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Influences on Physicians’ Participation in Coordinated
Ambulatory Cardiology Care: A Mixed-Methods Study

Patrick Hennrich, Regine Bdlter and Michel Wensing

Introduction: In 2009 a managed care programme for coordinated ambulatory cardiology care was estab-
lished in Southern Germany. Designed as a voluntary contract between health insurers and ambulatory
medical specialists, it aims for a guideline-oriented, efficient health care by general practitioners and
medical specialists. In this study, we aimed to identify factors associated with physicians’ participation
and their relation to the aims of the programme.

Methods: A mixed-methods study was designed. We conducted semi-structured interviews with a sample
of 21 specialists participating and 11 specialists not participating in the programme. Structured question-
naires were sent to all eligible medical specialists, of whom 75 specialists participating and 21 specialists
not participating in the programme responded. Both the interview and questionnaire covered a range of
questions on the participation and implementation of the program.

Results: Financial benefits were the most frequently named reason to participate. Other prevalent motives
were the prospect of an alternative to regular health care, expected diagnostic possibilities and recom-
mendations from peers. Reasons for not participating were mainly structural, such as technical modifica-
tions as well as economic investments and fear for one’s professional autonomy.

Conclusion: Physicians’ participation in the programme was mainly financially driven and largely unrelated
to its care-related aims. Still, it is unclear if these divergences between motivation to participate and
aims of a managed care programme affect its eventual impact, hence further research is required.

Keywords: participation; selective contract; cardiology; coordination; ambulatory care; integrated care

Introduction and background
The German healthcare system is highly fragmented,
which provides challenges to the coordination of patient
care within and between healthcare sectors [1]. Within
ambulatory healthcare, several programmes to foster
integration have been launched, such as disease manage-
ment programmes and general practitioner-centred care.
More recently, programmes to enhance the quality of
ambulatory specialist care and its coordination with gen-
eral practitioners’ care have been initiated. Legally based
on §73c (§140a since 2015) of Book Five of the German
Social Security Law (SGB V), these programmes represent
so-called “special ambulatory care” [2]. Research evidence
on the uptake and impact of these programmes is limited.
The first of these programmes for ambulatory special-
ist care (“FacharztProgramm”) was launched December
2009 in Baden-Wuerttemberg (a state with approxi-
mately 11 million inhabitants) by health insurers AOK
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Baden-Wuerttemberg and Bosch BKK. The programme is
a medical specialists’ complement to general practitioner-
centred care and encompasses selective contracts with
medical specialists from various fields. Until today, eight
medical disciplines have been included: cardiology (since
2009/2010), gastroenterology (since 2011), psychiatry/
neurology/psychotherapy (since 2012), orthopaedics/sur-
gery (since 2014), urology (since 2016), diabetology (since
2017), rheumatology (since 2018) and nephrology (since
2020). Participating patients agree to only attend medi-
cal specialists who take part in the programme. While
participating medical specialists enter a selective contract
in their respective field, patients can only participate in
the programme as a whole and not in a single medical
discipline. Hence, they are subject to the regulations in
all of the selective contracts included in the programme
at once.

Being the first German selective contract of this kind and
the starting point of the medical specialist’s programme in
Germany, the contract for ambulatory cardiology practices
(“Facharztvertrag Kardiologie”) with the resulting medical
specialist’s programme (we will subsequently refer to the
whole concept as cardiology programme) had a pioneer-
ing role. Key aspects of the programme to enhance and
coordinate ambulatory care are: reduced waiting times
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for enrolled patients regarding appointments (waiting
time maximum of two weeks) and in the waiting room
on the day of their appointment (waiting time maximum
of 30 minutes); the possibility for physicians to offer
diagnostic measures and treatments which are normally
only remunerated in the inpatient sector to reduce hos-
pitalisations; strict adherence to clinical guidelines by
physicians for an evidence-based treatment; preferred
prescription of generic medicaments for reasons of cost
efficiency; structured communication between medical
specialists and general practitioners and vice versa via pre-
fabricated forms; as well as patient-related services such
as consultation hours in the evenings [3]. Participation in
the programme is financially attractive for medical spe-
cialists through increased remunerations compared to
regular health care [3]. Shared rules and approaches allow
for a horizontal, systemic integration [4] focused on the
long-term treatment of chronically ill cardiovascular
patients within primary health care.

The programme bears attributes of managed care such
as selective contracting, additional payments based on
performance combined with lump-sums per service and
set standards for the provision of medical care [5-7]. It
focuses on treating chronic cardiovascular conditions,
especially coronary heart disease, heart failure, cardiac
arrhythmia and (congenital) heart defects [3]. The num-
ber of medical specialists participating in the cardiology
programme was high at the time of our study, with 212
physicians in 2018. We were able to identify 99 non-par-
ticipants through searches in publicly available databases
[8], implying estimated participation rate was 68% for
2018, respectively.

