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Research questions and study design 

The aim of the study was to provide materials for discussion of the position of 
the four big cities in The Netherlands, and in particular for discussion of health 
care facilities and policy in those cities. The study covered Amsterdam, Rotterdam, 
The Hague and Utrecht and was initiated by the Dutch Scientific Council for 
Government Policy [ 11. 

This Council required an outline of current knowledge of the health situation, 
the facilities for health care and health policy in the four cities. An overview is 
necessary of insights, research, the structure of the facilities and of policy. What 
are the problems? What is known and what is as yet unknown? The following 
cluster of questions has been formulated: 
1 What is known about the health situation in those big cities? Are there differences 

between the cities themselves and between them as a group and the rest of the 
country? 

2 What is known about the situation as regards health care facilities in these cities? 
Are there differences between the cities themselves and between them as a group 
and the rest of the country? What is the situation as regards the way in which 
the demand (health situation) is geared to supply (care)? 

Address for correspondence: Dr. H.F.L. Garretsen, Head Department of Epidemiology, Municipal 
Health Service Rotterdam, P.O. Box 70032, 3000 LP Rotterdam, The Netherlands. 
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3 What is known about the situation as regards public health policy in the 
above mentioned cities? How does this relate to national and international 
developments? What are the possible future developments and do they seem 
desirable? 
A not insignificant portion of this study consisted of an examination of the 

availability of data: What data can be found, where and in what form? 
This study was based on an examination of the published literature and available 

research results on the one hand, and on a number of interviews with experts from 
the big cities on the other. City policy planners and epidemiologists from each of 
the cities concerned were interviewed. A number of discussions also took place 
with representatives of the state health insurance organizations. 

The study first deals with the health situation in these cities, then with urban 
health facilities and finally with public health policy. 

The health situation 

Availability of data 

The availability and accessibility of data was examined. It appeared that some 
data was directly available, while some was not (although it may well be obtainable 
in principle) and that a large amount of data was not, or not as yet, available for 
individual major cities or can be made available on short notice. 

Mortality figures and data on the cause of death, are in principle obtainable for 
each of the four big cities individually and for each area within that city, but are 
often not directly at hand. 

Morbidity figures for hospitals and other institutions are available, but to a far 
greater extent on a national and regional level than for towns and large cities. The 
same is true for data related to the legislation concerning industrial disability and 
invalidity. In general, data is not readily available per city or district, but may well 
be available on payment of certain fees. 

Morbidity figures for primary health care can provide a relatively large amount 
of information about relatively small geographical units. In general, it may be said 
that much data is collected, but often not in an accessible and uniform manner. 
Health questionnaires are currently standard practice in Rotterdam and Utrecht and 
are also used in Amsterdam. 

In short, the study of the availability of data revealed the following problems: 
-there is insufficient data; 
- even data which are available are often not obtainable on a regular annual basis, 

being often based on a single study; 
-available data can often not be broken down according to a population group 

or according to particular characteristics (such as indicators of socio-economic 
status); 

- it is not always possible to integrate or relate the results of various surveys and 
studies. 
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It is often true to say that the smaller the geographical scale, the less standardized 
data is available. In any case, more information is collected nationally than by city 
district. It is however possible, at least in theory, to collect a great deal of data for 
individual districts within large urban areas. 

Results with regard to the health situation 

The above means that on the basis of empirical material it is currently possible 
to provide only a partial description of the health situation in the big cities. Certain 
problems affect large cities relatively more than the rest of the country, while 
others do not. Within the terms of this study, some problem areas are difficult to 
pin down, such as the formation of ghettos and urban decay, for example. We are in 
fact generally confronted with clusters of problems. A list of problem areas would 
consequently not give a true picture of the real situation, but can, nevertheless, 
provide some information. The following problem areas exist to a relatively large 
extent in the big cities or demand extra attention for other reasons: 
- AIDS and sexually-transmitted diseases. Sexually-transmitted diseases and AIDS 

are relatively over-represented in the cities. (About 75% of all Aids patients in 
The Netherlands lived or were treated in Amsterdam.) This would still appear 
to be true if one takes into account the fact that many people have only gone to 
the city for help after having contracted the disease. 

