management that are proposed separately 

by others [1,2,8,9]. Preble’s [10] model describes four steps of stakeholder analysis, aiming at 

identifying the multiple stakeholders active in the mental healthcare sector, mapping their main 

expectations, determining performance gaps, and prioritizing different stakeholder demands (Fig. 

1; Steps 1-4). In addition, the model incorporates two steps that cover the transition from the actual 

stakeholder analysis to the organizational responses needed to bring stakeholder management 

into the practice of mental healthcare organizations (Fig. 1; Steps 5 and 6). However, Preble’s [10] 

model is mainly theoretical and needs to be more specified to be applicable for healthcare (or any 

other) organizations. 

Preble [10] states that there is a need for more knowledge on the practical implementation 

of stakeholder management within organizations. This practical implementation can be found by 

operationalization of the steps in the model using additional theory on stakeholder management 

and stakeholder analysis [10]. The analysis phase comprises the first four steps of the comprehensive 

stakeholder management process model [10] (Fig. 1), which are also described separately by others 

[1,2,8,9]. 

First, the stakeholders must be identified and classified into specific groups in order to manage 

stakeholders with different interests in appropriate ways [1,2,8,12-16]. Blair and Fottler [1] use the 

terms ‘internal, external and interface stakeholders’ to initially classify stakeholder groups. Following 

the division between internal, external and interface stakeholders, other authors describe the 

importance of classifying stakeholders into separate homogeneous groups, to be able to manage 

different stakeholders in the most appropriate ways [1,2,8,12-16]. The first step, identification 

of stakeholders, entails collecting up-to-date information about each stakeholder, i.e. contact 

information (e.g. specific names of affiliations, addresses, e-mail), the frequency of consultation, and 

characteristics of the stakeholders. Subsequently, classification criteria need to be developed for the 

specific field of mental healthcare in order to classify them into homogeneous groups [8]. 

Following the identification of stakeholders and stakeholder groups, organizations must 

learn how different expectations and competing stakeholder demands can be managed [17]; for 

this, knowledge on the general nature of stakeholder expectations is required [17]. To perform 
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this second step, Preble’s [10] classification of stakeholders based on equity, influencing and 

economic stakeholders is not the most suitable for mental healthcare organizations, because 

this specific type of organization is not represented in Preble’s classification. Determination of 

stakeholder expectations can be realized based on assumptions regarding the logical classification 

of stakeholder groups into domains of accountability, as provided in the framework of Dansky and 

Gamm [9]. Because this accountability framework specifically focuses on healthcare organizations 

[9] it can be used to complete this step. The framework helps elucidate the different expectations 

of stakeholders and their incentives, and addresses the concerns of stakeholder groups based on 

four domains of accountability: political, commercial, community, and clinical [9]. Stakeholders 

within the political domain are organizations that develop policy and regulations in (mental) 

Figure 1 Comprehensive Stakeholder Management Process Model [10] (© 2005, John Wiley and Sons)
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healthcare; commercial accountability focuses on value creation and financial benefits; community 

accountability encompasses organizations in the field of public health and wellbeing; and the 

clinical accountability domain focuses on the quality, effects and efficiency of the delivery of 

(mental) healthcare services [9]. 

The next step is to determine performance gaps based on how organizational objectives and 

strategies differ from the identified expectations [18-20] and form potential threats [12]. These 

gaps can be identified based on scores on the familiarity of stakeholders with the objectives of 

an organization, and the perceived fit of stakeholders with these objectives [17,18]. No literature is 

available on the assessment of ‘performance gaps’ in the context of mental healthcare; however, 

the general interpretation of performance gaps by other authors [10,17-19] provides guidelines to 

develop a contextualized questionnaire or interview schedule to perform this step. This should 

result in identification of the gap between organizational objectives and the perception that 

stakeholders have of the general realization of these objectives [10,17-19]. 

Subsequently, priority setting is an important action in stakeholder analysis; this entails 

determining which stakeholder demands should be given priority when formulating organizational 

responses [2,7,8,15,21]. For this step of the analysis, Mitchell et al. [8] provide a model to determine 

stakeholder salience. This entails classifying stakeholders into 7 groups: dormant, discretionary, 

demanding, dominant, dangerous, dependent, and definitive stakeholders. This classification can 

be achieved by determining the power, legitimacy and urgency of each stakeholder. Knowing 

the salience level of different stakeholders provides the organization with guidelines to develop 

responses to stakeholder claims. The questionnaire on stakeholder salience designed by Bravo [22] 

provides a practical method for a mental healthcare organization to perform this step of the analysis. 

Research questions

The overall aim of this study is to gain knowledge on the applicability of stakeholder analysis, 

according to the model of Preble [10], for mental healthcare providers. For this purpose, the model 

was applied at a specific mental healthcare provider, and the process and effects of this application 

were evaluated. The following research questions were formulated: 

What results are yielded when stakeholder analysis based on the model of Preble [10] is applied 

in the practice of a mental healthcare provider? 

Is the stakeholder management process model of Preble [10] a useful tool for mental healthcare 

providers to perform stakeholder analysis?

methods 

Research design

To gain insight into the applicability and the results yielded when applying stakeholder analysis, 

the successive steps of the model were applied in a single case study at a mental healthcare 
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organization in the southern part of the Netherlands: Stichting Geestelijke Gezondheidszorg 

Eindhoven en de Kempen (GGzE). 

GGzE has a working area of approximately 527,000 inhabitants and treats about 16,000 patients 

per year. GGzE cooperates with several healthcare chain partners in order to provide the best care 

possible for patients with complex psychiatric problems in and around the city of Eindhoven. 

A case study is an appropriate research design because of the aim to understand a complex 

and dynamic setting, in this case a mental healthcare organization [23,24], by asking ‘how’ or ‘why’ 

questions [23,25]. 

Because of the duality within this research project, the present study consists of two parts. In 

Part 1, Steps 1-4 of the stakeholder management process model [10] (i.e. the actual analysis) were 

applied at GGzE in order to answer the first research question. Recommendations for Steps 5 and 6 

were extracted from the results of this analysis. 

Part 2 assesses whether the model is applicable in the practice of mental healthcare (second 

research question) by conducting a process and effect evaluation. 

The stakeholder analysis was conducted at the division Adult and Geriatric Psychiatry at 

GGzE. This division was selected for the analysis because, during the study, GGzE was preparing 

a stakeholder meeting with external stakeholders of these clusters. Although most of the 

stakeholders involved in this division are also stakeholders of other divisions within GGzE, specific 

stakeholders of other divisions (i.e. Child & Adolescent Psychiatry, and Forensic Psychiatry) were 

not included in the present case study. 

Stakeholder analysis (Part 1)

Step 1. For the first step of the stakeholder analysis (stakeholder identification) document and 

interview data were used. An existing list of stakeholders (based on GGzE’s 2011 Annual Report) 

was consulted and complemented with interview data from semi-structured interviews held with 

managers within the division. Managers were selected for the interviews by means of purposive 

sampling [26]. The interviews (n=6) were recorded, transcribed and systematically analyzed using 

open, axial and selective coding [27]. 

Step 2. To determine the underlying nature of stakeholder expectations, a literature study was 

used. Articles were selected that contributed to the subject from ABI/inform. The search terms 

used were ‘stakeholder accountability’ and ‘stakeholder incentives’. Then, forward and backward 

snowballing was used to reveal additional relevant literature. The underlying interests found 

in the literature were then attributed to the specific stakeholder groups of GGzE, based on the 

interpretation of the researcher; attribution was then verified by a member of the managing board 

and a staff member of GGzE. 

Step 3. Performance gaps were measured both at stakeholder and organizational level. To 

determine performance gaps, the stakeholders previously invited to GGzE’s stakeholder conference 

(n=47) were asked to fill out a questionnaire. Because no validated questionnaire was available, the 
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questionnaire was developed based on definitions of performance gaps reported by others [10,19]. 

The questionnaire was examined by one of the co-authors and a board member at GGzE. To deepen 

the results from the questionnaires, the managers within the division (n=6) were interviewed about 

the performance gaps they perceive at the organizational level. The questions were incorporated 

in the interviews in Step 1. 

Step 4. The prioritization of stakeholder groups (stakeholder salience) was performed using 

quantitative data from a questionnaire among managers of different hierarchal layers within GGzE 

(n=28). The managers were selected by purposive sampling [26] to obtain a good representation 

of stakeholder salience of every stakeholder group. The questionnaire is an adapted version of 

the validated questionnaire of Bravo [22]; it was translated into Dutch, the identified stakeholder 

groups (Step 1) were used as answering options, and ‘organization’ was changed to ‘GGzE’. The 

results were analyzed by measuring the power, legitimacy and urgency [8] of each stakeholder 

group. The variables were tested for reliability and then scored using the following scales: 1-3.5 = 

no score on the variable; 3.5-4.5 = neutral; and 4.5- 7 = score on the variable. 

Assessment of applicability (Part 2)

The second research question concerned the applicability of the model in the practice of a mental 

healthcare provider; for this, a process and effect evaluation was made focusing on the extent to 

which the intended goal from the stakeholder analysis was achieved in practice. In this assessment 

we evaluated the process of applying the different steps, the results of the stakeholder analysis, 

and the outcomes found on the applicability of the model. 

To execute the steps of the process and effect evaluation, different data sources were used. 

Information on the process of applying the different steps during the analysis was collected by 

keeping a log in which Steps 1-4 of Preble’s model [10] were monitored for success and failure 

factors. The log was kept by the third author of this paper (a Master’s student of Organizational 

Studies) who was finishing his Master’s education at that time. To evaluate the expected effects 

of the model with a view to improving stakeholder relations, semi-structured interviews were 

held with management and the board of directors. The interviewees were selected based on 

their involvement with stakeholder management in the organization, and their responsibility to 

monitor processes and effects related to this subject. The interviews were recorded, transcribed 

and analyzed by open, axial and selective coding [27]. 

results

The results of the study are reported below in two parts. First, specific results of the stakeholder 

analysis at GGzE are provided; second, results are presented for the assessment of the applicability of 

Steps 1-4 of the comprehensive stakeholder management model [10] for mental healthcare providers. 

Stakeholder identification (Step 1)
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Prior to the present study, relevant stakeholders were identified and published in GGzE’s 2011 

Annual Report, classified into the following 8 groups: 

1. Patient organizations (12): associations for patients and, specifically, for elderly; board of patient 

representatives at GGzE.

2. Financiers (20): health insurance companies; national and local government; subsidy suppliers. 

3. Healthcare organizations (63): other mental healthcare institutions; regional healthcare 

organizations; child and adolescent care; primary healthcare; addiction care; home care services. 

4. Non-governmental organizations (24): social housing corporations; organizations for work; 

daytime organizations for social work. 

5. Institutions in the area of research and development (18): academies and universities; research 

institutions; networks of expertise. 

6. Institutions in the area of safety (2): regional police department; regional fire department.

7. Government (3): national and local government; national inspection on the quality of care.

8. Inspection services (1): national inspection on the quality of care.

Based on this list, a total of 125 stakeholders were identified by the division Adult and Geriatric 

Psychiatry. Because some of the stakeholders appeared in more than one group, the total of the 

subgroups is greater than the total of the single stakeholders. 

Underlying nature of stakeholder expectations (Step 2)

The accountability framework of Dansky and Gamm [9] was the most suitable classification to 

determine the underlying nature of the expectations of GGzE’s stakeholders, because their domains 

correspond with the practice of mental healthcare providers. 

The identification of stakeholders in the case study at GGzE led to 8 stakeholder groups; 

these were linked to the four domains in the accountability framework [9] as shown in Table 1. 

This revealed 3 stakeholder groups with a clinical accountability: patient organizations, healthcare 

organizations, and non-governmental organizations; these organizations focus on the quality 

of care, the effects of treatments, and patient satisfaction. Three groups of stakeholders were 

classified as political stakeholders: financiers, government, and inspection services. Stakeholders 

in these groups have a strategic interest in GGzE’s services. For example, financiers need to 

guarantee that the services are delivered according to the purchase agreement they have with 

GGzE. Government and inspection services have a political responsibility for health and welfare on 

a national and regional level. Stakeholders with a community accountability are organizations with 

an interest in public health and welfare, safety, and social coherence. Three stakeholder groups 

met these criteria: institutions in the area of research and development, and institutions in the area 

of safety, government, and inspection services. Financiers are considered stakeholder groups with 

a commercial accountability; e.g. health insurance companies have become private organizations 

and need to attract clients for a viable business. 
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Table 1 Nature of stakeholder expectations 
Stakeholder group Domain(s) of accountability
Patient organizations Clinical 
Financiers Political and commercial 
Healthcare organizations Clinical 
Non-governmental organizations Clinical 
Institutions in the area of research and development Community 
Institutions in the area of safety Community 
Government Political and community
Inspection services Political and community

Performance gaps (Step 3)

Performance gaps were measured at organizational (GGzE) and stakeholder level. First, the 

objectives and associated values of GGzE were compared with the perception of managers on the 

expectations of stakeholders (Table 2). Second, stakeholders were asked about their perception 

with regard to the performance of GGzE (Table 3). Performance gaps are measured for the 8 

stakeholder groups that existed prior to the current analysis. 

Table 2 Perceived performance gaps on organizational level 
Stakeholder Perceived performance expectation Perceived performance gap 
Partner 
organization for 
nursing and care

Focus of the stakeholder is on quality of 
life of the patients, the delivery of care 
has lower priority

Does not fit the objective of GGzE to deliver 
the best care possible for patients. GGzE 
expects intensive supervision and high 
quality care.

General 
practitioners (GP)

GP’s indicate to perceive relatively long 
lines between them and GGzE

Government cuts on social psychiatric nurses 
at the medical practices resulted in more 
bureaucracy in the relation between the GP’s 
and GGzE. However, GP’s are perceived as 
very important for GGzE because they bridge 
the gap between primary and secondary care.

Local government Centre managers perceive local 
government to focus on the 
participation of patients in the 
community

GGzE focuses on individual patients and the 
specific care they need

Assessor Assessor determines the amount of care 
needed, which results in the financing 
of this care

Sometimes this indication is not congruent 
with actual resources needed to deliver care 
at GGzE

Medicine suppliers Aim of suppliers is to sell medicines and 
earn money

GGzE objective is to get high quality 
medicines and therefore uses the pharmacist 
as a buffer between these interests

UWV UWV sometimes indicates that a patient 
is ready for work

From the perspective of GGzE patients 
sometimes need prudence with returning to 
work, goal is the recovery of the patient

Housing 
corporations

Housing associations focus on the 
interests of the neighborhood

GGzE focuses on the patient when patients 
are relocated
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Managers of GGzE’s Adult and Geriatric division consider that the focus of stakeholders differs 

from their own. GGzE focuses on individual patients, whereas stakeholders also have an interest in 

the public sphere (e.g. local government, housing corporations). The performance gap between 

GGzE and the Dept. of Social Insurance (in Dutch, UWV) is of a similar nature, GGzE protects 

individual patient needs whereas the main goal of the Dept. of Social Insurance is to get people 

(with different backgrounds) back to work. Another problem lies within the organization of care 

processes. Stakeholders (e.g. GPs or other referring partners) have long waiting lists, which can 

result in a patient not being properly referred. The connection between primary and secondary 

care is, however, an important determination of success for GGzE. Finally, the tension between the 

quality of care and cost efficacy is visible in the relation between GGzE and stakeholders with a 

financial interest (e.g. assessors, medication suppliers). 

Stakeholders invited to GGzE’s annual stakeholder meeting (n=47) were asked to fill in a 

questionnaire about the perceived performance of GGzE (Table 3). The response to this question 

(40%) did not cover all stakeholder groups, and not all stakeholder groups were represented 

at the stakeholder meeting. The response (34%) covered healthcare organizations (38%), non-

governmental organizations (33%), and institutions in the area of research and development 

(50%). Healthcare organizations are generally familiar with the mission and vision of GGzE; they 

experience GGzE as a collaborative partner that is rated as ‘sufficient’ (7.0). Non-governmental 

organizations score relatively high with regard to perceived performance of GGzE. Institutions 

in the area of research and development score relatively low; this may be related to the 

different role, with regard to dependencies and responsibilities, these organizations have as 

a stakeholder. 

Table 3 Perceived performance gaps on a stakeholder level

Stakeholder group (N) Response rate 
(%)

Familiarity of the 
stakeholder with 

the mission of 
GGzE

(scale 1-5)

Familiarity of 
the stakeholder 

with the vision of 
GGzE

(scale 1-5)

Experiences 
GGzE as a 

collaboration 
partner

(scale 1-10)

Healthcare organizations 
(N=10)

38 3.8 3.8 7.0

Non-governmental 
organizations (N=4)

33 4.3 4.3 7.5

Institutions in the area of re
search & development 
(N=2)

50 3.5 2.5 4.0

Patient organizations (N=3) 0 - - -

Safety and inspection (N=2) 0 - - -
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Additional open questions in the questionnaires revealed that performance gaps are often due 

to differences in the nature of expectations. For example, local government with a community 

accountability aiming to let patients participate in the community versus the clinical accountability 

of a mental healthcare provider (GGzE) aiming to provide the best care possible for patients 

with mental disorders. Furthermore, stakeholders want to focus on chain care, collaboration and 

alignment with GGzE. Although their intentions are good, stakeholders experience recalcitrant 

organizational structures that lead to ineffective collaboration. In particular, GPs perceive 

considerable bureaucracy in their relation with GGzE. The qualitative results of the interviews with 

the GGzE management show that GPs are very important for GGzE because they bridge primary 

care and secondary care, in which GGzE operates.

Stakeholder salience (Step 4)

After identifying the stakeholder groups (Step 1), determining the nature of their expectations 

(Step 2) and determining performance gaps (Step 3), the next step is to determine which 

stakeholders should receive managerial attention; in other words, which stakeholders have the 

highest stakeholder salience (Step 4). Stakeholder salience is determined by power, legitimacy, 

and urgency [8]. These attributes were measured on a scale from 1-7 after they were tested for 

their reliability. Equally important as the earlier steps of the analysis, measurement of stakeholder 

salience was done for the 8 stakeholder groups that were identified based on the list in GGzE’s 2011 

Annual Report. 

The scales measuring utilitarian power, normative power, legitimacy and urgency were tested 

for their reliability. The scale measuring legitimacy for ‘healthcare organizations’ resulted in a 

Cronbach’s alpha of 0.065, which is highly unreliable. The scale measuring normative power for ‘non-

governmental organizations’ had a Cronbach’s alpha of 0.345, which is also unreliable. Therefore, 

these two latter items were deleted from the scales. This resulted in a Cronbach’s alpha that was ≥ 

0.6 for the scales measuring the four variables (utilitarian power, normative power, legitimacy and 

urgency). 

Stakeholders were then classified into stakeholder salience categories based on their measured 

power, legitimacy and urgency [8]. Table 4 shows that the stakeholder group ‘patient organizations’ 

is perceived to be a dependent stakeholder. A large group is perceived to be definitive stakeholder, 

i.e. financiers, healthcare organizations, non-governmental organizations, the government, and 

inspection services. Finally, institutions in the area of research and development are perceived 

to be demanding stakeholders. Based on these classifications GGzE is able to determine which 

stakeholder groups should be prioritized and which communication strategies are appropriate 

for different stakeholders [8,28]. In theory, definitive stakeholders are the groups with the highest 

stakeholder salience that possess all three attributes (power, legitimacy, and urgency). 
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Table 4 Stakeholder salience 

Stakeholder group Mean score attribute 
(scale 1-7)

Possession of attributes Stakeholder salience

Patient organizations Utilitarian power: 4.1
Normative power: 6.1
Legitimacy: 5.9
Urgency: 5.3

No power, legitimacy, 
urgency

Dependent stakeholder

Financiers Utilitarian power: 6.6
Normative power: 5.2
Legitimacy: 5.2
Urgency: 6.3

Power, legitimacy, 
urgency

Definitive stakeholder

Healthcare organizations Utilitarian power: 4.8
Normative power: 5.6
Legitimacy: 5.0
Urgency: 5.3

Power, legitimacy, 
urgency

Definitive stakeholder

Non-governmental 
organizations

Utilitarian power: 4.6
Normative power: 5.8
Legitimacy: 5.0
Urgency: 5.4

Power, legitimacy, 
urgency

Definitive stakeholder

Institutions in the area of 
research & development

Utilitarian power: 3.9
Normative power: 5.7
Legitimacy: 3.7
Urgency: 5.0

No power, no 
legitimacy, urgency

Demanding 
stakeholder

Institutions in the area of 
safety

Utilitarian power: 4.0
Normative power: 5.1
Legitimacy: 4.8
Urgency: 5.4

No power, legitimacy, 
urgency

Dependent stakeholder

Government Utilitarian power: 5.4
Normative power: 5.2
Legitimacy: 5.1
Urgency: 5.8

Power, legitimacy, 
urgency

Definitive stakeholder

Inspection services Utilitarian power: 4.3
Normative power: 5.6
Legitimacy: 5.4
Urgency: 6.1

Power, legitimacy, 
urgency

Definitive stakeholder

Applicability of the stakeholder management process model [10] for mental healthcare providers

This section provides results of the assessment of the applicability of Preble’s model [10] for mental 

healthcare providers. Within a process and effect evaluation we analyzed the performance of Steps 

1-4 of the stakeholder management process model of Preble [10]. 