As outlined above, the cardiology programme offers
additional services to participating patients, aims to stand-
ardise communication structures and allows physicians to
provide services otherwise only available in the inpatient
sector, hence making it an innovative alternative to regu-
lar health care in Germany. It can therefore be considered
an innovation, which was taken up by a proportion of the
targeted population of cardiologists [9]. Its participants
outnumber non-participants as data above indicated,
although this does not necessarily reflect a comprehensive
uptake of all its components. The cardiology programme
requires a range of organizational and clinical changes in
the ambulatory practices, which has implications for their
information technology, administrative procedures, and
clinical routines [3]. While participating physicians receive
additional payment, money by itself does not necessarily
cause these changes [10]. Hence, taking the prerequisites
into regard, proper implementation of managed care pro-
grammes like the cardiology programme might not come
without any difficulty and therefore cannot be taken for
granted.

In a previous study, we showed that actual adherence
to components of the cardiology programme by physi-
cians was mixed — with standards for medical care itself
proved to be well adhered to, enhanced access to cardiol-
ogy care for patients and information exchange between
general practitioners and medical specialists less so [11].
Possible reasons were related to the feasibility of certain
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requirements in routine practice as well as actual demand
for services required in the programme [11].

The physicians’ decision on whether to join the cardi-
ology programme or not was not explored in this previ-
ous study. The decision to participate in a managed care
programme may be influenced by a variety of factors,
which may differ, explicitly or implicitly [12], from its
aims to various degrees. For instance, for the cardiology
programme a first crude exploration in 2015 showed
that financial considerations seemed predominant in
the physicians’ decision to participate [13]. At worst, a
programme’s intentions are completely contradictory to
the motives of the participant. These differences might
affect actual implementation by physicians and, in the
long run, reduce the impact of a programme. This study
therefore aims to explore and understand in-depth what
drives physicians to participate or not to participate in a
managed care programme like the cardiology programme
and how their motivation relates to the programme’s
aims. Eventually, this can provide a basis for policymak-
ers when it comes to developing suitable incentive strate-
gies to attract participants in managed care programmes
without jeopardising a programme's implementation and
impact on health care.

Methods

In the context of a larger evaluation study on the cardi-
ology programme (also covering outcomes evaluation,
health economics evaluation and a patient survey) con-
ducted by the Goethe-University Frankfurt am Main,
aQua-Institute (Institute for Applied Quality Improve-
ment and Research in Health Care) Géttingen and the
University Hospitals Jena and Heidelberg, we conducted
a mixed-methods process evaluation of the programme.
The process evaluation focused on participation in and
implementation of the programme by participating phy-
sicians as well as on identifying potential impact mecha-
nisms and contextual factors affecting these aspects. To
a lesser degree, it also covered the programme’s impact
as perceived by physicians. The Medical Research Coun-
cil Guidance on process evaluations of complex interven-
tions was used as guidance [14]. The study has been con-
ducted in accordance with the Declaration of Helsinki and
was approved by the ethics committee of the medical fac-
ulty of Heidelberg under reference number S-415/2017. A
more detailed description of the study itself and the meth-
odological approach has been published previously [11],
the following description is hence slightly condensed.

Study population and sampling

Eligible were all specialists in internal medicine, who
(co-Jowned an ambulatory practice in the state of Baden-
Wuerttemberg and provided cardiology care. Physicians
without a license from the Association of Statutory Health
Insurance Physicians (which covers roughly 90% of the pop-
ulation), salaried physicians (neither practice owners nor
co-owners) and physicians in hospitals were not included.
Participants in the programme were extracted from a list
provided by the health insurer, while non-participants were
identified through internet databases (for details see [11]).
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To ensure diversity of participants and statements, sam-
pling for the qualitative study considered practices as a
whole instead of individual physicians within each prac-
tice. Therefore, instead of inviting all physicians in a given
practice, in every practice eligible for the qualitative study
only one registered physician was chosen randomly and
invited to participate in the study. Otherwise, a strong
overlap of statements and attitudes was to be expected.
This resulted in a total of 139 specialists’ practices in the
cardiology programme and 84 non-participating practices.
All of them were invited. The specialists in the programme
received one reminder, the non-participating specialists
received two because of the low response rate. All partici-
pating physicians provided written informed consent for
the telephone interview.

In the quantitative study, contrary to the qualitative
approach, instead of one physician, all physicians within
each practice were approached, hence the difference
in sample sizes. From updated searches and partici-
pant lists, we identified a total of 212 medical special-
ists participating in the cardiology programme and 99
who were not participating. All physicians received a
structured questionnaire including an accompanying
letter and a post-paid envelope. As the questionnaire
was mailed anonymously, completing and returning it
was interpreted as consent — a separate declaration of
consent was not required here. Contrary to the qualita-
tive study, reminders could not be mailed out directly,
as the anonymous approach made it impossible to iden-
tify physicians who had not sent back their question-
naire yet. Still, we mailed out one letter to all physicians
reminding them of the study in general and asking them
to send back their questionnaire if it hadn't been done
already.

Data collection and measures

The qualitative study was conducted between Septem-
ber 2017 and July 2018. After the appointment for the
interview had been made, participants received a short,
written questionnaire in preparation of the interview and
for reasons of sample description. For medical specialists
participating in the cardiology programme it included
30 questions on the physicians, the practice they were
based in, patient care and the cardiology programme. For
medical specialists not participating in the programme it
included 23 questions on the physicians, the practice they
were based in and patient care.