-Problems of mental health. Analyses of admissions data provided by general 
psychiatric hospitals in particular, support the conclusion that these problems 
are relatively over-represented in the big cities. 

- Problems connected with hard drugs and multiple drug abuse. The use of hard 
drugs and the combined use of heroine, for example, together with alcohol, 
sleeping pills and tranquilizers etc., is especially prevalent in the big cities 
(probably at least 75% of the users of hard drugs live in the four big cities). 

- Alcohol problems. These appear to be no more prevalent in the big cities than 
elsewhere. It is true, however, that in the cities the relationship between the 
excessive use of alcohol and vandalism, aggression and crime tends to receive 
more attention. 

-Accidents. Industrial accidents (NB the presence of harbours), demand greater 
attention in the big cities; 

- Violent behaviour/urban decay. Little data on violent behaviour, such as murder 
and manslaughter, assault, sexual crime and vandalism were obtained in the time 
available. It is however possible to state that certain crimes of violence would 
appear to be more prevalent in the big cities, for example, drug-related crime 
and vandalism. 

-Nutritional problems. It is uncertain whether nutritional problems are more 
prevalent in the big cities. This may well be the case, given that in the cities a 
greater proportion of the population belongs to high-risk groups. 
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Situation of certain categories of the population 

Adolescents, senior citizens and ethnic minorities were dealt with in greater 
detail. For the purposes of the study, adolescents were taken to be those between 
the ages of 15 and 24. This is the phase during which experimentation and hazardous 
behaviour are more prevalent and more accepted. 

Compared with other categories, adolescents are relatively healthy and make 
little use of health care facilities. Adolescents would appear however to be at 
increased risk as regards accidents, drug abuse (including the use of combinations 
of drugs) and certain crimes of violence. Stable development towards adulthood 
can be endangered by such factors as unemployment. 

A relatively large number of senior citizens (here: those aged 65 or over) no 
longer live independently. The quality of life is of particular importance to this 
group. Their morbidity is to a large extent characterized by chronic degenerative 
complaints requiring long-term care. Mortality is largely determined by cardiovas- 
cular disorders and by malignant tumours (together 75% of all deaths). Problems 
of mental health are also relatively common. The life style of senior citizens would 
appear to place them at greater risk from such factors as accidents, the use of 
sleeping pills and tranquilizers and nutritional problems. 

44% of the ethnic minorities live in big cities. The position of illegal immigrants, 
who also tend to live in big cities, is difficult, but data on such immigrants was 
virtually unobtainable. One important factor to be considered in this respect is that 
of psycho-social problems. 

Only a few health problems are specific to ethnic minorities, namely imported 
diseases, and most of the problems which affect immigrants also affect the native 
Dutch population [2]. The main point is that ethnic minorities are in a disadvantaged 
position, as regards housing, working conditions etc. They frequently belong to the 
lowest socioeconomic classes and, in so far as their health is concerned, are more 
readily comparable with native Dutch members of these classes. 

This brings us to the problem of inequality in health, which is indeed of 
significance where ethnic minorities are concerned. Within the big cities there 
appear to be differences between socioeconomic status on the one hand and the 
state of health on the other. Groups with the lowest incomes, level of education 
and occupations are in general also badly off as regards their health. Within the big 
cities there also appear to be differences between districts. Such differences have 
in any case been determined for the indicators mortality, frequency of admission 
to hospitals and industrial disability. 

Bearing in mind the above considerations, we would seem to be justified, at least 
in part, in saying that the big cities are more unhealthy than the rest of the country. 
In the first place, this would seem to depend on the make-up of the population, 
which in these cities is sometimes different from elsewhere. A relatively high 
proportion of the inhabitants of these cities, for example, consists of senior citizens 
or members of ethnic minorities, people who frequently belong to the lowest socio- 
economic classes and who are vulnerable as regards their health. 