Step 1: Stakeholder identification

The goal of classifying stakeholders into groups is to enable development of a stakeholder strategy 
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for same-type stakeholders, rather than for each individual stakeholder. The stakeholder analysis 

at GGzE resulted in a list of stakeholders and the classification of these stakeholders into 8 groups. 

This classification revealed anomalies in our case study, because several stakeholders appear to have 

different roles. According to the board of directors the model should have focused on organizational 

characteristics in order to connect to organizational objectives and to be uniform in the identification of 

external stakeholders. According to managers at GGzE, the model is not clear on which organizational 

the level stakeholders should be identified. Therefore, this aspect should be clarified; stakeholders 

can be analyzed based on tactical or strategic business requirements. In practice, it is important to be 

able to perform stakeholder analysis looking at both aspects. The practical application of identifying 

stakeholders is not tailored to fit the needs of a mental healthcare organization. There is insufficient 

time and resources to conduct yearly interviews with the entire management board, which would 

be needed to update the stakeholder list. The willingness to participate in this analysis was high, 

probably due to the fact that the analysis was presented as a pilot study. If required more frequently, 

it would be increasingly difficult to find people available to participate. According to the GGzE 

management board, working with an existing list entails the risk of losing focus on stakeholders if the 

list is checked quickly only once a year. Managers believe that a Customer Relationship Management 

(CRM) system is needed if stakeholder analysis needs to be performed on a regular basis. Knowledge 

about one’s stakeholders is the basis of stakeholder management. In the present study, stakeholders 

were identified only from the perspective of the health care organization itself (GGzE). Ideally this 

should also be investigated from the perspective of stakeholders, which means asking stakeholders 

to provide a factual description of their relationship with GGzE.

Step 2: Determining stakeholder expectations

In performing the second step of the case study (identifying stakeholder expectations) we had 

difficulty linking stakeholder groups (identified in step 1) to specific expectations of stakeholders 

in each domain of accountability [9]. The results from this second step of the stakeholder analysis 

were perceived as an improvement on existing knowledge by the management board and board 

of directors of GGzE. However, the management of GGzE stated that the terms ‘clinical, commercial, 

political and community accountability’ could cause confusion when used in connection with the 

practice of a mental healthcare provider. Although a definition of the domains was provided by 

Danksy and Gamm [9], managers are likely to interpret the terms intuitively, which may lead to 

different classifications of stakeholders within these domains. Another issue raised by managers 

regarding the classification of Dansky and Gamm [9] is that several stakeholders can be classified in 

more than one domain of accountability, since they can have multiple roles in relation to a mental 

healthcare provider. Different interpretations of terms could lead to different interpretations of 

stakeholder’s expectations, which could lead to different outcomes when developing strategies. 

Therefore, agreement on the interpretation should be reached before drawing conclusions 

regarding stakeholder expectations.
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Step 3: Determining performance gaps

In order to execute step 3 of the model (determining performance gaps) it must be clear which 

expectations stakeholders have and how these relate to organizational objectives [10]. The 

measurement of performance gaps was done on both the organizational (GGzE) and stakeholder 

level. Ideally, both measurements should be compared to reveal any performance gaps. However, 

it was not possible to reach all stakeholders of the distinct stakeholder groups needed for the 

determination of performance gaps, due to insufficient contact information. Therefore, it was 

decided to include only those stakeholders that could be contacted. This resulted in only three 

stakeholder groups being investigated: healthcare organizations, non-governmental organizations, 

and organizations in the field of research and development. Another shortcoming was the lack 

of a validated questionnaire to measure performance gaps in mental healthcare, which meant a 

questionnaire had to be developed. Performance gaps are considered to be vital information by 

the managers of GGzE, which means that the outcome of this step of the model can be important 

for improving stakeholder management in mental healthcare organizations. However, available 

resources and practical applicability should be scrutinized first. 

Step 4: Prioritizing stakeholder demands

The final step in the analysis phase of the stakeholder management process model of Preble [10] 

is prioritizing stakeholder demands. This prioritization is done by the organization itself which, 

according to the management board of GGzE, is also a pitfall because it does not take the perception 

of the stakeholders themselves into consideration; if an organization wants to match the expectations 

of stakeholders, it is important to also consider this latter information. However, pragmatic use of this 

step of the model should be kept in mind. GGzE (like most other mental healthcare organizations) 

lacks the time and resources to be able to routinely conduct questionnaires such as presented by 

Bravo [22]. Therefore, the amount of time that can be invested should be considered beforehand; 

this might imply that a complete analysis is only done about once every four years, while in daily 

operations a more pragmatic approach can be taken. Determining stakeholder salience enabled us 

to prioritize GGzE’s different stakeholder demands and to define different communication strategies 

in a new stakeholder policy plan. In view of the current developments in the mental healthcare sector 

(budget cuts, system amendments and market forces), prioritizing stakeholder demands is part of an 

effective stakeholder policy. According to the management board and board of directors of GGzE, 

this step in the analysis produced very useful information which can improve important stakeholder 

relations by applying tailored communication strategies for different stakeholders. 

Discussion

Discussion of the results of the analysis (Steps 1-4)

Provided that the model is adapted for the specific sector, a combination of the different steps of 
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analysis is of greater benefit than performing each of the steps separately. Available information 

can be used continuously in the process of stakeholder management. The link between the 

different steps also adds value to the information that is found, because it contributes to the 

development of knowledge and the integration of stakeholder management as an integrated 

process in policy planning, rather than simply providing basic information on the characteristics 

of different stakeholder groups. In addition, to reach the intended goal (i.e. developing strategies) 

information is needed that elaborates on information obtained earlier in the process.

However, when evaluating the practical applicability of the model with the board of directors 

and management board of GGzE, it was mentioned that the different steps of the analysis should 

be combined to make it feasible. Nowadays, mental healthcare organizations are forced to look 

critically at how their resources are deployed. Practical use of the stakeholder management process 

model of Preble [10] is only possible when applied pragmatically and when the resources (e.g. 

CRM, contact information, questionnaires, management time) needed to perform an analysis are 

immediately available. 

Practical constraints regarding the applicability of the model were revealed in an early stage of 

the analysis. In the identification phase the lack of contact information hampered the process, which 

had a knock-on effect in the following stages of analysis. A CRM system should be implemented 

to support stakeholder management in the future. However, this can only work if the mindset of 

the organization is aimed at using the information gathered about stakeholders for the purpose of 

building relationships and using stakeholder relations to improve organizational policy. This starts 

with an in-depth identification of stakeholders and an understanding of how interrelated aspects 

are covered within the stakeholder network. 

The results of this study show that stakeholder management is not yet seen as the core 

business of a mental healthcare provider. Given the current development of market forces in the 

Dutch healthcare sector, a change in organizational thinking is needed regarding stakeholder 

management and willingness to invest in it. Seeing stakeholder management as a periodical 

evaluation of stakeholder contacts and the holding of a yearly stakeholder meeting will no longer 

suffice. Instead, it needs to be a continuous process that should not require the whole organization 

to be mobilized when activities which involve stakeholders are at hand. 

Recommendations for Steps 5 and 6

Based on the results of Steps 1-4 of Prebles’ model (which together make up the stakeholder 

analysis) the next step is to develop organizational responses to improve stakeholder relations 

[10]. Different communication strategies can be applied to address different stakeholder groups 

[28]. Stakeholder groups classified as high priority stakeholders are perceived as groups that need 

to be informed and influenced in order to optimize these relationships and reach organizational 

objectives. Communication with these stakeholders is aimed at open dialogue in building 

relationships, promoting understanding, and seeking new ways of conducting business to improve 
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mutual advantage and collaboration [10]. The actual content of communication is based on the 

underlying expectations. Finally, because stakeholder positions on issues tend to change over 

time, stakeholder expectations should be continuously monitored and evaluated [10] to avoid 

pursuing a strategy which has become obsolete. This continuous evaluation can be incorporated 

into a multiyear policy cycle. 

Besides collecting up to date contact information, it might be worthwhile to create virtual 

stakeholder groups that match the groups identified in the first step of the analysis. These groups 

can be labeled with certain characteristics that are important for communication strategies and 

(in particular) for the development of communication instruments. Another benefit could be to 

create discussion forums based on these virtual groups that would discuss policy measures of the 

organization; this would provide useful feedback and avoid the risk of overloading stakeholders 

with information that is not relevant to them. Discussion will then be more tailored and in-depth, 

and can be incorporated in a yearly stakeholder meeting to which all interested parties are invited. 

This can contribute to the integration of stakeholder management into the core business of the 

organization and help to prevent stakeholder relations becoming a yearly exercise based only on 

a paper policy. 

conclusions

This study contributes to the understanding and application of stakeholder management in mental 

healthcare organizations. However, additional research is needed to successfully implement this 

as a management tool within the mental healthcare sector. The first step is to adapt the steps of 

the model for the specific field of mental healthcare and to improve the feasibility of the model 

in practice. For this, the model should also be assessed in other mental healthcare organizations. 

This will generate more input for the revision and adaptation of the model and improve its general 

applicability in mental healthcare organizations. Also, results should be evaluated to check whether 

this method of stakeholder management actually leads to a better relationship as perceived by 

a mental healthcare organization and its stakeholders. It may also be possible to measure the 

effectiveness of the model by asking patients if they notice an improvement in cooperation. These 

evaluations could prove valuable after stakeholder management has been fully implemented 

within the organization. 
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Abstract

Background. Despite large-scale investments in mental healthcare in the community since the 

1990s, a trend towards reinstitutionalization has been visible since 2002. Since many mental 

healthcare providers regard this as an undesirable trend, the question arises: In the coming 5 years, 

what types of residence should be organized for people with mental health problems? The purpose 

of this article is to provide mental healthcare providers, public housing corporations, and local 

government with guidelines for planning organizational strategy concerning types of residence for 

people with mental health problems. 

methods. A scenario analysis was performed in four steps: 1) an exploration of the external 

environment; 2) the identification of key uncertainties; 3) the development of scenarios; 4) the 

translation of scenarios into guidelines for planning organizational strategy. To explore the 

external environment a document study was performed, and 15 semi-structured interviews were 

conducted. During a workshop, a panel of experts identified two key uncertainties in the external 

environment, and formulated four scenarios. 

results. The study resulted in four scenarios: 1) Integrated and independent living in the community 

with professional care; 2) Responsible healthcare supported by society; 3) Differentiated provision 

within the walls of the institution; 4) Residence in large-scale institutions but unmet need for care. 

From the range of aspects within the different scenarios, the panel was able to work out concrete 

guidelines for planning organizational strategy. 

conclusions. In the context of residence for people with mental health problems, the focus should 

be on investment in community care and their re-integration into society. A joint effort is needed 

to achieve this goal. This study shows that scenario analysis leads to useful guidelines for planning 

organizational strategy in mental healthcare. 

Key words. Residence, Mental healthcare, Scenario analysis, Strategy planning
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Background

In the field of specialized mental healthcare in the Netherlands there are two main types of care 

for people with (complex) mental health problems. There is inpatient care, where patients stay in 

a psychiatric hospital unit (institutional care), or in a small-scale residential unit in the community 

with supervision and support from a mental healthcare provider. There is also outpatient care, 

where patients live independently and receive ambulatory treatment or care (see Table 1 for 

terminology). About 90% of patients in Dutch mental healthcare receive outpatient care [1]. In the 

1990s the focus of mental healthcare in the Netherlands shifted from mainly institutional care to 

the extending of community care (small-scale residential care and outpatient care). Stimulated 

by the Dutch government, mental healthcare organizations gradually reduced the number of 

conventional inpatient beds in return for a growth in small-scale residences and outpatient care 

(deinstitutionalization). 

Table 1 Terminology
Subject Interpretation
Inpatient care Care that is supplied while residence is provided by the mental 

health care supplier at a central location or in society (see ‘small-
scale residential care’).

Institutional care Inpatient care at a central location.
Small-scale residential care Care that is supplied while residence is provided in the community 

by the mental health care supplier.
Outpatient care Ambulatory care.
Conventional inpatient beds Beds in the institution for regular intramural care; institutional 

care.
Forensic beds Beds in the institution for specialized forensic care.
Places for supervised and supported 
housing

Rooms or apartments that are available in forms of residence 
outside the institution (in the community), with supervision and 
support.

Community care Small-scale residential care or ambulatory care aimed at 
integration of mental health patients into society.

Deinstitutionalization A development of more outpatient care outside the institution 
and reduction of inpatient care.

Reinstitutionalization A development leading to more inpatient (mental) health care 
after a period of predominantly outpatient care.

Table 2 shows that deinstitutionalization has stagnated since 2002 [1-3]. A recent report by the Dutch 

Association for Mental Health and Addiction Care shows a 3.6% growth in the number of patients 

receiving inpatient care between 2005 and 2007 [1]. Similarly, reports by the Netherlands Institute of 

Mental Health and Addiction show a 5.6% increase in inpatient days in mental healthcare between 

2002 and 2005 [3]. Although supervised and supported residences show an increase between 2002 

and 2006, Priebe et al. [2] also report a 6.3% increase in the number of conventional inpatient beds. 
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Table 2 Inpatient and outpatient care facilities per 100,000 inhabitants in the Netherlands between 

1990 and 2007
Per 100,000 persons 1990 1993 1998 2002 2005 2006 2007
Netherlands Institute of Mental Health and 
Addiction, 2007 (based on data from the Dutch 
Healthcare Authority)*
Conventional inpatient beds - 152 141 124 131 - -
Supervised and supported housing places - 26 34 38 51 - -
Outpatient contacts - 26,780 30,305 31,182 57,551 - -
Priebe et al., 2008 (based on data in Psychiatric 
Case Registers)**
Conventional inpatient beds 161 - - 128 - 136 -
Forensic beds 5 - - 11 - 14 -
Places for supervised and supported housing 25 - - 40 - 51 -
Dutch Association for Mental Health and Addiction 
Care, 2009*
Inpatient beds (conventional + supervised and 
supported housing)

- - - - 165 171 171

Outpatient contacts - - - - 57,592 63,605 73,337

*calculated based on original numbers 
** original numbers in research paper

Priebe et al. [2] cite several possible explanations for this emerging reinstitutionalization: greater 

morbidity related to urbanization, changing lifestyles and drug use, an increase in risk aversion, 

a decrease in informal support, a strategy of healthcare providers to invest in (relatively budget-

safe) inpatient care, and the tendency of health insurance companies to move healthcare costs for 

complex groups away from private insurance to the social care sector (provided in the Netherlands 

under the Social Support Act or Exceptional Medical Expenses Act). 

This reinstitutionalization is an undesirable trend in relation to the policy vision that mental 

healthcare in the community should be stimulated [4]. Therefore, mental healthcare providers have 

been planning policy interventions to restrict this trend. The question they face in relation to a 

new policy period, in which choices must be made concerning their residential facilities, is: In the 

coming 5 years, what types of residence should be organized for people with mental health problems? 

This question also arose at Stichting Geestelijke Gezondheidszorg Eindhoven en de Kempen (GGzE), 

a mental healthcare provider in Eindhoven. With a population of 212,000, Eindhoven is the fifth 

largest city in the Netherlands. Because of the regional function of GGzE, it has a working area 

of 525,000 people (Eindhoven and surrounding towns and villages), in which institutional care 

increased by almost 6% between 2006 and 2008. 

Initially, a projection was made to estimate the number of patients that could be expected in 

5 to 10 years. However, this demographic projection did not provide a reliable basis. Apart from 

demographic changes, the mental healthcare sector is also faced with socio-economic changes 



The external environment of mental healthcare providers

83

Chapter

 5

and developments in society. These developments can have considerable impact on people 

with mental health problems, and consequently on the options of mental healthcare providers 

regarding the types of residence for their patients. Because this leads to much uncertainty about 

the characteristics of future residences for mental healthcare, an additional qualitative study was 

needed to explore the influence of these developments. 

A method for exploring the many aspects of future developments, in which uncertainty plays 

an essential role, is offered by scenario analysis. The essence of scenario analysis is to acquire a 

better understanding of the external environment, to create pictures of possible futures, and to 

enhance policy planning based on these pictures [5]. In the Netherlands, several organizations 

in the social sector perform scenario studies, including the Dutch Network for Futures Research, 

Strategy Development and Health Care Innovation [6], the ‘Public Health Status and Forecasts’ of 

the National Institute for Public Health and the Environment [7], the Netherlands Institute for Social 

Research [8], and, in the mental healthcare sector, the Netherlands Institute of Mental Health and 

Addiction [9]. All these organizations perform macro-level studies on scenarios in healthcare. In the 

profit sector, several organizations use scenario analysis on a smaller scale as a tool for planning 

organizational strategy. Since the successful use of the scenario approach by Shell at the time of the 

oil crisis, various other organizations (e.g. the car industry) have adopted the method [10-12]. This 

suggests that scenario analysis may also contribute to better strategy planning at a regional level in 

the healthcare sector. Therefore, the present study used scenario analysis to gain more insight into 

the need for different types of residence in mental healthcare in Eindhoven. This study was carried 

out by GGzE, in cooperation with public housing corporations and the Eindhoven Local Authority. 

The main questions are:

1. What are realistic scenarios concerning different types of residence in mental healt care in 

Eindhoven?

2. What are the implications of these scenarios for GGzE, public housing corporations, and local 

government?

3. What guidelines does the scenario analysis offer for planning organizational strategy?

methods

General background 

Unlike in the past, when strategy planning was based primarily on quantitative extrapolations, 

qualitative explorations (resulting in scenarios) regarding future developments have nowadays 

become more common. Although mathematical elaboration can be part of scenario analysis [13], 

explorations based solely on quantitative analysis often fail, and can lead to wrong assumptions 

about a future situation [10,14]. In scenario analysis the most important uncertainties are charted 

as a starting point for developing scenarios. This method can help an organization to develop 
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policy plans and anticipate future developments [5,15-20]. This does not mean that the future is 

defined, but that several possible futures are mapped, each of which is realistic but not certain 

[15-17,21]. 

Scenario analysis approach

Over the years, there have been several authors who describe scenario analysis as a method for 

strategic planning, e.g. Van der Heijden [15,17], Postma and Liebl [16], and Wright et al. [5]. Probably 

one of the best known is the scenario analysis method of Van der Heijden [15]. In his book ‘Scenarios: 

the art of strategic conversation’ the author describes both an inductive and a deductive approach 

to scenario development. The deductive method is described as working from the general to the 

more specific, whereas the inductive method uses a bottom-up approach. The deductive method, 

more than the inductive method, aims at thinking beyond what can be reasoned, and is more likely 

to identify uncertainties [15]. The deductive method of scenario analysis embodies, in summary, 

the following steps: 1) an exploration of the external environment; 2) the identification of key 

uncertainties; 3) the development of scenarios; 4) the translation of scenarios into guidelines for 

planning organizational strategy [15]. Different aspects of these stages of scenario analysis can also 

be found in other literature, e.g. Ringland [11], Van Asselt [12], Postma and Liebl [16]. Dammers [18], 

and Schoemaker [22].

The first step is to explore the external environment and identify which certain and uncertain 

developments confront the organization. This exploration can include a document study of relevant 

reports and websites, an interview with stakeholders, or both. Exploring the external environment 

should result in a set of uncertainties concerning future policy of the organization [15,17,18]. The 

second step is to narrow down the external environment to two key uncertainties, based on the 

level of uncertainty and the impact on organizational policy issues [11,12,15,16-18]. A method 

for choosing key uncertainties is to display the uncertainty items on two axes, one determining 

the level of (un)certainty and the other representing the level of impact [11,15]. Figure 1 shows 

that the items which are seen as highest on the uncertainty and impact scales represent the key 

uncertainties that form the basis for scenario analysis. Items that are seen as high on uncertainty 

and low on impact are of minor importance to the organization’s success, and are therefore in the 

‘no action’ quadrant. Furthermore, items that are considered low on uncertainty and high on impact 

are important issues that are transparent to the organization and can therefore be anticipated in 

policy interventions. Finally, low uncertainty-low impact items are also transparent, but of minor 

importance and should therefore be monitored and kept under control (Figure 1) [23]. The scope 

of our study is limited to scenario analysis. In the third step, the two key uncertainties are used as 

the axes in a new diagram, giving rise to four scenarios [15,18,22] (Figure 2). In the fourth step, the 

four possible futures are discussed by a group of stakeholders. For each of the scenarios, the effect 

of the scenario on a given subject is described, as well as what will happen if no action is taken. 

Based on this discussion, policymakers are offered guidelines for the further consideration of their 
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Figure 1 Step 2: the identification of key uncertainties
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Figure 2 Step 3: development of scenarios
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organizational strategy planning [5,15,16]. Depending on the scope of the study, these strategies 

are tested against each of the scenarios that has been developed [15]. 