Telephone interviews then were conducted supported
by a semi-structured interview guide, which was tailored
to the respective group of physicians. The interview guide
addressed key components of the cardiology programme
and aspects that emerged during pilot testing. Six top-
ics were covered: a) reasons for (refraining from) par-
ticipation in the cardiology programme as well as one’s
own expectations, b) day-to-day tasks in patient care
and changes one noticed since participation in the pro-
gramme, c) cooperation with other care providers, espe-
cially general practitioners, d) how one organised their
practices, e) factors that affected implementation of the
programme and f) concomitants of the programme. Pilot
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testing of the guideline was conducted with 3 physicians.
Interviews were planned to last 30 to 40 minutes.

The quantitative, structured survey was conducted
between October 2018 and January 2019 through the
questionnaires mentioned under “Study population and
sampling”. These were constructed by the researchers
using multiple choice questions, semantic differential
scales, open ended questions and dichotomous questions,
spanning four topics: a) general information on each phy-
sician and their practice, b) participation in the cardiology
programme and its implementation, c) healthcare within
one's practice and d) cooperation with other care provid-
ers. Questionnaires were pilot tested with physicians and
slightly adapted afterwards.

Analyses

All telephone Interviews were transcribed verbatim and
analysed using MAXQDA 2018. We followed the method
of a content-structuring qualitative content analysis as
described by Kuckartz [15]. The code system we used was
initially deducted from the research question and sub-
sequently inductively complemented by new insights
gained during the interviewing process. Texts were
manually scanned for important and possibly relevant
statements, which were noted as memos. Subsequently,
main categories were developed, derived of the research
questions, interview guidelines and emerging from top-
ics mentioned by interviewees. All main categories were
applied to parts of the empirical material and concerted
between researchers to ensure quality and precision in
definitions. Concerted main categories were applied to
the whole material and further differentiated. Through-
out the application, corresponding sub-categories were
created inductively on the basis of statements within the
interviews. This led to the final code system which was
once again concerted between researchers, applied to all
transcripts and interpreted subsequently with respect to
the main topics of the study and in consideration of fre-
quencies of mentions by the interviewees.

The quantitative data obtained was tested for normal
distribution using the Kolmogorov-Smirnov-Test in SPSS
24. The analysis was largely descriptive with a focus on
mean values and standard deviations (sd) (median values
and corresponding interquartile range (IQR) where data
was not normally distributed) as well as frequencies. For
mean and median values, the corresponding n is given
in square brackets where data was missing. Frequencies
are given in absolute numbers with valid percentages
respectively.

Results

In the qualitative study, of the 139 contacted medical
specialists participating in the cardiology programme, 23
(16.5%) agreed to participate. A total of 21 (15.1%) were
interviewed. The remaining two could repeatedly not be
reached for making an appointment. Of the 84 medical
specialists eligible but not participating in the cardiol-
ogy programme, one turned out to be deceased while 11
(13.3%) physicians agreed to participate and were inter-
viewed.
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In the quantitative study, of the 212 contacted spe-
cialists participating in the cardiology programme, one
mailing was returned to sender. Of the remaining 211
specialists, 75 (35.5%) returned the questionnaire. Of the
99 non-participating specialists, 21 (21.2%) returned the
questionnaire.

Sociodemographic characteristics
Table 1 contains sociodemographic characteristics of all
participants in the qualitative study.
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Table 2 contains sociodemographic characteristics of
all participants in the quantitative study.

Motivation to participate in the cardiology programme
Results of the quantitative study regarding physicians’
motivations to participate in the cardiology programme
are shown in Table 3. Physicians were asked to tick a max-
imum of 3 reasons why they decided to participate.

In the qualitative study, we identified a total of 7 cat-
egories with 14 sub-categories in the statements on

Table 1: Sociodemographic characteristics of medical specialists in the qualitative study.

Variable Medical specialists Medical specialists
(participating) (non-participating)
(n=21) (n=11)
Sex (n (%))
male 81.0 81.8
female 19.0 18.2
Age (mean (sd)) 57 (6.5) 49 (7.2)
Years of professional experience (mean (sd)) 28.1(7.0) 20.0(7.3)
Practice based since the year.. (mean (sd)) 2000 (7.7) 2011 (7.3)
Vocational training (n (%))
Specialist for internal medicine 19 (90.5) 5(45.5)
.without focus 3(14.3) 0(0.0)
.with focus on cardiology 16 (76.2) 5 (45.5)
Specialist for internal medicine and cardiology 3(14.3) 5 (45.5)
Other 3(14.3) 2(18.2)
Practice location (n (%))
City core 11(55.0) 7(70.0)
Urban hinterland (~20 km) 4(20.0) 2(20.0)
Rural area 5(25.0) 1(10.0)
Type of practice (n (%))
Individual practice 6 (30.0) 7(70.0)
Shared practice 2(10.0) 1(10.0)
Group practice 11 (55.0) 2(20.0)
Ambulatory health care centre 1(5.0) 0(0.0)
Individual patients per quarter (n (%))
<500 0(0.0) 1(9.1)
500-1000 7(33.3) 5(45.5)
1001-1500 6(28.6) 4(36.4)
>1500 8(38.1) 1(9.1)
Full-time positions (physicians) (mean (sd)) 2.9(34) 1.7 (1.0)
Full-time positions (physician's assistants) (mean (sd)) 6.2 (6.1) 3.7 (2.6)
Percentage of AOK-patients participating in the medical 43.9(19.3)
specialist's programme (mean (sd))
Physician’s participation in the cardiology programme 2011 (1.2)

since the year.. (mean (sd))
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Table 2: Sociodemographic characteristics of medical specialists in the quantitative study.