In the second place, the less healthy situation in the big cities is related to the 
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greater prevalence of certain cultures and sub-cultures and of behaviour which 
constitutes a threat to the health of certain groups. One might mention the abuse 
of hard drugs or behaviour involving an increased risk of contracting sexually 
transmitted diseases, hepatitis and AIDS. 

In the third place, the physical environment plays a role, in the sense that those 
who live in big cities can be disproportionally confronted by such factors as traffic 
nuisance, pollution and living in close proximity to others. 

Health care facilities and social services 

This study dealt extensively with the available health care facilities. Health care 
in The Netherlands is characterized by so-called ‘echelons’, sectors of the health 
care system encompassing facilities which can in general be said to have the same 
functional characteristics and orientation. There are three levels: basic; primary; and 
second-line health care. Basic health care is the fundamental ‘echelon’ and concerns 
itself with collective preventive care as provided mainly (but not solely) by so-called 
basic health services. The activities of these services include the collection and 
analysis of epidemiological data, health information and advice, health education, 
the control of infectious diseases, supervision of hygiene and provision of advice 
to the local authorities as regards policy. 

Primary health care is provided in people’s own surroundings. There is a 
distinction between general primary health care (accessible to and aimed at a 
broad aid requirement), such as the general practitioner, the district nurse, the 
social worker and the home help, and special primary health care (aimed at a 
specific target group or aid requirement), such as the dentist, the physiotherapist. 
the dietitian and the pharmacist. 

Generally speaking, second-line health care, with its higher degree of specializa- 
tion, is only accessible via primary health care facilities. Although some of these 
facilities can be used directly by the general public, access to hospitals is dependent 
on referral by the general practitioner, for example, and there are official admission 
procedures with priority lists for other facilities, such as nursing homes and old 
people’s homes. 

An important question is to what extent the health care facilities meet actual 
health needs. Is the supply geared to the demand? Health care needs can be defined 
in various ways: experts, for example, may talk in terms of normative criteria such 
as those applied nationally to forecast the needs with respect to various tasks. On 
the other hand one can think in terms of needs as perceived by the individual 
himself or of expressed needs, i.e. that part of the perceived need that is converted 
into demand for health care. Insofar as conclusions can be drawn, this takes place 
at the level of the echelon. 

Extensive basic health care activities are in progress in all large cities, with a good 
deal of attention being reserved for epidemiology and public health information, 
advice and education as central activities. It is, however, unclear whether or not 
such activities are sufficiently community based. Since basic health care is offered 
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unasked, there can be no real question, strictly speaking, of supply and demand. 
Nevertheless, the supply should be attuned as well as possible to the actual health 

situation. It is for this reason that a community diagnosis is considered of central 
importance, encouraging consideration of the question of how best to promote 
community involvement. Frequently, however, matters have not yet progressed 
beyond the planning stage and existing institutions find themselves in the process 
of changing with a long way to go. 

As far as primary health care is concerned it has been established that facilities 
are not always equally distributed over urban areas. It is not clear to what extent 
this unequal spread of facilities is related to care needs. A similar situation is to be 
discerned in second-line health care; here, however, there is the added complication 
of alternate sites of care which is seen as improving services and fulfilling the desire 
to have auxiliary services closer to the home situation. A diversity of experiments 
is taking place in the cities into the relationship of nursing home/old people’s 
home/home care. 

An important innovation is the development of networks which pull together 
resources in the various echelons. These networks integrate care for specific 
problems (e.g., rheumatic illness) or for specific population groups (e.g., children 
with problems). These networks often encompass professional care as well as 
self-help groups. The big cities also show a trend of multi-hospital systems. The 
Academic Health Centers which are available in three of the four cities mentioned 
give a big push to improvement of quality care. 