Approach in Eindhoven

The aim of this scenario analysis was to provide guidelines for strategic planning for GGzE and its 

cooperating partners concerning residence for people with mental health problems in Eindhoven. 

To perform the study, we used the steps of the deductive scenario analysis method described by 

Van der Heijden [15]. 

exploring the external environment (step 1)

In the scenario analysis in Eindhoven, the external environment was mapped by a document 

analysis, followed by 15 interviews with a total of 20 participants. Both the document analysis 

and the interviews were guided by a framework of themes. These themes were selected on the 

basis of the notion that future scenarios are a collection of events that all have a certain degree 

of probability of occurring [10,14]. In their Public Health Forecast, the National Institute for Public 

Health and the Environment refers to demographics, economics, social and cultural developments, 

technology, and space as the driving forces of external developments [7]. To perform step 1 of the 

scenario analysis we chose to use these driving forces as a guideline for determining the covering 

themes of our framework. Furthermore we included policy related developments as a theme and 

combined cultural developments, technology, and space into one theme (social developments). 

For exploring the external environment, this leads to the following framework of developments 

related to:

•	 demographics

•	 socio-economics	

•	 society	

•	 policy

Document analysis

In the Netherlands, the national associations that engage in uncovering developments in society 

and future scenarios are the Netherlands Institute for Social Research, Statistics Netherlands, the 

Netherlands Bureau for Economic Policy Analysis, and the National Institute for Public Health and the 

Environment. These organizations are appointed by law to advise the Dutch Ministry of Health, 

Welfare, and Sport on national healthcare and welfare issues. We therefore chose to analyze 

reports from these associations in order to arrange our picture of the most recent developments 

concerning society as a whole. We then gathered more specific information on mental healthcare 

from the Dutch Association of Health and Addiction Care (the umbrella organization for the sector), 

and the Netherlands Institute of Mental Health and Addiction, (the expertise center for mental 

health and addiction care in the Netherlands). To complete the document analysis, we also looked 
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at reports by Aedes-Actiz, a branch organization concerned with residence and care for special 

groups in society. 

We coded the information on the basis of the themes we selected before starting our 

exploration (step 1). The information found in the document analysis, using the themes as search 

criteria, led to a further specification of our framework.

Interviews

The interviews were held with representatives from mental healthcare providers (7), public housing 

corporations (5), local government (2), financiers (2), patients’ representatives (2), and patients’ 

family organizations (2). A semi-structured interview was conducted, guided by our framework. 

The interviews were recorded and transcribed. The information was coded on the basis of the 

framework, and worked out in more detail using the data that was obtained from the interviews. 

In a workshop, a panel of experts further discussed the interview results. The panel, consisting of 

experts who were also involved in the study as interviewees, were given the interview data and 

asked to agree which themes were significant for further scenario building. 

identification of key uncertainties and the development of scenarios (step 2 and 3)

In the interviews we focused on people’s views of the present situation and developments they 

expected in relation to the position of people with mental health problems in society and the 

consequences for the provision of residences. The result of step 1 is a list of uncertainties deduced 

from the document study and interviews. These uncertainties were used in a workshop with a panel 

of 11 experts. These were in policy or management functions with: mental healthcare providers (6), 

public housing corporations (3), and local government (2) in Eindhoven. We specifically approached 

these organizations to participate in the workshop because of their shared responsibility for 

residence provision and policy for mentally vulnerable people in Eindhoven. The dominance of the 

mental healthcare providers’ discipline within the group was controlled by using a facilitator who 

ensured that every member of the panel was given the opportunity to participate in the discussion, 

and by dividing people from different disciplines equally within the subgroups that worked on the 

scenarios during the session. 

By means of a two-axis system (Figure 1), two key uncertainties affecting residence for people 

with mental health problems in Eindhoven were identified (in 3 subgroups) from the list of 

uncertainties (step 2). Figure 2 was then used by the subgroups to compile four scenarios. The 

scenarios represent a first draft of the expectations that stakeholders have of the future and the 

implications that these scenarios have for a specific organizational strategy. In this scenario analysis, 

policymakers of organizations concerned with residence for people with mental health problems 

in Eindhoven, jointly outlined four scenarios that provide guidelines for actions to optimize the 

provision of residences (step 3). 
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translation of scenarios into guidelines for planning organizational strategy (step 4)

This scenario outline was further defined using the plenary discussion that followed the initial 

compiling by the subgroups in the workshop. The different aspects of the scenarios were discussed, 

which led to the recognition that several actions needed to be taken in strategy planning in order 

to anticipate future developments. The scenario analysis and discussion about the impact and 

consequences of the scenarios provided the panel with guidelines for strategic planning. The 

actual drawing up of strategic plans, and the testing and development of these plans for each of 

the scenarios [15], did not take place within the scope of our study. 

results 

Exploring the external environment (step 1)

The external environment was explored using the framework as described in the Methods section. 

It can be characterized by demographic, socio-economic, social, and policy topics. 

Demographic topics that were found in the document study were aging, immigration, and 

family composition [24]. During the coming 30 years, the average age of the population of the 

Netherlands will be increasing, mainly due to the baby boom of the 1940s/1950s [24]. An increasing 

number of the elderly, combined with a decreasing labor force, will have consequences for 

healthcare demand and supply. Various technological developments in healthcare will partly 

compensate for a smaller working population. These will meet the growing wish of people to be 

self-reliant despite a physical or mental handicap. Furthermore, the document study resulted in a 

set of topics concerning socio-economic developments, such as income, work, and education [7], 

which will have their effect on future care consumers and also on the match between supply and 

demand in healthcare. 

Due to new market forces, the (mental) healthcare sector has major concerns about the 

financial resources that will be available in the near future for adequate residence, care, and 

treatment for patients with mental health disorders. This implies that a larger demand may be 

made on society. At the same time, society is changing rapidly: in the coming years individualism 

in society will increase further, which will diminish social cohesion [25]. In addition, there will be 

greater freedom of choice, making individuals more critical and assertive about their needs and 

wants [25]. Acceptance, integration, and the use of technology in healthcare are issues that are 

largely dependent on these developments in society. 

The interviews showed that, in general, experts believe that this means that people with mental 

health problems will be easily stigmatized and excluded from society, which places more pressure on 

intramural facilities. The reinstitutionalization trend is already visible in the Netherlands: from 2002-

2006 there was a 6% increase in the number of psychiatric hospital beds [2]. The document study and 

interviews resulted in a set of uncertainties concerning the external environment (Table 3). 
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The identification of key uncertainties (step 2)

Using the list of uncertainties (Table 3), two key uncertainties were identified: the availability of 

financial resources for mental healthcare and the possibilities for successful integration into society. 

Figure 3 shows how the different uncertainties that emerged from exploring the external 

environment (step 1) were placed on two axes, and resulted in two key uncertainties as the basis 

for four scenarios. 

Table 3 List of uncertainties
Demographics Socio-economics
-  co-morbidity of mental and somatic problems -  available labor force
-  different care demand of the elderly in the future -  freedom of choice for mental health care patients
-  increasing care demand in autism -  empowerment of mentally vulnerable people
-  independent living for the elderly -  role of relatives in empowerment of mentally 

vulnerable people
-  accessibility of mental health care

Society Policy
-  acceptance of mental health care patients in the 

community
-  availability of sufficient financial resources  
-  differentiation in supply

-  effects of technological developments -  future of the Exceptional Medical Expenses Act
-  independent living for mental health care patients -  market forces in (mental) health care
-  possibilities of successful integration of people with 

mental health problems
-  patient flow possibilities 
-  political developments

-  stigmatization of mental health care -  Social Support Act for people with mental health - 
problems-  social tolerance level 

-  reaching foreign patients -  separation of residence and care
-  tuning and cooperation between network partners

The development of scenarios (step 3)

To find four scenarios that are realistic (but still uncertain), the two key uncertainties were used 

as scales in a system of axes that was used to develop scenarios. Based on a discussion of the 

implications of the different possible combinations of key uncertainties on types of residence 

needed for people with mental health problems, the panel compiled four scenarios (Figure 4):

1. Integrated and independent living in the community with professional care (high on 

financial resources, high on integration)

2. Responsible healthcare supported by society (low on financial resources, high on 

integration)

3. Differentiated provision within the walls of the institution (high on financial resources, low 

on integration)

4. Residence in large-scale institutions but unmet need for care. (low on financial resources, 

low on integration)
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Scenario 1: integrated and independent living in the community with professional care

A high level of integration into society of people with mental health problems is an important 

policy goal of mental healthcare providers, public housing corporations, and local government. 

Successful integration of people with mental health problems enhances the wellbeing of these 

people, and may lead to a lower need for professional care. Integration also advances people’s 

possibilities of being self-reliant and of living independently or in a group. In this scenario financial 

resources can provide for highly differentiated and specialized outpatient treatment by a mental 

healthcare provider. 

Scenario 2: responsible healthcare supported by society

In a scenario where integration is high and financial resources in the mental healthcare sector are low, 

the demand for professional mental healthcare could decrease. This would be due to voluntary care 

from a patient’s direct environment, which ‘takes over’ certain aspects of care that would otherwise 

need to be delivered by (costly) professional facilities. Furthermore, mental health problems may 

be partly prevented, symptoms may be reduced because of the individual’s integration into society, 

and negative influences on wellbeing and functioning may be reduced through integration into 
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society. This scenario would mean that there is limited need for professional care. Obviously, there 

is also a group of people with mental health problems with complex psychiatric disorders who 

(also in this scenario) require professional treatment and (residential) care. Nevertheless, should 

this scenario become a reality, there would be a large increase in demand for independent housing 

facilities and small living facilities among those requiring mental healthcare. 

Scenario 3: Differentiated provision of healthcare within the walls of the institution

In scenario 3, integration has failed, which will further stimulate the pressure on intramural facilities 

within mental healthcare institutions. People with mental health problems will be dependent 

on the ‘safe’ environment of the institution. Concentrated within the institution, a large range 

of differentiated customized care is available, with separate facilities for each group. There will 

probably be a reduced need for independent housing facilities outside the institution, since society 

does not accept their use. In summary, in this scenario there will be an increase in demand for 

professional care in an intramural setting, and the mental healthcare sector will have the financial 

resources to amply provide it. 

 
Figure 4  Scenarios for residence for people with mental health problems in Eindhoven   

(Eindhoven, 4 November 2008) 
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Scenario 4: residence in large-scale institutions but unmet need for care

In this feared scenario of both a low integration level and a low availability of financial resources 

in mental healthcare, patients’ needs and quality of life are no longer central in planning supply. 

The lack of social integration of people with mental health problems will stimulate the need for 

residential facilities in a safe and protected environment. In these facilities there will be too few staff 

to deliver adequate care. Customized care will become a rarity. Independent and normalized living 

for people who cannot manage on their own will have no place in this scenario. The availability of 

professional support, care, and treatment will be limited and only in large-scale institutions. 

Translation of scenarios into guidelines for planning organizational strategy (step 4) 

In the final step, the panel translated the results into guidelines for organizational strategy. 

Examining the four scenarios, the panel formulated two key strategies: investing in financial 

and social security, which means institutional, predominantly inpatient care facilities, or taking 

some acceptable risks and investing in the integration into society of people with mental health 

problems. 

Market forces have increasingly been driving healthcare providers to focus on financial 

resources. In the Netherlands, since 2006, the healthcare financing system has changed from 

budget-based costing towards performance-based costing. The limited budget compels mental 

healthcare providers in the Netherlands to negotiate every year with financiers about healthcare 

procurement. Consequently, a scenario in which financial resources are high and integration into 

society is successful (scenario 1), initially seemed the most positive scenario to the panel. In this 

scenario the financial resources are abundant, making it possible to offer broad and differentiated 

care programs, including specialized mental healthcare and a wide range of options for residential 

facilities. However, after careful consideration of the consequences and implications of this scenario, 

the panel found that several negative outcomes can be expected. When there is an abundance 

of financial resources this can lead to a substantial supply of professional care, which can have 

negative consequences at the integration level. Excessive professionalization of healthcare for 

people with mental health problems living in the community can lead to further stigmatization 

which, as a result, would again isolate them from society. The panel concluded that that would lead 

to scenario 3 (Differentiated provision of healthcare within the walls of the institution). With current 

budget cuts in the healthcare sector scenario 1 seems a risk. Also, financiers - under the pressure 

of a limited budget – tend to invest in the financially more solid intramural facilities [2]. Choosing 

financial security restricts patients in their opportunity for recovery and equal citizenship. Each 

citizen has the right to an agreeable living environment, to perspectives, to freedom of choice and 

participation in society [4]. This demands an extra effort on behalf of people with mental health 

problems. After this discussion in the workshop, the panel concluded that strategies should be 

aimed at trying to fulfill scenario 2 (Responsible healthcare supported by society) [26].
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Discussion

From scenarios to organizational decision making

In this case study, the panel unanimously considered ‘integration’ to be the basis for their future 

strategy planning. Without the scenarios, policy would probably be primarily aimed at gaining 

substantial financial resources. Although the latter is important, the scenarios were an eye-opener, 

and showed the panel that more focus on integration and participation in society of people with 

mental health problems is probably better realized under the pressure of a limited budget. This 

does not imply the need for new policy plans for the mental healthcare branch, because it has been 

a point of discussion for the last few decades. Paradoxically, care in the community has been the 

vision of the sector for several years, but it has not yet been successfully taken up in all of the sector’s 

policy. To achieve this, there should be more cooperation between public housing corporations, 

local government, and collaborating partners. The study also shows the difficulty of achieving 

integration, especially in view of the current financial pressure. Besides financial uncertainty, there 

is the question of a changing society. Because of individualism, changing lifestyles, and the falling 

tolerance level, much effort is needed to achieve a situation in which people take responsibility 

for each other. Mental healthcare providers, public housing corporations, and local government 

in Eindhoven concluded that they have to consider these developments in relation to their policy 

goals. 

Achieving integration is, to a large extent, one of the primary policy goals of care providers, 

local government, and public housing corporations. Successful integration into society advances 

the wellbeing of people with mental health problems, and should decrease the need for 

professional healthcare. This enhances the possibility of achieving independent or group living in a 

normal community environment as the dominant type of residence. Conversely, reduced financial 

resources, should act as an incentive for society to take responsibility. Healthcare providers, 

together with public housing corporations and local government, aim to invest in making people 

aware of this responsibility. When achieved, this could mean that participation of mentally 

vulnerable people in society is enhanced with less financial expenditure. However, this demands 

considerable action, which is represented in the 4-year policy plans of GGzE: investing in “social 

support systems, separation of residence and care (e.g. by using home automation facilities), effective 

spending on daycare, reaching closely involved people, and investing in chain care”. There should be 

pressure against further extension of residential care. This does not imply that inpatient care has no 

benefits or should gradually disappear because a large group of people will not be able to live in 

the community on their own. For this latter group, inpatient care is needed and should be available 

in an agreeable and safe environment. Nevertheless, the vision in Eindhoven is that the goal should 

be to treat people as much as possible with ambulatory care, and to institutionalize only if there is 

no possibility for the patient in the community. This changes the way of thinking about inpatient 

care from “yes, if…” to “no, unless…”. 
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The usefulness of scenario analysis as a method for policy planning

Benefits

Scenario analysis has proved to be a useful tool for providing guidelines for organizational 

decision making in healthcare. That has been shown in this case study in Eindhoven. First, it 

helped to achieve a shared mindset on the central issue of residence for people with mental 

health problems. Second, it provided a structure in which uncertain developments concerning 

this topic were easily exposed by considering a broad range of uncertainties that were 

systematically narrowed down to two key uncertainties. Third, by means of deducing the key 

uncertainties and then compiling scenarios, the participants in the workshop achieved a better 

understanding of the alternative future possibilities. Fourth, this scenario analysis resulted in 

guidelines for future policy plans. These plans have a good potential for success, since their 

foundation was established by various stakeholders in a shared setting. Finally, this scenario 

analysis provided a method for identifying the essence of the central theme, which in this case 

led to four scenarios with guidelines for future policy on residence in mental healthcare. Drawing 

on the jointly established view on possible futures for people with mental health problems in 

Eindhoven, GGzE was able to make strategic plans in the specific area of residence in mental 

healthcare. The managing director of GGzE Psychiatry (adults) and Geriatrics division has used 

this scenario analysis in the division’s policy plan for the next 4 years. The key message in this 

policy plan is recovery and equal citizenship. 

Generalizability

This study in Eindhoven has shown that it is possible to translate macro-level developments to 

organizational policy planning using systematic scenario analysis. While current scenario studies 

are mainly performed at a national level, the method has proved useful at a regional level. 

Uncertainties can be made transparent at different levels and for specific themes using a uniform 

method. It is essential to include all necessary stakeholders in the scenario analysis, and to translate 

macro-level developments to the appropriate level of discussion. 

Important remarks about the use of scenario analysis

Scope of scenarios

By focusing on two key uncertainties, the range of topics that have to be taken into account is 

reduced considerably, and this may involve the risk of ignoring important policy topics. It is therefore 

essential to involve both certain and uncertain developments in the scenarios. Furthermore, 

identifying the uncertainties does not mean we have a complete view of all possible futures. 

Besides the uncertainties, there are the ‘unknowables’ that are naturally missing from our scenarios 

[15,16]. This means that there will always be a certain number of unexpected and unanticipated 

events affecting an organization’s business strategies, even when based on scenario analysis. Also, 

rapid changes in society may imply that the scenario analysis is easily outdated. Therefore, scenario 
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analysis should not be a single operation, but an iterative process which has a fixed place in the 

policy cycle of a healthcare provider and its associates. 

testing strategy plans 

Van der Heijden [15] explicitly discusses the need to test strategy plans against the many different 

aspects brought forward by the scenarios. In our study, we performed the steps from exploring 

the environment to interpreting the different scenarios. However, to conduct scenario analysis 

according to the method Van der Heijden [15] proposes, a final step should be taken, involving a 

simulation of the scenarios in which future business strategies are tested and further developed. 

This would enable the full exploitation of the benefits of scenario analysis. 

Assessing all scenarios

After developing the scenarios, a discussion took place to work out tangible guidelines for the 

planning of future strategy for the residence and care of people with mental health problems in 

Eindhoven. This resulted in the panel focusing on scenario 2 (Responsible healthcare supported by 

society) as the best basis. However, in scenario analysis it is important to assess all aspects in the 

different scenarios before developing strategy plans. It is therefore essential to scenario analysis to 

prevent focusing on a single scenario during the process. 

Methodological limitations

A practical limitation of this scenario analysis method is that it is time consuming. In practice, 

organizations may have insufficient time and staff to perform this extensive project. In the example 

described here, because there was insufficient time to hold a large number of interviews with 

patients to explore their perspectives on residence and care, only a patients’ representative group 

was included in the study (step 1). 

Furthermore, we did not double code our interview transcripts. However, the interview results 

were presented to the panel in the workshop, before work on scenarios started. 

Organizations can take a practical approach to the method, and use as many elements as they 

have time for. However, they should be aware that a solid scenario analysis will eventually save time 

in developing policy plans of higher quality.

conclusions 

The scenario study discussed here shows that, in connection with the future provision of residence 

types for people with mental health problems in Eindhoven, there should be a focus on investing 

in a socially supportive and responsible society and community-based care. This implies that more 

effort should be made to create social support systems and normalized living possibilities. It also 

means that cooperation between specialized mental healthcare providers, social care, public 



Chapter 5

96

housing corporations, and local government is essential. 

The scenario study has shown that working with scenarios provides policymakers of healthcare 

providers, public housing corporations, and local government with concrete guidelines for 

creating a shared vision of developments concerning a specific issue (in this study, the issue of 

types of residence for people with mental health problems), and with tools for understanding 

their implications for future strategy plans. Because the scenarios were constructed jointly by 

representatives from healthcare providers, public housing corporations, and local government, 

there is a strong possibility of regional support for strategy planning, of residence and care for 

mentally vulnerable people in the community by any of the organizations. 
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Abstract

Background. Budget restrictions and increasing market forces within the Dutch mental healthcare 

sector have been forcing mental healthcare providers to manifest the added value of their quality 

of care. This calls for the development of the marketing skills of a mental healthcare provider, which 

can still be considered a relatively new activity within this sector. 

methods. In a case study at a mental healthcare provider in the Netherlands we evaluated the 

professional growth from 2009 onwards of strategic marketing in mental healthcare. A document 

analysis, log analysis and interview were used as evaluation methods to identify the use of 

instruments in the area of strategic marketing and to identify the underlying processes and effects.

results. The results show that several initiatives have been undertaken in the field of marketing. 

Portfolio analyses proved to be dominant. In addition, organizational strategies had been described, 

though these were not a direct result of the analyses. The next step for mental healthcare providers 

is the development of a sound marketing strategy in line with the organizational objectives. 

conclusions. The extent to which mental healthcare providers utilize instruments in strategic 

marketing is growing. The first steps are visible. Further maturity in this field is required however to 

anticipate changes that are expected in the mental healthcare market.