Variable Medical specialists Medical specialists
(participating) (non-participating)
(n=75) (n=21)
Sex (n (%))
male 60 (80.0) 18 (85.7)
female 15 (20.0) 3(14.3)
Age (median (IQR)) 56 (51-60) 54 (45-57)
Years of professional experience (median (IQR)) 28.0(23.0-32.0) 23.0(18.5-29.7)
Practice based since the year.. (mean (sd)) 2003 (8.2) 2009 (8.5)
Vocational training (n (%))
Specialist for internal medicine 62 (82.7) 16 (76.2)
.Wwithout focus 9(13.0) 1(4.8)
.with focus on cardiology 47 (68.1) 15(71.4)
Specialist for internal medicine and cardiology 22(29.3) 6 (28.6)
Other 6 (8.0) 2(9.5)
Practice location (n (%))
City core 53(72.6) 12 (57.1)
Urban hinterland (~20 km) 8 (11.0) 6(28.6)
Rural area 12 (16.4) 3(14.3)
Type of practice (n (%))
Individual practice 17 (23.6) 7(33.3)
Shared practice 14 (19.4) 2(9.5)
Group practice 37(51.4) 10 (47.6)
Ambulatory health care centre 4(5.6) 2(9.5)
Individual patients per quarter (n (%))
<500 2(27) 3(14.3)
500-1000 34 (45.9) 10 (47.6)
1001-1500 21(28.4) 3(14.3)
>1500 17 (23.0) 5(23.8)
Number of full-time positions (physicians) (mean (sd)) [n] .0(2.7) [66] 2.3(2.1)[20]
Full-time positions (physician’s assistants) (mean (sd))
Oupto3 17 (22.7) 4(20.0)
More than 3, up to 6 27 (36.0) 10 (50.0)
More than 6, up to 10 18 (24.0) 3(15.0)
More than 10 13(17.3) 3(15.0)
Percentage of AOK-patients participating in the medical 19.4 (11.8)

specialist’s programme (mean (sd))

Physician’s participation in the cardiology programme since
the year.. (mean (sd))

motivation to participate in the programme. A complete
overview on all (sub-)categories can be found in Table 4.
For each (sub-)category we included one representative
quote, the physicians’ names were replaced by an iden-
tification number. Other names, places and potentially

2012 (2.6) [60]

unique identifiers were substituted by a place holder in
upper case letters put in square brackets. Our additions
for a better understandability of several statements were
placed in lower case letters and put in square brackets as
well. All quotations were translated by us from German to
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Table 3: Reasons to participate in the cardiology programme as mentioned by medical specialists.

Participation in the cardiology programme because of... (n (%))

Medical specialists

(participating)
(n=175)
.receiving higher reimbursement than in regular health care 60 (80.0)
.it being an alternative to the statutory health insurance system 50 (66.7)
.it providing more diagnostic possibilities than in regular health care 25(33.3)
..easier accounting than in regular health care 24 (32.0)
..a recommendation by the professional association 17 (22.7)
..closer cooperation with general practitioners than in regular health care 13(17.3)
..having more time for patients than in regular health care 10 (13.3)
..a higher guideline-orientation than in regular health care 8(10.7)
..participation of or a recommendation from colleagues 6(8.0)
Other 8(10.7)

English carefully. Wherever a literal translation proved to
be ambiguous, we rephrased it with the aim of conveying
its original meaning.

In the subsequent sections, the results of the qualitative
and quantitative studies are presented thematically.

Economic incentives

The vast majority mentioned higher reimbursement as
compared to regular health care as a motivation to par-
ticipate in the programme. This is supported by insight
gained from the qualitative interviews. These showed
that more than 75% of participating physicians deemed
economic incentives important, especially financial ben-
efits in terms of higher remuneration compared to regu-
lar health care and the discontinuation of caps on patient
numbers. Physicians sporadically felt not only remuner-
ated higher, but also perceived more (financial) recogni-
tion of their performance.

ID-3: “Because I saw a positive effect for me, regard-
ing patient care and financially as well, of course,
because it's more attractive than the lump-sums I
get from the Association of Statutory Health Insur-
ance Physicians and | have more possibilities to
check the patient, for example, and so on, and yes.
And some things are remunerated, respectively
remunerated at all, and remunerated better.”

A further economic aspect was the expectation that
accounting would be easier than in regular health care,
mentioned by 32.0% of physicians. In the qualitative
study, however, this was only mentioned in isolated cases.