Coordination and cohesion 

Improvements in collective prevention require increased cooperation between 
basic and primary health care facilities and, where appropriate, the regional mental 
health care services (RIAGGs). The primary sector is fairly chaotic, coordination 
and consultation largely being a matter of chance personal initiatives. There are 
also coordination problems in second-line health care, and in the relation between 
it and primary health care, most of them connected with inconsistent referral policies 
and the like. In mental health care there have been attempts to improve cohesion 
and cooperation between all municipal health facilities, although this has not been 
without its problems. 

The relationship between the primary sector and the RIAGG is an uneasy 
one: collaboration on such shared tasks as treatment, after-care and day-and-night 
availability often leaves much to be desired. This is due, not only to the difference 
in the nature of the work (generalist/specialist), financing and the skills required, 
but also to the negative image that exists. It has, for example, been established that 
the early identification and diagnosis of psychiatric disorders by primary health 
workers does not automatically lead to referral to the RIAGGs. 

The very size of large cities makes the problems mentioned above so much 
the greater than elsewhere. It is nearly impossible to have an overview of all aid 
organizations and there is overlap between the various groups receiving aid from 
them. 



In conclusion, there are problems of attuning the supply of care to the demand, 
problems that have a direct influence on the quality of the care and on the extent 
to which the specific needs of the patient are satisfied, i.e. on the health situation 
itself. 

Some of these problems can be solved in part at least by the setting up of health 
centers and by working in home teams. Furthermore, cooperative arrangements 
between general practitioners and district nurses on the one hand, and hospitals 
and nursing homes on the other, may also help improve the situation, although it 
must be said that this is more difficult in large urban areas because of the scale of 
the operation. Experimentation is essential here. 

The situation in the big cities and the role of the local authorities 

It is important to ascertain whether the health care in large cities is attuned to 
the specific problems that exist there, which is true to a certain extent. To deal 
with the greater variety of psychiatric problems the ambulant mental health care 
in large cities receive extra allocations, and cities also offer a relatively broad 
range of (specific) municipal health services. Special services are also available for 
problems COMected with drug abuse, for example, or sexually transmitted diseases. 
Large cities must in addition be able to react adequately to the presence and needs 
of specific segments of the population, such as adolescents, ethnic minorities and 
the elderly. Although it will sometimes be necessary to have specific amenities to 
meet the needs of these groups, policy should be directed at answering such needs 
as far as possible through the general health services, supported, where necessary, 
by special provisions. It is especially important for old people to be cared for as 
much as possible in their own homes rather than admitting them to a hospital. 
Home care is another area in which the inflexible barriers that exist between the 
various echelons should be removed; here we should be thinking more in terms 
of functions than of facilities, and indeed some big cities are already carrying out 
experiments in this area. 

Local authorities have general responsibility for the health of the population. 
Local councils are involved in health care in various ways. In the first place it is their 
job to formulate policies connected with prevention; secondly, problems associated 
with large numbers of groups of the population with specific care needs (the elderly, 
immigrants etc.) are easier solved if dealt with in coordinated action at the local 
level. Some local authorities are already engaged in experimental projects in this 
area. Thirdly, some second-line health care facilities are local authority institutions, 
so that the local authority acts not only as a political body in the area of health 
care, but also as a provider of such care. Although local authority involvement in 
public health is sometimes considerable, the possibilities are relatively few, as we 
shall discuss in the following section. 
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Public health policy 

The possibilities for big cities to create specific policies in the area of public 
health are largely determined by developments at the level of the central gov- 
ernment. The Dutch health care system is based on private initiative financed by 
social security payments and regulated by planning legislation. Within this system 
the emphasis has shifted more and more towards regional organizations in the last 
twenty years or so. Regionalization in one form or another has the advantage that 
demand and supply can be connected at a local level. Recent moves towards a 
national insurance system implemented by commercial insurance companies, while 
reinforcing market forces and undermining regionalization, run completely counter 
to this shift [3]. The discrepancy, however, between the present health care system 
and the intentions of central government is quite large. It is therefore possible that 
present government policies will not be enacted, or at least not fully. 