Keywords. Marketing strategy, Mental healthcare, Portfolio analysis
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Background

Context 

Continual rising costs of mental healthcare in the Netherlands, due to an enormous increase in the 

number of patients in the last ten years,1 has led to drastic measures by the Dutch government. 

The coalition government in the Netherlands has recently revealed plans to curb expenditure 

on mental healthcare and to promote services away from specialized mental healthcare towards 

primary healthcare services (for example GP’s).2 Specialized mental healthcare providers will be 

forced to focus on the diagnosis and treatment of more severe and complex psychiatric problems 

which is beyond the scope of primary healthcare. 

The macro budget for specialized mental healthcare is funded through different financial 

sources, in large part by independent healthcare insurers. Increasing pressure on the availability 

of financial means for mental healthcare also puts pressure on health insurance companies to be 

selective in their procurement of mental health services. Healthcare insurers increasingly tend to 

focus on ‘quality of care’ as a criterion for healthcare procurement. One large healthcare insurance 

company in the Netherlands has proclaimed it will publish a list of mental healthcare providers that 

do and do not satisfy its criteria for quality of mental healthcare. In a newspaper article it states that 

‘mental healthcare providers need to reflect on their excellent and unique services and the services 

that are better left to other providers’.3 This is reaffirmed in their healthcare purchasing strategy, in 

which they proclaim that selective procurement of top referent healthcare, will be the aim for the 

coming years.4 

In line with these developments, it is important for mental healthcare providers to be proactive 

in attracting the attention of health insurance companies by manifesting their high quality and 

added value. The challenge is to focus on their particular expertise and show their added value in 

the healthcare sector in order to ‘sell’ their products and gain or maintain market share. This requires 

a market oriented approach, consisting of an identification of the market, the market position of 

the organization, and the determination of a marketing strategy to approach this market.5 It also 

means that management will need to reflect on their present business policy and the potential to 

maintain or increase market share. This calls for a rigorous mind shift for people working in mental 

healthcare institutions: from working in a non-profit organization with social objectives, aimed at 

helping people that are less fortunate, to needing to compete with other institutions. For mental 

healthcare providers marketing and sales will become increasingly important in the coming years. 

They will need to consider how they envision this function within their organization, with a view to 

showing its added value based on the principle of high quality mental healthcare.

Theoretical background

The choice for a particular palette of supply is closely connected to the marketing strategy an 

organization has chosen and the distinctiveness the organization can herewith disseminate.6,7  
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In determining its marketing strategy, an organization generally goes through the steps of: market 

research, determining the market position, developing a market strategy and value proposition, 

and finally choosing a marketing strategy.8 These steps are akin to those of the STP-process for 

strategic marketing (Figure 1): segmentation, targeting and positioning.5  

 
Figure 1  Process for strategic marketing5 

 

Segmenting PositioningTargeting

Portfolio analysis12,13 Value disciplines7 7 p’s for developinga 
marketing strategy14

Market position Market strategy Marketing strategy

Segmentation entails identifying market segments that are ‘target markets’ for the products 

or services the organization offers.5 To effectively identify one or more market segments, an 

organization has to have a clear perception of their market position within these segments. 

Information should be (made) available about the organization’s product portfolio and its 

relative market position compared to other suppliers.5 Portfolio analysis is a technique that is 

commonly used in the for-profit business sector to determine product-market combinations. In 

the last decennia several authors have also reported on the application of portfolio analysis in 

the healthcare sector.9-11 Prominent tools for portfolio analysis are the matrix designed by the 

Boston Consulting Group (BCG), the Product Life Cycle-analysis, and the McKinsey/G.E. MABA 

(Market attractiveness and Business attractiveness) analysis.12,13 Gelderman and Van der Hart,12 and 

Mandour et al.,13 describe the process of portfolio analysis in six steps: determining product-market 

combinations, determining the market attractiveness, determining the business attractiveness 

(competitive power), scoring the different products, drawing a matrix with the different products, 

and using the matrix for discussion and strategy development. 

After the segmentation phase, from which the market position of the organization is 

ascertained, the next step in the process is targeting, with a view to developing a market strategy.5 

This entails choosing which market segments will be targeted and which products will be offered 

at a certain quality and price.5 A suitable tool for developing a market strategy is the model of 

Treacy and Wiersema7 who discern three value disciplines: operational excellence (best total 

cost), product leadership (best product), and customer intimacy (best total solution). Operational 

Figure 1 Process for strategic marketing5
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excellence is a strategy that is aimed at the combination of the best price, quality, and buyer’s 

convenience compared to other suppliers. Controlling business processes and improving efficiency 

is the leading principle within the organization.7 When an organization focuses on the superior 

quality of products compared to their competitors, whereby the price is secondary, one chooses a 

product leadership strategy.7 Finally, when a customer intimacy strategy is chosen, the organization 

chooses its customer demands and preferences as a guiding principle. Products and services are 

continuously adapted to customers’ wishes.7 

When this phase is completed successfully, the organization has worked out the conditions it is 

operating in and is at the start of positioning, meaning a marketing strategy and implementation of 

activities is at hand.5,8 For this purpose, the 7 p’s model is often used, which enables an organization 

to communicate effectively about its products and services by distinguishing product, price, place, 

promotion, people, processes, physical evidence.14

Strategic marketing in mental healthcare

The field of marketing is relatively new to the (mental) healthcare sector. Whereas the profit sector 

is more focused on improving performance and increasing profit margins,15-17 the healthcare sector 

has directed its efforts more towards fulfilling the needs of patients and improving the quality of 

healthcare supply in order to contribute to a better public health status.18,19 Relatively little is known 

about the use of the strategic marketing principles in a mental healthcare organization. 

In this study, an evaluation was done of the application of instruments, related to the STP-

process, to gain knowledge about the development of a marketing strategy in mental healthcare. 

For this purpose, the following research question was formulated: To what extent is the STP-process 

used within a mental healthcare organization and which underlying processes and effects can be 

recognized? 

methods

The method that was used to answer the research question is a qualitative explorative case study 

at a mental healthcare provider in the southern part of the Netherlands: Stichting Geestelijke 

Gezondheidszorg Eindhoven en de Kempen (GGzE) [Mental Healthcare Organization Eindhoven]. 

GGzE has a catchment area of 527,000 inhabitants, and offers mental healthcare to children, adults 

and elderly patients with complex psychiatric disorders. Parts of the organization fulfill a super-

regional function; these are: the Clinic for Intensive Treatment (KIB), Intensive Psychiatric Family 

Treatment (IPG), Youth Forensic Treatment (Catamaran) and the Clinic for Forensic Psychiatric 

Treatment (De Woenselse Poort). In 2012 approximately 16,000 patients underwent intramural or 

ambulatory treatment.20 In 2009 GGzE incorporated a Marketing and Sales department into the 

central staff of the organization. 
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In this case study three different methods of evaluation were applied: 

[1]. Document study

[2]. Log analysis 

[3]. Interview

The evaluation took place from January to May 2013 and reflected on the period from 2009 to May 

2013. 

Document study

To evaluate the activities of the Marketing and Sales department, documents were researched that 

contained information on the development of the marketing strategy within the organization. 

During the period the Marketing and Sales department has been operational (2009 – present) 

14 relevant documents were produced (Table 1). The documents were made available by the 

Marketing and Sales manager. The content of these documents was analyzed using open and axial 

coding.21 

Table 1 List of documents 
No. Title
1 Research into the development of a marketing strategy in mental healthcare
2 Portfolio analysis 2012 – proposal
3 Presentation results portfolio analysis 2012
4 Portfolio analysis 2013 – proposal
5 Presentation results portfolio analysis 2013
6 Marketing and communication plan – first draft
7 Corporate stakeholder policy plan
8 Marketing and communication plan – second draft
9 Marketing and communication plan – definitive version
10 Policy plan 2013 Marketing and Sales 
11 Marketing plan division x
12 Presentation integration marketing, sales and communication
13 Re-orientation on marketing
14 Multiyear policy plan 2013-2016

Log analysis

Over a 5 month period (January – May 2013) a log was kept by the first author to register the 

supporting and impeding factors the Marketing and Sales department faced in the development 

of a marketing strategy for the organization. To this end a meeting was held with the Marketing and 

Sales manager and a staff member every three weeks. The timeframe for keeping the log was set 

parallel to the second portfolio analysis (2013). 

Keeping a log is a qualitative research method that can be used to monitor and evaluate 

performance in different healthcare domains.22 The aim of the log was to detect the organizational 
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processes that underlie the use of the STP-process for the development of a marketing function 

within a mental healthcare organization. 

Interview

After the evaluation period (January – May 2013), a semi-structured interview was held with the 

Marketing and Sales manager of GGzE to evaluate the importance of strategic marketing and the 

professional advancements made within the mental healthcare sector. The topics discussed in 

the interview were: market forces in mental healthcare, the definition and operationalization of 

marketing, the development of a marketing function in mental healthcare organizations, and the 

use of marketing instruments. The interview was recorded, transcribed and coded by means of 

open and axial coding.21 

results

The results of the evaluation are discussed along the lines of the STP-process.5 First, we describe 

to what extent the STP-process is utilized within the organization and which instruments are 

proposed. Secondly, we describe the processes underlying the practical use of these instruments 

and the effects that are yielded from this.

The STP-process in the practice of a mental healthcare provider 

From both the documents and the log it became clear that a lot of effort had been put into the 

first step of the STP-process (segmentation), and that portfolio analysis as an instrument had been 

made operational in two (yearly returning) policy cycles. Both in 2012 and 2013 the Marketing and 

Sales department undertook a portfolio analysis as a starting point for the strategic dialogue about 

plans for the next year. The McKinsey/G.E. portfolio analysis tool was used to identify the Market 

Attractiveness (MA) and Business Attractiveness (BA) of the organization’s products.12,13 Data was 

used from the Electronic Patient Files, the Electronic Financing System and from interviews with 

a director of each of GGzE’s (3) divisions. The results were presented to the board, indicating the 

market position of the different products that are offered. Both portfolio analyses took four months 

(January – April) to complete. The documents proposing to perform a portfolio analysis (Table 1, 

no. 2 and 4) mention a corporate marketing strategy as an ultimate goal. It is stated that portfolio 

analyses can contribute to the development of a strategic marketing strategy and to sound policy 

choices (e.g. regarding supply provision). According to these documents, the first step is to gain 

insight into the market position in the mental healthcare market (segmentation), which can be 

acquired through a portfolio analysis. The next step would be to be able to decide on possible 

choices of products GGzE is offering (targeting) and on a strategy to show the added value of these 

products to potential ‘buyers’, in this case healthcare financiers. According to these documents, 

portfolio analysis is an essential part of the marketing and sales process of a mental healthcare 
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provider. However, the presentations of the results of the two portfolio projects (Table 1, no. 3 and 

5) do not mention the next step of developing a corporate marketing strategy; they only contain 

the actual results of both the portfolio analyses. 

At the time the marketing function of the organization was starting to develop, the Marketing 

and Sales manager was completing an MBA thesis. The thesis was aimed at providing guidelines 

on how a marketing strategy could be developed for a specific part of the organization. Different 

instruments are described within the thesis (Table 1, no. 1) related to different stages in the STP-

process.5 These were: 1. Five competitive forces, in which the relative power of competitors, 

suppliers, substitutes, buyers, and new entrants is analyzed;23 2. SWOT analysis, identifying the 

strengths and weaknesses of the organization;13 3. growth strategies, that analyze whether an 

organization should choose market penetration, market development, product development or 

diversification as a market strategy;24 and 4. the 7 p’s to determine the marketing strategy of an 

organization by price, product, place, promotion, process, people, and physical evidence.14 These 

instruments were applied in a research setting within a specific part of the organization, which 

resulted in guidelines to develop a marketing strategy and in an overview of the actions needed 

within each of the steps of the STP-process with the aim of formulating a marketing strategy. 

Other documents which explicitly mention marketing as part of a corporate strategy are: 

‘Policy plan 2013 Marketing and Sales’ (Table 1, no. 10), ‘Presentation integration marketing, sales 

and communication’ (Table 1, no. 12), and ‘Re-orientation on marketing’ (Table 1, no. 13). In these 

3 documents, marketing is positioned as a vital part in the marketing and sales process, and a 

distinction is made between strategic marketing and marketing communication, separating 

corporate responsibility from the operational execution. The STP-process is recognizable in these 

documents, even though different terminology is used. The documents mention market research 

as a first step in order to gain insight into possible target markets. This should be followed by the 

positioning of products and the development of a marketing communication plan. Emphasis is 

also put on the positioning of marketing as an integrated function within the organization. The 

documents suggest that if marketing were to be integrated into the central core of the organization, 

the chances of a successful marketing strategy would increase. The document ‘Re-orientation on 

marketing’ (Table 1, no. 13) contains a proposal with regard to the position of the organization’s 

marketing function in relation to adjacent functions such as Sales, Communications and Human 

Resource Management (HRM). The document states its goal as being: ‘the ambition to strengthen 

the market orientation abilities of a mental healthcare provider’. Furthermore, one document 

was found which included a first draft for a marketing plan for one of the organization’s divisions 

(Table 1, no. 11). In this document the different steps of the STP-process5 are apparent and there 

is a mention of applicable instruments. However, at the time of the analysis, this plan was not yet 

finalized. 

The documents 6, 8 and 9 (Table 1) describe a vision with regard to marketing communication 

activities. It is mentioned in these documents that the organization should focus on transparency 
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towards stakeholders. The variety of products the organization offers calls for a clear positioning in 

different market segments, demonstrable added value, the positioning of different ‘brands’ and the 

tailoring of communication activities. The elements of the STP-process are clearly recognizable in 

this suggestion, although not labeled as such nor mentioned in any specific order. The documents 

also refer to the ‘corporate stakeholder policy plan’ (Table 1, no. 7), in which the relationship with 

stakeholders is the central theme and in which instruments are discussed for analyzing stakeholder 

demands, performance gaps and stakeholder salience. 

Processes and effects with regard to the STP-process

The portfolio analysis projects offer the organization an instrument that can, in theory, be used 

to research (the position of) their supply within different market segments (segmentation). Both 

presentations on the results of the portfolio analyses incorporate information on a relatively small 

number of variables on market attractiveness and business attractiveness. Knowledge that this 

generates includes: number of patients from outside the region, turnover rates (and share for each 

product), costs and personnel in relation to the products. The explanation for the choice of using 

the above mentioned variables for the log has to do with the aspects that GGzE considered most 

relevant in relation to the objectives in the multiyear policy plan 2013-2016 (Table 1, no. 14). Data 

was extracted from internal databases. In these analyses, no external resources were used due to 

time constraints, however the addition of such information about the supply market in mental 

healthcare, competitors, and how the organization’s services are valued is considered worthwhile. 

Certain policy documents take a clear stance on the subject of a strategic function of marketing 

in a mental healthcare organization (Table 1, no. 10 – 13). These related policy proposals, however, 

were at the time of writing, not fully incorporated into the organization’s continuous business 

processes. The goal of the Marketing and Sales manager’s MBA thesis (Table 1, no. 1) was to 

develop a marketing strategy for one of the organization’s business units. Although this did not 

lead directly to strategic choices being made regarding the positioning of the business unit, the 

document provides a basis for future development. In the multiyear policy plan (Table 1, no. 14) 

the organization’s strategic choices are described and objectives are formulated. Although a direct 

link between strategic analyses and a marketing strategy to effectively pursue these strategic 

choices could not be found, the ‘targeting’ phase of the STP-process is still clearly discernible in 

this document. 

The awareness of and importance of a strategic marketing policy for mental healthcare 

providers in the near future is emphatically acknowledged in our case study. However, the results 

of the log and interview also show that time and resources are limited to be able to fully implement 

this as a corporate function. An environment that is constantly asking for a prompt reaction to 

changes has led the organization to look for quick wins. This resulted in a more pragmatic approach 

of the portfolio analyses, which was based on available (quantitative) information rather than on 

information that was, at least in theory, thought to be ‘needed’. In the second portfolio project (2013), 
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the improvement of the information systems within the organization to generate management 

information and the engagement of a project manager to lead the project proved advantageous. 

The documents and the log however show us that, in practice, it still proved difficult to execute 

all steps of the portfolio analysis in the proper order and to attain all the necessary and relevant 

information. The results also show that more recently, the Communications manager and two staff 

members are now involved in a number of the marketing activities. However, the development of 

a marketing policy for the organization is still mainly a responsibility of the Marketing and Sales 

manager.

The interview results point to there being a need for the development and structural use of 

applicable instruments (e.g. portfolio analysis) in policy preparation. The interviewee claims that 

mental healthcare providers are at the start of their learning curve in this area, and that they need 

to take an increasingly critical view of their own performance. At this time, the marketing function 

is only laboriously accepted in the mental healthcare sector. The interviewee expects there will 

be fundamental changes in the coming years. Mental healthcare organizations are focusing on 

becoming centers of expertise, and health insurance companies will become more selective in 

their healthcare procurement.

Discussion

Our study outlines the first steps of the Segmentation – Targeting – Positioning (STP)-process for 

developing a marketing strategy at GGzE. The next step would be the growth of marketing into 

a mature corporate business function. The results of this study point to a lot of effort being put 

into the segmentation phase, by means of applying portfolio analysis. In theory, this should yield 

a clear picture of the organization’s market position (Figure 1). To further refine this, the inclusion 

of external information in the portfolio analyses is recommended for future projects in this area. 

The organization can use the six steps that are mentioned by Gelderman and Van der Hart12, and 

Mandour et al.13 for future portfolio analyses, of which the scoring of different products, drawing 

a matrix and using this for strategy development were not found in the results of our case study. 

From the multiyear policy plan it can be deduced which market position the organization occupies. 

Portfolio analysis could be used in future policy plans to underpin the assumptions made about the 

market position. At this time the implicit effects of targeting and positioning were certainly found in 

our study, mainly in the multiyear policy plan, but these did not ensue from the use of instruments 

mentioned in the literature7,14 nor from earlier steps in the process. Utilization of this process could 

prove valuable to identify considerations which validate specific strategic choices. 

Several documents contain suggestions on the application of instruments within the STP-

process. The Marketing and Sales manager of GGzE has written policy documents in the last 1.5 

years, in which the positioning of the Marketing and Sales department is deliberated and in which 

strategic marketing is presented as an essential part of the corporate strategy. These documents 
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need further elaboration and choices will need to be made on how to incorporate these ideas 

into a corporate marketing policy. The Marketing and Sales manager stated in the interview that 

current budget restrictions in mental healthcare mean that there is limited time and resources for 

marketing activities. Furthermore, the diversity of products of an integrated mental healthcare 

provider, like GGzE, may result in multiple strategies being needed. In the documents we find 

this is a reason to adopt marketing communication strategies for different ‘brands’. The diversity 

could however also be the reason why a corporate strategy is not easily found, because multiple 

(marketing) strategies for all the different products need to be developed. It seems plausible that 

smaller organizations, that tend to have a more focused, less diverse service supply, will find it 

easier to develop a corporate marketing strategy. Besides limited time and resources the mental 

healthcare sector also has a history of budget guarantees. Up till this time market forces have not 

led to a revolution in mental healthcare, but rather to a gradually changing environment. This could 

explain why mental healthcare providers do not as yet pursue a strategic marketing policy. From 

looking at the different initiatives that are visible within GGzE, it would appear the sense of urgency 

is mounting. 

A limitation of this study is that it focused on a single case study performed within one single 

organization. However, the interview results would seem to suggest that the results of our study 

are not unique to this specific mental healthcare provider. The particular organization in our case 

study is a large, integrated mental healthcare provider, of which the organizational structure, 

patient population and diversity of services are comparable to other large mental healthcare 

providers in the Netherlands. In the interview in our case study the Marketing and Sales manager 

stated that in large mental healthcare organizations a marketing function is evident in organization 

charts, but that this is generally the responsibility of one individual rather than of a mature business 

department. In addition, the mental healthcare sector as a whole is facing significant budget 

restrictions. This scarcity means there are limited investment possibilities in functions such as 

marketing. To verify this assumption, an interview or questionnaire could be sent to these other large 

mental healthcare organizations, asking them to indicate the maturity of their marketing and sales 

function. In a similar study, research was done by the European Institute for Brand management25 

into the extent to which large mental healthcare providers in the Netherlands engage in marketing 

and communication activities. Their research shows that only 25% of Dutch mental healthcare 

providers have a specific marketing and brand policy and a specialized department within the 

organization for these activities. Furthermore, most organizations do not have a corporate ‘story’ 

or perform stakeholder analyses. A third of the participating organizations in EURIB’s research 

state that strategic positioning of the organization is not clearly defined. Limited funds for these 

activities are mentioned as the main reason for these results.25 Based on this research from EURIB,25 

it may be deduced that GGzE leads the field of large mental healthcare providers regarding the 

development of marketing related activities. If this is indeed the case needs to be verified before 

any firm conclusions can be drawn. 
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conclusion

In conclusion we determined that several instrumental steps, related to the STP-process,5 to 

develop a marketing strategy in mental healthcare have been taken. The sense of urgency is rising, 

and for the coming years it will be vital to consider how to follow through with the development 

of a corporate marketing strategy. However, mental healthcare providers are faced with limited 

time and resources, and are still in the process of developing information systems to generate all 

the information that is needed. It is therefore difficult at this time to draw conclusions about the 

added value of the application of instruments on the development of a marketing strategy in a 

mental healthcare organization. Further exploration is needed in this field, including a reflection 

on the approach other mental healthcare providers have chosen in this area. As has been proven 

in the for-profit sector, the use of instruments is, in theory, vital for the development of marketing 

strategy with which an organization can manifest its added value.7,8,23 With regard to the STP-

process this would mean that research into the market segments the organization is operating 

in is the first step.5 Developing a marketing strategy is only feasible when enough knowledge is 

available about the organization’s products or services in relation to what is being offered by other 

suppliers. Portfolio analysis would be a suitable instrument to perform this step in the process. 