Structural incentives

Especially the quantitative study showed that structural
and systemic reasons played a role for medical special-
ists. 66.7% stated that one of their reasons for partici-
pation in the cardiology programme was because it is
an alternative to regular health care in Germany as it is
offered by statutory health insurance for patients who
do not participate in managed care programmes or simi-

lar types of care. In the qualitative study, isolated phy-
sicians brought this topic up as well and perceived the
cardiology programme as a paradigm shift away from the
current health care system or as being more transparent
regarding accounting aspects. An additional structural
aspect mentioned in the interviews was, among others,
the wish to bind or keep patients who wanted to partici-
pate in the programme and were cared for by the prac-
tice in the past.

Expected improvements related to health care

Several health care-related expectations were deemed rel-
evant for participation in the cardiology programme by
medical specialists in the quantitative study. Especially
the diagnostic possibilities available to participants in
the programme were named in this regard. Cooperation
with general practitioners, time available for individual
patients and guideline-orientation of care played a fur-
ther, yet less prevalent role.

In the qualitative study, reported incentives related
to health care were mainly an (expected) optimization
of patient-related services through the programme. The
physicians justified this expectation with more diagnos-
tic possibilities, a closer monitoring of the patients than
in regular health care and higher availability of appoint-
ments. Diagnostically the possibility to offer services nor-
mally performed by hospitals in an ambulatory setting
was highlighted. Such changes in health care within the
programme were often derived from the increased remu-
nerations for participating physicians, in the sense of an
incentive or possibility to offer more encompassing ser-
vices because of a higher remuneration.

ID-7: “[..] Furthermore the programme contains
services we can only offer there and not for patients
insured in the collective contract — be it ambulatory
cardioversion, implantation of heart defibrillators,
ICD box changes, these are all services suited to be
offered ambulatory but normally not remunerated
and they were included in the programme and this
makes the programme interesting of course.”
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Motivation through peers

Motivation to participate because of others’ recommenda-
tions played a role as well. The quantitative study showed
that this was especially the case when it came to recom-
mendations by the professional association the special-
ists were members of. Recommendations from colleagues
were mentioned more seldom.

In the qualitative study, a more substantial part of
physicians named the positive or encouraging attitude
of colleagues towards the cardiology programme or
their participation as an external incentive to participate
themselves. Those who did not report direct influence
of their colleagues still reported a majoritarian positive
attitude towards the programme in their local medi-
cal setting. About a third of physicians perceived their
colleagues’ attitudes towards the programme as highly
diverse.

ID-1: “[..] And somebody should do it in [PLACE],
it's no good if all of us just wave it aside and see it
as too much of an effort and yes, these kind of were
the reasons and Mister [NAME] in [PLACE] actually
also..motivated me to do it, so I thought: Ok, I'l

try it.”

Researcher: “So this means the opinion of col-
leagues was decisive for participation.”

ID-1: “Yes."

Reputational benefits

Expectations related to an influence of participation in
the programme on the physicians’ reputation were explic-
itly surveyed in the qualitative study (hence the high
number of mentions) but seldom found — more than 50%
of physicians reported that considerations on their own
reputation had no effects whatsoever on their decision to
participate in the programme.

Hennrich et al: Influences on Physicians’ Participation in Coordinated Ambulatory Cardiology Care

ID-6: “Reputation is a big word. I would rather say
no. [..] No, if I had to, with one word, no. It's defi-
nitely true that patients appreciate it [the medical
specialist's programme] but if you would want to
call it reputation, it's rather a positive attribute of a
practice, I'd rather not call it reputation.”

Inhibiting factors for participation in the cardiology
programme
Results of the quantitative study on physician’s motiva-
tions not to participate in the cardiology programme are
shown in Table 5. Physicians were asked to tick a maxi-
mum of 3 reasons why they decided not to participate.
For the qualitative statements of the 11 physicians not
participating in the cardiology programme on inhibiting
factors we identified 6 categories with 22 sub-catego-
ries. A complete list of (sub-)categories can be found in
Table 6.

Structural inhibiting factors

The vast majority of physicians in the quantitative and
qualitative studies reported structural aspects as reasons
for not participating in the cardiology programme. Espe-
cially additional administrative, technical and personal
efforts to implement the whole programme were deemed
decisive, furthermore financial and staff resources. The
quantitative results added regional structures like the
number of eligible patients and general practitioners in
general practitioner-centred care.

ID-14: “[..] decided against it [the cardiology pro-
gramme)] up to now just because I can't go to the
additional effort software-wise regarding linkage
to the health insurer as well as staff efforts, so that
my assistants don't only know codes for regular
accounting but also those required because of the
selective contract. I just don't have enough ade-
quately qualified staff, I have to put it this way.”

Table 5: Reasons not to participate in the cardiology programme as mentioned by medical specialists.

No participation in the cardiology programme because of... (n (%))

Medical specialists (not

participating)
(n=21)
..administrative efforts 14 (66.7)
..COSts 6(28.6)
..necessary modification of information technology 6(28.6)
..inability or reluctance to fulfil all of the contractual terms 6(28.6)
..fear for the survival of the statutory health insurance system 4(19.0)
..fear for one's professional autonomy 3(14.3)
..professional political aspects 2(9.5)
..a regional lack of general practitioners in general practitioner-centred care 2(9.5)
..colleagues advised against participation 2(9.5)
..not knowing about the cardiology contract 2(9.5)
..a lack of suitable patients 1(4.8)
Other 5(23.8)
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Economic inhibiting factors

The quantitative study showed that financial calculations
and cost considerations played a role for nearly one third
of physicians in their decision not to participate in the
programme. The qualitative study backed this up in spo-
radic cases, but economic aspects were not mentioned as
often during the telephone interviews.