The report for the Scientific Council for Government Policy which is summarized 
in this article advocates ‘functional regionalization’. Under this system efforts are 
made within a region to create a coherent and effective set of provisions agreed 
upon in consultation with financiers and health professionals. 

Although the big cities are enabled by a system based on functional regional- 
ization to leave many affairs to self-regulation by market forces, they can retain 
important tasks in the field of local public health policy. The role of city author- 
ities can be defined in terms of five points. 

Firstly, the relation between local government and the insurance companies. 
In a functional regionalization model, regional insurance companies are accorded 
an important function: these might be new regional versions of the old Dutch 
National Health Insurance scheme. Since competition is not an important regulating 
mechanism in such a system, local authorities will have to be involved to some 
degree. Studies will be necessary to determine to what extent and in what way local 
authorities can be given a greater role in (monitoring) the activities of regional social 
insurance companies in a system of functional decentralization. 

Secondly, city authorities have a role as advisers to central government on local 
agreements on rules and standards in respect to health care insurance. Of course, 
there is always a certain amount of tension between the principle of equality of 
health care facilities in the country as a whole and the principle of specifying the 
needs and amenities on a regional basis. The current study shows that health care 
facilities in the four big Dutch cities deviate in nature, quantity and organization 
from the national average, with each city varying according to its own specific needs 
and priorities. A system of functional regionalization can allow for this variation 
in terms of guidelines established for this type of insurance by central government. 
With their experience it should be possible for the four big cities to provide 
government with the necessary background information and recommendations. 

Thirdly, the four big city councils have a role to play in the development of 
local health policies, traditionally the most important function of cities in the field 
of public health. Here the cities have not only an advisory or supervisory role, 
they also have an executive arm, the basic health service. Policies in this area are 
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influenced by the WHO initiatives like the ‘Healthy Cities Project’. The main aims 
of this project are to reduce inequalities in health, to highlight the importance of 
health policy as opposed to care policy (which presupposes a proper diagnosis of 
the health situation), to obtain political support, to ensure public involvement and 
to stress the intersectoral character of the public health policies pursued [4,5,6]. 

Fourthly, the big cities have an important contribution to make as a ‘safety net’, 
also a classic task for urban authorities, which is normally regarded as belonging 
to the domain of the local health authority. If gaps are discovered in this net, and if 
there are no private initiatives to fill those gaps, it is the job of the city authorities 
to find a solution, even if only a temporary one. Generally speaking, the local 
authority do their best to transfer this function as quickly as possible to the regular 
health care services. 

Fifthly, the city authority can be an important factor in the promotion of 
innovation in care. One example of this is the promotion of cooperation in the 
primary health sector which resulted in the health centers which grew up in 
the sixties and seventies. The large cities initiated the consultations, sometimes 
granting starting subsidies, and in one or two cases even ran the first health 
centers themselves. In the eighties there have been experiments in cooperative 
projects involving various institutions, such as nursing homes, homes for the elderly 
and home care projects. The local authorities carry out such projects in close 
collaboration with local financiers and health care professionals. Conceivably, a 
separate reservation could be made in the central fund of the future basic insurance 
to finance experiments in the health care sector aimed at innovation in cooperative 
ventures formed between disciplines, institutions, the substitution of intramural by 
extramural patient care and home care. Local authorities could be closely involved 
in managing a budget of this kind. 

Epilogue 

The public health policies of the four major Dutch cities are based on two 
connected lines: health policy and care policy. The city authorities are most involved 
in health policy: they take initiatives to promote a healthy city environment and 
healthy life styles. To support and carry out this policy the cities have well-equipped 
health services. But the local authority is also responsible for an effective and 
coherent system of care facilities in the city. These may largely be brought about by 
private services and regional financiers. The model described is based on functional 
decentralization as an alternative to the government’s proposals. The transparent 
organization of the relations between central government, the cities, the care 
services and the financiers offers the best chance of creating an effective municipal 
public health policy. The alternative described here needs further elaboration, but 
it does offer sufficient prospects as far as the four big cities are concerned. 
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