Other instruments the STP-process utilizes still need to be explored in the practice of mental 

healthcare providers. 
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introduction

Research on strategic market orientation is extended when examining the literature on business 

administration, marketing and management. In most cases this literature refers to organizations in 

the ‘for profit’ sector.1-8 Recently, however, strategic market orientation has become an increasingly 

important issue in the healthcare sector.9-11 System changes have led to a deregulation in healthcare 

and the emergence of a more competitive healthcare market.12 These developments also apply 

to the mental healthcare sector, that requires a more market-oriented approach and further 

professionalization in the field of marketing and sales of mental healthcare providers. 

Following these developments, the research presented in this thesis promotes more evidence-

based decision making in mental healthcare, based on knowledge related to strategic market 

orientation. Within our research the aim was to improve the general understanding of strategic 

market orientation in mental healthcare, by developing and applying instruments within this field 

in one specific mental healthcare organization. 

For this purpose, we performed a study for which we formulated two research questions: 

1.  Which instruments can be used to perform strategic market orientation in mental 

healthcare? 

2.  To what extent are these instruments applicable in the practice of mental healthcare 

providers? 

To answer the research questions, first a theoretical and field exploration were done to gain 

knowledge on strategic market orientation and possible instruments in this field that can be 

applied by mental healthcare providers. This was followed by an empirical exploration of four case 

studies originating from a mental healthcare provider in the southern part of the Netherlands: 

Stichting Geestelijke Gezondheidszorg Eindhoven en de Kempen (GGzE). In these case studies, specific 

questions in the field of strategic market orientation in mental healthcare were studied at GGzE. The 

results of these case studies are the foundation for assessment of the applicability of instruments 

within strategic market orientation to mental healthcare providers, both overall and within each 

separate domain. This comprehensive knowledge on strategic market orientation forms the basis 

for more evidence-based decision making in mental healthcare. This led to the outline for this 

thesis, as presented in Figure 1. 

Development of a knowledge synthesis on strategic market orientation in mental healthcare

This study originally started with the aim to develop a model that would enable a mental healthcare 

provider to continuously dispose of information about mental healthcare demand to support 

a better match between demand and supply in regional mental healthcare. Initially, the main 

impetus for this research was the increasing impact of market forces in mental healthcare in the 

Netherlands, and the fact that budgets were becoming less secure. Knowledge and more evidence 

about the actual and future needs in mental healthcare were seen as a precondition to develop a 
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‘palette’ of healthcare supply that would be supported by healthcare financiers. 

In our search to operationalize the concept ‘mental healthcare demand’, we found a diversity 

of definitions, measuring methods, and practical elaborations.13-21 In particular, it became clear 

that knowledge about ‘demand’ would not suffice for the development of a market-oriented 

mental healthcare approach. In the literature we found different models for market orientation, 

all of which mention the central position of customer demand but emphasize the importance of 

taking into account the role of other domains in this field: suppliers, stakeholders, and external 

developments.5-10 This shifted the focus of our research from ‘developing a model to gain 

knowledge about mental healthcare demand’ to ‘developing a model to gain knowledge about 

the mental healthcare market’. In the literature this is referred to as ‘strategic market orientation’.6-8 

The activities within this concept are also called ‘market research’.3,4,11 

Having established the focus of our research, the objective was to explore the possibilities 

to develop and apply a set of instruments to enable mental healthcare providers to gain more 

knowledge about their specific market. An initial literature search on strategic market orientation 

revealed four domains: mental healthcare demand, mental healthcare supply, stakeholders, and 

the external environment. To further examine these domains we performed a theoretical and a 

field study to gain knowledge about the interpretation of these domains, the availability and use 

of information, and the use of instruments. Together this formed the foundation for a knowledge 

synthesis on strategic market orientation in mental healthcare (described in Chapter 2). Table 1 

provides a summary of this knowledge synthesis. 

Figure 1 Outline of the thesis

 
Figure 1  Outline of the thesis 
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Table 1 Knowledge synthesis: a summary (adapted from Table 1 in Chapter 2)
mental healthcare demand 

Interpretation: Care service in use, Patient 
characteristics to determine influencing factors 
(patient profiles)

Information: Electronic Patient Records (EPR) on care 
service in use, 
Routine Outcome Measurement (ROM) 
questionnaires on patient factors

Instrument used: Audience segmentation

mental healthcare supply

Interpretation: Market position, Product portfolio, 
Competition/other suppliers, Added value, Marketing 
strategy

Information: Organizational units to identify 
‘products’, Registration data on production/turnover, 
costs and personnel, Limited data on quality 
indicators

Instrument used: Portfolio analysis 

Stakeholders

Interpretation: Different stakeholder groups, 
Stakeholder expectations and demands, Matching 
performance and stakeholder expectations

Information: Contact information of different 
stakeholders, Stakeholder expectations by 
questionnaire, Internal reflection by interviews

Instrument used: Stakeholder management process 
model

external environment

Interpretation: Developments (demographic, 
economical, societal, political)
Scenarios for the future

Information: Trends (external information)
Uncertainties by combining internal and external 
perspectives

Instrument used: Scenario analysis

Although the basis for the knowledge synthesis on strategic market orientation was found in 

(international) business literature, the instruments in the knowledge synthesis are generic in 

nature and should therefore also be applicable in healthcare sectors other than mental healthcare. 

Indeed, these instruments are grounded in fundamental research in the area of strategic market 

orientation and form a basis for applying this field of research in any business sector. Because of 

their generic character, these instruments are suitable for exploration in an area where strategic 

market orientation is relatively new, i.e. the mental healthcare sector. This does however not imply 

that other suitable instruments would not be available or applicable. Innovative new approaches 

towards strategic market orientation should be the focus of future exploration, which could 

lead to a further development of the basic instruments of strategic market orientation in mental 

healthcare, as they are now discussed in this thesis. Exploring and applying these instruments 

should be an iterative process leading to continuous learning on the best way to apply strategic 

market orientation in mental healthcare organizations. Besides the practical value of adapting 

and improving these instruments, there is a scientific value because it offers new practice-based 

evidence regarding the application of theoretically based knowledge and instruments. 

A mental healthcare provider needs to be able to integrate scientific and practice-based 

evidence within and overarching the domains of the knowledge synthesis. This means that 
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continuous research in this area is necessary. Within the four domains of strategic market 

orientation, there are various scientifically tested business models that could also be applicable 

in a mental healthcare setting.22-25 To assess this applicability, a mental healthcare provider should 

be aware of the practical implications of using such a model, i.e. the interpretation of strategic 

market orientation in mental healthcare, the information that is needed versus the information 

that is available, and the practical impact the use of instruments has on the resources and business 

processes of the organization.

This knowledge synthesis on strategic market orientation served as the conceptual framework 

for further practical exploration of a set of instruments for mental healthcare providers to integrate 

strategic market orientation in their policy processes. For this practical exploration, further 

operationalization of the concepts and application of the market orientation instruments was 

performed using four case studies at GGzE. The results of the case studies are discussed in the 

following section. 

General reflection on the main results of the case studies 

Introduction

To develop knowledge that stimulates mental healthcare providers towards evidence-based 

‘wisdom’ in strategic policy development, the results of each case study should be reflected on 

from two perspectives: the overall contribution of the application of the instruments that are 

used within each of the domains in strategic market orientation to more evidence-based decision 

making regarding (strategic) market positioning, and the specific knowledge that is brought 

forward by the actual application of the instrument in each case study. Furthermore, we will 

reflect on each of the case studies regarding the ‘gap’ that can be found between the theoretical 

approach of using instruments within strategic market orientation versus the actual application 

in practice. Finally, within this paragraph we reflect on the instruments that are used in the case 

studies, the arguments for and against using these instruments and possible future alternatives 

that need further exploration. 

Mental healthcare demand (Chapter 3)

On the level of strategic market orientation in mental healthcare, the results of using audience 

segmentation lead to a general understanding of how mental healthcare demand can be identified, 

which contributes to more ‘evidence’ regarding the strategic choices of a mental healthcare 

organization. However, to be able to anticipate (instead of explain) mental healthcare demand, 

more information may be needed about latent mental healthcare demand, about developments 

that influence mental healthcare demand, and about factors that determine whether a need for 

mental healthcare becomes manifest. Furthermore, it should be considered that mental healthcare 

demand can be seen from a broader perspective than only the patient. There can also be a 

demand for mental healthcare by stakeholders, financiers and society as a whole. For this reason, 
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future research should focus on incorporating these other areas of mental healthcare demand. In 

addition, the identification of patient demand cannot be seen separately from the other domains 

of strategic market orientation in which the above issues are addressed. The specific case study 

results show that guidelines are offered to managers about how to decide on extramuralization 

for a specific group of patients, which stimulates more evidence-based decision making within a 

specific problem area a mental healthcare provider is facing. 

Mental healthcare demand is interpreted in literature as the prevalence and incidence of 

psychiatric disorders, the need for (psychiatric) care, the manifest demand for or use of mental 

health services, and the factors that influence this.14,26,27 In practice, identifying mental healthcare 

demand appeared to differ from this definition that suggests that mental healthcare demand should 

also consider a patient’s need, rather than actual and explicit care demand. In the case study we 

looked at patient characteristics and the extent to which this could explain their mental healthcare 

needs, relying on data that is available from registered patients, in other words, care service in use. 

With this interpretation of mental healthcare demand we are able to identify the current mental 

healthcare population at a particular moment in time. For mental healthcare providers this means 

that the expected patient demand can be estimated based on epidemiological data and patient 

profiles can clarify, instead of predict, mental healthcare demand of certain groups of patients. It 

thus appeared from the case study that practical application of definitions of mental healthcare 

demand is at the moment mainly dependent on data about care service use. 

In this case study we used audience segmentation as an instrument to clarify mental healthcare 

demand for a specific group of patients in mental healthcare. Audience segmentation is a basic 

technique that is seen in social marketing to divide a group of people into homogeneous 

subgroups,22,28,29 which in this case can be identified as patient profiles. The identification of latent 

patient needs or mental healthcare demand in other areas (for example stakeholders, financiers 

and society) will require different approaches and most likely additional instruments within this 

domain of strategic market orientation.

Stakeholders (Chapter 4) 

To contribute to more evidence-based decision making regarding strategic policy making, this 

case study provides a first step to improve stakeholder management in the practice of a mental 

healthcare provider. However, it is essential that continuation and evaluation is guaranteed 

on this issue and that actual strategic decisions regarding this topic are made. It should also be 

acknowledged that the instrument is a time consuming instrument and dependent on the response 

of stakeholders. It would likely be most successful if stakeholder analysis is applied periodically at 

the beginning of a new multiyear policy cycle. It would furthermore be advisable to keep contact 

information continuously up to date and to monitor expectations of stakeholders on a regular basis 

by asking them actively about their view on the organization’s performances. The specific results 

of the case study led to an expansion of knowledge on stakeholders and a stakeholder policy plan 
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for the organization at the moment that the study was performed. On a short term, knowledge 

was developed that facilitated the organization to strategic decisions regarding stakeholder 

management at that time.

In theory, stakeholders are defined as groups of organizations, with which an organization 

has an interdependent relationship.30-32 Examples of stakeholders of a mental healthcare 

provider are financiers, supply chain partners, governmental authorities and patients. The 

definition regards stakeholders as external parties, whereas literature also captures internal and 

interface stakeholders.30-32 In the case study, stakeholder management as part of strategic market 

orientation, is interpreted as the gathering of information about the expectations and influence 

of different stakeholders and the match or discrepancy with the organization’s performance. In 

practice this information is not continuously available and is not a primary focus of most mental 

healthcare providers. To gain knowledge on the stakeholders of a mental healthcare provider, 

the model of Preble23 was adapted and assessed in the case study. The information that was then 

gathered mainly relied on internal reflections about how the relationship with stakeholders can be 

valued. It would be beneficial to a mental healthcare provider to gather more routinely information 

about stakeholders’ views on the organization to be able to instantly adapt to their expectations if 

considered necessary.

In the case study the stakeholder management process model23 was used as a basic instrument, 

while it appeared to comprise the different steps that were considered needed for stakeholder 

analysis. With regard to this model there are two possible purposes for a mental healthcare 

provider: 1. using information from a stakeholder analysis to gain knowledge on which policy 

choices would most address the expectations of the organization’s stakeholders, or 2. actively 

involving stakeholders in strategic policy making of the organization (co-creation). In this case 

study the first purpose is addressed, whereas the second purpose would be more conducive to 

evidence-based decision making regarding this domain of strategic market orientation. To achieve 

this, the instrument that is now used should be further evaluated and adapted and other possible 

instruments need to be explored. 

External environment (Chapter 5) 

Exploring the external environment to enhance more evidence-based decision making is a very 

essential part of strategic market orientation. This exploration provides knowledge about both 

(macro) influential developments that can be considered certain, and possible images that are 

realistic but not certain (scenarios), which is an addition to the knowledge that comes forward from 

mathematical forecasting tools. To actually use this knowledge effectively, the organizations that 

are involved in the scenario analysis need to be able to abstract from their personal preferences for 

one of the scenario’s and to determine possible strategic choices for each scenario that is identified. 

In the case study, the specific aim was to develop different scenarios regarding the residence 

for people with mental health problems. Internal and external perspectives (chain partners) 
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were available to determine the uncertainties and eventually scenarios for future residential 

requirements. This enables mental healthcare providers to develop policy plans that take into 

account different future images, and create a shared decision making process regarding this issue. 

The determination of different strategies regarding each of the scenarios is an issue that worked 

out different in the case study than it was originally intended in theory.24 In practice, policy makers 

appear to be attracted by choosing one specific scenario to focus on and to develop a policy plan to 

realize this specific scenario. Furthermore, similar to the stakeholder analysis, the scenario analysis 

is an extensive work, which does not always fit the pragmatics of a mental healthcare organization 

that has to respond to fast sequences of changes in the sector. An extensive scenario analysis could 

be done each start of a new multiyear policy cycle. The instrument can however also be used in an 

adapted form, by leaving out extended document study and interviews, and capturing these steps 

in an additional workshop. 

For the exploration of this domain of strategic market orientation, we specifically chose to 

use the basics of scenario analysis as an instrument for exploring this domain of strategic market 

orientation. It can be stated that also developments that are in fact certain should be taken into 

account in strategic market orientation.33 Although scenario analysis also identifies developments 

within this category, they are not the basis for the scenarios to be developed. Mental healthcare 

providers should take this into account when applying this instrument. This can be captured in the 

first and second step of scenario analysis (exploring the external environment and the identification 

of key uncertainties). Furthermore, it should be acknowledged that scenario analysis is not the 

only possible way to anticipate future developments in the external environment. Johnson et al.33 

discuss three interrelated aspects for the anticipation to external developments of an organization: 

the identification of environmental influences (macro level), the determination of key-drivers for 

change, and the development of scenarios. This is a technique that takes into account multiple 

levels in the external environment (from macro to organizational).33 The largest asset of scenario 

analysis is that it contributes to think ‘out of the box’ and reflect on uncertain elements instead 

of what we know is coming towards us. Ideally both perspectives are used additionally instead of 

choosing one particular approach, for which the model of Johnson et al.33 can be very useful. 

Mental healthcare supply (Chapter 6) 

Within this domain of strategic market orientation, knowledge was developed that provided 

guidelines for more evidence-based decision making regarding the positioning of products of a 

mental healthcare provider. However, in the practice of a mental healthcare provider, it requires 

more structural use of instruments within this domain to effectively translate this knowledge 

into strategic choices regarding the market positioning of the organization. It also demands that 

additional information is available than is now the case. This was also visible in the case study at 

GGzE. The use of portfolio analysis has not led to a corporate marketing strategy and a continuous 

process of market research as part of the policy cycle. For this it would be needed to further explore 



Chapter 7

122

other instruments that can be linked to the STP-process.34 Furthermore, customer demand and 

stakeholder influences, as well as external developments are relevant for effective, and even more 

evidence-based, decision making. It would therefore seem more logic to take into account all the 

domains within strategic market orientation before strategic choices regarding mental healthcare 

supply are developed.

Regarding the domain mental healthcare supply, the knowledge synthesis suggests that the 

development of a marketing strategy, based on the STP-process34 is needed for mental healthcare 

providers to be able to prove their added value of their supply to customers and other stakeholders. 

In the case study the supply of mental healthcare services is seen as the extent to which a mental 

healthcare provider is able to develop knowledge on how its product portfolio is positioned in 

relation to the power of other suppliers within a particular market segment, and which added 

value is proposed in the marketing strategy. This definition brings forward a challenge for mental 

healthcare providers to gather information beyond the boundaries of the organization and to 

critically reflect on the quality and added value of their own products and services. In the case 

study we found that theoretical models to identify and analyze ‘supply’ are not easily implemented 

in the practice of a mental healthcare provider. It also appeared that much information that was 

needed according to the theoretical model, was not available in the case study, for example, data 

on product/market combinations and their added value compared to other suppliers. Contrary to 

theory, in practice, much information is generated from inside the organization and not gathered 

from external resources. This can be explained by the complexity of a sector in which information 

is not commonly shared, in which providers are considering mergers or other forms of formal 

cooperation and in which privacy issues are more common then in the for profit sector. 

Within the domain ‘mental healthcare supply’, we identified several instruments and models 

within each of the steps of the STP-process34: portfolio analysis,35,36 value disciplines,37 and the 7 p’s 

model of marketing.38 In the case study, the use of portfolio analysis was further explored and has 

led to more knowledge on the organization’s supply and the position of each product group within 

the organization, because this is the very basis for further positioning of mental healthcare supply. 

Because of the current blanks that appear in applying this basis instrument, it seems that further 

investment in data optimization is needed before the other instruments in the STP-process34 can 

be used accordingly. Naturally, this does not imply that a mental healthcare provider cannot or 

does not make strategic decisions regarding their supply. However, it will take further time and 

effort to incorporate market research instruments in this area in the organization, and to establish 

that these decisions become more evidence-based. 

Conclusion

The application of instruments of strategic market orientation in this study shows a contribution 

to more knowledge about the mental healthcare market, delivers guidelines for strategic choices 

regarding the market positioning of mental healthcare providers, and stimulates more evidence-
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based decision making in mental healthcare. In this study the instruments are applied in multiple 

case studies at GGzE, however because they are generic in nature, they should be transferrable to 

the mental healthcare sector as a whole. When this translation is made, it is important to reconsider 

the current use of the instruments and adapt these to the appropriate context and abstraction 

level. This study does not pretend having established the set of instruments for strategic market 

orientation, rather it shows that the use of instruments in general contributes to more knowledge 

and more evidence-based decision making. The practice of a mental healthcare provider does not 

always fit the approach that is offered by theoretical models. This can be seen as a gap between 

science and practice. However, we prefer to interpret these differences from the perspective of 

evidence-based decision making as not only existing of science-based knowledge, but a continuous 

interaction and complementation between science-based and practice-based knowledge.39

A functional model for strategic market orientation in mental healthcare

Comprehensive knowledge on strategic market orientation in mental healthcare

In the four case studies, each of the domains of strategic market orientation is examined separately 

in detail. Each of the four instruments (audience segmentation, stakeholder analysis, scenario 

analysis, portfolio analysis) was applied in the context of one of the four domains (mental healthcare 

demand, stakeholders, external environment, mental healthcare supply). However, it is important 

to understand the ‘sum of all parts’ and be able to integrate knowledge from the separate domains 

(Table 1) into a body of comprehensive knowledge on strategic market orientation in the context 

of a mental healthcare provider. The comprehensive knowledge that can be extracted from the 

case studies in this research can be visualized in a functional model, presented in Figure 2. In this 

functional model, the different concepts from the knowledge synthesis are translated to actual 

‘activities’ that should be performed by a mental healthcare provider to carry out strategic market 

orientation. 

Mental healthcare providers often have a highly differentiated palette of supply, implying that 

different strategies may be needed to effectively position the organization in the mental healthcare 

market. Therefore, in preparation for strategic market orientation, the purpose of the intended 

market research and the target population should be clearly defined. Knowledge on the target 

population can be further specified by using audience segmentation to identify homogeneous 

subgroups. When the target population is specified, it is also possible to identify the relevant 

stakeholders for mental healthcare delivery to this group of patients, and to perform a portfolio 

analysis to identify the relative power the organization has in relation to other suppliers offering 

comparable or different products to the same target population. Furthermore, it is a prelude to 

further investigation of the external environment by, for example, scenario analysis. 