Professional political inhibiting factors

In the quantitative study, professional political aspects
played a role for several physicians. Specifically, a fear for
the continued existence of the statutory health insurance’s
system was mentioned, accompanied by more general
political motivations not to participate in the cardiology
programme. Qualitative data showed a singular mention
of fear for the continuance of the statutory health insur-
ance's system as well. Here, the cardiology programme
was seen as a threat to regular health care as it transfers
regulatory aspects of care from the Associations of Statu-
tory Health Insurance Physicians to the respective health
insurance company.

ID-18: “[..] I think it's a mistake that the Associa-
tions of Statutory Health Insurance Physicians are
disempowered [by the cardiology programme] and
the health insurers gain more and more insight
into patients’ conditions as well as more influence
on treatment. I think this weakens the Associations
of Statutory Health Insurance Physicians [...]."

Autonomy-related inhibiting factors

More than 14% of physicians in the quantitative study and
over one third of physicians in the qualitative study chose
not to participate in the cardiology programme because
of concerns related to freedom — especially out of fear for
their own professional autonomy as such or in relation
to prescription regulations as well as the patients’ free
choice of medical practitioners.

ID-18: “I think professional autonomy is heavily
threatened here by the cardiology programme,
gastroenterology programme. This tearing of the
healthcare landscape to singular contracts will not
serve patients or physicians, yes, but only health
insurers. Because every health insurer is cherry-
picking and going to try to maximise profits
through this thing. And this is, I think, a general
fallacy of our healthcare system.”

ID-19: “[..] you also get certain regulations regard-
ing the prescription of medicine. [..] That's another
thing where you currently still have complete free-
dom..well, complete, that's not right either, but
more freedom [than within the cardiology pro-
gramme] [..]."

ID-19: “[..] they [patients] are not really pointed to
the fact that they're partially..that they partially
abandon their freedom of choice regarding ther-
apy in the ambulatory sector. [..]"

Hennrich et al: Influences on Physicians’ Participation in Coordinated Ambulatory Cardiology Care

External inhibiting factors

Local colleagues’ attitudes towards the cardiology pro-
gramme were reported as being mixed or difficult to assess
in the qualitative study, only isolated cases reported a
clearly positive attitude. None of the physicians interviewed
perceived an explicitly negative attitude. The influence of
colleagues’ attitudes on the decision not to participate was
left unclear in more than 50% of the cases. The quantita-
tive study showed that colleagues’ attitudes were deemed
important by roughly 10% of physicians in the study.

ID-18: “About half of them are participating, half
of them aren’t. And let me put it this way, the ide-
alists, to which I belong, did not participate. And
those who are probably affected more by economic
necessities and think they have to earn a little
extra money through this medical specialist’s pro-
gramme, they rather participate.”

Researcher: “And do you think that your own deci-
sion not to participate has been somehow influ-
enced by the mood of the colleagues, or..”

ID-18: “No, no."

Other inhibiting factors

A lot of inhibiting factors proved to be very heterogene-
ous, as the category “Other factors” shows quantitatively
and qualitatively. For non-participants several specific
conditions or regulations of the programme were decisive
as well as individual principles and beliefs.

ID-19: “So smaller reasons that always irritated me
about the programme is that it offers incentives to
make patients sicker than they are, that is to code
diagnoses generously which could be done for-
mally but is clinically unnecessary but sticks to the
patient, makes him, the patient more ill to be able
to bill better [more expensive] modules — that's
what detested me a bit [...]"

ID-18: “[..] That's why, as a matter of principle I do
not participate, yes, as [ want to show clearly that I
want to stay autonomous. I don't want to be influ-
enced by the [HEALTH INSURER] and be baited by
some extra payments. I'm staying autonomous.
That's why I'm a self-employed physician.”

Discussion

The cardiology programme was designed to enhance
access to and quality of ambulatory cardiology care by
specifying a range of requirements in a contract and offer-
ing additional payment for participation. The primary
aims of the cardiology programme such as an improve-
ment of health care played a rather modest role in physi-
cians’ decisions to participate: Especially the prospect of
an increased remuneration, structural expectations, the
expectation of a broader scope of medical services and a
positive attitude of local colleagues were central incen-
tives for physicians to participate in the cardiology pro-
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gramme. Inhibiting factors which were often mentioned
were of an administrative, structural or economic kind
and accrued partly from very specific, individual consid-
erations or were related to the professional autonomy of
the physician.