The development of a marketing strategy is described in Chapter 6 as part of the domain 

‘mental healthcare supply’. However, it seems logical to detach this strategy from a specific domain 

and consider it as a result of information from all of the domains within strategic market orientation; 
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or, in other words, as a step that follows strategic market orientation as a whole, including making 

strategic choices regarding the market positioning of the organization. Moreover, it is a ‘decision’ 

on how to approach the market based on what is found in preparatory market research. Related 

to the different layers of this research, developing a marketing strategy can be seen as part of the 

development of more evidence-based decision making in strategic policy development by mental 

healthcare providers. 

However, because the functional model is based on the application of the instruments in the 

field of strategic market orientation at a single mental healthcare provider in the Netherlands, 

the results should be interpreted with caution. Regarding the generalizability we refer to the first 

part of our research, the knowledge synthesis, for which we interviewed various (large) mental 

healthcare providers in the Netherlands. The results from these interviews imply that, at that 

time, the circumstances for (large) mental healthcare providers are comparable, consisting of, 

for example, budget cuts, increasing competition, a rising demand for healthcare, the economic 

crisis and technological developments. In almost all these organizations, activities in the field of 

strategic market orientation were somewhat limited. A study from the European Institute for Brand 

Management40 confirms that marketing is still an ‘upcoming’ area in mental healthcare organizations 

and not embedded solely in corporate business. This implies that the use of instruments in strategic 

market orientation that was explored at GGzE may also be applicable and valuable for other mental 

healthcare providers in the Netherlands that are about to develop a marketing function within 

their organization. To gain more evidence about this expectation, further research is needed on 

the feasibility to reproduce these instruments at other mental healthcare providers. This initial 

exploration at GGzE provides important knowledge on the use and applicability of instruments 

within this field that can benefit other mental healthcare providers. The research focused on two 

layers: specific information regarding a problem setting at GGzE, and assessment of the applicability 

of instruments within a mental healthcare setting. 

 
Figure 2 Functional model for strategic market orientation in mental healthcare 

 
Figure 2 Functional model for strategic market orientation in mental healthcare
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Added value of an integrated approach of strategic market orientation in mental healthcare

Examination of the different domains of strategic market orientation by means of four case studies 

led to specific knowledge within each of the domains and to a functional model (Figure 2). However, 

to understand the implications of strategic market orientation it is necessary to consolidate the 

separate ‘parts’ and integrate all the knowledge emerging from these different parts. Below, 

we discuss the added value of an integrated approach to strategic market orientation in mental 

healthcare. 

The added value of an integrated approach to strategic market orientation lies in the 

compilation of information that is gained separately and in considering the influence of other 

domains on the interpretation of that information. Market analysis usually starts with determining 

the purpose and target population, and identifying the demand of this population. However, even 

when knowledge is available about the demand of mental healthcare patients, it is still unclear 

whether a mental healthcare provider can in fact organize healthcare supply for this population. 

This depends on several issues. For example, are other suppliers targeting this population, and 

how does the organization compete in terms of cost and quality with these other suppliers? 

How do financiers and other collaborating partners envision mental healthcare delivery for this 

specific group? And to what extent are external developments (e.g. economic and social change 

or technological innovations) factors that influence the future demand of these patients? These 

questions are relevant in determining which strategic choices are made concerning the positioning 

of products of a mental healthcare provider. 

Also the supply domain of strategic market orientation is largely dependent on the other 

domains. For example, portfolio analysis aims at identifying the market attractiveness and 

business attractiveness (or business strength) of the organization’s products. However, to apply 

this knowledge in strategic decision making, a mental healthcare provider also needs information 

on patient demand to prevent a mismatch between demand and supply. Portfolio analysis is based 

on the assumption that, at the starting point of such analysis, the organization has a clear view of 

this ‘customer demand’.25,35,41 In addition, this also requires knowledge on how financiers evaluate 

the services that are offered, and how they determine which organization offers the best value for 

money. Also, other stakeholders can be relevant in establishing intended services; for example, 

a housing corporation when the products depend on adequate residential facilities for patients. 

Finally, sector transcending developments, such as political measures for healthcare budgets and 

regulations, can also influence the process of mental healthcare delivery. 

Besides the need to compile information from different sources to acquire an overall picture 

of the target market of a mental healthcare provider, the domains also have an effect on each 

other. For example, over time, external developments can change the patient profile of a mental 

healthcare population. Whereas demographics, income and social environment are examples of 

patient factors that influence mental healthcare demand, societal changes can have an effect on the 

mental health vulnerability of different groups and the care that is needed for their rehabilitation. 
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Another example is the influence of stakeholders on the development of mental healthcare 

demand and supply. The relationship (or image) a mental healthcare provider has with General 

Practitioners (GP’s) can (to some extent) determine the mental healthcare demand of their patients. 

Currently there is a shift from specialized mental healthcare to primary (mental) healthcare; this 

could change the patient profiles because only the most severe illnesses will then be treated by 

specialized mental healthcare providers. 

Thus, strategic market orientation consists of an interaction between the four different domains. 

Therefore, it is essential to have a comprehensive picture of the results of different market analyses. 

Knowledge becomes valuable only when a mental healthcare provider succeeds in having an 

overall view of the interrelated effects the different aspects of strategic market orientation have 

on each other.

recommendations for practice: towards evidence-based decision making

The integration of knowledge from the different domains has led to more comprehensive 

knowledge on strategic market orientation and a framework for mental healthcare providers 

(Figure 2). The next step is to use this comprehensive knowledge to achieve more evidence-based 

decision making. To explain this, we refer to the layers within this thesis: 

1. Specific results answering the problem definition that was posed by GGzE in each case 

study;

2. Generalizing these specific results to knowledge on the applicability of instruments within 

strategic market orientation for mental healthcare providers;

3. From knowledge on strategic market orientation towards evidence-based decision making 

in mental healthcare.

In our research the focus was on layers 1 and 2. First, we explored the extent to which instruments 

within strategic market orientation are available (knowledge synthesis), and then assessed their 

applicability for mental healthcare providers by using these instruments to answer specific 

problems in four case studies at GGzE. An important question that remains to be answered is 

how this knowledge can actually lead to strategic choices (and the development of a marketing 

strategy), in other words, to an ‘understanding’ of what actions to undertake? For a discussion of 

this third layer we refer to the knowledge hierarchy (Figure 3) that was introduced in Chapter 1. 

Within this knowledge hierarchy the concept ‘understanding’ is essential in transferring knowledge 

to wisdom, and the ability to use knowledge for organizational purposes.42-48 It is reported that 

‘understanding’ is crucial in all layers of the knowledge hierarchy, and it is essential to describe 

the knowledge that is needed and to link that knowledge to information, to be able to decode 

information in data, and vice versa.43-45 

From knowledge on strategic market orientation towards evidence-based decision making

This study generated knowledge on strategic market orientation in mental healthcare by gathering 
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and interpreting information. This refers to the ‘how’ question in the knowledge hierarchy.45 Theory 

states that this knowledge can only lead to effective strategic choices when the organization 

disposes of an understanding of this knowledge, which is also referred to as ‘wisdom’.42,43,45,48 

This means that the organization should be able to answer the question ‘why’ this knowledge 

about strategic market orientation is relevant and ‘why’ a change should take place based on this 

knowledge.45 

In this research the specific contribution to ‘wisdom’ for strategic policy development is 

provided by knowledge about strategic market orientation in mental healthcare. Strategic 

market orientation is however not the only field of knowledge that is needed for strategic policy 

development and for evidence-based decision making. Also human resources management, 

operations management and financial management are examples of areas in which knowledge is 

required to answer questions regarding strategic choices. These were however not included in the 

scope of our study.

Within this thesis we addressed the issue of being conducive to more evidence-based decision 

making by developing knowledge about how strategic market orientation can be approached in 

mental healthcare organizations. This knowledge was developed in different layers in the case 

studies. First, we addressed a specific question regarding each of the domains of strategic market 

orientation, which generated specific knowledge that is aimed at strategic decision making for a 

specific theme (for example: bed reduction policy, the development of a stakeholder policy plan). 

Besides this specific knowledge, we aimed to gain knowledge about the application of instruments 

of strategic market orientation, their feasibility in a mental healthcare organization, eventually 

 
Figure 3 Knowledge hierarchy and layers of this research. 
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leading to strategic choices regarding the establishment of strategic market orientation as one of 

the corporate processes of the organization. The next step is to continuously use these instruments 

to collect ‘wisdom’ on various aspects that concern strategic market orientation and strategic 

decision making, and to do this by developing knowledge on different themes a mental healthcare 

provider faces (e.g. budget cuts, transition in youth mental healthcare, innovation). 

There is an assumption that, before engaging in strategic market orientation, a mental 

healthcare provider should have a clear vision of the purpose and the target population in order 

to generate knowledge in this field.42-48 Without clear objectives, the information that is sought 

will appear to be of limited value to the organization and will not lead to an understanding of the 

strategic choices that need to be made. Thus, the first step is to unambiguously formulate what is 

at stake and to explicitly state what the organization wants to know. This calls for a certain degree 

of wisdom regarding the knowledge that needs to be gathered and ‘why’ this is important.45 

This is particularly relevant for the mental healthcare sector, which operates within a dynamic 

environment in which it needs to anticipate and react to rapidly changing circumstances. 

To understand the organization’s underlying questions and their relevance, the transformation 

from data to information, information to knowledge, and knowledge to wisdom, is of major 

importance for mental healthcare providers. When the organization succeeds in transferring 

knowledge on strategic market orientation to wisdom, this leads to more evidence-based decision 

making in mental healthcare. This transition implies that the organization is challenged to integrate 

different fields of knowledge. In the literature, different knowledge fields for evidence-based 

decision making are reported: 1) science-based evidence from the best available research;44,49 

2) practice-based evidence, including the practitioner’s expertise;44 and 3) local evidence about 

the context/environment of the organization.49 For strategic market orientation within mental 

healthcare organizations, this means that different perspectives need to be explored to establish 

evidence-based decision making. From the results of this research we learn that the daily practice of 

a mental healthcare provider differs from what is found within theoretical models. This important 

finding emphasizes the relevance of integrating the different knowledge fields that are mentioned 

above. Whereas they are still relatively separate worlds, both science-based evidence and practice-

based evidence are relevant. 

First, the organization needs to find the available scientific evidence regarding the mental 

healthcare market and the specific segments in which they operate. However, to create a shared 

intelligence, not only scientific evidence is relevant. The organization needs to integrate this 

scientific evidence with the context within which the mental healthcare sector operates. This adds 

to the knowledge about how the market should be approached. Furthermore, the organization 

itself has many years of experience and expertise that is relevant to allow insight into the mental 

healthcare market. Thus, when a mental healthcare provider succeeds in developing knowledge 

based on strategic market orientation research (best available evidence), and is able to integrate 

this knowledge with knowledge on the most recent environmental developments and its own 
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organizational experience/expertise, this creates a shared knowledge base for evidence-based 

decision making.44,49

The development towards more evidence-based decision making based on strategic market 

orientation requires a shared intelligence within the organization, as well as a central team of 

experts able to translate knowledge to decisions on a strategic level.50,51 This can be interpreted 

as the need to further invest in the development of a strategic marketing function in mental 

healthcare organizations, with a close connection to other departments to increase knowledge 

dissemination within the organization. To achieve this, the functional model for strategic market 

orientation should be further embedded within a central department or team of experts in the 

organization. 

A challenge for mental healthcare providers

This research offers a first exploration of instruments in the field of strategic market orientation. 

These instruments appeared to be valuable to perform market analyses at one specific mental 

healthcare provider. Using this set of instruments, strategic market orientation should become an 

integral part of the strategic multi-year policy program of mental healthcare providers. In practice, 

it may be necessary to further adapt the use of the instruments to the context of any other mental 

healthcare organization. Further investment in marketing as a corporate function and department 

in the organization is needed to realize the aim to incorporate strategic market orientation within 

strategic policy planning. Furthermore, strategic market orientation should enter the ‘genes’ of 

the management of a mental healthcare organization. Besides having a corporate marketing 

department, also managers play a key role in translating corporate strategies to an operational 

level. 

When strategic market orientation is embedded in a mental healthcare organization this can 

be conducive towards more evidence-based decision making. This means that difficult choices may 

need to be made, and market analysis can expose the (unexpected) market position of the different 

products of the organization. It takes courage to actually make the choice to take a different 

approach, based on results from strategic market orientation. The mental healthcare market is not 

like any other market in which growth is automatically generated when a product ‘sells’. In mental 

healthcare this is more difficult, because budgets are partially regulated by the government. This 

means that, when choices are made to close down certain services, this is practically irreversible. 

On the other hand, a successful choice to invest in a specific product will not necessarily lead to 

financial benefits. 

However, it would be difficult to organize mental healthcare without governmental regulation. 

Theoretical study on the effects of competition on the quality of healthcare shows that quality 

increases when prices are regulated.52 However, whether non-regulated competition leads to 

higher quality remains debatable.52 In addition, in the (mental) healthcare sector individual 

patients are not always capable of judging the quality of care they have received.53 High quality 
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of care is, however, of vital importance for patients who are one of the most vulnerable groups in 

our society. Patients can benefit from more freedom of choice that results from market forces in 

mental healthcare. It also forces mental healthcare providers to be more critical about the quality 

and added value of their services, instead of being challenged in a price-based competition. When 

competition in mental healthcare results in higher quality of care without an increase in price, this 

will benefit individual patients and society as a whole.53 

This implies that mental healthcare providers are increasingly challenged to be innovative and 

creative regarding their strategic choices. Strategic market orientation can be seen as part of the 

core business, which could mean that existing organizational processes and structures need to be 

rearranged. 

recommendations for further research

Further development on evidence-based decision making in the practice of mental healthcare 

providers needs to be accompanied by research. Also, the link between strategic market orientation 

and evidence-based decision making within mental healthcare needs further study. 

This evidence should, for a large part, be found in the practice of a mental healthcare provider. 

Knowledge development relies on integrating the theory on strategic market orientation and 

applying this knowledge in practice. In turn, exploration of the sustainability of theory in the 

practice of a mental healthcare provider provides scientific evidence.54 Follow-up research should 

aim at a further reduction of the gap between science and practice by applying the results of this 

study to elaborate on scientific validity through new research. This research should focus on the 

question how knowledge on strategic market orientation can be used for evidence-based decision 

making. 

Also, the instruments themselves need further implementation and evaluation research, in 

which it should be questioned which criteria are important for successful implementation of these 

instruments, and which possible adaptations are needed. For example, it is worthwhile to establish 

if it is possible to use audience segmentation as an instrument to develop ‘risk’ profiles within the 

population, from which a group of potential patients could be identified. The technique is currently 

used as an explanatory model. Research on the predictive value of the technique could help to 

anticipate expected (future) mental healthcare demand, which would provide a more realistic basis 

for policy decisions and choices for innovation. Investigation of the external environment is of 

added value in developing these risk profiles, as the factors influencing mental healthcare demand 

are largely found in the external environment of potential patients. The usability of stakeholder 

analysis in mental healthcare could be further assessed by investigating the expectations of 

external stakeholders related to innovation projects, and the performance gaps with the objectives 

of a mental healthcare provider. In addition, knowledge on different suppliers should be an integral 

part of the determination of strategic choices. This shows that policy decisions can be cross-linked to 

each of the domains of strategic market orientation; this also underlines the need for an integrated 
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approach for effective and evidence-based decision making. Therefore, it is important to further 

strengthen the scientific evidence for an integrated approach to strategic market orientation. 

Whereas the next step is to explore whether knowledge on strategic market orientation does 

in fact lead to a more market-orientated innovative approach and more evidence-based decision 

making, the subsequent question is whether a mental healthcare provider using instruments for 

strategic market orientation is more effective in its decision making, more innovative, and disposes 

of a better strategic position in the mental healthcare market. In the present study, because of 

the explorative nature of the research, we focused on a single organization. This is a legitimate 

approach in view of the limited evidence available at this time on the effects of strategic market 

orientation in mental healthcare.55 To improve the validity of the results, to strengthen the scientific 

evidence for the application of strategic market orientation in mental healthcare and to be able 

to draw more generalizable conclusions, additional mental healthcare organizations should be 

included in future research in this area.

In practice, future research could lead to ‘wisdom’ about how to transfer knowledge on strategic 

market orientation into more evidence-based decision making. In this research we focused on 

exploring the first layers of the knowledge hierarchy (data, information, and knowledge), whereas 

future research may contribute to more evidence related to the top layers of the hierarchy: from 

knowledge to wisdom. 
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introduction

In the Netherlands a large part (11.4%) of the total healthcare costs is spent on psychiatric disorders. 

A large increase in both the number of patients and costs of mental illnesses is encountered in 

the last decade. This has led to system amendments, budget cuts and a deregulation in mental 

healthcare. The result has been a more competitive market with decentralized power of health 

insurance companies, health consumers, and local authorities. For mental healthcare providers this 

means that a transformation from a controlling organization to a market organization is needed. 

This requires more knowledge on strategic market orientation and possible instruments to generate 

knowledge that is needed to anticipate developments in the mental healthcare market the coming 

years. In mental healthcare this is a relatively new area, which was an encouragement to start this 

exploratory research into the possibilities to develop and apply instruments for strategic market 

orientation in a mental healthcare organization. The knowledge that results from this research 

is meant to be an incentive for mental healthcare providers to effectuate more evidence-based 

decision making regarding their strategic choices in market positioning and consequently the 

development of a marketing strategy, as part of an overall corporate strategy.

Study design

The overarching aim of this research is to stimulate mental healthcare providers to increasingly 

perform strategic market orientation as an integral part of strategic policy development. For 

this purpose an exploratory study into the possible instruments for strategic market orientation 

was performed at Stichting Geestelijke Gezondheidszorg Eindhoven en de Kempen (GGzE), a mental 

healthcare provider in the southern part of the Netherlands, based on two research questions: 

1. Which instruments can be used to perform strategic market orientation in mental 

healthcare? 

2. To what extent are these instruments applicable in the practice of mental healthcare 

providers? 

A literature study and field exploration (interviews) were conducted to establish a framework for 

strategic market orientation at a mental healthcare provider (knowledge synthesis). In a multiple 

case study design, using both quantitative and qualitative research methods, the applicability of 

different instruments of strategic market orientation were explored at GGzE. 

Knowledge synthesis

Strategic market orientation is described in literature as an activity an organization needs, in 

order to anticipate the market, for strategic positioning, and for the development of an effective 

marketing strategy. For this purpose an organization needs to gather knowledge about different 

domains of the market: customer demand, supply, stakeholders and the external environment. In 

mental healthcare this can be translated to: mental healthcare demand, mental healthcare supply, 

stakeholders, and the external environment. 
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There are different instruments available for strategic market orientation that are already 

established in fundamental business literature and in the practice of for-profit businesses. Based on 

the knowledge synthesis, four instruments were chosen for the empirical part of this research, which 

each address one of the domains: audience segmentation (mental healthcare demand), portfolio 

analysis (mental healthcare supply), stakeholder management process model (stakeholders), and 

scenario analysis (external environment). 

In this research we designed four empirical case studies in which these instruments were further 

explored and applied in the practice of a mental healthcare provider (GGzE). The results of the case 

studies aim to provide specific knowledge regarding a problem definition, related to the field of 

strategic market, at GGzE, and provide an assessment on the applicability of the instruments for a 

mental healthcare provider. 

case study on mental healthcare demand

In this study the application of audience segmentation to increase demand oriented decision 

making in mental healthcare was explored. Audience segmentation is a technique, originating from 

social marketing to find homogeneous subgroups within a larger population. In light of the current 

discussion about the reduction of clinical beds in the Netherlands, GGzE was seeking knowledge 

to support their decision making process for which group(s) of patients it would be most sound to 

substitute intramural mental healthcare for ambulant alternatives. 

In a mixed methods case study design audience segmentation was applied to develop patient 

profiles for patients that were at the time receiving intramural mental healthcare at the center for 

psychotic disorders at GGzE. The goal in the case study was twofold: 1. developing patient profiles to 

gain knowledge about the possibilities for clinical bed reduction, and 2. assessing the usefulness of 

audience segmentation as an instrument for more demand oriented decision making. For the first 

purpose, a literature search was performed to find supporting and impeding patient characteristics 

for clinical bed reduction in mental healthcare. Following this, a cluster analysis was conducted 

to find homogeneous subgroups within the target population. To address the second purpose of 

the case study, interviews were held on an operational, tactical and strategic level, to assess the 

applicability of audience segmentation. 

The results of the literature review and cluster analysis led to three different patient groups, 

each of which had similar characteristics, that could be related to the deinstitutionalization debate: 

crisis group, serious problems, and hospitalized elderly. It appeared that the crisis group would be 

the most natural group for substitution to more extramural treatment, by reducing the number 

of hospitalized days of these patients. The usefulness of audience segmentation to reveal patient 

profiles and to use this information for decision making purposes regarding clinical bed reduction 

is recognized on an operational, tactical en strategic level. It is also acknowledged that using this 

instrument can contribute to more demand oriented decision making in mental healthcare. 
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case study on stakeholders

In this case study the applicability of a comprehensive model for stakeholder management at a 

mental healthcare provider was researched. According to the literature, stakeholder management 

can contribute to a better understanding of mutual expectations, and an improvement of the 

relationships between the organization and its stakeholders. This is especially relevant in current 

times where the many transitions in mental healthcare require a more intensive collaboration 

between a mental healthcare provider and its stakeholders, and at the same time increase the 

interdependency between these organizations. 

The assessment of the applicability of a model for stakeholder management was conducted 

at GGzE in light of the ambition to develop a corporate stakeholder policy plan for the coming 

years. This assessment was performed in two research parts: 1. stakeholder analysis as described in 

the model (stakeholder identification, identification of stakeholder expectations, determination of 

performance gaps, determination of stakeholder salience) were executed at GGzE, and 2. a process 

and effect evaluation was done to assess the applicability of the model. For the first research part 

data was gathered with literature research, questionnaires and interviews with both stakeholders 

and internal respondents. Log registration and interviews with managers of GGzE were conducted 

for the second part of the case study. 

The stakeholder analysis resulted in the identification of eight stakeholder groups, each with 

different expectations regarding GGzE. Stakeholders generally find the collaboration with a mental 

healthcare provider ‘sufficient’. Finally, five stakeholder groups are seen as ‘definite’ stakeholders 

by GGzE. Regarding the second purpose, the assessment of the applicability, an important finding 

is the time-consuming nature of stakeholder analysis. The effectiveness would furthermore be 

improved if the perspectives of stakeholders were more involved in the analysis. Stakeholder 

management is seen as very valuable in order to create different communication strategies for each 

stakeholder group. In conclusion, it appeared that, provided that the model is properly adapted for 

the specific field, the analysis can provide more knowledge on stakeholders and can help integrate 

stakeholder management as a comprehensive process in policy planning of a mental healthcare 

provider. 

case study on external environment

The applicability of scenario analysis to explore and anticipate the external environment of a 

mental healthcare provider was assessed in this case study. Scenario analysis is an instrument 

with which different (multi-level) environmental developments are identified, after which the 

key uncertainties are determined to lead to four different realistic, but uncertain scenarios. The 

actuality of clinical bed reduction and the forthcoming question how to organize residence for 

people with mental healthcare problems in Eindhoven, was studied for GGzE and a number of 

regional collaborative partners. 

A scenario analysis was performed at GGzE in four steps. First, the external environment was 



Summary

140

explored by a document study and interviews. The second and third step (the identification of 

key uncertainties and the development of scenarios) were executed in a workshop with an expert 

panel consisting of participants from mental healthcare providers, public housing corporations, 

and local government. 

This resulted in four scenarios: 1) Integrated and independent living in the community with 

professional care; 2) Responsible healthcare supported by society; 3) Differentiated provision within 

the walls of the institution; 4) Residence in large-scale institutions but unmet need for care. From 

this, policymakers of different collaborative partners were able to work out concrete guidelines 

for further policy development regarding residence for people with mental health problems on 

a regional level. The participants of the workshop stated that the scenario analysis had been very 

useful to think out of the box and to see possible future images that were not considered before. 

The results of the scenario analysis were used in the following policy plan discussions. A pitfall 

appeared to be that in practice scenario analysis can lead to a preference for one of the scenarios 

that is found, resulting in policy measures to anticipate on one particular scenario. Keeping this in 

mind, the study has shown that scenario analysis is applicable in the practice of a mental healthcare 

provider and can lead to useful guidelines for planning organizational strategy when applied as it 

is meant.

case study on mental healthcare supply

The interpretation of ‘mental healthcare supply’ appeared to be relatively diverse in literature and 

in the practice of mental healthcare providers. In general, the ‘supply’ domain of strategic market 

orientation is closely associated with the process of segmentation, targeting and positioning (STP-

process). In addition to the other domains, it is essential to determine the organizations portfolio, 

market position among other suppliers and translate this into strategic choices and a marketing 

strategy. 

In this case study the professional growth within this area of strategic market orientation at 

GGzE from 2009 onwards was evaluated, by assessing the use of instruments within this domain 

and the possibilities these instruments offer for the development of a more mature business in 

strategic marketing. For this purpose a document analysis, log analysis, and an interview were 

performed. 

The results of the case study show that several instruments within the STP-process were explored 

from different perspectives, of which portfolio analysis was, accordingly to the outline of this study, 

applied two times in preparation of the (yearly) strategic dialogue between the corporate board 

and the division directors. Both presentations on the results of the portfolio analyses incorporated 

information on a relatively small number of variables: number of patients from outside the region, 

turnover rates (and share for each product), costs and personnel in relation to the products. The 

following steps of the STP-process (targeting and positioning), as appeared from the results, are not 

yet a direct result from using portfolio analysis as a market orientation instrument. Regarding the 
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applicability of portfolio analysis, as part of the STP-process it was found that portfolio analyses can 

contribute to more sound policy choices regarding mental healthcare supply and the development 

of a marketing strategy. However, in practice this transition is not yet explicitly visible. There are 

two main explanations: 1. more complete information is necessary to perform portfolio analysis 

the way it is proposed in theoretical models, and 2. more knowledge is needed on how a mental 

healthcare provider can incorporate STP related activities in their corporate business. 

Discussion and conclusions

Following the developments in the mental healthcare sector, the overarching intention of this 

study is to stimulate more evidence-based decision making in mental healthcare. The general aim 

of this study was to improve the general understanding of strategic market orientation in mental 

healthcare by developing and applying different instruments of strategic market orientation 

in a multiple case study design at GGzE. The results show that for each of the domains (mental 

healthcare demand, mental healthcare supply, stakeholders and the external environment) the 

application of instruments of strategic market orientation contribute to more knowledge about 

the mental healthcare market, and delivers guidelines for strategic choices regarding the market 

positioning of mental healthcare providers. Overall this should be conducive to more evidence-

based decision making. This study does however not intend to establish a fixed set of instruments 

regarding strategic market orientation in mental healthcare. For each situation, a translation needs 

to be made to the appropriate context and abstraction level. The development of instruments 

for strategic market orientation in mental healthcare should furthermore be a continuous and 

iterative process, whereas the current study offers a starting point that needs further exploration. 

The most important conclusion that can be drawn from the study is that instruments for strategic 

market orientation are applicable in the practice of a mental healthcare provider and that this 

can contribute to more knowledge and more evidence-based decision making. The fact that the 

practical application differs on certain points from theoretical models, offers an important addition 

to general scientific knowledge on strategic market orientation in mental healthcare. 

To be able to effectively use strategic market orientation in mental healthcare it is important 

to understand the ‘sum of all parts’ and to be able to integrate the knowledge that is developed 

in each of the domains into comprehensive knowledge for a mental healthcare provider. The 

added value of an integrated approach should be found in the compilation of information that 

is gained separately and in considering the influence of other domains on the interpretation of 

that specific information. Dynamics in the field of mental healthcare demand, mental healthcare 

supply, stakeholders and the external environment have interrelated effects on each other. It is 

therefore important to interpret the results of the different analyses in relation to those of other 

domains. This leads to a functional model for strategic market orientation in which it is essential 

to first determine and define the purpose and target population. The next step is strategic market 

orientation. The four different aims, related to the different domains, that should be captured 
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are: identifying patient profiles (mental healthcare demand), identifying stakeholder influences, 

exploring future developments and analyzing the supply market. The next step is to combine the 

knowledge that is generated from each of these analyses and discuss strategic choices regarding 

the market positioning of the organization. A marketing strategy should naturally follow these 

strategic choices. Eventually, this should be a contribution to the overall corporate strategy of the 

organization. 

The efficacy of using knowledge for more evidence-based decision making is dependent on 

the capability of the organization to make the different transitions in the knowledge hierarchy: 

from data to information, from information to knowledge, and from knowledge to wisdom. For 

each transition an increasing extent of ‘understanding’ is needed. In this study knowledge is 

developed by gathering data and interpreting these data to find information on specific topics 

in the case studies at GGzE. This information is used to assess the applicability of instruments of 

strategic market orientation in mental healthcare (knowledge). This knowledge addresses a ‘how’-

question regarding strategic market orientation for mental healthcare providers. Evidence-based 

decision making (wisdom), based on this knowledge, is dependent on the capability to answer the 

question ‘why’ strategic market orientation is important for a mental healthcare provider and to 

actively translate this into policy measures. 

recommendations

This research has offered a first exploration into the possibilities for strategic market orientation 

instruments in the practice of a mental healthcare provider. In practice, it will be necessary to 

continuously further explore and adapt these instruments to be able to integrate this into a structural 

activity. Although changes are visible in mental healthcare organizations to respond to market 

dynamics and transitions in the mental healthcare sector, a more rigorous shift towards a market 

oriented approach is still needed. This means a mental healthcare provider should incorporate 

market research as an integral part of their multiyear policy cycle. Subsequently, it takes courage 

to actually use the results of this market research for strategic choices, also when this means the 

course of the organization needs to change. Following this, the organization needs to develop a 

marketing strategy to distinguish their added value to the different market participants. This means 

a corporate marketing function is needed, consisting of different parts: market research, market 

strategy (positioning), and a marketing (and communications) strategy. Although central expertise 

is valuable, it is essential that these concepts are incorporated and carried out in decentralized 

business parts as well. Directors and managers have a key role in contributing to a corporate 

strategy and translating this to an operational level. It challenges mental healthcare providers to 

be innovative and creative to rearrange a long history of high quality mental healthcare into a more 

market oriented supply, that is flexible enough to anticipate continuous market changes. 

The transition to more evidence-based decision making in the practice of mental providers, should 

be accompanied by follow-up research. There are different aspects that should be covered by this. 
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First, the link between strategic market orientation and evidence-based decision making needs to 

be researched. Is a mental healthcare provider that uses instruments for strategic market orientation 

more effective in its decision making, more innovative, and do these organizations dispose of a 

better market position in the mental healthcare market? Research should be able to identify 

supporting and hampering factors for this transition in order to be able to improve this process at 

mental healthcare providers. Second, to improve the validity of the results and to be able to draw 

more generalizable conclusions, additional mental healthcare organizations should be included in 

future research in this area, whereas the instruments are now applied in a single organization. In 

additional research it should be studied whether the instruments are also applicable in different 

settings, which also includes different levels. For example, are these instruments also applicable 

for the mental healthcare sector as a whole? Third, the instruments themselves need further 

implementation and accompanying research. Within further research it should be questioned 

which criteria are important for the instruments to be successfully implemented in practice. This 

can lead to possible adaptations or different choices in the use of instruments for strategic market 

orientation in mental healthcare. In conclusion, further research should be aimed at contributing 

to more scientific evidence about the transition from knowledge to wisdom, or more specifically, 

from knowledge about strategic market orientation to more evidence-based decision making in 

mental healthcare. 
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introductie

Psychische ziekten beslaan een groot deel (11,4%) van de totale kosten aan gezondheidszorg in 

Nederland. Het afgelopen decennium is een grote toename zichtbaar geweest in zowel het aantal 

cliënten als in de uitgaven, wat heeft geleid tot verschillende stelselwijzigingen, bezuinigingen 

en deregulering in de geestelijke gezondheidszorg (GGz). Het resultaat hiervan is terug te zien in 

een meer competitieve markt, met gedecentraliseerde macht, bijvoorbeeld bij zorgverzekeraars, 

zorgconsumenten en gemeenten. Voor GGz aanbieders betekent dit een transformatie van 

een controlerende organisatie naar een marktorganisatie. Om te kunnen anticiperen op de 

ontwikkelingen in de GGz de komende jaren, is meer kennis nodig over strategische marktoriëntatie 

en de mogelijke instrumenten die hierbinnen zijn toe te passen. In de GGz is dit nog een relatief 

nieuw concept, hetgeen een aanleiding is geweest voor dit exploratieve onderzoek naar de 

mogelijkheden om een instrumentarium voor strategische marktoriëntatie voor GGz aanbieders te 

ontwikkelen en toe te passen. De kennis die hieruit voortkomt, wordt beoogd een incentive te zijn 

voor GGz aanbieders tot het vormen van een meer evidence-based strategisch positioneringsbeleid 

en in het verlengde hiervan het ontwikkelen van een marketingstrategie, als onderdeel van de 

corporate strategie van de organisatie. 

opzet van het onderzoek

Het overkoepelende doel van dit onderzoek is het stimuleren van GGz aanbieders om strategische 

marktoriëntatie in toenemende mate te ontplooien als onderdeel van strategische beleidsvorming. 

Een exploratief onderzoek naar de mogelijke instrumenten voor strategische marktoriëntatie 

in de GGz is uitgevoerd bij Stichting Geestelijke Gezondheidszorg Eindhoven en de Kempen (GGzE), 

een GGz aanbieder in het zuiden van Nederland. Voor dit onderzoek zijn twee onderzoeksvragen 

geformuleerd: 

1. Welke instrumenten zijn er beschikbaar om strategische marktoriëntatie vorm te geven in 

de GGz?

2. In welke mate zijn deze instrumenten toepasbaar in de praktijk van GGz aanbieders? 

Een literatuur onderzoek en praktijkverkenning (interviews) zijn uitgevoerd om een raamwerk te 

ontwikkelen voor strategische marktoriëntatie in de GGz (kennissynthese). In een multiple case 

study design bij GGzE is de toepasbaarheid van verschillende instrumenten voor strategische 

marktoriëntatie verder geëxploreerd met behulp van zowel kwantitatieve als kwalitatieve 

methoden. 

Kennissynthese

Strategische marktoriëntatie wordt in de literatuur beschreven als een activiteit welke in 

een organisatie nodig is om te kunnen inspelen op marktontwikkelingen, voor strategische 

positionering en voor het ontwikkelen van een effectieve marketingstrategie. Hiervoor is kennis 

nodig over en binnen vier verschillende domeinen van strategische marktoriëntatie: klantvraag, 
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aanbod, stakeholders en de externe omgeving. Voor de GGz kan dit worden vertaald als: vraag 

naar GGz, aanbod van GGz, stakeholders en de externe omgeving. In de literatuur en in de praktijk van 

veel profit organisaties zijn reeds verschillende instrumenten voor strategische marktoriëntatie 

beschreven. 

Op basis van de kennissynthese werden vier instrumenten, één binnen elk van de vier 

domeinen, gekozen voor het empirische deel van het onderzoek: audience segmentation (vraag 

naar GGz), portfolio analyse (aanbod van GGz), stakeholder analyse (stakeholders), and scenario 

analyse (externe omgeving). 

In vier empirische case studies zijn deze instrumenten verder geëxploreerd en toegepast in de 

praktijk van een GGz aanbieder (GGzE). De beoogde resultaten van de case studies zijn tweeledig: 

zij geven antwoord op een specifieke kennisvraag op het gebied van strategische marktoriëntatie 

bij GGzE én leveren inzicht in de toepasbaarheid van de instrumenten voor een GGz aanbieder in 

het algemeen. 

case study over de vraag naar GGz

In deze case study is de toepassing van audience segmentation als opmaat naar meer 

vraaggestuurde beleidsvorming verkend. Audience segmentation is een techniek welke veel 

toegepast wordt in social marketing om verschillende homogene subgroepen binnen een 

grotere populatie te onderscheiden. In het licht van de huidige discussie met betrekking tot de 

beddenafbouw in de Nederlandse GGz sector, was GGzE op zoek naar kennis waarmee zij inzicht 

krijgt in de cliëntgroepen waarvoor ambulante alternatieven voor klinische zorg passend zijn, 

zodat zij haar beleidskeuzes op dit gebied beter onderbouwd kan vormgeven. 

In een mixed methods case study design is audience segmentation uitgevoerd om zo 

cliëntprofielen te ontwikkelen voor cliënten die op dat moment klinisch in behandeling waren 

bij het Centrum Psychotische Stoornissen van GGzE. Het doel was daarmee tweeledig: 1. 

het ontwikkelen van cliëntprofielen in het kader van de klinische beddenreductie en 2. het 

beoordelen van de toepasbaarheid van audience segmentation als instrument voor betere 

vraaggestuurde beleidsvorming. Ten aanzien van het eerste doel is een literatuuronderzoek 

uitgevoerd om bevorderende en belemmerende cliënt karakteristieken te vinden ten aanzien 

van de mogelijkheden voor extramuralisering. Vervolgens is een clusteranalyse toegepast om 

de verschillende subgroepen in de cliëntenpopulatie bij het Centrum Psychotische Stoornissen 

te vinden. Ten behoeve van de tweede doelstelling in de case study, het beoordelen van de 

toepasbaarheid van het instrument, zijn interviews gehouden op operationeel, tactisch en 

strategisch niveau. 

De resultaten laten zien dat de clusteranalyse heeft geleid tot drie verschillende cliëntgroepen 

met homogene kenmerken, welke konden worden gerelateerd aan het debat over de 

beddenreductie: de crisisgroep, de groep met zwaardere problematiek en gehospitaliseerde 

ouderen. De crisisgroep bleek de meest geëigende groep te zijn voor extramuralisering, met name 
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door het terugbrengen van de ligduur bij deze groep cliënten. De bruikbaarheid van audience 

segmentation om cliëntprofielen in beeld te brengen en om deze informatie vervolgens te 

gebruiken voor strategische beleidsvorming ten aanzien van de beddenreductie, werd erkend op 

zowel operationeel, tactisch als strategisch niveau. Het werd ook onderschreven dat het gebruik 

van dit instrument kan bijdragen aan meer vraaggestuurde beleidsvorming. 

case study over stakeholders

De toepasbaarheid van een geïntegreerd model voor stakeholder management staat centraal in 

deze case study. Volgens de literatuur kan goed stakeholder management bijdragen aan een beter 

begrip van onderlinge verwachtingen en het verbeteren van de relatie met stakeholders. Dit is van 

groot belang in een tijd waarin vele transities in de GGz plaatsvinden en intensievere samenwerking 

tussen verschillende partijen van belang is. Dit vergroot de onderlinge afhankelijkheid die een GGz 

aanbieder en haar stakeholders ten opzichte van elkaar hebben. 

Het beoordelen van de toepasbaarheid van een model voor stakeholder management heeft 

plaatsgevonden op basis van een case study bij GGzE, waarvoor de praktische aanleiding de vraag 

naar een organisatiebreed stakeholderbeleid was. De beoordeling heeft in twee onderdelen vorm 

gekregen: 1. het uitvoeren van een stakeholderanalyse zoals beschreven wordt in het (theoretisch) 

model (stakeholder identificatie, het identificeren van stakeholder verwachtingen, het vaststellen 

van performance gaps, het vaststellen van een stakeholder prioritering) en 2. het uitvoeren van een 

process- en effectevaluatie ten aanzien van het gebruik van het model. Voor het eerste gedeelte 

zijn gegevens verzameld door middel van literatuuronderzoek, vragenlijsten en interviews onder 

zowel stakeholders als interne respondenten. Voor het beantwoorden van het tweede gedeelte 

zijn een logboek bijgehouden en zijn interviews met managers van GGzE gehouden. 

De stakeholderanalyse heeft geresulteerd in acht stakeholder groepen, elk met verschillende 

verwachtingen ten aanzien van GGzE. Over het algemeen wordt de samenwerking met GGzE 

door stakeholders als ‘voldoende’ beoordeeld. Vijf van de acht stakeholdergroepen worden door 

GGzE als zogenaamde ‘definitieve’ stakeholders gezien, wat betekent dat deze groepen een hoge 

prioriteit zouden moeten krijgen. Ten aanzien van de toepasbaarheid is een belangrijke bevinding 

het tijdrovende karakter dat de analyse met zich meebrengt. Daarnaast zouden de effecten verder 

geoptimaliseerd kunnen worden als de stakeholders zelf meer betrokken worden in de analyse. 

Stakeholder management wordt daarnaast gezien als een waardevolle tool om verschillende 

communicatiestrategieën voor verschillende stakeholdergroepen te ontwikkelen. Over het 

algemeen kan op basis van de resultaten worden gezegd dat stakeholder analyse, mits voldoende 

aangepast aan de context van de organisatie, kan bijdragen aan het integreren van stakeholder 

management in de strategische beleidsvorming van een GGz aanbieder. 

case study over de externe omgeving

De toepasbaarheid van scenario analyse als instrument voor het verkennen van de externe 
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omgeving van een GGz aanbieder staat centraal in deze case study. Scenario analyse is een 

instrument om op verschillende niveaus de externe ontwikkelingen van een organisatie in beeld 

te brengen. Hierna worden uit deze ontwikkelingen kernonzekerheden gekozen welke leiden tot 

vier scenario’s welke allen realistisch maar onzeker zijn. De klinische beddenreductie heeft geleid 

tot een praktische vraag van GGzE en een aantal van haar samenwerkingspartners naar hoe de 

huisvesting voor mensen met een psychische beperking in de regio te organiseren. 