Financial motives of physicians and aims of the
programme

Even if there seems to be a divergency between the aims
of the contract and physicians’ mainly financial motives to
participate, this does not automatically imply insufficient
implementation or that the programme’s goals cannot
be attained: The strong focus physicians put on financial
aspects can indicate a function of remuneration as a moti-
vator to optimise one’s own patient care, as international
research on incentives for an improvement of medical
care quality [16] and integration of care already showed
[17], and as the category “Principle: Better reimbursement
for better quality” in the short survey mentioned in the
introduction indicated [13]. On the other hand, financial
incentives need to fulfil several criteria to achieve such
effects [18]. Participating physicians named mainly and
sometimes solely a higher remuneration as an incentive
to participate. Many deemed the quality of their care
to be reasonably good and not really influenced by the
programme. These perceptions seem to reflect a lack of
awareness of the widely prevalent coordination problems
in German healthcare from the perspectives of patients
and general practitioners [19]. They might lead to par-
ticipants aiming solely for improvement of their financial
situation without changing their own patient care or, in a
worst-case scenario, subordinating patient care to finan-
cial intentions — a known risk for remuneration schemes
in managed care [20]. It has been shown that physicians
who receive higher, visit-related remuneration tend to
increase the number of patients they see while the time
for patients and quality of care decreases [21]. Both are
aspects that would be directly opposed to the cardiology
programme’s aims.

This situation also points to a possible difference in
worlds of thinking: On the one hand there were the devel-
opers of the cardiology programme, which aimed at an
improvement of quality, efficiency and provision of ambu-
latory cardiology care. On the other hand, there were
the physicians participating in the programme. While
the developers of the programme likely saw financial
incentives through reimbursement as a necessary mean
to attract participants, a good deal of physicians solely
focused on this aspect. The developers’ ultimate aim
was to improve medical care, the physicians seemed to
place the programme largely outside the medical domain
instead. A possible reason for this might be the approach
of the cardiology programme itself: In recent years, inte-
grated care became increasingly patient-centred with
rather holistic approaches, including patients, nurses,
social services and other non-medical staff [22-25]. The
cardiology programme however, even though it aims at
an optimisation and integration of care in the ambulatory
sector, mainly focuses on structuring and enhancing care
provided solely by the medical specialist through higher
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remunerations. Patients and non-medical staff are barely
included in this optimisation process. Just like regular
health care in Germany, the cardiology programme seems
to follow a rather physician-centred approach: Besides
their communication with general practitioners, medical
specialists in the programme still pretty much work on
their own in a more or less unidirectional way towards the
patient and do not necessarily need to change their medi-
cal daily routine significantly. Hence, from the get-go, the
programme might not have been striking to physicians
for its medical components, since they were already used
to physician-centred care and may rather have appraised
the monetary aspects. Here, a broader approach of the
cardiology programme, exceeding a purely physician-cen-
tred care by including further health care providers and
patients, might be a solution to foster integration of care
and conquer the risk of participation for purely financial
reasons, as the other providers involved would recognise
and most likely sanction such behaviour. However, one
needs to consider that the German health care system is
typically driven by detailed medical and administrative
requirements and financial aspects play an important
role. Therefore, comprehensive implementation of such
an approach seems unlikely at least in the short run. As
it has been argued before, this would additionally most
likely require a change in physicians’ professional culture
beforehand [22].

Still, it remains unclear whether a financially driven par-
ticipation is in fact problematic here: several physicians in
the study explicitly perceived increased remuneration in
the cardiology programme as an opportunity to specifi-
cally extend and improve their own scope of ambulatory
care. A simple claim of financial benefits without resulting
changes in patient care is hence not to be expected then.
Here, higher remuneration may have influenced patient
care positively. Financial incentives were able to make the
cardiology programme appealing to some physicians and,
at the same time, provided a basis for more regular and
tight-knit services, therefore served the purpose of the
programme in these cases.

Influence of colleagues

Physicians participating in the cardiology programme
reported an influence of their local colleagues' attitudes
on the decision to participate. When it comes to the dif-
fusion and acceptance of innovations, such interrelations
between medical practitioners have already been shown
in the 1950s works of Coleman et al. [26, 27]. On the other
hand, our data did not indicate similar processes for physi-
cians not participating in the programme. This might be a
consequence of the differences we observed: Participants
perceived rather positive local attitudes towards the pro-
gramme, while non-participants perceived rather mixed
attitudes. The mainly positive attitude in the participants’
environments could have functioned as an incentive for
participation. For the non-participants, this aspect might
have been absent because of attitudes difficult to assess
and therefore suppressing such an external motivation.
Another possibility is that the interviewed non-participants
might have been less integrated into (informal) social
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networks with colleagues, which could inhibit such effects
when it comes to acceptance of innovations [28] (see also
[26))

Fear for loss of professional autonomy

The statements of several non-participants showed that
there were physicians who have been critical of the con-
tractual binding to the health insurer within the cardiol-
ogy programme. They especially perceived an emergence
of unilateral dependence instead of cooperation. This
is likely based on the balance of power within the pro-
gramme: Health insurer and management organisation
have a unilateral controlling function over physicians’
implementation of the programme. Meanwhile, the nego-
tiation power of the individual physician is limited, also
because the contract is arranged independent of the Asso-
ciations of Statutory Health Insurance Physicians. Physi-
cians only have indirect influence through the state-wide
association of practice-based cardiologists. For some phy-
sicians, this constellation led to a fear of misuse of the
contractual relationship in terms of interference in their
own professional autonomy. Similar aspects have already
been looked into in past research [29] and are compre-
hensible insofar as the cardiology programme involves a
lot of requirements and regulations for participating phy-
sicians. It is important to ensure a beneficial behaviour
of contractual partners and keep up mutual trust. Certain
mandatory regulations, however, are unavoidable to coor-
dinate care and set standards for participants — otherwise,
there can't be a basis from which health care could be
optimized as intended by the programme.