De scenario analyse is uitgevoerd in een aantal stappen. Eerst is op basis van documentstudie 

en interviews een brede verkenning gedaan naar de ontwikkelingen op macro niveau die de 

GGz zouden kunnen gaan raken. Vervolgens zijn in een workshop met een expertpanel de 

kernonzekerheden gekozen en zijn vier verschillende scenario’s ontwikkeld. De deelnemers aan 

het expertpanel waren vertegenwoordigers van zorgaanbieders in de regio, woningcorporaties 

en de gemeente. 

De vier ontwikkelde scenario’s zijn: 1) Geïntegreerd zelfstandig wonen in de maatschappij met 

professionele zorg; 2) Verantwoordelijke zorg ondersteund door de maatschappij; 3) Gedifferentieerd 

zorgaanbod binnen de muren van de instelling; 4) Wonen in grootschalige instituten met een 

onvervulde zorgbehoefte. Van hieruit waren beleidsmakers vanuit de verschillende betrokken 

organisaties in staat om concrete handvatten te formuleren voor beleidskeuzes op het gebied 

van wonen voor mensen met een psychische beperking op regionaal niveau. De leden van het 

expertpanel geven aan scenario analyse als een zeer waardevolle tool te zien om meer ‘out of the 

box’ te denken en om toekomstmogelijkheden te zien waar eerder niet aan gedacht werd. De 

resultaten zijn dan ook gebruikt in de verdere discussies over regionaal beleid op het gebied van 

wonen voor psychisch kwetsbaren. Uit de case study bleek een valkuil in het toepassen van de 

scenario analyse het hebben van een voorkeur voor één van de ontwikkelde scenario’s, resulterend 

in beleidsplannen die gericht zijn op het realiseren van dat ene scenario. Dit terwijl de gedachte 

achter het instrument is om op verschillende toekomstbeelden te kunnen anticiperen. De studie 

heeft desondanks laten zien dat scenario analyse een zeer bruikbaar instrument is voor GGz 

aanbieders en kan leiden tot concrete uitgangspunten voor (strategisch) beleid.

case study over het aanbod aan GGz

De interpretatie van het begrip ‘aanbod aan GGz’ bleek in de literatuur en de praktijk van GGz 

aanbieders divers te zijn. Dit domein van strategische marktoriëntatie wordt sterk gerelateerd aan 

het proces dat ook wel bekend staat als ‘segmentation, targeting, en positioning’, ofwel het STP-

proces. Aanvullend op de analyses binnen de andere domeinen van strategische marktoriëntatie, 

is het van belang een beeld te ontwikkelen van het product portfolio van de organisatie, de 

marktpositie ten opzichte van andere aanbieders en dit te vertalen naar strategische keuzes en 

een marketingstrategie. 

In deze case study is geëvalueerd wat de professionele groei is geweest op het gebied van 

strategische marktoriëntatie bij GGzE vanaf 2009, door het gebruik van verschillende instrumenten 
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binnen dit domein te beoordelen. Hiertoe is een documentstudie uitgevoerd, is een logboek 

registratie bijgehouden en is een interview gehouden met de manager op het gebied van 

marketing binnen GGzE. 

De resultaten laten zien dat verschillende instrumenten binnen het STP-proces binnen de 

organisatie zijn verkend vanuit verschillende invalshoeken. Portfolio analyse is, in het verlengde 

van deze studie, twee maal toegepast in aanloop naar de jaarlijkse strategische heidagen van de 

organisatie, waarin een discussie plaatsvindt tussen Raad van Bestuur en directie over de plannen 

voor het komend jaar. Beide presentaties van de resultaten van de portfolio analyses laten zien dat 

een relatief beperkt gedeelte van de beoogde informatie kan worden gegenereerd. De variabelen 

welke zijn meegenomen, zijn: het aantal cliënten regionaal en bovenregionaal, resultaat per 

product en de personele kosten in relatie tot de producten. De daarop volgende stappen in het 

STP-proces (targeting en positioning) worden terug gevonden in de strategische plannen, maar 

sluiten nog niet direct aan op de resultaten uit deze portfolio analyses. Portfolio analyse wordt, 

zo blijkt uit de evaluatie, wel gezien als een instrument dat kan bijdragen aan beter onderbouwde 

beleidskeuzes ten aanzien van de strategische positionering. Dat dit in de praktijk van een GGz 

aanbieder (GGzE) nog niet direct zichtbaar is, kent op basis van de resultaten van deze studie twee 

mogelijke verklaringen: 1. meer complete informatie is nodig om portfolio analyse uit te voeren 

zoals dit in de theorie wordt voorgesteld en 2. er is meer kennis nodig bij een GGz aanbieder over 

het STP-proces en hoe dit te integreren is in de beleidscyclus van de organisatie. 

Discussie en conclusies

Dit onderzoek beoogt eraan bij te dragen dat GGz aanbieders worden gestimuleerd tot meer 

evidence-based besluitvorming op basis van het uitvoeren van strategische marktoriëntatie. Het 

doel binnen het onderzoek was het vergroten van de kennis over en het begrip van strategische 

marktoriëntatie door verschillende instrumenten te exploreren en toe te passen in een multiple 

case study design bij GGzE. De resultaten laten zien dat voor ieder van de domeinen (vraag naar 

GGz, aanbod van GGz, stakeholders en de externe omgeving) de toepassing van instrumenten voor 

strategische marktoriëntatie kan bijdragen aan meer kennis over de GGz markt en handvatten kan 

bieden voor strategische keuzes ten aanzien van de positionering van GGz aanbieders. Met deze 

studie is echter niet een gevestigd instrumentarium neergezet voor strategische marktoriëntatie 

in de GGz. Wel is een basis ontwikkeld en is aangetoond dat het inzetten van instrumenten kan 

bijdragen aan meer kennis over de GGz markt bij een GGz aanbieder, wat beoogt bij te dragen aan 

meer evidence-based besluitvorming. Voor iedere situatie moet vervolgens een vertaling worden 

gemaakt naar de juiste context en naar het juiste abstractieniveau. Een verdere doorontwikkeling 

van de instrumenten zou daarnaast een continu en iteratief proces moeten zijn, waarvoor deze studie 

een startpunt biedt. De bevinding dat de praktische toepassing in verschillende situaties afwijkt 

van de theoretische modellen, biedt daarnaast een belangrijke bijdrage aan de wetenschappelijke 

kennis over het gebruik van instrumenten voor strategische marktoriëntatie in de GGz.



152

Samenvatting (Dutch summary)

Om strategische marktoriëntatie effectief te gebruiken is het van belang de som der delen te 

begrijpen, en in staat te zijn informatie vanuit de verschillende domeinen te integreren tot 

een geheel aan kennis welke bruikbaar is voor een GGz aanbieder. De meerwaarde van een 

dergelijke geïntegreerde aanpak moet worden gevonden in de bundeling van informatie die 

door het inzetten van verschillende instrumenten wordt verkregen en de onderlinge relaties en 

afhankelijkheden welke uit deze informatie kan worden afgeleid. De dynamiek op het gebied van 

de vraag naar GGz, het aanbod van GGz, stakeholders en de externe omgeving hebben onderlinge 

effecten op elkaar. Het is daarom van belang de resultaten van iedere analyse te bezien in het 

licht van de resultaten uit andere analyses. Dit leidt uiteindelijk tot een meer functioneel model 

voor strategische marktoriëntatie. Hierin is het van belang als eerste het doel en de doelgroep 

te bepalen. De volgende stap is het inzetten van de verschillende analyses om over ieder van de 

domeinen van strategische marktoriëntatie – en de onderlinge samenhang – kennis te ontwikkelen: 

het in kaart brengen van cliëntprofielen (vraag naar GGz), het identificeren van en afstemmen op 

verwachtingen van stakeholders, het verkennen van de externe omgeving en het analyseren van 

het aanbod aan GGz. De vervolgstap is het integreren van deze kennis en de discussie te voeren 

over strategische keuzes ten aanzien van de positionering van het aanbod van de organisatie. 

Een marketingstrategie zou logischerwijs moeten volgen uit deze strategische keuzes en moeten 

bijdragen aan de corporate strategie van de organisatie. 

Het rendement van de gegenereerde kennis op meer evidence-based besluitvorming 

is afhankelijk van het vermogen van de organisatie om de verschillende overgangen in de 

kennishiërarchie te maken: van data naar informatie, van informatie naar kennis en van kennis 

naar wijsheid. Voor iedere overgang is een toenemende mate van ‘begrip’ nodig. In deze studie is 

kennis ontwikkeld door het verzamelen van data en het interpreteren van deze data om informatie 

te vinden gerelateerd aan specifieke onderwerpen in de case studies bij GGzE. Deze informatie 

is gebruikt om de toepasbaarheid van de instrumenten van strategische marktoriëntatie te 

beoordelen (kennis). Deze kennis heeft betrekking op de ‘hoe’-vraag ten aanzien van strategische 

marktoriëntatie voor GGz aanbieders. Evidence-based besluitvorming, gebaseerd op deze kennis, 

is afhankelijk van het vermogen om de ‘waarom’-vraag te beantwoorden – waarom is strategische 

marktoriëntatie van belang voor een GGz aanbieder – en vervolgens in staat te zijn dit actief te 

vertalen naar beleidsmaatregelen. 

Aanbevelingen

Dit onderzoek biedt een eerste exploratie naar de mogelijkheden voor strategische marktoriëntatie 

in de praktijk van een GGz aanbieder. In de praktijk zal het nodig zijn steeds op zoek te blijven 

naar mogelijkheden en noodzakelijkheden om de instrumenten verder aan te passen en 

marktonderzoek verder te integreren als een structurele activiteit. Ondanks dat veranderingen 

zichtbaar zijn in GGz organisaties om in te kunnen spelen op de dynamiek en vele transities in de 

sector, is een nog rigoureuzere shift nodig naar een marktorganisatie. Dit betekent dat activiteiten 
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op het gebied van strategische marktoriëntatie meer geïntegreerd zouden moeten worden in de 

praktijk van GGz aanbieders als onderdeel van het meerjarenbeleid. Vervolgens is een bepaalde 

mate van lef nodig om de resultaten van marktonderzoek ook te vertalen naar, soms pijnlijke, 

strategische keuzes. Dit zien we wel steeds meer gebeuren. Uiteindelijk moet dit de organisatie 

in staat stellen een marketing strategie te ontwikkelen om zich te kunnen onderscheiden van 

andere aanbieders op de markt. Een corporate marketing functie zou daarvoor moeten bestaan 

uit verschillende segmenten: marktonderzoek, strategie en marketing en communicatie. Naast 

centraal gebundelde expertise is een decentrale borging van deze activiteiten essentieel. 

Directeuren en managers van de verschillende bedrijfsonderdelen vervullen een sleutelpositie in 

de vertaling van de organisatiestrategie naar operationeel niveau. Dit alles daagt GGz aanbieders 

uit om innovatief en creatief te zijn in het reorganiseren van een soms lange geschiedenis van 

hoogwaardige GGz naar een meer marktgericht aanbod en daarnaast flexibel genoeg te zijn om 

dit continue aan te passen aan de marktontwikkelingen. 

De transitie naar meer evidence-based besluitvorming in de praktijk van GGz instellingen moet 

gepaard gaan met verder onderzoek. Verschillende aspecten zouden daar in moeten worden 

meegenomen. Ten eerste moet de link tussen strategische marktoriëntatie en evidence-based 

besluitvorming verder worden onderzocht. Daarbij is een essentiële vraag of GGz aanbieders 

die instrumenten voor strategische marktoriëntatie gebruiken ook daadwerkelijk effectiever en 

innovatiever zijn in hun besluitvorming en beschikken over een betere marktpositie dan andere 

organisaties. Onderzoek zou in kaart moeten brengen wat de bevorderende en belemmerende 

factoren zijn om dit proces voor GGz aanbieders te kunnen verbeteren. Ten tweede zouden, om de 

validiteit van de resultaten te vergroten en meer generaliseerbare conclusies te kunnen trekken, 

meer GGz aanbieders moeten worden betrokken in vervolgonderzoek op dit gebied, waar de 

instrumenten nu zijn toegepast in één organisatie. In aanvullend onderzoek zou moeten worden 

gekeken of deze instrumenten ook toepasbaar zijn in verschillende contexten en op verschillende 

niveaus. Zijn deze instrumenten bijvoorbeeld ook toepasbaar op sectorniveau? Ten derde moeten 

de instrumenten zelf verder worden geïmplementeerd wat gepaard gaat met onderzoek. Hierin is 

het van belang te onderzoeken welke criteria van belang zijn voor een succesvolle implementatie, 

wat kan leiden tot mogelijke aanpassingen in het instrumentarium of een keuze voor andere dan 

de basisinstrumenten. In conclusie, verder onderzoek zou erop gericht moeten zijn bij te dragen 

aan meer wetenschappelijk bewijs voor de transitie van kennis naar wijsheid, meer specifiek, van 

kennis over strategische marktoriëntatie naar meer evidence-based besluitvorming in de GGz. 
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Eindelijk is het zover, de laatste pagina’s van dit proefschrift, die ik mag besteden aan een 

dankwoord. Het is bijna onmogelijk hiermee recht te doen aan iedereen die me de afgelopen jaren 

op wat voor manier dan ook gesteund heeft in dit traject, maar ik ga het toch proberen. 

Als eerste natuurlijk mijn promotores Inge Bongers en Hans van Oers. Hans, ondanks de wat 

grotere fysieke afstand (op enig moment zelfs reikend tot de Matterhorn) kon ik rekenen op snelle 

en bruikbare feedback. Ook wist je me ervan te overtuigen, al dan niet expliciet, dat het de moeite 

waard is waar ik mee bezig was. Waarschijnlijk voelde je gewoon aan dat ik dat af en toe nodig 

heb. En één ding zal ik in ieder geval nooit vergeten: jouw verjaardag! Inge, wat was en is het fijn 

met jou te mogen samenwerken. Steeds als we ergens op vastliepen in dit onderzoek, wist jij met 

jouw scherpe geest de rode draad terug te pakken. Je hebt me daarnaast geleerd los te laten en 

te relativeren. Dat is, weet ik nu, cruciaal om een promotietraject succesvol te kunnen afronden. Ik 

kijk met warme gevoelens terug op de afgelopen jaren en met plezier vooruit naar onze verdere 

samenwerking. Inge en Hans, ontzettend bedankt! Verder wil ik Prof. dr. Janssen, Prof. dr. Poiesz, 

Prof. dr. Putters en Dr. Verbraak bedanken dat zij zitting wilden nemen in de leescommissie en hun 

kostbare tijd wilden besteden aan het doornemen van dit proefschrift. 

Ook wil ik GGzE bedanken voor de mogelijkheid die mij geboden is om dit promotieonderzoek 

te doen. Marie-Louise en Joep, ik ben er trots op te mogen werken in een organisatie die 

academisering hoog in het vaandel heeft. Kees, dankjewel voor je steun, je vertrouwen in mijn 

kunnen en dat je me hebt uitgedaagd mezelf te durven zijn. Ellen, het is fijn met jou te mogen 

samenwerken. Ik bewonder hoe jij de rust weet te bewaren in de hectiek die ons vaak den deel 

valt. Mijn directe collega’s: Marthe, Corina, Karin, Liselore, Diana, Mariëlle, Wanda, Marcel, Tomas, 

Eric en Erik, bedankt voor het mogen sparren, voor het meedenken en het meeleven, en voor de 

humor die regelmatig op onze werkplek te vinden is. Harm, ook jou bedank ik natuurlijk, voor het 

brainstormen en dromen over de toekomstige marketingfunctie binnen GGzE. Ook de secretaresses 

van de RvB en van O&O, bedankt voor de onmisbare ondersteuning. Dan zijn er natuurlijk nog een 

heleboel collega’s waarmee ik de afgelopen jaren heb samengewerkt in verschillende projecten. Ik 

hoop dat eenieder die dit betreft zich aangesproken voelt: bedankt!

In het bijzonder wil ik Joep Heesters bedanken. Joep, ik hoop dat je dit leest. Jij hebt mij gemotiveerd 

hieraan te beginnen. Tijdens mijn eerste zwangerschap zei je desondanks: ‘dat is echt veel leuker hoor, 

dan het schrijven van dat boekje’. Maar ik heb het afgemaakt en ik hoop dat je er tevreden over bent. 

Dit onderzoek is ook mede tot stand kunnen komen door de inzet van twee afstudeerders die 

hun scriptie aan dit onderwerp wilden wijden. Ik wil Jeroen Rijkers en Bram Reemers hiervoor 

bedanken. Ook Laraine Visser en Lannie Rozema, bedankt voor het nauwgezet controleren van 

mijn schrijfsels op het gebruik van het juiste Engels. 
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Zonder samenwerking met een universiteit is het moeilijk promoveren. Ik wil de Universiteit van 

Tilburg en Tranzo in het bijzonder bedanken voor de ruimte die mij de afgelopen jaren is geboden 

mijn onderzoek te doen. Henk, jij hebt een mooi en succesvol departement weten neer te zetten, 

dankjewel voor de mogelijkheid daar deel van te mogen uitmaken. Ook alle collega’s binnen de 

Academische Werkplaats Geestdrift bedank ik, die enorme groei van de afgelopen jaren is niet 

voor niets. Evelien, jouw bindende kracht hierin is een succesfactor. Greet, mijn kamergenoot, wat 

leuk dat we na ongeveer tegelijk te zijn begonnen, nu ook vrijwel tegelijkertijd klaar zijn. Het was 

fijn de dinsdagen met jou op de kamer te mogen doorbrengen en ik hoop dat we contact zullen 

houden de komende tijd. 

Op een gegeven moment kom je in een fase in je leven dat een aantal vriendschappen een rode 

draad is gaan vormen. Deze vriendschappen hebben voor de nodige ontspanning en relativering 

gezorgd in de afgelopen jaren dat ik met het onderzoek bezig was. Leslie, Maaike, Hoi-Mee, ‘Bul’, 

Elvira, Petra en Susan, bedankt voor jullie steun en betrokkenheid! Ook alle ‘aanhang’ die er de 

afgelopen jaren bij is gekomen: bedankt voor alle gezelligheid! Daarnaast iedereen van de ‘BIO’ 

groep, bedankt voor alle gezellige momenten de afgelopen jaren. 

Mijn vriendinnen Suzanne en Daphne wil ik apart noemen. Dankjewel dat jullie mijn paranimfen 

willen zijn. Lieve Suus, samen op de universiteit is wel een thema in ons leven, eerst tijdens de 

studie en later in het werk. Maar wat ons daadwerkelijk bindt, gaat veel verder dan dat. Je hebt mijn 

pieken en dalen tijdens dit onderzoek nauwgezet gevolgd, dankjewel voor alles! Lieve Daphne, ook 

jou leerde ik kennen op de universiteit. Wat is er sindsdien veel gebeurd. Wat ben je een dappere, 

stoere en lieve vrouw. Ik zie dat een sterretje aan de hemel knipoogt en dan weet ik dat ik genoeg 

heb gezegd. 

Ik nader het einde van dit dankwoord, maar niet zonder ruimte te besteden aan mijn familie. Lieve 

papa en mama, altijd hebben jullie mij de kans gegeven en gestimuleerd mijn eigen weg te gaan 

(ook al was het niet altijd die van jullie), erop vertrouwend dat alles goed zou komen. Het maakte 

jullie niet uit, als ik maar gelukkig was. Dat laatste is ook alles wat ik met heel mijn hart voor jullie 

wens. ‘Dankjewel’ schiet hier zoveel te kort. Barbara en Gerben, ik ben blij zo’n warme band te 

hebben met mijn zus(je) en broer(tje). Er zijn weinig mensen met wie je in je jeugd zoveel ruzie kunt 

maken en die je toch altijd weer vindt. Die onvoorwaardelijke liefde betaalt zich nu uit. Amanda, 

Volker en kleine Paul, jullie verrijken dit familiegeluk alleen maar meer. Ook mijn lieve schoonfamilie 

wil ik bedanken natuurlijk, voor het warme onthaal, voor het meeleven, de bewondering, de 

gezelligheid en natuurlijk voor de zakken vol kinderkleding. 

‘Save the best for last’ en dat doe ik dan ook. Want waar het de laatste jaren echt om heeft gedraaid 

zijn jullie: Gerben, Hannah en Casper. Lieve Gerben, zonder jou zou me dit nooit zijn gelukt. Je 

zorgde ervoor dat ik me nergens zorgen over hoefde te maken en liet me maar ‘zijn’ als ik dat toch 
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iets te veel deed (en dat op iets te onredelijke manier uitte). Je bent mijn grote liefde, mijn baken, 

en dit proefschrift draag ik dan ook op aan jou en onze lieve kindjes Hannah, Casper en het kleintje 

in de buik. Wat hou ik onbeschrijflijk veel van jullie. De laatste woorden zijn voor jullie:

Some call it faith,

Some call it love.

Some call it guidance from above.

You are the reason we found ours,

So thank you stars.

(Katie Melua, 2005)
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