Limitations

Limitations of our study result from the evaluation project
itself: Data collection has been conducted between 2017
and 2019 — for some physicians this was eight years after
they entered the cardiology programme. After such a time
period it is unclear to what extent there are still memo-
ries left from the start of participation and preceding con-
siderations. Unbiased and complete reflection on these
aspects is especially questionable when it comes to non-
participants who possibly never reconsidered their deci-
sion not to join and therefore probably did not pay any
further attention to the cardiology programme or medical
specialist's programmes in general.

The number of participants in the quantitative study
was substantially higher than in the qualitative study.
This came as no surprise, as we assumed that filling out
the written questionnaire is less time-consuming than
completing an interview via phone. Furthermore, the
quantitative study involved less personal information
as it provided anonymity to the participants, while the
qualitative study used pseudonyms and required written,
informed consent as well as appointments for the inter-
views upfront.

The total response rate in the qualitative study was suf-
ficient to reach a saturation of statements in the group
of medical specialists participating in the cardiology pro-
gramme — during the course of the interviews, certain
aspects were repeatedly mentioned by various physicians
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and no additional topics requiring further interviews were
brought up. With 35.5%, the quantitative response rate
for specialists in the programme was not overly high, but
within the scope of response rates studies with physicians
typically achieve — especially considering that all medical
specialists in the cardiology programme were approached
instead of a sample, so the results cover over one third
of the whole population. The response rate in the group
of non-participating specialists was lower than the rate of
participating specialists for both studies. While in the qual-
itative study we assumed a saturation of arguments in the
group of non-participating specialists as well given that
after several interviews no new aspects were mentioned,
the response rate of 21,2% in the quantitative study left
room for improvement and limited further quantitative
comparisons between participants in the programme and
non-participants.

Methodologically, the mixed methods approach can be
seen as advantageous compared to using a single method.
The qualitative data partly served as foundation of the
quantitative study. Vice versa, it provided deeper insight
into quantitative data in terms of possible explanations
of quantitative results. The decision to use telephone
interviews in the qualitative study was mainly driven by
the fact that physicians normally only have little time and
personal interviews had required longer appointments,
possibly further reducing participation in the study. Still,
personal interviews might have led to different results,
especially when it came to rather sensitive topics.

The sample composition posed another challenge: It
may be possible that physicians with strong opinions were
more likely to participate — be it extremely in favour of the
programme or extremely hostile towards it. Participants
in the study furthermore might have answered socially
desirable — regardless of our assurance of confidential-
ity and protection of the physicians’ identities it is pos-
sible that especially critical considerations were reported
understated.

Summary and conclusion

Using the example of the cardiology programme in the
German state of Baden-Wiirttemberg, our study explored
and analysed what motivates medical specialists in
ambulatory cardiology care to take part in a managed
care programme. This provides additional knowledge on
how to potentially increase participation in managed
and integrated care programmes and hence may enable
policymakers to spread acceptance of such programmes
by tailoring incentives to the needs and expectations of
physicians.

Our results showed that financial incentives and admin-
istrative issues played an important role for the motiva-
tion of physicians to participate or not to participate in
the cardiology programme. Increased reimbursement was
perceived as an additional source of income and, for sev-
eral physicians, as a basis to extend their scope of ambu-
latory care. Depending on which aspect is deemed more
important by the individual physician, this can either facil-
itate or contradict the aims of the programme. Here, more
in-depth research seems adequate to further investigate
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possible effects of personal motives to participate on the
actual implementation and eventual impact of such man-
aged care programmes. The importance of colleagues’
positive attitudes for several specialists showed that open-
mindedness of local peers towards a managed care pro-
gramme seemingly enhances the acquisition of physicians
as well. At the same time, the limits of acquisition became
visible: When they deemed the programme’s administra-
tion complex, estimated necessary financial efforts as high
or had concerns about their professional autonomy, physi-
cians were reluctant to participate. Furthermore, several
medical specialists were unable or unwilling to participate
because they were in individually special situations which
a broadly designed programme like the cardiology pro-
gramme was not able to cover.

From what our study showed, policymakers should
especially focus on financial attractiveness of a managed
care programme to attract a high number of potential
participants among physicians. On the other hand, they
need to be cautious as it is still not clear if a purely finan-
cially motivated participation might limit actual imple-
mentation. Further aspects to enhance a programme’s
attractiveness proved to be little additional effort for
participants when it comes to implementation and a
supporting attitude from local peers. At the same time,
unavoidable interdependencies between physicians,
health insurers and management corporations resulting
from the contracts underlying such a programme need
to be designed in the light of mutual trust between all
parties involved and ideally reduce the risk of imbalances
in power, as these might cause doubts among physicians
about their professional autonomy. However, even with a
considerately designed programme, individual needs and
expectations of physicians might still prevent their par-
ticipation in the end. Here, a more thorough integration
of physicians in the design process of managed care pro-
grammes could further reduce barriers.
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